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1. Introduction 

 
 

Sharing best practice 
 
 
This guidance has been produced using feedback and ‘top tips’ gathered from participating Case 
Mix Programme (CMP) units over the years, and the CMP team’s accumulated experience. It is 
designed to provide you with practical guidance to maximise your unit’s participation in the CMP 
by: 
 
 streamlining and improving your local data collection practices; 
 speeding up the data validation process; and 
 troubleshooting challenging areas of the CMP Dataset/process. 
 

We want to hear from you!  

We want to make sure that this guide is as useful as possible so please let us know your 
thoughts (is it easy to use?) and suggestions (do you have a ‘top tip’ to share?) for future 
content.  

 
How to use this guide 

This guide supplements the CMP Data Collection Manual, which should be referred to as the 
primary source for rules and definitions for CMP data collection.  
 
This guide does not cover every field in the CMP Dataset or every task in the CMP process.   
 
This guide covers the data processing timeline 
 

 
 
 
 

 
 
 

 
and key areas across the CMP dataset 
 

 
 
For further assistance, or if you have any questions, please contact your Case Officer or a 
member of the CMP team – we’re here to help! 

 
 
 
 

Admission 
Reason for 
admission 

Past 
medical 
history 

Physiology Infection Outcome 

Data collection Data submission Data validation 
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2. Data collection – key principles to remember 

 

                       Get organised! 

                  Organise your unit/staff to ensure that CMP data are routinely  
                  collected; update charts, implement data collection forms and ensure  
                  staff know how to collect data in line with CMP rules and definitions. 

 
                   Staffing 

                   We advise that a unit with approximately 600 admissions a year need  

               one full-time member of staff (or equivalent) to keep up with the demands  

              of validation within the prescribed timescales for active participation. 

 
               Collect data for ALL admissions 

            Data should be collected for all admissions who are physically admitted to  
            your unit, without exception. Do not include admissions who, although  
           potentially cared for by critical care staff elsewhere, are not physically admitted 
           to a bed within your unit. 

 
            If data are missing 

          Leave the field blank, do not enter “0” and do not guess or assume. Where data  
         are missing; please speak to your Case Officer before exporting data.  
 

         If data are unusual 

       Make a note in the text box explaining the reasons for this and confirming that the 
      unusual value has been verified as correct (see: Text box tips for more information). 

 
      Review your work 

     Hold regular meetings or incorporate feedback and action points in staff/nursing  
     meetings to assess performance and discuss areas for improvement such as: 

 data collection issues (missing or incorrect data) identified in your Data  
Validation Reports (DVRs); and/or 

 flag up areas where nursing or clinical support is needed  
(to engage wider staff or help with regular coding etc.?). 

This section provides a guide to the key principles for managing data collection, including useful 
suggestions about how you can make the data collection process as easy and accurate as 
possible. For full data collection rules and definitions, refer to the CMP Data Collection Manual. 
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3.  Data submission 

 
 

 

 

 

 
 

Updating software 

Where your local CMP software is provided with update ‘patches’, ensure that you download the 
latest patch before submitting data to the CMP. This is to ensure you have the up to date 
ICNARC model risk prediction coefficients. 
 

Pre-export checks 

Where your local CMP software provides internal validation checks or reports (and many do!), 
please ensure these are run ahead of submitting data to the CMP. Running checks on missing 
data, allowing you to go back and capture these ahead of submission, can considerably reduce 
validation queries and your time spent on addressing them during the validation process.  

 
When to submit 

Data are submitted to the CMP quarterly. The optimum time to submit data is within four - six 
weeks of the period end date (no later). Submitting within this time frame will allow you to follow 
up on any outstanding outcome data and will result in a more manageable timeline for 
subsequent data validation and receipt of Data Analysis Reports (DARs). 

 
Last few patients… 

Don’t wait for all admissions to have left your hospital before submitting data. Outstanding patient 
outcomes are queried in DVRs. Your Case Officer will follow these data up with you at a later 
date. 

