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Sefyllfa / Situation

This paper appraises the Board of the latest position with regard to Critical Care service
provision at Prince Philip Hospital following the adjustment to admission protocols to the Critical
Care Unit at the hospital implemented with effect from Monday 25" July 2022.

The Board is requested to note the current position and take assurance from the mitigating
actions in place to limit service disruption and maintain patient safety.
Cefndir / Background

On 25" July 2022, an operational decision was implemented to amend the admission protocols
to the Critical Care Unit at Prince Philip Hospital as a consequence of a further deterioration in
the availability of Critical Care consultant staff to provide appropriate and sustainable levels of
on-site support to the unit. This decision was affirmed on 28t July 2022 by the Operational
Planning & Delivery Group, chaired by the Director of Operations, following discussion at the
In-Committee Board session earlier that day.

From this date, admission protocols to the unit were amended to patients requiring Level 1 and
2 Critical Care, with patients requiring Level 3 care to be admitted/transferred to neighbouring
Critical Care units, appropriate to their clinical needs. This adjustment to the admission protocol
was intended as a temporary measure, with restoration of the previous arrangements
dependent upon an improvement in consultant level Critical Care staffing resources.

Historically, Critical Care consultant support for the two Critical Care Units at hospitals in
Carmarthenshire has been provided by a team of Critical Care consultants operating between
Glangwili Hospital and Prince Philip Hospital. Each unit is also supported by 24/7 medical cover
at middle grade and a team of experienced Critical Care nurses at each site. The Critical Care
Unit at Prince Philip Hospital is funded for 5 beds with a designated configuration of 1 x
Level 3 bed and 4 x Level 2 beds. Until 25" July 2022, consultant cover was rostered on a
daily basis Monday — Friday with overnight emergency cover provided by the consultant
based at Glangwili Hospital. Weekend daytime consultant cover has historically been shared
between both units.
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Of the 9 funded Critical Care consultant posts in Carmarthenshire, 4 of these are currently
vacant with weekly availability fluctuating due the impact of annual leave and incidental
sickness/absence. Current consultant workforce availability does not meet the requirements
of the Royal College to support cover across both units, with the existing team of consultants
working significantly increased and unsustainable levels of additional hours in recent months
to support both units. The Faculty of Intensive Care has issued national guidance -
Guidelines for the Provision of Intensive Care Services (GPICS) - which recommends the
following:

e A consultant in Intensive Care Medicine must undertake ward rounds twice a day, seven
days a week

e The consultant rota should seek to avoid excessive periods (>24 hours) of direct patient
consultant responsibility

e A consultant rota with fewer than 8 participants is likely, with the frequency of nights and
weekends to be too burdensome over a career

Repeated attempts to recruit to substantive and/or locum positions over the past 18 months
have, to date, proved unsuccessful. Whilst recruitment efforts continue, feedback from
potential candidates has highlighted on-call frequency, duration and dual site cover during
weekends on-call as significant barriers to recruitment. Remaining members of the Critical
Care consultant team have signalled their consideration of opportunities to move to the non-
Critical Care general anaesthetic rota due to the intense nature of workload faced by the
Critical Care team.

There is significant pressure on the Intensive Care consultant group to backfill gaps in the
current rota via provision of additional hours / shifts. The table below offers an illustrative
forecast of additional/locum duties required over a 6-month period, based on current
vacancies within the team:

Week Weekend Week Weekend Total
ota
Daytime Daytime Oncall Oncall
Single Site 5 10 19 10 44
Cover
Two Site 55 10 24 10 99
Cover

Repeated requests to agency for consultant backfill on longer term contracts have not been
fulfilled. Requests for assistance have also been made to other hospitals across the Health
Board and the wider Critical Care network across Wales with available levels of support
insufficient to sustain the level of cover required within the Carmarthenshire Critical Care
rota.

The Critical Care consultant recruitment challenges experienced within Carmarthenshire are
reflective of the national picture, with latest available data from the Faculty of Intensive Care
Medicine (FICM) suggesting approximately one third of units across the UK reporting 3 or
more vacancies within their Critical Care consultant resource.

In view of the continuing significant workload faced by the Critical Care consultant team in
Carmarthenshire, the admission protocols to the Critical Care Unit at Prince Philip Hospital
were temporarily amended on 25 July 2020 to enable the consultant rota to be reconfigured
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whilst maintaining the safety of patient care. With effect from this date, the following

arrangements have been applied:

e PPH Critical Care admission acuity has been amended to provide support of Level 1 & 2
patients, with 24/7 on-site support from ICU nursing staff and resident Anaesthetic middle
grade doctors. Patients requiring escalated / Level 3 care to be considered for transfer to
neighbouring Critical Care units as appropriate for their needs.

e PPH Ciritical Care Unit has 24/7 ability to support, and hold, escalated Level 2 and Level 3
patients for stabilisation and assure readiness for transfer to neighbouring units.

