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FOI Ref: 6592
Category(ies): Clinical - Drugs
Subject: Medication used in Total Joint Replacement
Date Received:  01/09/2022

	[bookmark: _Hlk66456130]Your request:

	Our response:


	I would like to make a request for information under the Freedom of Information Act (2000).  

I would like to know more about the medications used during the course of total hip and knee replacement surgery by your Orthopaedic & Anaesthetic teams.  


	Please can you complete the attached proforma to provide information regarding your trust’s current policies/protocols for this type of surgery.

	


	 Alternatively, if your trust has a specific guideline or policy that answers the questions listed then I am happy for you to provide a copy/excerpt from that instead.  
	The Trusts antimicrobial policy covers antibiotic prophylaxis in arthroplasty.




There is a separate SOP for day case total hip/knee arthroplasty and one for UKR 



[bookmark: _GoBack]

Thromboprophylaxis is prescribed after risk assessment and follows NICE guidance: Venous thromboembolism in over 16s: reducing the risk of hospital-acquired deep vein thrombosis or pulmonary embolism (nice.org.uk)
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Pharmacological choices in Hip/Knee Arthroplasty



Thank you for taking time to complete this short proforma, the information you provide will help to build a full picture of the pharmacological choices made for patients undergoing joint replacement surgery.  



		ANALGESIA



		1. What analgesic agents are offered per the trust’s protocol/standard practice for joint replacement surgery (beyond simple analgesia like paracetamol/codeine)?  

Please detail dosage and route of administration.  



		Preoperatively

		Intraoperatively

		Post-operatively



		Oxycodone 5 or 10mg MR

Acupin

		0.125% Bupivicaine with 1mg (1:150 000) Adrenaline (100ml – Hips, 150ml Knees)

		Tramadol

Codiene

Dihyrocodiene

Oxydcodone MR 10mg

Morphine (sub cut or oral)



		ANTI-INFLAMMATORY



		1. What Anti-inflammatory agents are offered per the trust’s protocol/standard practice for joint replacement surgery (beyond simple agents like ibuprofen)?  

Please detail dosage and route of administration.  



		Preoperatively

		Intraoperatively

		Post-operatively



		

		

		



		ANTIMICROBIAL AGENTS



		1. What antibiotic/antimicrobial agents are offered per the trust’s protocol/standard practice for joint replacement surgery?  

Please detail dosage and route of administration.  



		Preoperatively

		Intraoperatively

		Post-operatively



		

		2g Flucloxacillin i.v.

160g Gentamicin

800mg Teicoplainin

		1g Flucloxacillin (2 doses)

400mg Teicoplanin (2 doses)



		1. Does this differ between primary and revision joint replacement surgery?



		Yes, depends if revision is infected and surgeon’s choice.













Continued on next page…







THANK YOUREGIONAL ANAESTHESIA

1. What regional anaesthetic agents are offered per the trust’s protocol/standard practice for joint replacement surgery? 

Please detail dosage and route of administration.  

Preoperatively

Intraoperatively

Post-operatively



0.125% Bupivicaine with 1mg (1:150 000) Adrenaline (100ml – Hips, 150ml Knees)



VTE PROPHYLAXIS

1. What VTE prophylaxis is offered per the trust’s protocol/standard practice for joint replacement surgery? 

Please detail dosage and route of administration.  

Preoperatively

Intraoperatively

Post-operatively





75mg Aspirin (2 weeks)

LMWH whilst inpatient then apixaban until day 28 on discharge

ENHANCED RECOVERY

1. Are any additional medications/supplements issued as part of an enhanced recovery protocol for joint replacement surgery?

Preoperatively

Intraoperatively

Post-operatively







DAY CASE JOINT REPLACEMENT

1. If day case joint replacement surgery is offered are there any differences to the standard joint replacement protocol you’ve described above?

Preoperatively

Intraoperatively

Post-operatively
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2.1

2.2

Version 5

INTRODUCTION

This is a vital clinical document providing guidance on the use of most
appropriate antimicrobials according to the most recent scientific evidence.
The aim is not only to ensure best clinical management of infections but also
to support infection prevention and control minimising the emergence of
resistant organisms and healthcare associated infections.

The first part of the policy describes the roles and responsibilities, the
implementation plan and monitoring of adherence to the policy, and the
second part (as Appendix 1) gives guidance on prescribing antimicrobials
empirically or targeted.

