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Problem: In November 2006 a serious untoward incident occurred on the Renal Ward which required a Root Cause Analysis (RCA) to be undertaken.  The RCA revealed there were no guidelines for staff to follow if a patient chooses to deviate from safe or prescribed care.  The investigating team highlighted a number of scenarios where deviation from safe or prescribed care potentially could happen in the renal setting. Examples included patients not complying with bed rest following a renal biopsy, not completing a full haemodialysis prescription and refusing to have their renal dialysis catheter exit site cleaned and re-dressed according to the renal dialysis catheter care bundle (as recommended in the Saving Lives: reducing infection, delivering clean and safe care – High Impact Intervention No. 3).
Purpose: The investigating team decided that the learning from the RCA should be applied to all clinical areas across the Trust.  Guidance was developed and issued to all staff to help them respond appropriately when patients refuse to follow medical advice.  

Design: In June 2007 a Nursing Practice Alert accompanied by the “Guidelines to Follow when a Patient Decides to Deviate from Safe Practice” were issued Trust-wide by the Lead Nurse for Renal Services and the Ward Manager. 

The guidelines provide a simple step-by-step pathway to follow in the event of any deviation from safe or prescribed care. The process comprises of five elements: capacity, confirm, challenge, capture and consequences (the “5 C’s”).  By adopting the “5 C” pathway, staff can be confident that the patient is fully aware of the need for their prescribed care and the risks involved if they choose not to follow it.  The pathway defines the required documentation in the patient record and the need to generate an incident report. 

In order to support the guidelines, the renal directorate devised two patient information leaflets: “Caring for your Haemodialysis Catheter” and “Why it is Important to Complete your Prescribed Dialysis Hours”.

Findings: Within a 2 month period a total of 51 renal incident forms were generated relating to patients deviating from safe or prescribed care.

Conclusion: The findings demonstrate a requirement for a structured response to a patient who chooses to deviate from safe or prescribed care.  The process adopted by this renal directorate demonstrated significant improvement in patient communication when such an event occurs, documentation and appropriate escalation to the senior renal nursing team. It has been discovered that more discussion with pre-dialysis patients about the importance of adhering to their prescribed renal care is beneficial at minimising any deviations.

Relevance: Nursing staff now have a structured approach for communicating with patients who choose to deviate from safe or prescribed practice, ensuring that the patient is well informed with regards to decisions about their care and that the incident is adequately documented.