 
File Exchange means a secure exchange  

No data should be sent via email. 
 

All data must be sent via File Exchange, ICNARC’s secure online file sharing service for sites 
participating in ICNARC national clinical audits and research studies. File Exchange manages 
the secure transfer of files to and from ICNARC and participating sites, allows users to upload 
data files quickly and securely, and keep track of data submissions. Guidelines for using File 
Exchange are readily available on our website and from the CMP team. 
 

To access File Exchange you must register on the ICNARC website. Once your access has been 
approved by our administrator you can log on to File Exchange, https://cmp.icnarc.org/Home 
 

Issues with quality of data 

Quality data is indicated by a minimal amount of missing or invalid data. Where data generates 
high volumes of missing, invalid or incomplete (e.g. outcomes) queries we will not send a Data 
Validation Report. Instead we will provide you with guidance and a "Check Summary Report", a 
list of the most recurring issues, detailing the corrections, additions and amendments required to 
raise the data to an acceptable standard. Once these changes have been made data should be 
resubmitted and then validation can commence.
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4.  Data validation – key principles to remember 

 
 

Keep copies 

We know that a lot of time and hard work goes 
into data validation. When completed  
DVRs are returned to the CMP, for safety and 
reference please keep copies until data 
validation is complete. 

 
Keep track of local data changes  

Sometimes a query on your DVR may display 
information which differs from the data you 
have recorded on your local software. 
 
The first DVR you receive is based on the data at the time of data submission. These data are 
only changed on the CMP’s central system when we amend it based on your answers in DVRs. 
You should subsequently amend your local data based on the changes made in your DVR. 
 
Where queries note “missing data” which you find to be recorded on your local software, 
generally these data will have been recorded after data file export and submission. Please 
provide these data to your Case Officer through your DVR. 

 
Confirmable/Un-confirmable? 

Most queries in the DVRs check the validity of data. Where data are identified as invalid these 
cannot be confirmed. 
 
Confirmable queries contain “Yes or No” options in the DVR. For invalid data the original source 
of the data will need to be checked and the correct data entered in the spaces provided on the 
DVR. 
 
Please explain… 

For queries which state “Correct? Yes or No. If yes, please explain”… where you select the ‘Yes’ 
option, we can only accept this answer when an adequate explanation is given (e.g. why an 
admission has received no organ support). Please do not leave the explanation box blank, or 
restate the data recorded, as we will have to return the query in subsequent DVRs. 

 
Waiting on notes? 

If you leave a query in your DVR blank with no explanation - the query will be sent back to you in 
your next DVR. If data are missing due to an admission’s charts/file being held elsewhere, e.g. 
with the coroner, please note this on the DVR.. 
 

Supplementary notes 

Where additional explanation is required, your Case Officer will make additional comments 
above the DVR query, tailored to you/your unit, in the form of a ‘Supplementary note’. Please 
ensure that you read these notes and, where relevant share these with your local CMP 
colleagues.   
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Readmissions  

The last section of a DVR1 is the ‘Possible Readmissions Report’. The term ‘readmission’ may 
differ from what is applied locally. Our definition of a readmission is: 
 
“…the same person being admitted to your unit on two or more separate occasions, regardless 
of whether these admissions occurred during the same hospital stay”. 
 
Many readmissions are picked up by our system matching NHS numbers. We cannot pick up 
readmissions where NHS numbers are missing, due to either unavailable data at the point of 
collection or if the admission in question dates from before NHS numbers were part of the CMP 
dataset. It is therefore to your benefit to ensure these data are collected as fully as possible. 
 

Further guidance on the completion of the ‘Possible Readmissions Report’ is available from your 
Case Officer. 
 

Use your text box 

It is more efficient to make notes on unusual data as you record it. Your software should contain 
a text box with which you can provide additional information. 
 
Throughout this booklet are tips for using the text box to clear queries before you even receive a 
DVR. 
 