The Policy (Appendix 1) is the result of joint collaboration between the
Microbiology and Pharmacy departments of two hospitals, Rotherham and
Barnsley Rotherham Hospitals. The microbiology departments of both
hospitals are working in partnership by sharing work in the laboratories as
well as the out of hours service provided by Consultant Microbiologists.

PURPOSE & SCOPE

Purpose

The purpose of this policy is to promote best practice in antimicrobial
prescribing so as to:
o Optimise patient care.

. Reduce the risk of infection from MRSA, ESBL, GRE other resistant
bacteria and Clostridium difficile.

o Maintain the effectiveness of antimicrobial agents in the treatment of
infections by reducing the risk of bacteria developing antimicrobial
resistance in accordance with Saving Lives.

o Promote the safe use of toxic antimicrobials by appropriate drug
monitoring.

Scope

This policy applies to all health professionals who advise on, prescribe,
administer or dispense antimicrobials who are employed by Rotherham NHS
foundation trust.

ROLES & RESPONSIBILITIES

Roles Responsibilities

The Director of Infection The Consultant Microbiologist following

Prevention and Control/ consultation with senior clinical staff will

Consultant Microbiologist ensure that the Policy is based on the
national and international guidelines and

ANTIMICROBIAL POLICY 2019/21 Page 7 of 26
Please check the intranet to ensure you have the latest version





Version 5

Roles

Responsibilities

that it reflects the local susceptibility
data. Measures will be put in place to
implement the Policy trust wide and to
provide expert advice.

Consultant Microbiologists

Consultant Microbiologists will:

Advise on prevention, diagnosis,
treatment and management of infectious
diseases including visiting relevant
clinical areas when necessary.

Monitor inpatients on intravenous and
oral antimicrobials on a daily basis (via
information received from the wards).

Review antimicrobials prescribed for
patients admitted with history of MRSA,
ESBL, other resistant organisms and C
difficile (information received
electronically from Infection Control
Team).

Control antimicrobial prescribing by
issuing a Code for Restricted
Antimicrobials. The Code will advise the
length of treatment to encourage best
practice and safeguard patient safety.

Attend regularly ward rounds of
Haematology and Intensive Care/ High
Dependency Unit and advise on the
management of infected patients.

Oversee the infection control issues in
collaboration with Infection Control
Team.

Review significant laboratory results
before release.

Provide guidance on therapeutic drug
level monitoring

The Chief Pharmacist

The Chief Pharmacist will support the
Policy by purchasing antimicrobials
according to the Policy and through the
activities of the antimicrobial pharmacist
and clinical pharmacists.

The Clinical Directors

The clinical directors will promote
compliance to the Policy in their
specialties and highlight areas where
audits are required.
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Roles

Responsibilities

Medical and Non-Medical
Prescribers

Medical and non-medical prescribers will
initiate empirical antimicrobials according
to the policy (Appendix 1) and clearly
document in case notes and medicine
charts:

¢ Indications for antimicrobial therapy
¢ Antimicrobial name, route and dose

e Review dates (e.g. for i/v to oral
switch), duration/stop date

Seek approval from Consultant
Microbiologists for restricted
antimicrobials and document the advice
and the micro code given in the notes
and on the prescription chart.

Ensure they are familiar with the
patient’s medical history and condition
when contacting another clinician for
advice. Communication should follow the
SBAR reporting format i.e. Situation,
Background; Assessment;
Recommendations (Appendix 2 contains
the full SBAR reporting tool).

Document in the patient's records:

The plan of care as discussed
with the patient, their family
member or carer (as appropriate),
including the planned duration of
any treatment.

Ensure they are familiar with the side
effects of aminoglycosides including
symptoms suggestive of vestibular and
ototoxicity including dizziness,
unsteadiness on feet, tinnitus, bobbing
oscillopsia (vertical bouncing of
surroundings), hearing loss, nausea or
vomiting and be aware that these side
effects can develop after a short period
of therapy (72 hours).

Ensure they are familiar with the risk
factors for developing vestibular and
ototoxicity associated with
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Roles

Responsibilities

aminoglycosides - e.g. prolonged period
of administration and poor renal function
and also be aware that it can develop in
patients with normal serum levels and
that patients with toxic levels could be
asymptomatic.

They will review treatment daily to:

e Assess clinical response and
changes to treatment, if any.

e Consider i/v to oral switch at 48
to 72 hours (Appendix 1).

e Consider targeted therapy
based on microbiology and
sensitivities.

e Ensure antimicrobials are not
given longer than indicated
(usually 5 days).

e Ensure antimicrobial review is
addressed for the
weekend/Bank Holidays.