e Consultant Critical Care roster has been reconfigured to provide 24/7 cover based at the
larger 14 bedded GGH Ciritical Care unit, assuring the ability to support escalated Level 2 /
Level 3 transfers from PPH

e GGH Critical Care consultant available to provide remote 24/7 advice to support referrals for
ICU management from PPH. They will be responsible for accepting patients for stabilisation
and transfer.

e PPH Consultant Physician is available 24/7 for advice / support. Any decisions regarding
the transfer of patients are to be jointly discussed between the Critical Care and medical
teams, taking account of patient condition and intended management plan.

e Wherever possible, transfers are to be enacted during daylight hours. The Adult Critical
Care Transfer Services (ACCTS) have facilitated additional availability of capacity to
support transfers

To support effective implementation of the above arrangements, several meetings have taken
place with multi-disciplinary staff, advising the rationale for current arrangements, provide
assurance regarding ongoing care and support for the deteriorating patient in PPH and to
support decision making regarding potential transfers.

Communication has also taken place with the Welsh Government, the All Wales Critical
Care Network and the Community Health Council. A Freedom of Information request has
also been responded to.

Asesiad / Assessment

Patient activity and flow:

During the 6 week period 25t July to 4t September 2022, 4 patients have been transferred
from PPH to the GGH Critical Care Unit as a consequence of the current amended
admission protocol to the unit at PPH. A further 2 patients have been transferred to
Morriston Hospital for tertiary level care. Of the 4 patients transferred to GGH, 2 remained on
the Critical Care unit in receipt of Level 3 care as at 41" September 2022.

Prince Philip Hospital (PPH) - admissions and transfer activity

Level 2 -
eT::tive Level 2 | Level3 L2 transfers to GGH | L3 transfers to GGH | Other transfers out Comments
Admissions PPH TOTALS | WAST ACCTS WAST ACCTS WAST / ACCTS
X1 - Morriston
25Jul 3 0 0 3
wje 25 (ACCTS)
w/c 1Aug 3 1 1 5
X1 -Morriston
w/c 8Aug 2 2 0 4 (WAST)
L2x1 i i -
w/c 15Aug 4 0 0 2 X EIectlve» patient - developed post
Urology op sepsis
L3x1- L3x2- 3rd Level 3 managed in AMAU
22A 4 0 2 6
w/e ue Medical | Medical prior to transfer
w/c 29Aug 2 1 0 3
TOTALS 18 4 3 25
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The patients transferred during the 6-week period have been transferred safely with multi-
disciplinary staff at PPH ably managing and supporting the patient stabilisation and
readiness for transfer. The Welsh Ambulance Service NHS Trust (WAST) and ACCTS have
supported timely access for transfer. There have been no incidents where patient safety
was compromised.

This level of transfer activity is significantly below the anticipated level of 2-3 transfers per
week when the admission protocols were amended. Arrangements are in place to
continuously monitor and review patients transferred to ensure continuing appropriateness
and consistency with the current admission protocols. Following initial joint reflection and
review between the Critical Care and acute medical teams, it has been agreed that a weekly
Multi-Disciplinary Team (MDT) meeting be established to review each case and further
inform clinical thresholds for transfer, with a particular focus on patients requiring escalating
Level 2 care, taking account of the expertise of the medical team at PPH in managing
patients with acute respiratory disease.

Latest Medical Recruitment Update

The amendment of the admission protocols to the PPH Critical Care Unit were applied for an
initial period of 10 weeks until 3@ October 2022, pending review of, and improvement to,
Critical Care staffing levels within Carmarthenshire. Unfortunately, the latest recruitment
round which closed on 28" August 2022 generated no applicants with suitable experience
and therefore 4 of the 9 funded posts remain vacant.

In the event that no suitable additional locum or substantive appointments are secured by 3™
October 2022, the current amendment to the admission protocols will need to be extended
for a further indefinite period until recruitment levels improve to enable restoration of
consultant cover at PPH sufficient to support management of Level 3 patients beyond the
initial pre-transfer stabilisation period.

In parallel with continuing recruitment efforts, the Deputy Medical Director will support the
Critical Care and acute medical teams in further assessing opportunities to enhance levels of
clinical support for patients requiring Critical Care at PPH, with the aim of further minimising
the impact on patient flows and the number of patients who may otherwise require transfer
for escalated care.

If an improvement in Critical Care consultant staffing levels is not achieved in the intervening
period, it is proposed that a further assessment and updated be provided to the Board in
January 2023.

Nursing Workforce

The Scheduled Care leadership team, supported by the Assistant Director of Nursing, continue
to engage and communicate with the Critical Care nursing team to provide reassurance with
regard to their roles and responsibilities during the period in which the admission protocols to
the unit have been amended. No changes to current rosters have been applied as the unit
continues to care for Level 1 & 2 patients on a 24/7 basis. Three recently appointed novice
registered nurses have been provided with the opportunity to continue their orientation and
competency programme at GGH to ensure their progression is not limited.

In keeping with normal practice, nursing staff are being utilised to support nursing deficits
across both sites, where opportunities allow.

Daily support is provided to nursing staff at PPH by the Senior Sister at the PPH unit with
regular support meetings scheduled with Band 7 staff.
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Conclusion:
To date, the volume of patients transferred from PPH requiring enhanced Critical Care
support has been low and has remained within expected limits.

