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Introduction
Patient diaries are a way of helping patients to understand what has happened to them whilst they have been critically ill and also helps them come to terms with delusional memories, such as hallucinations and nightmares. Psychological problems post critical illness are common (Griffiths et al 1996, Jones et al 2001) and may be triggered by delusional memories (Jones et al 2007). 
The ICU Patient Diaries are back by the Trust Legal Department and Caldicott Guardian. This booklet provides guidelines on writing the diaries and recording of their location.
Location of blank notebooks and camera
Blank notebooks for diaries are available from the top drawer of the filing cabinet in the seminar room. There is an information sheet about the diaries to give to the patients’ relatives with each blank diary.
The camera is stored in a plastic storage box in a locked cupboard on the nurses’ station.

Starting a diary
1. Place a patient label and a hospital property label on the outside of the diary.

2. Take a photograph and mark it with the patients name and hospital number and the date it was taken. Relatives may be photographed with the patient if they wish. Do not give any photographs to the family without the patients’ consent. 
3. Store the printed photograph in the box with the camera and remove the copy from the camera card.
4. Leave a space in the diary for the photograph to be mounted at a later date, label “photograph space” and hatched it out to avoid people writing in the space.
5. Begin the diary with the story of how the patient came into hospital and then to the ICU.

6. Store the patients’ active diary in the drawer in the observation trolley at the bottom of the bed.  

7. Give the family an information sheet about the diary and verbally encourage them to write in the diary.

8. Enter the patient’s name on the diary list in the Diary Register (blue file on the nurses’ station). 
9. Ensure that the nursing care plan includes a sentence that the diary has been started and include it on the handover sheet so that the next shift knows it has been started. 

How to write in the diary
· All entries should be in black ink, dated, signed and marked with the writers job title.

· Avoid information that could be of a sensitive nature, or that a patient may wish to keep confidential. Examples include malignancy, HIV status, sexuality or substance abuse. 
· Write only what you would be comfortable to disclose verbally to a patient or relative at the bedside.
· Entries should be made daily so there are no gaps when the patient reads through it later. Write about any significant events such as extubation, a tracheostomy, or sitting out of bed for the first time. If progress is slow, still try to at least write one line, for example your condition has not changed, you are still needing help from the breathing machine and your blood pressure support from medication. If a patient is restless or agitated write about this as they may remember hallucinations from this period.

· All members of staff are invited and are welcome to make diary entries. A diary with contributions from nurses, doctors, physiotherapists, chaplains and relatives is likely to hold more meaning than a diary filled in by one person alone.  
· Avoid jargon and abbreviations and as far as possible use laymen’s terms when describing clinical terminology. Try to relate what you write to how you would normally verbalise the information to a patient or relative.
· Your writing style should always be professional and relevant. As much care and consideration should be taken with diary entries as any other form of professional documentation.

Burns patients

1. Please do take a photograph at the beginning of their stay as they value seeing this to help them see how much recovery they have made.

2. G1 is the only ward where the diary can accompany the patient when they are discharged as the nurses on G1 are happy to continue the diaries.
Returning a diary to a patient
1. A healthcare professional should go through the diary with the patient once they agree they are ready to keep it. The patient should then be given the opportunity to ask any questions. They should be talked through the photographs and key things, such as central lines and ventilators pointed out and explained. The photographs can then be glued into the diary on the relevant pages.

2. A Diary Acceptance form must be signed by the healthcare professional and the patient. A copy of this is kept by the patient and a copy filed in the Intensive Care notes.
3. Mark in the diary register that the diary has been given to the patient. 
Diary and photograph storage once the patient has left critical care
1. Once the patient has left critical care ensure the diary is sent to the Research Office for storage.

2. Record in the diary register that the diary has been stored.

3. The diary can be stored for 12 months, after this it will be destroyed by shredding. 
Bereaved families
Diaries of deceased patients will be stored for a period of 3 months. Sue Hall then writes to the family asking them if they would like the diary. A large percentage of these families have wanted to have the diary.
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