Re: Therapeutic Drug Monitoring
(aminoglycosides and
glycopeptides)

e Prescribers will become
familiar with dose schedules,
monitoring levels and adverse
effects before prescribing.

e Will review the need for
treatment every 3 days for
endocarditis and daily for other
infections.

e Make patients aware of side
effects associated with
aminoglycosides and
glycopeptides if treatment is
longer than 5 days.

Clinical staff will participate in the audit
programme as identified.

Clinical staff should report any incidents
via the Trust’s incident reporting system.

Version 5
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Roles

Responsibilities

The Antimicrobial
Pharmacist

The antimicrobial pharmacist will:

Ensure that clinical pharmacy staff and
other clinical staff understand the
contents of the policy by arranging,
developing and leading policy teaching
sessions and being available for advice
on the management of individual
patients.

Audit compliance to the policy at least 6
monthly and weekly to specific wards
during red alert outbreaks.

The Clinical Pharmacists

The Clinical Pharmacist will promote,
monitor, audit and query with the
microbiologists if they believe non-
adherence to the Policy.

Pharmacists will be responsible for:

Checking compliance with the
Antimicrobial Policy and Prescribing
Standards.

Supplying Restricted Antimicrobials
according to classification:

Red — either:

e For the first 72hrs in order to
prompt a 72 hr review

e For the duration stated in the
CODE

e For 24 hours without a Code
Green - either:

e For the first 72hrs in order to
prompt a 72 hr review

e For the duration of the course as
appropriate

Requesting a review by
prescribers/clinical teams if:

e Antimicrobial choice is outside
the Policy.
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Version 5

Roles

Responsibilities

e Antimicrobial prescriptions do
not meet prescribing
standards

i.e. omission of indication, review
date or stop date.

e Restricted antimicrobials
prescribed without prior
approval of Microbiologist.

e Referring to Microbiologists if
requests to review
antimicrobial treatment (e.g.
choice, i/v to oral switch, stop
date) are not taken up by the
clinical teams within a
reasonable time.

Re: Therapeutics Drug Monitoring
(aminoglycosides and
vancomycin):

e Pharmacists will advise
medical and nursing staff on
dose calculations, monitoring
of serum levels and a review
of dose when necessary in
collaboration with the
Microbiologists.

¢ Pharmacy staff should report
any incidents via the Trust’s
incident reporting system.

The Medicine Optimisation
Pharmacy Technicians

Medicine Optimisation Pharmacy
Technicians_will be responsible for:

Supplying Restricted Antimicrobials
according to classification:

Red — either:

e For the first 72hrs in order to
prompt a 72 hr review

e For the duration stated in the
CODE

e For 24 hours without a Code
Green - either:

e For the first 72hrs in order to
prompt a 72 hr review

ANTIMICROBIAL POLICY 2019/21
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Roles

Responsibilities

e For the duration of the course as
appropriate

Requesting a review by
prescribers/clinical teams if:

e Antimicrobial choice is outside
the Policy.

e Antimicrobial prescriptions do
not meet prescribing
standards i.e. omission of
indication, review date or stop
date.

e Restricted antimicrobials
prescribed without prior
approval of Microbiologist.

Pharmacy staff should report any

incidents via the Trust’s incident
reporting system.

The Nursing staff

The nursing staff will be responsible for:

Becoming familiar with the commonly
prescribed antimicrobials therapy for
their ward specialty.

Becoming familiar with the administration
of commonly prescribed intravenous
antimicrobials.

The administration of antimicrobials
according to the prescriptions on the
medicine charts.

Requesting the supply of Restricted
Antimicrobials according to the
classification:

Red — either:

e For the first 72hrs in order to
prompt a 72 hr review

e For the duration stated in the
CODE

e For 24 hours without a Code
Green - either:
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Roles

Responsibilities

e For the first 72hrs in order to
prompt a 72 hr review

e For the duration of the course as
appropriate

Alerting clinical teams:

If unable to administer via the
route prescribed or if a dose
has been missed.

When the condition of the
patient improves so that an
alternative route to i/v can be
considered (excludes serious
infections requiring
intravenous antimicrobials).

Requesting a review of i/v
antimicrobials after 48 to 72
hours.

Requesting clinical teams to
document stop or review dates
on the medicine chart when
these are missing.

Continue to administer
antimicrobials whilst awaiting a
review.

Re:Therapeutic Drug Monitoring

(aminoglycosides and
vancomycin):

Be aware of the reasons for
individualising doses,
monitoring schedules and
associated side effects.

Ensuring that the doses are
given and the blood levels
monitored at the right time in
accordance with the
respective protocols.