As reflected above, it is anticipated that the amendment of the admission protocols to the
Critical Care unit at PPH will need to extend beyond 3 October 2022, in the absence of
improved recruitment levels within the consultant Critical Care team across
Carmarthenshire.

Whilst these protocols and supporting transfer arrangements have proven to be effective and
safe, the joint Critical Care and acute medical teams will continue to monitor and assess all
transfers to identify any opportunities for learning and to further inform appropriate
thresholds for transfer.

Further engagement is planned with the ACCTS and WAST services to ensure continuing
availability of enhanced transfer support for the anticipated period beyond 3 October 2022.

Argymhelliad / Recommendation

The Board is asked to:

e CONSIDER the latest position in relation to the Critical Care service at Prince Philip
Hospital, and TAKE ASSURANCE that the current arrangements in place to support
transfer of patients requiring enhanced levels of care are both safe and effective;

e AGREE to receive a further assessment and update in January 2023, in the event that
Critical Care consultant staffing levels do not improve to a sufficient level in the intervening
period to enable restoration of the admission protocols in place prior to 25" July 2022.

Amcanion: (rhaid cwblhau)

Objectives: (must be completed)
Cyfeirnod Cofrestr Risg Datix a Sgor | 1363 — April 2022, relating to risk of PPH service

Cyfredol: collapse due to ongoing gaps in Consultant Intensivist
Datix Risk Register Reference and rotas.

Score:

Safon(au) Gofal ac lechyd: 2. Safe Care

Health and Care Standard(s):

Amcanion Strategol y BIP: All Strategic Objectives are applicable

UHB Strategic Objectives:

Amcanion Cynllunio 6K 22 workforce, clinical service and financial
Planning Objectives sustainability

Amcanion Llesiant BIP: 9. All HDdUHB Well-being Objectives apply

UHB Well-being Objectives:
Hyperlink to HDdUHB Well-being
Objectives Annual Report 2018-2019
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http://www.wales.nhs.uk/sitesplus/documents/862/WBFGA%20Annual%20Report%202018-2019%20English.pdf
http://www.wales.nhs.uk/sitesplus/documents/862/WBFGA%20Annual%20Report%202018-2019%20English.pdf

Gwybodaeth Ychwanegol:

Further Information:
Reflected in paper.

Reflected in paper.

Operational Planning & Delivery Board

Effaith: (rhaid cwblhau)
Impact: (must be completed)

No additional financial implications.

Reflected in paper.

Reflected in paper.

As reflected in RR 1363.

N/A

Potential for political or media interest or public opposition
mitigated by impact of protocols in place.
N/A

N/A
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C5 - Critical Care Clinical Effectiveness Guidelines - GPICS

An Excel tool kit for the Guidelines for the Provision of Intensive Care Services V2, 2019.

The Faculty oﬁ IntenSive
Intensive ®, Care

Care Medicine ‘s Society

Introduction

In June 2019, the Intensive Care Society (ICS) and Faculty of Intensive Care Medicine (FICM) released the second edition of Guidelines for the Provision of Intensive Care Services (GPICS). The first
edition of GPICS (2015) built on the earlier Core Standards for Intensive Care Units (2013) and has become the definitive reference source for the planning, commissioning and delivery of Adult Critical
Care Services in the UK. Many units have found the GPICS standards and recommendations to be invaluable in developing successful business cases to enhance their local services and improve
patient care. GPICS has also been used as the benchmark by which local services are peer reviewed and assessed by healthcare regulators, such as the Care Quality Commission (CQC).

The ICS and FICM have worked in collaboration to develop this tool kit to help individual units to compare their services to the latest version of GPICS. The standards and recommendations are
presented in Excel format with a drop down option of ‘met’, ‘partially met’, ‘unmet’ or ‘not applicable to this service’ next to each guideline. The tool kit also allows units to produce a PDF summary page
which provides a useful overview of their responses.

This tool kit is not stand-alone and should be used alongside the full GPICS document which is available via the link below. We recommend that the toolkit is completed in collaboration with members of
the multi-disciplinary team, so that each section is completed by individuals who are best placed to make an accurate assessment. We are aware that defining compliance with standards and
recommendations is difficult and have deliberately left this to the judgment of local clinicians and managers.

We see the further development of this tool kit as an iterative process, working with individuals and networks to improve and refine its functionality. If you have any suggestions or comments please

contact us at info@ics.ac.uk.
We hope you find this tool kit useful.

|CIick here to go to the full GPICS document online |
or double-click on the embedded PDF ( you may need to switch to Windows to view after opening)>> L
Click here to view the Instructions sheet GPICS-V2 - FINAL
8.8.19 (3).pdf

© Intensive Care Society and Faculty of Intensive Care Medicine.


https://ics.ac.uk/guidance/gpics.html

An Excel tool kit for the Guidelines for the Provision of Intensive Care Services V2, 2019.