Ensure that you know where the (correct) text box is on your software and make sure you, and 
your staff, are familiar with the advice in this booklet. 
 

Return DVRs electronically 

The CMP is committed to being as paperless as possible and when DVRs are returned 
electronically we view them on screen rather than printing them out. To this end DVRs need to 
be returned electronically. As well as being in line with our environmental policy, this greatly 
speeds up the validation process so you can receive timely analysis. 
 

Where possible please complete your DVRs with a pdf editor or scan the completed reports and 
upload them to us via File Exchange. 
 

If pdf editing or scanning are not available we are happy to receive faxes, on our secure fax line 
020 7831 6879, as these too come through to us as pdfs 
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5.  Admission 

 
 
Height and weight data (BMI)  
 

If you are having difficulties obtaining ‘Height’ 
and ‘Weight’ data, here are some practical 
suggestions for improving collection:  
 

 use drug dosages to inform weight 
recording; 

 

 where beds are equipped with the facility to 
weigh patients and/or have measurements 
along their sides for height, use these; 

 

 if in doubt about metric measurements 
(especially where estimated), please check 
by converting (there are plenty of online 
options) to imperial measurements; 

 

 if the admission has had elective surgery, check the pre-op assessment for these data; 
 

 ask relatives/friends for a rough guide to a patients height/weight; 
 

 contact the patients GP/dietician; and 
 

 lastly…estimated values, based on observational notes, are acceptable. 
 
Postcodes 

Invalid or obsolete postcodes are a frequent issue with data collection. The most common error 
and solution is to check that the letter “O” hasn’t been entered in place of the numeral zero “0”. 
 
Remember: if an admission is a visitor to the area please record the postcode of the admission’s 
permanent place of residence, or select the appropriate country if they are visiting from abroad. 
 
Transferring unit identifiers 

A ‘Transferring Unit Identifier’ must only be used for the specific unit that it represents, not any 
unit in that hospital. For example, if St Elsewhere Hospital Adult General ICU has the 
Transferring Unit Identifier 501, this should not be used for a transfer to St Elsewhere Hospital 
Neuro ICU. 
 

Transferring unit admission numbers 

Where you are using a ‘Transferring Unit Identifier’ to represent a specific unit you will need to 
contact that unit to obtain, and record, the ‘Transferring Unit Admission Number’. 
 
No fixed abode or home? 

The ‘Residence prior to admission/post discharge’ option ‘No fixed address/abode or temporary 
abode’ is defined as “includes either homeless or in hostels, bed and breakfast (if not on holiday) 
on a temporary basis, etc.”. 
 
‘No fixed address…’ should not be recorded if an admission resides with friends or family either 
prior to admission or on discharge. ‘Home’, should be used in these instances as it far better 
describes the standard of living the admission came from/went to. 
 

Remember also that an admission on holiday’s residence should reflect their permanent  / semi-
permanent place of residence (generally ‘Home’). 
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Location (in) – know the locations in your hospital 

For locations which, unlike “Theatre” or “A&E”, are umbrella terms (i.e. can represent more than 
one location) make a local checklist to establish which areas in your hospital fall into this 
category, for example: 
 

“Other Intermediate Care Area” = CCU (Coronary Care Unit); Renal Ward  

“Specialist treatment area” = Endoscopy; Catheter Lab.  
 

If you are unsure, contact your Case Officer. 
 

Location (in) - how many and which locations (in) should be recorded? 

When recording an admission’s ‘Location (in)’/‘Prior location (in)’ only one transient location (i.e. 
a temporary location a patient goes to for intervention or investigation) should be recorded. 

 
If, prior to admission to your unit, an admission has consecutively passed through two or more 
transient locations, only record the most recent location. 
 
For example, if a patient attends ‘Accident and Emergency’ from the community, and is then 
transferred to ‘Theatre and Recovery’ before being admitted to your unit, Location (in) should be 
recorded as ‘Theatre and Recovery’.  
 