Alert clinical team to results of
therapeutic drug monitoring.

Informing doctors of any side
effects that the patient
appears or reports to be
experiencing.
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5.1

Version 5

Roles Responsibilities

Nursing staff should report any incidents
via the Trust’s incident reporting system.

The Microbiology Laboratory | The microbiology laboratory staff will
staff isolate and investigate clinical samples,
identify and report sensitivities according
to the antimicrobials listed in the Policy.

Clinical Site Manager The Clinical Site Manager will supply
antimicrobials (as with other medicines)
from the Emergency Cupboard during
the period the pharmacy department is
closed when requested.

The Antimicrobial The Antimicrobial stewardship Group will
Stewardship Group be responsible for developing policies
around promotion of appropriate, safe
and effective use of antimicrobials and
oversee antimicrobial prescribing across
the Trust.

The Hospital Infection The infection Prevention and Control and
Prevention and Control and Decontamination Committee will
Decontamination Committee | implement, take action and monitor to
maintain a safe environment, safe
practice and safeguard patients, staff
and relatives against infections.

PROCEDURAL INFORMATION

The appropriate use of antimicrobials for the management of infections is
described in Appendix 1. This document will be printed for use on the wards
and will be available on the intranet.

DEFINITIONS AND ABBREVIATIONS
Definitions

A Broad Spectrum Antimicrobial means an antimicrobial prescribed initially
to provide cover for all possible organisms considered to be causing an
infection at that site. This is termed empirical therapy as the exact organism
is not yet known.

A Narrow Spectrum Antimicrobial means an antimicrobial selected to treat
an organism which has been isolated and identified. This is termed targeted
therapy as only the organism identified is being treated.

I/v to oral switch is considered when the requirements for intravenous
therapy no longer apply.
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5.2

Version 5

Restricted Antimicrobials mean that microbiologist approval and a Code
must be obtained within 24 hours unless for permitted indications.

Review Date means the date on which the antimicrobial, the route and the
duration should be reviewed.

Stop Date means the date on which the prescription expires.
Stock Items are medicines issued to wards for use on any patient.

Named Patient Items are medicines issued for a particular patient and must
not be used for any other patient.

Therapeutic Drug Monitoring is required where the antimicrobial has a very
narrow therapeutic index i.e. the difference between the therapeutic level
and toxic level is small. Appropriate monitoring ensures that the levels are
neither sub-therapeutic nor toxic

Abbreviations

RMOG- Rotherham Medicines Optimisation Group

SBAR- Situation, Background, Assessment, Recommendation
MRSA-Meticillin Resistant Staphylococcus Aureus

ESBL- Extended Spectrum Beta Lactamase

GRE- Glycopeptide Resistant Enterococci

ARHAI — Advisory Committee on Antimicrobial Prescribing, Resistance and
Healthcare Associated Infections
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Prevalence surveys of antimicrobial use in hospitals: purpose, practicalities
and pitfalls.

Antibiotic Policies: Fighting Resistance

Edited by Gould IM, Van der Meer JWM

Springer Science + Business Media LLC 2007

Scottish Medicine Consortium/ Healthcare associated infection task force.
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7. ASSOCIATED DOCUMENTATION

TRFT Policy for prevention, control and management of Clostridium difficile
diarrhoea infection.

TRFT Meticillin Resistant Staphylococcus aureus (MRSA) policy.

TRFT Policy for the prevention, control and management of multi-resistant
Gram-negative bacteria including extended spectrum beta-lactamase
producing organisms (EBSLs).

TRFT Policy on prevention, control and management of Mycobacterium
tuberculosis and multi-drug resistant meningococcal tuberculosis.

TRFT Policy for the prevention, control and management of Glycopeptide
resistant enterococci (GRE) infections.

TRFT Medicines Management Policy
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APPENDIX 1

NHS

The Rotherham

NHS Foundation Trust

The Rotherham NHS Foundation Trust and Barnsley Hospital NHS Foundation Trust
Antimicrobial Policy for Adults 2017/19 is located at;

link:
http://intranet.xrothgen.nhs.uk/DocumentCentre/PoliciesandProcedures/Antimicrobial
%20Adults%202017-19.pdf

The Rotherham NHS Foundation Trust and Barnsley Hospital NHS Foundation Trust
Antimicrobial Prescribing Guidelines for Children aged 1 month to 16 years
2019/21 is located at;

link:

to be added when available
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APPENDIX 2

The Rotherham

NHS Foundation Trust

SBAR Reporting Tool
Situation

e State your name and unit/ward
e | am calling about patient’'s name and age
e Thereason | am calling is...