The Faculty of IntenSive
. 3
s [ntensive ® Care

Care Medicine |’ Society

Instructions

1. To add your unit name to the summary page please enter it here:

Critical care unit name: Bronglais General Hospital

Operational Delivery Network (ODN) /Region Wales

Date (dd/mm/yyyy) 30/06/2023

2. Filling in the sheet
Do not fill anything in on summary of scores sheet. On every other sheet, every box that is blue requires a number to be inputted as follows:

0 = Not met 2 = Fully met 3 = Not Applicable to your ICU

3. Navigating the sheets

To get to a sheet either click on the sheet name tab at the bottom of the screen, or from the Summary of scores, click
on the text that you want to go to.

4. Creating a PDF
To create a PDF summary of the gap analysis of your ICU click on the button below (macros must be enabled for it to work).



Summary of the gap analysis of your ICU compared to the GPICS v2 Report date:

Section Description STANDARDS RECOMMENDATIONS
Partly | Fully Partly | Fully
Not Met| Met Met |Not Met| Met Met
1 CRITICAL CARE SERVICES: STRUCTURE
1.1 Levels of Critical Care 0% 0% 0% 0% 0%
1.2 Outcomes 0% 75% 0% 67%
1.3 Level 2 and 3 Physical Facilities 0% 0% 0% 13%
14 Clinical Information Systems 0% 0%
1.5 Clinical Equipment 13%
1.6 Cardiothoracic Critical Care
1.7 Neurocritical Care
2 CRITICAL CARE SERVICE: WORKFORCE
21 Medical Staffing
2.2 Registered Nursing Staff
2.3 Workforce, Induction & Training of Medical and Nursing Staff
24 Advanced Critical Care Practitioners
2.5 Pharmacists
2.6 Physiotherapists
2.7 Dieticians
2.8 Speech and Language Therapists
2.9 Occupational Therapists
2.10 Psychologists
2.11 Healthcare Scientists Specialising in Critical Care
212 Support Staff
2.13 Smaller Remote and Rural Critical Care Units
3 CRITICAL CARE SERVICES: PROCESS
3.1 Admissions, Discharge and Handover
3.2 Capacity Management
3.3 Critical Care Outreach and Rapid Response Systems
3.4 Infection Control
3.5 Interaction with Other Services: Microbiology, Pathology, Liaison Psychiatry and Radiology
3.6 Rehabilitation
3.7 Intensive Care Follow Up
3.8 The Patient and Relative Perspective
3.9 Staff Support
3.10 Inter and Intra Hospital Transfer of Critically lll Patients
3.1 Care at the End of Life
3.12 Organ Donation
3.13 Legal Aspects of Capacity and Decision Making 0% 0% 0% 100% | 0%
4 CRITICAL CARE SERVICES: CLINICAL CARE
4.1 Respiratory Support
4.2 Weaning from Prolonged Mechanical Ventilation and Long-Term Home Ventilation Services
4.3 Renal Support
4.4 Gastrointestinal Support and Nutrition
4.5 Liver Support
4.6 Cardiovascular Support
4.7 Echocardiography and Ultrasound
4.8 Neurological Support
4.9 Burns
4.10 Care of the Critically Il Pregnant (or Recently Pregnant) Woman
4.11 Care of the Critically Il Child in an Adult Critical Care Unit
4.12 Standardised Care of the Critically lll Patient
5 CRITICAL CARE SERVICES: ADDITIONAL COMPONENTS
5.1 Research and Development
5.2 Audit and Quality Improvement
5.3 Clinical Governance
5.4 Critical Care Networks
5.5 Critical Care Commissioning
6 CRITICAL CARE SERVICES: EMERGENCY PREPAREDNESS
6.1 Fire
6.2 Major Incidents
6.3 High Consequence Infectious Diseases: Initial Isolation and Management
6.4 Surge and Business Continuity Planning




Section 1

infections, antimicrobial use and frequency of multi-resistant infections.eg Infection In Critical Care Quality Improvement Programme ICCQIP

CRITICAL CARE SERVICES: STRUCTURE Level description Choose level Comments
11 Levels of Critical Care
STANDARDS
1 All patients admitted to a critical care unit must be included in a national clinical audit programme in which Levels of Care data are collected. met / not met
2 Level of Care classification must not be used in isolation to decide upon a patient's requirements. met/ not met
RECOMMENDATIONS
None.
12 Outcomes
STANDARDS
1 Critical care units must hold multi-professional clinical governance meetings, including analysis of mortality and morbidity. met.- 5 . with > partially - but imited
multiprofessional involvement, not met - no review
2 The unit must participate in a National Audit Programme for Adult Critical Care. See section 1.1
3 Critical care units must participate in a mortality review programme using appropriate methodology to maximise learning and improvements in care. met / not met
4 Critical care units should participate in a programme of hospital-acquired infection surveillance to monitor and benchmark rates of catheter-related bloodstream Y T

measures of functional ability, socioeconomic consequences, and carer burden.