‘Accident and emergency’ is left out and should NOT be recorded as ‘Other intermediate care 
area’ (see above for clarification of this option’s usage). The Prior location (in) should be the first 
non-transient location where the admission was located prior to admission to your unit, in this 
case ‘Not in hospital’ would be recorded. 
 
The following diagram illustrates how to record ‘Prior location (in)’ where an admission passes 
through more than one transient location: 
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Classification of surgery 

Don’t be tempted to record the classification of surgery on a DVR as “E” as this could mean 
‘Emergency’ or ‘Elective’. To avoid confusion, there is no “E” option. Please refer to the options 
given in your DVR/Data Collection Manual. 
 
 
Collecting admission/discharge data from another acute hospital 

To help you to identify where an admission has come from or gone to another acute hospital, the 
ICNARC website and File Exchange have a number of useful resources that you can use: 
 

 CMP unit contacts list - a list of contact details for every unit in the CMP. Use this list to follow 
up admission outcomes from other hospitals, or to link up with other CMP units in your 
area/region!;  

 

 Transferring Unit Identifiers - a list of all ‘Transferring Unit Identifiers’ allocated to each unit 
(not hospital) participating in the CMP; and 

 

 Participating Units List - a list of every unit participating in the CMP and those that do not 
currently participate.  

 
 

Text box tips  

 

 Other intermediate care area? 
Where you record ‘Other intermediate care area’ (i.e. an area where the level of care is 
greater than the normal ward but is not critical care area) as a ‘Location’ please name the 
actual location in the text box. 
 

 Another country = no UK postcode 
Admissions visiting the UK from another country will obviously not have UK postcodes. 
Whilst most software should have the option to enter / select the admission's country of 
residence it is recognised that some do not. If this is the case the country can be recorded 
in the text box. 
 

 Unusual dates 
Where an admission is admitted to another acute hospital and then your hospital on the 
same day you can confirm the resulting query by noting as such in the text box. 
 
If an admission presents at A&E late in the evening and is then admitted directly to your 
unit early the next morning the inevitable query can be cleared by clearly confirming these 
dates in the text box. 
 
The significant difference between hospital and unit admission dates for long stay patients 
will be queried. Noting these dates in the text box will also reduce queries. 
 

 Another acute hospital but local 
Where an admission has been admitted to your unit from another acute hospital which is 
within your trust, you can confirm that the Admission Type is definitely "local" by stating 
"other acute hospital within trust" in the text box. 
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Obstetric admissions 
 

 

Previous pregnancies  

Admissions to your ICU who are recorded as ‘recently’ pregnant will require the collection of 
additional data regarding the admission’s pregnancy history, please be sure you exclude the 
most recent pregnancy – i.e. the one that occurred in the last 42 days prior to admission to your 
unit, for example: 

 
‘Number of live births or stillbirths from  
previous pregnancies’ 

Do not include the most recent pregnancy 
 

‘Number of previous caesarean sections’ Do not include a caesarean section (if 
applicable) for most recent pregnancy  

 
 

Current vs. Recently 

Obstetric related admissions to critical care are rare, as such please ensure you review the 
definitions for collection for each pregnancy status when recording these data: 
 

 ‘Currently pregnant’ = Pregnant at time of admission: this includes positive pregnancy tests 
taken during the critical care stay which indicate the patient was pregnant on admission. 
Please ensure the admission was still pregnant on admission to your unit; and 
 

 ‘Recently pregnant’ = Live birth, termination, still birth or miscarriage within 42 days (six 
weeks) prior to the date of admission to your unit. 

 
Classifying miscarriage 

For a ‘Recently pregnant’ admission who has miscarried (delivery of a baby up to 24 weeks 
which shows no signs of life after complete separation from its mother) the ‘Outcome of recent 
pregnancy’ should be recorded as ‘Termination of pregnancy’. 

 
Problems finding obstetric records? 