Background

e State the admission diagnosis/working diagnosis and date of admission

e Relevant medical history including family history; underlying condition/ co
morbidities

e A brief summary of treatment to date; current antimicrobial therapy and
duration; recent antimicrobial use (within the last month if possible)

e History of MRSA/ ESBL/ other resistant organisms/C.difficile diarrhoea

e Previous microbiology results

e Infective markers

Assessment

State your assessment of the patient
e Allergies
e Renal function
e Hepatic function

Recommendations/Actions

e | would like (state what you would like to see done)
Determine timescale

Is there anything else | should do?

Record name and phone or bleep number of contact
Patient concerns, expectations and wishes

Don’t forget to document the call!
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ANTIMICROBIAL POLICY 2019/21

SECTION 2
DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND
MONITORING
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8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS
This document was developed in consultation with:
At Rotherham Foundation Trust

, Consultant Microbiologist

, Associate Specialist Microbiologist

Consultant Microbiologist
, Antimicrobial Pharmacist

At Barnsley Foundation Trust:

, Consultant Microbiologist
, Consultant Microbiologist
, Antimicrobial Pharmacist

It has also been circulated for comments to the Consultants and non-
Medical Prescribers, Antimicrobial Stewardship Group and Pharmacists at
both trusts.

9. APPROVAL OF THE DOCUMENT

This document was approved by:
o The Antimicrobial Stewardship Group
o Rotherham Medicines Optimisation Group

10. RATIFICATION OF THE DOCUMENT

This document was ratified by the Trust Document Ratification Group.
11. EQUALITY IMPACT ASSESSMENT STATEMENT

An Equality Impact Assessment has been carried out in relation to this

document using the approved initial screening tool; the EIA statement is
detailed at Appendix 1 to this section of the document.

The manner in which this policy impacts upon equality and diversity will be
monitored throughout the life of the policy and re-assessed as appropriate
when the policy is reviewed.

12. REVIEW AND REVISION ARRANGEMENTS

This document will be reviewed every two years by the Consultant
Microbiologist and Antimicrobial Pharmacist unless such changes occur as
to require an earlier review.
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13. DISSEMINATION AND COMMUNICATION PLAN

To be disseminated
to

Disseminated
by

How

When

Comments

Document Ratification
Group via policies
email

Author

Email

Within 1 week of
ratification

Remove watermark from
ratified document and
inform Document
Ratification Group if a
revision and which
document it replaces and
where it should be located
on the intranet (in the
documents sections of
‘Microbiology’ and
‘Pharmacy’ and in the
useful resources section)
Ensure all documents
templates are uploaded as
word document except for
section 1 appendix 1
which should be uploaded
as a pdf

Communication Team

(documents ratified by
the Document
Ratification Group)

Document
Ratification
Group

Email

Within 1 week of
ratification

Communication team to
inform all email users of
the location of the
document.

All email users

Communication
Team

Email

Within 1 week of
ratification

Communication team will
inform all email users of
the policy and provide a
link to the policy.

Key individuals

Heads of Departments
/Matrons/Consultants/
Pharmacists/ Non-
medical Prescribers

Author

Meeting /
Email as
appropriate

When final
version
completed

The author must inform
staff of their duties in
relation to the document.

The electronic version of
section 1 Appendix 1 will
be available on the
intranet and also on the
IGNAZ application. It will
also be published in 2
sizes. The A4 size will be
distributed to all wards and
clinics and the A5 (pocket
size) to all prescribers and
pharmacist.

There will also be a credit
card sized aide memoir
containing details of
empirical treatment for
common infections which
will be given to all junior
doctors.
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To be disseminated Disseminated How When Comments

to by

All staff within area of | Heads of Meeting / As soon as Ensure evidence of

management Departments / Email as received from dissemination to staff is

Matrons appropriate | the author maintained. Request
removal of paper copies
Instruct them to inform all
staff of the policy including
those without access to
emails
14. IMPLEMENTATION AND TRAINING PLAN

All new and existing members of staff will be made aware of this policy and
trained accordingly.

Doctors who are new to the Trust will be given training at induction by the
Microbiologists and the Infection Control Team. The microbiologists and the
pharmacists will continue to advise prescribers regarding the contents of
appendix section 1 appendix 1. CSU antimicrobial reports will be used to

alert to changes in the policy.