RECOMMENDATIONS
The UK intensive care community should encourage and develop a validated methodology to review referrals to intensive care and evaluate decision making and a
1 3 b 4 P National measure
relatina to intensive care and refusal.
2 Units should develop a consistent approach to patient-centred decision-making, evaluating burdens and benefits of admission to intensive care, and be able to met - all admissions audited and reviewed, partially met, some audit evidence of this process, not met - no audit
demonstrate this through the audit of pre-admission consultation, agreed ceilings of therapy, and time-limited treatment trials. information / no review of admissions
3 Longer-term mortality should be collected on all patients admitted to critical care. met - collected on all patients, partially met - intermittant audit / review, not met - not reviewed
- - — - - - ST ——
4 The UK intensive care community should encourage and develop validated of long patient- and ly-centred outcomes beyond mortality, including NP M

outside.

5 The UK intensive care community should encourage and develop validated measures of quality of care relating to end of life and bereavement. National measure
6 Critical care units should consider systematic assessment of patient and family experiences and demonstrate how these are used to guide improvement. met - quarterly assessment, partially met - 1-2 yearly, not met - not done
1.3 Level 2 and 3 Physical Facilities
STANDARDS
1 Critical care facilities must comply with national standards. met / not met
2 All new build units must comply with HBN 04-02. met / not met / not applicable
3 Medicines and fluid storage must comply with HBN 00-03. met / not met
RECOMMENDATIONS
1 Existing units that do not comply should have a timeline to establish when national standards will be met. el andoncenceloist osclibreareeslanialv/ine Siielnelbiinclevcencelcfprparesiiio ins S
timeline / not applicable if standards met
2 Large units should be divided into smaller units (e.g. 8-10 beds) to facilitate clinical care. met/not met
3 The unit should have enough beds and resources to obviate the need to transfer patients to other critical care units for non-clinical reasons. met = non clinical transfer <0.5% of admissions, partially met < 1%, not met >1% of admissions
4 'When planning or redeveloping a critical care area, Document HBN 04-02 should be considered. met, partially met, not met, not applicable
Critical care units should incorporate sufficient storage for medicines (including refrigerated and controlled drugs), IV fluids (including renal replacement) and enteral
5 feeds. Storage areas/rooms should be secure and appropriately temperature controlled for all medicines. ICU designs also, need to account for how selected met, partially met, not met, not applicable
medicines. includina patient's own druas. will be securely stored and readily near the patient's bedside.
6 It is recommended lha} critical care areas that have undergone recent new unit planning and building are contacted by those embarking on a new build to share met, partially met, not met, not applicable
experiences and learnina.
Additional factors that should be considered include potential noise and natural light levels, colour and decoration schemes, privacy and dignity needs, and staff and
7 visitor areas. Consideration should also be given to the patient's recovery and rehabilitation needs, including the potential for long-stay patients to spend periods

met, partially met, not met, not applicable

Critical care units should be inspected as part of the peer-review process, including the review of the building and facilities. Feedback should include any concerns or

met - peer reviewed, feedback included, partially met - peer review, no feedback, not met - no peer review

hlight any slippage to timeframes.
Failure to follow HBN 04-02 guidance should be questioned by both Operational Delivery Network and commissioners.