Did you know that obstetric data are collected at the behest of the Royal College of Obstetricians 
and Gynaecologists? As such, local Obstetric Anaesthetists in your hospital rely on these 
important data and are fully committed to helping units to collect them. 
 
If you have problems accessing obstetric data, why not link up with the Obstetric Anaesthetist(s) 
in your hospital? Alternatively, contact your Case Officer who can help to put you in touch. 
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6.  Reason for admission  
 

 
 

ICNARC Coding Method (ICM) 

The ICM enables users to generate numerical codes for conditions which result in a patient’s 
admission to critical care. It is accessible through the ICNARC website, www.icnarc.org 
 
Evidence in first 24 hours  
The Primary and Secondary reason for admission 
should only be based on evidence available in the first 
24 hours in your unit (or part of, if in the unit for less than 
24 hours).  
 

Don’t code syndromes 

Coding syndromes does not provide us with any more 
beneficial information as these can be derived through 
physiology data, e.g. severe sepsis is identified by three 
or more SIRS criteria combined with evidence of 
infection and organ dysfunction. The underlying 
condition is what should be recorded.  
 

Don’t code respiratory failure 

As with syndromes, for respiratory failure please code 
the underlying condition, or if not known the working 
diagnosis (see "Condition unknown" below). 
 

Condition unknown? 

We do recognise that there are circumstances where a patient is admitted to your unit and a 
definite diagnosis has not yet been made. The suspected condition / working diagnosis should 
be coded in such situations. This reflects how the patient is perceived and treated upon 
admission. If a full diagnosis comes to light after the first 24 hours it can be recorded as the 
ultimate reason for admission. 
 

Code conditions not surgery  
The ICM should not be used to describe the type of surgery or procedure that was performed. 
For patients admitted from theatre after surgery you must code the condition they have had 
surgery for. 
 
Ultimate primary reason for admission 

The ‘Ultimate primary reason for admission to your unit’ should only be used when, after 24 
hours and further investigation, the original ‘Primary reason’ can either be made more explicit 
(i.e. clarification of a previous incomplete/partial coding), or another condition supersedes it in 
terms of importance (e.g. post-mortem shows a different root cause of illness). 
 

Consult clinical colleagues 

Some units find it useful to arrange a fixed time each week with a clinical member of the unit staff 
to review coding for complex or unusual admissions. Other units record reason for admission as 
part of routine ward rounds. 
 
Surgical or non-surgical? 1 or 2? 

The first stage of the ICM indicates whether the condition was surgical (i.e. the admission has 
had surgery for this condition) or non-surgical. The ICM indicates surgical as “1” and non-surgical 
as “2”. This may differ from your local software so be aware of this when answering a query in 
your DVR.  
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When is a code surgical? 

When an admission has been in theatre for a surgical procedure and has undergone the 
induction of anaesthesia, you must include a surgical code for the condition they were in theatre 
for either the primary or the secondary reason for admission irrespective of whether the surgery 
was completed or not (eg surgery abandoned due to anaphylactic shock on induction of 
anaesthesia). 

 
Coding surgical condition for Caesarean sections 

For admissions that have undergone a caesarean section record their reasons for admission as 
follows: 

 

 the ‘Primary reason for admission to your unit’ should describe the complication that led to the 
admission into critical care (e.g.  ‘Pre-eclampsia’; ‘postpartum haemorrhage’); and 

 

 the ‘Secondary reason for admission to your unit’ should be recorded as a surgical code for 
‘Normal pregnancy’. 

 
 

Text box tips  

 Can’t find a code?…code as far as you can 
Remember - if you can’t find a final code for a condition, code as far as you can (preferably 
to four stages) and enter the name of the condition in the text box, or any further details 
which could help (e.g. the circumstances of an injury, surgery performed). If in any doubt, 
please contact your Case Officer. 

 

 A note about a note 
Even if you have provided a note in the text box regarding a condition we may sometimes 
ask for more detail or clarification. A supplementary note on the DVR will quote your 
original text box note and request what more information may be required.  