15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS
OF THE TRUST DOCUMENT
15.1 Process for Monitoring Compliance and Effectiveness
Audit / Process for monitoring Audit / Audit / Audit / Action
Monitoring e.g. audit, survey Monitoring Monitorin | Monitoring plans
Criteria performed g reports approved
by frequency | distributed to and
monitored
by
Section 1 Audit 10 patients on Antimicrobial | 6 monthly | CSU business Antimicrobia
Appendix 1 antimicrobials on each Pharmacist and service I
Antimicrobial | ward over a 2 week period. managers, Stewardship
. . Frequency Clinical direct G
policy: Audit areas to be covered: may be inical directors, roup
_ . . Matrons, sisters
Prescribing on | Stop/review date, increased ;
. and Pharmacists
the drug card. | indication or micro code, if a red o
. ; alert is Antimicrobial
duration on audit day and St dshi
missed doses called. ewardsnip
) group
Section 1 Inpatient consumption Antimicrobial | Quarterly CSU business Antimicrobia
Appendix 1 reports to CSU’s with Pharmacist and service I
Antimicrobial | medium to large managers, Stewardship
policy: consumption of antibiotics. Clinical directors, | Group
Matrons and
Pharmacists.
Usage of
antimicrobials
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Audit / Process for monitoring Audit / Audit / Audit / Action
Monitoring e.g. audit, survey Monitoring Monitorin | Monitoring plans
Criteria performed g reports approved
by frequency | distributed to and
monitored
by
Annually
Antimicrobial
Stewardship
Group
Infection
Prevention and
Control and
Decontamination
Committee
Section 1 Monitoring: Infection Daily Microbiologists to | N/A
Appendix 1 email by infection control Control discuss with
Antimicrobial | team Nurses clinical teams
Policy:
Antimicrobials
prescribed to
patients with
history of
MRSA, other
resistant
organisms
and C. difficile
Section 1 Monitoring: Ward and Daily Prescribers N/A
Appendix 1 Clinical check of dispensary
Antimicrobial | prescriptions Pharmacist
Policy:
Appropriatene
ss of
treatment
Section 1 Monitoring: Ward and Daily Prescribers N/A as any
Appendix 1 Clinical check of dispensary problems
Antimicrobial | prescriptions Pharmacist are rectified
Policy: immediately
Need for
micro code
Section 1 Audit areas to be covered: | Antimicrobial | Annually CSU business Antimicrobia
Appendix 1 Stop/review date, Pharmacist but only if | and service I
Antimicrobial | imAi et : sufficient managers, Stewardship
Policy: gdggggsgsramé?{zgoien’ d resources | Clinical directors, | Group
One day point ml:ssed dosesu Y are Matrons, sisters
yp S available. | and Pharmacists
prevalence Documentation of R
allergies, reasons for Antimicrobial
antimicrobial use and Policy group
documentation of
prescribing decision at 48
hours.
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15.2 Standards/Key Performance Indicators (KPIs)

None
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The Rotherham

NHS Foundation Trust

EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL

Document Name:  Antimicrobial Policy 2019/21 Date/Period of Document: ~ 08/07/19
_ Consultant Microbiologist & Director of . Consultant Microbiologist & Director of Infection Prevention and
Lead Officer: . . Job fitle:
Infection Prevention and Control Control
D Function x Policy D Procedure |:| Strategy IZ Other: Joint Document with Barnsley Hospital

Describe the overall purpose / intended outcomes of the above:

To ensure most optimal prescribing of antimicrobials and its impact on clinical outcome.

To prevent, minimise and control of resistant bacteria and health care associated infections.

To safeguard patient safety by addressing patient risk factors such as allergy, organ dysfunction or failure.

You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas.

1. Assessment of possible adverse (negative) impact against a protected characteristic

Does this have a significant negative impact on equality in relation to Response If yes, please state why and the evidence used in

each area? your assessment
Yes No

1 Age v

2 | Disability v

3 Gender reassignment v

4 Marriage and civil partnership v

5 Pregnancy and maternity v

6 Race v

7 | Religion and belief v

8 Sex v

9 Sexual Orientation v

You need to ask yourself:
e Will the policy create any problems or barriers to any community or group? [[] Yes [X] No
« Will any group be excluded because of the policy? [] Yes X No
« Will the policy have a negative impact on community relations? [] Yes [X] No
If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment

2. Positive impact:
Could the policy have a significant positive impact on equality by Response If yes, please state why and the evidence used in
reducing inequalities that already exist? your assessment
Explain how will it meet our duty to: Yes | No
1 Eliminate discrimination, harassment and / or victimisation v
2 Advance the equality of opportunity of different groups v
3 Foster good relationships between different groups v
3. Summary
On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?
Positive | Negative