National/regional measure

L I mie




Clinical Information Systems*

*If no CIS then Not applicable

STANDARDS
1 The CIS must comply with the set of common specifications, frameworks and implementation guides that support interoperability as specified with the NHS
Toolkit. (https://diaital.nhs.uk/services/ir toolkit).
CIS procurements and ion must involve a of all who would typically use, maintain and develop the system. This
2 must include input from end users (including representatives of aII chmcal staff groups), procurement officers, clinical engineering , the CCIO (Chief Clinical Information|met, partially met, not met, not applicable
Officer) and ICT iali
3 The ‘CIS(mus( have a r\gokn_'ou‘s bl;smess connnm(}/r:ccess (?EA) plan and r(esmence ?:s:emffso_ th‘a( ::r\ftfu‘:al_paggntsmcf:ma(;_on remains available and s{st;mzitl);mnme Met = full BCP present and tested, partially = some aspects not expected to continue as usual or BCP untested,
must not compromise patient safety in any way. There must be a process to ensure that sufficient staff trained in contingency measures are available 24/7. e o i ElD
Where patient data management systems (PDMS) or electronic patient record (EPR) systems are used, there must be access to a dedicated workstation computer (Met = for every plus additional for mobile staff, partially met = insufficient
4 at each bed space. An appropriate number of both mobile and fixed workstations must be available to facilitate timely patient care by medical, nursing and allied staff |mobile workstations, not met = absence of workstation at every bedspace (even if mobile stations available) or
on ward rounds and on an ad hoc basis. absence of any mobile workstations.
The CIS must have robust implementation and ongoing training programmes to support all staff in its clinical and management use. These should be provided by the
5 NHS organisation in partnership with the vendor company . Due consideration should be given to how this training will be provided to new starters and locum staff.
There should be a mechanism by which any specialty involved in the patient's care while on the critical care unit has access to all pertinent information and is able to ~ [Met = training provided to all staff requiring it including new starters, >90% on first day of clinical duty or before,
in such a wav as to facilitate care. This is particularlv important when critical care and hosbital svstems are distinct. partially met >80% but <90% trained on first day of starting, not met = <80% trained on day 1
RECOMMENDATIONS
1 i i i 3 .
Critical care units should consider using a CIS. met/ not met WICIS Pending
CISs should be part of an electronic health record. The specification should include high-resolution data capture from patient monitoring, infusion devices, ventilators, [Met =>90% of device types ever used linked to system, partially met = 80-90% of all devices linked, not met =
2 cardiac output devices, intra-aortic balloon pumps, extra-corporeal life support (ECLS) devices, blood gas analysers and ~ [<80% of devices linked (ie we wouldn't expect a unit using 2 IABPs a year to link them, but would expect a unit
renal therapy (RRT} devices. A CIS should be capable of customisable displav of this information alona with clinical notes. using them monthly to link them)
The CIS should be connected to the hospital's patient information system for ic and data, to for results, to radiology for
reports and to other key software, e.g. National Critical Care Audit Systems and Hospital Electronic Prescribing and Medication Administration (HEPMA) for electronic = clin p n n = o
3 . ) o - Met = clinical staff do not need to routinely log in to another system to obtain results required to care for patients,
data sh(ar\ng.' The ﬁlss sl';oulddiela:l‘e to col(\ecft am‘i share e_le(c(roglcsall_)(/ Crmvﬁ’I Care Nll’llmr:\um Data Seths_ (CdCME_)S)‘and n:no_nal audit fdatadtlo ;acm(a‘(e electronic partially met = clinical staff have to log into 1 additional system regularly, not met = staff have to access >1
generation of reports and audit. In the event of replacing existing CIS, it must be possible to access archived patient records in a user-friendly format. additional system to obtain routine information required for patient assessment.
4 Investigation ordering should be fully integrated and recorded, and include electronic prescribing of drugs and fuids and ordering of laboratory and radiology services. |Parially met = clinical staff have to log info 1 addtional system regularly, not met = staff have to access >1
additional system to obtain routine information required for patient assessment.
5 Daily summary plans should capture electronically activity data from the rest of the CIS, with the addition of free-hand text for healthcare professionals treating and Met = captures all required data, Unmet = unable to capture any information regarded as essential to review
visiting the patients. patient
6 g\; cr:s ?goukli ze tc:paz!lg o: !orlrn:;\g hwor}:l\stks for IHdIVIdl;al m:mberzof lhz crmcaldcare ledam (tjo alg?;lv pz:fnenl- and staff-based lists of tasks to be completed. The Met = provides carer-specific workiists and alerts, partially met = either alerts or worklists not provided
should include the abilty to alert when tasks are near due, due and overdue, and record and audit performance. comprehensively, unmet = unable to provide worklists or does not provide alerts (could probably do with splitting)
There should be a functionality within the database to alert, within a short timeframe, lack of compliance with care bundles and specifically for physiological
7 abnormalities that are undesirable or life threatening. These alerts should be via dashboards displayed clearly within the unit and also via text or email to smartphones |Met = alerts provided in real time in format required by unit, partially met = some alerts but not all those requried or]|
or notepad-tvpe devices carried bv healthcare staff. can only be provided in a suboptimal medium, not met = no dashboard facility
8 The CIS should include customisable transfer/discharge summary, pulling key information from diagnoses, intensive care management, clinical notes, labs and partially met = discharge summary can be created according to unit spec but requires re-entry of data already in
medication. system, not met = disch summary cannot be constructed to satisfactory standard
9 Flexibility through assessing care records online or through mobile devices should be possible. A8 S D ) G Ity e ) iy Gl5iee, (Y (el = G ety 0 ersesssd (i (e
configured devices, not met = cannot be accessed or can be accessed but concerns over data security
10 The CIS should handle authentication and authorisation through Single Sign On, including the use of RFID/smart cards/biometrics. . nﬂgﬁf;"o%é"ss“""ded C R L T R el e g e (i M e S e D (D Gl (D et
. . . . . " Met = versatile system where users have been able to create decision support algorithms as required, partially
1 :hedsyslder;\ sthoutlﬁ pr(o\;ldf‘ calx;):c\tly :o ev(;lve soph{stloale:ﬁ glectroz\cggcls\on su:?po‘rt systems, to(faclmale patient safety and quality. The CIS should be capable of met = some pre specified decision support provided but limited additional configuration by end user, Not met = no
feeding data to other tele-health solutions for remote monitoring and advice on patient management. decision support available
15 Clinical Equipment
STANDARDS
1 All equipment must conform to the relevant safety standards and must be regularly serviced and maintained in accordance with the manufacturer's guidance. met / not met
2 Uninterruptable power supply adequate to provide at least one hour of continuity of any critical equipment without battery back-up must be provided. met / not met
3 There must be a programme in place for the routine replacement of capital equipment. met / not met Capital Bid Programme.
4 All staff must be appropriately trained and competent and familiar with the use of equipment. Up-to-date training records must be maintained to demonstrate that all [met - >85% trained staff for all equipment, partially 75-85% trained staff all equipment, not met < 75% or no clear
staff (medical. nursina. AHP and support staff) have comblied with this provision. record.
WITUSE TESpPUNSIONIES W TTCIIE T useaTT
5 replacemen( of eqmpmen( on the critical care unit in with the elect engineering (EBME) provider and the orgamsanon 's overarching Met / not met
EBME support must be ava\lab\e ellher in-house or on a contracted basis to ensure equi is serviced. of the model of support, EBME
6 h - Met / not met
personnel must have the skills and equipment to service the used.

