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Haematology audit template 
	Date of completion 
	(To be inserted when completed)

	Name of lead author/

participants
	(To be inserted)



	Specialty
	Haematology

	Title
	Audit of compliance with the BSH guideline for the management of Acute Chest Syndrome in Sickle Cell Disease


	Background
	Acute chest syndrome (ACS) is a common complication of Sickle Cell Disease (SCD) and is defined as an acute illness characterised by fever and/or respiratory symptoms, accompanied by a new pulmonary infiltrate on chest X-ray. Patients with SCD can present initially with ACS, or it may develop 24-72 hours after onset of severe pain. Therefore, vigilance should be maintained throughout hospital admission. Clinicians should maintain a high index of suspicion of ACS in patients who have chest symptoms and signs, especially if hypoxic, even in the presence of a normal chest X-ray. Early recognition of ACS is vital and if this diagnosis is suspected patients should have appropriate investigations including microbial testing, arterial blood gases and chest X-ray. Treatment may include antibiotics, transfusion therapy, oxygen and other respiratory support. Hydroxycarbamide therapy should be considered for patients with a severe ACS or recurrent ACS. 


	Aim & Objectives
	To ascertain Acute Chest Syndrome is being appropriately diagnosed, investigated and treated in patients with Sickle Cell Disease. 


	Standards and criteria
	Criteria range: 100%, or if not achieved, there is documentation in the case notes that explains the variance.

1. Regular clinical observations (at least 4-hourly), including oxygen saturations on air and respiratory rate and daily chest examination, should be carried out throughout admission for patients with SCD.

2. Oxygen saturations (SpO2 of <94% on air) or fall in saturations of >3% should trigger medical review and further investigation.

3. The following investigations should be carried out on patients with suspected ACS:
· Chest radiograph

· Full blood count

· Basic biochemistry (creatinine, CRP and liver function tests)

· Group and screen (or crossmatch)

· Blood cultures

· Arterial blood gas measurement on room air (if SpO2 ≤ 94% on room air)*

· Serology for atypical respiratory organisms and urine for Pneumococcal and Legionella antigen

· Sputum for bacterial culture and sputum and nasopharyngeal aspirate for immunofluorescence or polymerase chain reaction (PCR) for viruses in patients with coryzal symptoms.
*This should not be done on room air if patient is in obvious respiratory distress or if SpO2 saturations fall to <85% if oxygen stopped briefly.
4. Were the following treatments given/considered:
· Oxygen therapy (prescribed on drug chart and given if required)

· Intravenous fluids and pain relief as clinically indicated

· Incentive spirometry (in children) and chest physiotherapy
· Appropriate anti-microbials

· Blood transfusion if PaO2 <9.0kPa (simple transfusion or exchange blood transfusion depending on haemoglobin and clinical situation)
· Review by High Dependency Unit/Intensive Care Unit for more intensive respiratory support if worsening hypoxia, severe dyspnoea or increasing hypercapnia

· Bronchodilators if evidence of wheezing/asthma

· Hydroxycarbamide after severe or recurrent ACS.


	Method


	A) Diagnosis:
Review of all sickle admissions to ensure diagnosis is being made/considered. Review all admissions over 1 month or last 20 admissions (if <20 admissions per month) 

1. Were appropriate clinical observations carried out on all patients?

2. Did low oxygen saturations trigger escalation? 

B) Investigation and Treatment

Review notes from last 10 patients with diagnosis of ACS.

Were investigations done as outlined in 3. above?

Were treatments outlined in 4. above, given or considered? 



	Results
	 (To be completed by the author – following completion of data collection proforma)

The results of this audit show the following compliance with the standards:

Investigation

% compliance



	Conclusion
	(To be completed by the author)



	Recommendations for improvement

Action plan
	Present the result with recommendations, actions, and responsibilities for action and a timescale for implementation. Assign a person/s responsible to do the work within a time frame.

Some suggestions:

· Highlight areas of practice that are different

· Present findings 

(To be completed by the author - attached action plan proforma)



	Re-audit date
	(To be completed by the author)
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Data collection proforma for patients with sickle cell disease
Audit reviewing practice 
Patient Name:          

Hospital Number:

Date of Birth: 
List of investigations
	
	1 

Yes
	2

No
	3 

If no, was there documentation to explain the variance? 
Yes/No plus free-text comment
	4 

Compliant with guideline based on Yes from column 1 or an appropriate explanation from column 3. Yes/No

	All patients: 
	
	
	
	

	Were clinical observations including O2 saturations and respiratory rate carried out at least 4-hourly during admission? 
	
	
	
	

	Was the chest examined daily during admission?
	
	
	
	

	Were O2 saturations of <94% or >3% below baseline appropriately escalated? 
	
	
	
	

	Patients with ACS or suspected ACS:
	
	
	
	

	Were the following investigations done? 
	
	
	
	

	Chest X-ray
	
	
	
	

	Full blood count


	
	
	
	

	Basic biochemistry      (creatinine, CRP and liver function tests)


	
	
	
	

	Group and screen (or crossmatch)


	
	
	
	

	Arterial blood gas measurement on room air (if SpO2 ≤ 94% on room air)

	
	
	
	

	Serology for atypical respiratory organisms and urine for Pneumococcal and Legionella antigen


	
	
	
	

	Sputum for bacterial culture and sputum and nasopharyngeal aspirate for immunofluorescence or polymerase chain reaction (PCR) for viruses in patients with coryzal symptoms


	
	
	
	

	Blood cultures


	
	
	
	

	Were the following treatments given/considered? 
	
	
	
	

	Oxygen therapy (prescribed on drug chart and given if required)


	
	
	
	

	Intravenous fluids and pain relief as clinically indicated


	
	
	
	

	Incentive spirometry (in children) and chest physiotherapy


	
	
	
	

	Appropriate anti-microbials
	
	
	
	

	Blood transfusion if PaO2 <9.0kPa (simple or exchange blood transfusion depending on haemoglobin and clinical situation)


	
	
	
	

	Review by High Dependency Unit/Intensive Care Unit for more intensive respiratory support if worsening hypoxia, severe dyspnoea or increasing hypercapnia


	
	
	
	

	Bronchodilators if evidence of wheezing/asthma


	
	
	
	

	Was hydroxycarbamide discussed with patient after severe or recurrent ACS?


	
	
	
	


	Audit action plan
Audit of compliance with the BSH guideline for the management of Acute Chest Syndrome in Sickle Cell Disease


	Audit Recommendation


	Objective
	Action
	Time scale
	Barriers and Constraints
	Outcome
	Monitoring
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