HIGH [ ] MEDIUM[ | | Low [ | | NEUTRAL [X| [ Low[J | wmeowm[] [ HIGH[]
Date assessment completed: November 2019 Is a full equality impact assessment required? [ Yes X No
Date EIA approved by Equality and Diversity Steering Group:
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6592 FOI - Pain relief in primary hip and knee replacement.pdf
Guideline for Pain Relief in Primary Hip and Knee Replacement
(Epidural recommended for bilateral primary and/or unilateral revision hip and Knee uniess contraindicated)

Premed Paracetamol 1gram (dosage thereafter - pt. weight 50kg or above 1G QDS, 33kg - 49kg = 500mg QDS)
Consider Ibuprofen MR 1600mg in younger patients (unless contraindicated)
Acupin

LA infiltration mixture — Performed by Surgeon throughout surgery
0.125% Bupivacaine with 1mg (1:150.000) Adrenaline (100ml — Hips, 150ml - knees)
These will be made up by pharmacy in three 50ml syringes and stored in the fridge on the theatre street

Spinal Anaesthetic: Chirocaine 0.5% / 2% Hyperbaric Prilocaine
Dexamethasone 6.6mg — 13.2 mg at induction
Ondansetron 8mg at the end of the case
Please Consider Regional analgesia techniques for postoperative pain

Regular analgesia: Paracetamol 1 gram QDS (reduce dose if less than 50kg)
Ibuprofen MR 800mg BD for 3 days (unless contraindicated) stop on discharge
*Weak opioid — tramadol, codeine or dihydrocodeine OR
History of chronic pain and/or opioid tolerance?
**Oxycodone MR 10mg BD 8am and 8pm (Consider 5mg BD in elderly/frail)

PRN analgesia: Oral or subcut morphine or oxycodone (use oxycodone if allergic to morphine
or renal impaired)
(*MR Oxycodone up to 7 days MAX)

Anti-emetics: Acupin — inserted pre op
Ondansetron 4mg QDS for 48 hours post op (MUST be given reqularly)
Cyclizine 50mg 6-8 hourly - PRN

Ward instructions:
o Paracetamol, a *weak opioid and Ondansetron MUST be given regularly immediately post op
¢ |buprofen to commence at 8am day 1 post op if ibuprofen pre-med given

o **If Oxycodone MR is prescribed, it MUST be for no longer than 7 Days — Patient must then switch back to a
weak opioid if required

Version 6 Updated by;_ June 2022 Review date June 2025

NHS

The Rotherham

NHS Foundation Trust










image4.emf
6592 FOI - UKR via  DSU Guideline V1 1st Sept 2022.pdf


6592 FOI - UKR via DSU Guideline V1 1st Sept 2022.pdf
Guideline for Uni-compartmental Knee Replacement (UKR)
via Day Surgery Unit (DSU)

Clinic

-All patients who are surgically suitable for a Uni-compartmental knee replacements (UKR) should
be put on this pilot pathway. Only JJjj and [Jij do UKR operations.

- All patients will be put on a day case pathway unless NOT surgically suitable e.g. Bilateral. Pre-
op will decide if medically suitable or not. Patients will need to NOT be anaemic, if Diabetic then
this will need to be well controlled (HBA1c <69).

-Patients should be given Uni-compartmental knee replacement booklet
AMB Order: Elective, Planned, Day case pathway

Pre-operative assessment

-Assessed on Electronic Pre-operative assessment

-If patient does not meet DSU criteria an addendum must be added to E-POA with reason,
pathway on MediTech changed and an email sent to Scheduler and copy in relevant sur-
geon

-Work up as with any other arthroplasty patient (any concerns discuss with ||}

- Take swabs, FBC, UE, G&S and any other indicated investigations as per usual DSU pa-
tient preparation. Ensure NOT anaemic.

-Confirm patient has received the Uni-compartmental knee replacement patient information book-
let. If they have not, then give them a copy.

-Advise them of the expectation that will be discharged same day from DSU and confirm they will
have someone to collect them and stay with them overnight.

-Advise the patient they are most likely to be given a spinal because that will increase the chance
of same day discharge. Give patient a Your spinal anaesthetic leaflet & You and Your anaesthetic
leaflet.

= Refer to pain team if chronic pain issues or unable to take NSAIDS or Oxycodone and email
= Do not send patient to attend Joint school.