7 Equipment must be uniquely identified and listed on an appropriate asset register along with details of its life cycle and service history/requirements to facilitate
planned maintenance and replacement.

met - >85% equipment, partially 75-85% all equipment, not met < 75% or no clear record.

There must be documented procedures for ation (cleaning, risk category and

as appropriate,

g sensitivity of devices). Appropriate sterile services must be provisioned so that natlonal standards are followed for the re-s sterlllsanon of endoscopes and reusable. met - >85% equipment, partially 75-85% all equipment, not met < 75% or no clear record.
9 Critical care units must be have appropriate systems in place to ensure an adequate supply of consumables. Met = <2 incidents of delay to care or procedure in 12/12, partially met = 2-5 incidents, not met >5 incidents
10 There must be robust mechanism for reporting adverse incidents resulting from the use of clinical equipment. Serious incidents involving clinical equipment may also e, T e (s e C e, MER R (o sye r TO CriED
need to be reported to the Medicines and Healthcare Products Regulatory Agency (MHRA). potcyin place, p: y/mel,no poicy : Mo poicy
1 ’?he MHRA may issue safety alerts pertaining to medical devices, as may device manufacturers from time to time. There must be designated role and robust met - 100 % alerts received and acted upon, partially met 85-100% received, not met - no robust mechanisms or

mechanism for ensurina that such alerts are cascaded to staff and acted upon as

not able to evidence

No Consistency. No designated individu



12

Sufficient equipment must be available to meet the service demand to enable treatment provision (basic and specialist monitoring, ventilation, renal replacement
therapy, information technology facilities etc.) in an appropriate timescale to meet patient need. Consideration must be given to the need to provide additional capacity|
in times of surae demand.

Met = <2 incidents of delay to care or procedure in 12/12, partially met = 2-5 incidents, not met >5 incidents

13

must be clearly labelled and staff must be adequately trained.

Magnetic resonance imaging (MRI) compatible equipment must be provided for use where mechanically ventilated patients are to undergo MRI investigation. These

met / not met / not applicable

Where advanced monitoring techniques are used (e.g. diagnostic electroencephalography, cardiac output monitors, intracranial pressure/other invasive

14 neuromonitoring), there must be provision of appropriately trained staff to adequately interpret the results in a timely manner and to deal with likely complications of ~ |Met = all advanced techniques reported within 6 hours of event (inc verbal and provisional reports), Partially 6-24h,
their use where appropriate. Not met = greater than 24h delay
15 Immediate access to point of care blood gas analysis and glucose/ketone analysis on a 24/7 basis must be provided. Met / not met
‘Where equipment is to be trialled on a loan basis for evaluation purposes, it is essential that adequate indemnity and governance arrangements are in place in case
16 of injury to either patients or staff from potentially unfamiliar equipment, and the supplier should provide adequate tralnlng to ensure correct use. The EBME provider |met / not met
should facilitate this process bv testina the eauipment for safetv as well as ina servicina and mai
RECOMMENDATIONS
1 Standardisation of equipment should be encouraged both within the critical care unit and in other areas where intensive care may need to be delivered. Met = all L3 areas of the hosptial use same ! sets.
Partially met = 1 item different, Not met = >1 item different (specialist equipment used in only 1 area not included)
The provision of diagnostic ultrasound equipment should be guided by the likely patient population and staff expertise. At very least, there must be inmediate access
2 N o met / not met
to sufficient ultrasound to ensure that catheters can be placed safelv and in a timely manner. even in emeraent
16 Cardiothoracic Critical Care
*Not applicable to non Cardiothoracic Critical Care
STANDARDS
Consultants, nursing, resident medical, healthcare professional and pharmacy staffing must adhere to the standards outlined in the relevant staffing chapters of
1 GPICS met / not met
Each cardiothoracic critical care unit must have designated lead consultant with training in cardiothoracic intensive care. This should be recognised in their job plan
2 p " e met/ not met
and thev should be involved in arv service plannina and within the unit
3 Each cardiothoracic critical care unit must have an identified lead nurse who is formally recognised with overall responsibility for the nursing elements of the service. ~ |met / not met
4 There must be a resident doctor or ACCP and a resident cardiac surgeon. There must be on-site 24/7 access to a doctor or ACCP with advanced airway skills. The R s
resident team must be trained in Cardiac Surgery Advanced Life Support (CALS) and be capable of emergency chest re-opening 24/7.
Postoperative care pathways must be guided by appropriate protocols and delivered by trained personnel in a Level 3 clinical environment that complies with national
5 " " . met/ not met
standards. There should be a clear escalation pathway from post-operative care to intensive care.
6 The care of patients falling outside the protocolised care pathways must be reviewed by a multidisciplinary team led by a consultant trained in cardiac Intensive Care R s
Medicine
7 Ventilated patients must have a registered nurse/patient ratio of a minimum 1:1 to deliver direct care. met / not met
8 Physiotherapy staffing must be adequate to provide the respiratory management and rehabilitation components of care.
9 There must be a critical care pharmacist for every cardiothoracic critical care unit, supported by sufficient pharmacy technical staff. met / not met
10 Al cardiothoracic critical care units must participate in local and national audit. For example, for units in England, Wales and Northern Ireland, this is participation in the R s
ICNARC ARCHIC (Assessment of Risk in Cardiothoracic Intensive Care) programme - the national clinical audit for cardiothoracic critical care units.
1 Transthoracic and trar echo phy must be i available. met / not met
RECOMMENDATIONS
The patient monitoring and physical support requirements in a cardiothoracic critical care unit should be no less than the requirements of patients cared for in a
1 " met/ not met
qeneral (Level 3) critical care unit.
2 Cardiac and thoracic surgery post-operative care is carried out in a dedicated environment with each component located in close proximity.