 

 Coding teamwork 
For incomplete codes, with the information provided by you in the text box your Case 
Officer may offer alternatives for more precise or complete codes. If unsure, please always 
discuss with a clinician before accepting any proposed coding change. 

 

 Non-surgical admissions to theatre 
An admission from Theatre with no surgical primary or secondary reason for admission will 
be queried in the DVR. An explanatory note in the text box (e.g. difficult intubation) to 
explain why the patient was in Theatre without having surgery can clear the query. 
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7.  Past medical history 
 

 

Complex medical history? 
 

An admission may have a complex medical history 
and not meet the definitions of any of the 16 past 
medical history conditions. 
 
The options for conditions in the past medical 
history have been chosen due to their extreme 
severity and potentially significant impact on 
survival.  
 

Therefore, please adhere to the definitions and do not record any of them where a patient’s 
condition does not meet the criteria.  
 
For example, unless it meets the severity of the definition COPD does not necessarily meet 
criteria for ‘Severe respiratory disease’. 

 
Discrepancies 

Incorrect recording of conditions in the past medical history becomes most apparent in the data 
of patients who are readmitted, e.g. a patient who has Severe Respiratory Disease recorded on 
their first admission but not on their second.  
 

In such occurrences, where it is unusual for the patient to have recovered from the condition, you 

will be queried on these discrepancies. In most cases these data will be incorrect due to ‘loose’ 

application of the PMH condition and will require correction. However, if the data are correct, in 

cases where the recovery from the condition is unusual, we will require explanation for the 

change in the patient’s past medical history, e.g. details of transplant. 

 
The ‘Severe’ and ‘Very severe’ 

Please be fully aware of the definitions of ‘Severe respiratory disease’ and ‘Very severe 
cardiovascular disease’, they are the most frequently queried conditions in past medial history. 
These data are checked against the related organ support and dependency fields so it is critical 
to ensure the patient’s condition meets the definition/criteria (see Data Collection Manual).  
 

Home ventilation 

Appropriate recording of ‘Home ventilation’ is dependent upon whether the mechanical device 
being used supplies some or all of the energy required to increase lung volume during 
inspiration. CPAP for sleep apnoea is not considered ‘Home ventilation’ as it only uses air 
pressure to keep airways open. 

 
Steroid treatment 

In order to record ‘Steroid treatment’ in the past medical history the admission must have:  
 

“… received ≥ 0.3mg kg-1 prednisolone or an equivalent dosage of another 
corticosteroid, daily for six months prior to admission to your unit”.  

 

In short, they have to have received an incredibly large dosage every day throughout this 
duration in order to meet the definition. 
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The ‘Other’ condition 

If an admission has a serious, chronic condition considered to be prognostically relevant to that 
critical care admission, but not meeting the definitions for any of the 16 past medical history 
conditions, this can be noted in the ‘Other condition in past medical history’ field. Please check 
the definition for collection and if in doubt consult your clinical colleagues.  
 
Acute conditions should not be coded in the "Other condition in past medical history" field. 
 
Minor or major dependency 

There is no "M" option in the Dependency prior/post fields. Due to the presence of both minor & 

major options we differentiate between the two by using “N” for minor and “J” for major. 

 
Know your specialities! 

If your hospital is a specialist centre (e.g. a cancer or cardiac centre) you may receive 
admissions with corresponding past medical history conditions. Unusually high proportions of 
these data within a data period are checked during validation. Please let us know of any local 
specialities/specialist units for our information/records. 
 

Text box tips  

 Biopsy (how) proven? 
‘Biopsy proven cirrhosis’ should only be recorded as a condition in past medical history if 
the cirrhosis is biopsy proven, as required by the APACHE II risk prediction model. 
 
In acknowledgement of changes in practice, if imaging proven the cirrhosis can be 
recorded in the ‘Other condition in past medical history’ field and/or noted in the text box. 
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8.  Physiology data  
 

 

 

Only one value?  
Physiology data should capture the lowest 
and highest readings from the first 24 hours. 
If there is only one measurement record it 
as the lowest value only. 
 