Scheduling
- Must be in a laminar flow Theatre (i.e. Th1, Th5, Th9 or Th11)

Maximum of TWO UKR per list (If there is a bilateral UKR then no other UKRs can be done the
same day. If two UKR on one surgeons list, then no UKR to be added to other surgeons list that
day) While there is no inpatient Orthopaedic ward lists should be limited to ONE UKR

- - IF list has another patient on it that should ideally go first discuss with surgeon and email .
- to determine if 2 can be done. It may mean that ONLY ONE UKR can be on that list

- No more than two ACLr to be on a list with a UKR (discuss with [ if more than two ACLr be-
ing considered)

= Ensure booked via Day surgery pathway and DSU bed booked unless POA say unsuitable for
DSU
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Validation

-Please see all points under scheduling

-Place UKR/s first on list - IF list has another patient on it that should ideally go first discuss with
surgeon and anaesthetist to determine order. It may mean that ONLY ONE UKR can be on that
list.

Theatres Admission Unit / Day Surgery Unit

-Admit as usual — -Should be first on list (or second if two UKR on same list)
-No TEDS needed

- No G&S needs to be taken on admission

= Encourage patient to have an Acupin

- Please make this Guideline available to Anaesthetist to prescribe suggested Pre-med
- Patient should have OVRECARE blanket on while waiting for surgery

Theatres

ODP- Use DSU QA4 trolley with foot extension with bars for supports

Do not use Inditherm underwarmer. Keep OVRECARE blanket on or use forced air warmer
Theatre Staff Ensure you are ready so no delay to patient coming into theatre after spinal

Anaesthetist

--Premed Paracetamol 1G, Ibuprofen SR 1600mg Oxycodone10mg MR, Domperidone 10mg (un-
less any of these contraindicated)

- Advise surgeon at Brief if any reason you think should not go home same day or if circum-
stances change during surgery

= Advise surgeon if you think patient needs any bloods prior to a same day discharge

= Fluids 1000-2000mls of Hartmanns

- Spinal 2% heavy Prilocaine 3mls with NO diamorphine (Do not leave sitting up for too long)
= Adductor canal block if you wish but take into account LA volumes with surgeons LiA

= Antibiotics Teicoplanin 600mg Gentamicin 120mg

- Anti-emetics At least one

- Tranexamic acid 1Gram unless contraindicated - advise surgeon at Brief if contraindicated
Post-op drugs -Prescribe |V fentanyl for rescue analgesia in recovery

= Prescribe PRN paracetamol, ondansetron and Oramorph

= Patient should be advised to take first oxycodone dose post op on the day of surgery and unless
very frail this should start with 10mg MR

Surgeon

= Discuss at Brief if any reasons patient is not suitable same day discharge

- Be ready in theatre when spinal is inserted

= LiA 60mls 0.25% Bupivacaine with adrenaline (Reduce dose if patient less than 75kg)
= Order Xray

= Order bloods if required

- Complete DSU TTOs from Day case order set on EPMA for Codamol 30/500 PRN (30 tablets),
Ibuprofen 400mg TDS (8 days), PLUS: Oxycodone MR 5-10mg BD for 7 days and Aspirin
75mg PO OD for 14 days and Lansoprazole 30mg OD 14days.

- Please note prescriptions for Oxycodone must be signed as per hospital policy for con-
trolled drugs so please print and sign in theatre and attach to the notes or ask DSU ward
to print for you to sign before you scrub for the next patient otherwise the patient’s dis-
charge will be delayed.

- Complete Day Surgery discharge summary after TTO review completed otherwise it wont pull
through
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Recovery
- Check Haemaglobin with haemacue & inform anaesthetist of result
-IV fentanyl for rescue or oramorph (No iv morphine)

Day Surgery ward

Nurses

-Routine care - Observations, eat and drink, ensure passed urine (see day surgery guide)

- Check Respiratory rate every 15minutes for 1hour, every hour for 4hours then every 12hours or
until discharge if had spinal diamorphine. Inform doctor if RR<10. Not suitable for discharge if
RR<10.

-Take bloods if requested by anaesthetist or surgeon to be done before discharge

- Bladder management as per DSU guidance (see separate guideline)

-Arrange TTOs
- Patient should be advised to take 10mg MR BD for 48hours then 5mg BD

- Book OPD 2 weeks - Xray on arrival
- Give Uni-compartment knee replacement post-op discharge information sheet

- Make sure patient has phone number for ward if have any problems overnight or at the week-
end.

Physio
-Assess patient (sensation, power,SLR)
-When safe mobilise

- Book in therapy 5-7 days post op
- Inform surgeons of any concerns
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