The only exceptions are: 

 ‘Blood Lactate’; and  

 ‘Serum Urea’. 
 

For these only the highest readings are 
required, as these are more indicative of 
physiological derangement. Please speak to 
your Case Officer for further guidance. 

 
When to use pre-admission values? 

Where a patient’s physiology data from the first 24 hours of admission to your unit are not 
recorded, you may use pre-admission physiology values collected (strictly) in the four hours prior 
to admission to the unit. Use the value closest to the time of admission.  
 

No values? 

If no physiology data are available, note (in the text box - in the case of observations) or record 
(for arterial blood gases and blood chemistry) as missing. Please provide explanations for the 
absence of these data.  

 
‘Sedation status’ / ‘Glasgow Coma Score’ (GCS), when to record? 

For the CMP GCS should only be assessed when the admission is clinically judged to be free 
from the effects of sedation. Discuss/agree how this will be indicated/recorded by clinical and/or 
nursing colleagues in patient notes to ensure these data are accurately collected.  

 
High GCS + Neuro Support / Low GCS + No Neuro Support 

A query is generated when an admission’s GCS is high (indicative of no apparent neurological 
impairment) and they have received Neurological Support. In these instances we need 
clarification of which specific form of Neurological Support they received and, if relevant, when it 
was received. 
 

Where a patient's GCS is low and they haven't received Neurological Support, as they are 
potentially neurological impaired, an explanation is required as to why they had a low GCS and 
didn't receive Neurological Support 
 

Both can be explained either in the text box or in the DVR query. 

 
Still under effects of sedation? 

If sedation ceases during the first 24 hours, but an admission remains under the effects of 
sedation for the whole of the first 24 hours, the admission should be considered sedated, or 
paralysed and sedated for the whole 24 hours. 

 
Self-sedated? 

Where an admission is self-sedated due to accidental or self-poisoning, they should be recorded 
as “never sedated or paralysed…” and neurological status can be assessed as seen. 
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Duplicated physiology 

Statistically it is incredibly unlikely for two admissions to have identical physiology, which is why 
we query such occurrences. 
 

Through human error sometimes the same physiology data gets accidentally duplicated, often 

between sequential admissions or two separate admissions for the same patient. In these cases 

the original charts need to be reviewed and the data amended as appropriate. 

 
 
 

Text box tips  

 Gold standard  examples… 
 

When recording an unusually high or low physiology value, clearly state the measurement:  
 

“Confirm Lactate = 18.1” rather than “high lactate”. 
 

Where a low GCS has been recorded and no neurological support days are recorded, 
explain:  
 

“admission on end of life pathway, no neuro support required”. 
 
Where a high GCS has been recorded and one or more neurological support days are 
recorded, explain:  
 

“admission given continuous intravenous medication to control seizures”. 
 

 Ventilated respiratory rates and no advanced respiratory support 
You will be queried if a patient has ventilated respiratory rates recorded yet is not recorded 
as receiving any advanced respiratory support.  
 
If the patient was receiving non-invasive ventilation a note to this effect will clear the query, 
eg "patient on mask/hood BIPAP, no advanced respiratory support", or simply “NIV”. 
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9. Infection data 
 

 

 
Link up with Microbiology  

Make links with your microbiology 
department or lead microbiologist to 
establish regular collection for these data, 
and as a point of contact should you have 
any queries relating to unusual infection 
data. 

 
Sampled – but when? 

The date/time of when sample is taken 
and not when the results are received 
determines whether an infection is 
considered as admission (prior to 
admission or in the first 48 hours in your 

unit) or unit-acquired (after 48 hours following admission to your unit). 
 
Infection in blood? Check if valid 

Where the ‘Main organism causing first unit-acquired infection in blood’ is not a listed option 
please refer to the ‘other organisms: contaminants and valid organisms’ in the ‘Appendix’ in the 
Data Collection Manual to ensure what you are recording is valid and not considered a 
contaminant. 

 
Valid or invalid staph? 

Any staphylococcus that is not either Staphylococcus aureus or Staphylococcus lugdunesis is an 
invalid organism and often referred to as coagulese negative staphylococcus and should not be 
recorded. 

 
 

Text box tips  

 Can’t find what you’re looking for?  
If the ‘Main organism causing first unit-acquired infection in blood’ is not found in the drop 
down menu, i.e. where you select ‘Other organism’, record the (valid) organism in the text 
box. If the organism is not in either list in the manual appendix record it in the text box and 
we will check and confirm whether it is valid. 
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10. Outcome 
 

 
When does Critical Care Minimum Dataset (CCMDS) data collection end? 

Where an admission dies in the unit CCMDS data collection ceases at the point of death. In the 
case of an admission being managed for the purposes of organ donation after brain stem death, 
although still being cared for by unit staff, no CCMDS data should be collected after the point of 
confirmed brain stem death. 
 

Treatment withdrawn 

Under our definitions admissions should only be recorded as having treatment withdrawn if all 
clinically indicated treatments are withdrawn, whilst the admission is still alive, due to lack of 
benefit to the patient. 
 

Treatment ending as the patient has died / been declared brain stem dead is not withdrawal of 
treatment. 

 
Admission still in hospital?  

Don’t let outstanding outcome data hold up your data 
submission! We will follow this up with you at a later date. 
 
Where an admission is still in an acute hospital location (i.e. 
your unit, another ICU/HDU in your/another acute hospital, 
another location (e.g. ward) in your hospital/another acute 
hospital) at the point of data submission please indicate this by 
recording ‘Exporting data, still in unit/hospital’ (or its equivalent 
if different on your local software).  
 

Unit discharge forms - we need more than dates and locations (out) 

When at the point you export and upload your data an 
admission is still in your unit there is naturally a large 
percentage of their data yet to be completed. 
 

In the DVRs we list such admissions under the Period Level 
Checks section. For any of these admissions a unit discharge 

form (downloadable from File Exchange) needs to be completed in full once the admission has 
left your unit. 

 
Discharged to another acute hospital?  

An admission’s status at ultimate hospital discharge is critical for the calculation of your unit’s 
Standardised Mortality Ratio (SMR).  
 
Please ensure you follow up all hospital discharges by creating strong links with neighbouring 
hospitals (see: Admission – CMP unit contacts list); and schedule chasing these data into your 
workload plans. 
 

Sector of acute/non-acute hospital? 

Whether discharged to another acute or non-acute hospital don’t forget to record the ‘Sector of 
other hospital (out)’ (i.e. ‘NHS’, ‘non-NHS, UK’ or ‘non-UK’) on your database and DVRs. 
 
Non-acute? What Residence? 

If an admission is discharged to a non-acute hospital please remember to record the ‘Residence 
post-discharge from acute hospital’, e.g. ‘Health-related institution – short term rehabilitation’. 
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Text box tips  

 Patients without organ support 
If an admission is admitted to your unit and receives no organ support, the query this 
situation generates can be resolved pre-DVR1 with an explanatory note in the text box, e.g. 
“No organ support = post-op observation only”. 
 

 Identical discharge dates 
Where the date of discharge from your unit and the date of discharge from your hospital are 
the same, noting this in the text box will clear the resulting query. 
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11. Contact us 
 

 
If you have any questions about this document and its contents, or alternatively if you have a 
suggestion or ‘top tip’ to share, please contact us. 
 
 

CMP Team 

ICNARC  

Napier House  

24 High Holborn  

London WC1V 6AZ  

 

Web:    www.icnarc.org  

File exchange:  https://cmp.icnarc.org/Home 

Email:    cmp@icnarc.org  

Tel:     020 7269 9288  

Fax:     020 7831 6879  
 
 
 
 
 
 
 
 