facility as required.

The cardiothoracic critical care unit should have in place agreed clinical criteria for the appropriate case-mix and arrangements for escalation to a general critical care

met = clear written protocol, partially met = occurs in practice but referer/accepter dependent, not met =

escalation does not/cannot occur

4 ACCPs, with adequate training and appropriate support, can provide a safe, sustainable alternative to medical staff in the cardiothoracic critical care unit. Statement
5 Each day, a consultant in charge of the cardiothoracic critical care unit should coordinate input from members of the various teams in the immediate post-operative R s
period.
6 Perfusion services should be readily available. met / not met
Cardiothoracic anaesthetists and cardiothoracic surgeons should be into the I y nature of each car critical care unit and take an
7 active part in shaping services and analysing quality. Patient mortality audit is currently in the public domain for each unit and each member of the MDT should have  [met / not met
an understandina of how their own role contributes to patient
17 Neurocritical Care*
*NOT Applicable if non neurocritical care
STANDARDS

Consultants, nursing, resident medical, healthcare professional and pharmacy staffing numbers and work patterns must adhere to the same standards outlined in the
relevant chapters of GPICS.

Met / not met




Neurocritical care units should have access to investigation facilities and appropriate clinical expertise for the following: a) diagnostic radiology (24-hour access to CT;
access to MRI for ventilated subjects, and diagnostic angiography), b) access to biochemistry and microbiology services to analyse cerebrospinal fluid (CSF), c)

2 ~ " . .
(including ) ) and ked-resp diagnosis and monitoring). Access to continuous 24-hour EEG monitoring is highly met - all available, partially - some available
3 /b\\l c(‘:sases requiring immediately lifesaving neurosurgery must be admitted to the local neurosurgical centre irrespective of the initial availability of neurocritical care fully met - formally agreed and audited pathways in place, partially met - done but not monitored pathway, not met
4 Patients with a Glasgow Coma Scale (GCS) score of < 8 following a head injury at any time must have access to specialist treatment from neuroscience unit. (el PRI S R el (o Ceml T am Tt (st (st eliew el T s et i i
NOT refer those clearly too frail for intervetnion)
5 As per NICE QS74, eligible patients must have for in-patient if new cognitive, or physical difficulties persist for more R s
than 72 hours.
" o . . " . " met = have access immediately once ready for discharge from acute centre, partially met = have access but
6 In addition to general rehabilitation, neurologically impaired patients must have access to specialist neuro-rehabilitation services. discharge delays >48h for >20% patients, not met = no access or delays > 4 weeks to access neuro rehab
7 Neurocritical care must have resources to support mechanical thrombectomy in line with NICE IPG 548. met - 24/7, partially - 5/7 per week, not met - available less than less.
8 Neurocritical care must have resources to support regional networks for the safe and timely management of patients with subarachnoid haemorrhage. EEREH D EIEED f_or es_calanon d Lo R (el ieae (e B b
NOT refer those clearly too frail for intervetnion)
9 Patients must be cared for by a multi-professional intensive care team with specialist expertise and experience in managing critically ill neurological patients using
agreed protocols based on the best evidence available.
10 Care of critically ill neurological patients must fully integrate involvement of admitting specialties (neurology, neurosurgery, spinal surgery), and
diagnostic/interventional specialties (neuroradiology and neurophysiology).
1 When calculating cerebral perfusion pressure in the management of traumatic brain injury, the arterial transducer should be placed (levelled) at the tragus.
RECOMMENDATIONS
1 Consultants providing out of hours care and advice should have regular timetabled sessions in neurocritical care. met / not met
2 Both the patient and family of the patient on neurocritical care should be offered support and guidance in the disease process and longer-term outcomes using met = readily available at any point in pathway, partially met = available but not necessarily during critical care stay,|
specialist nurses and psychologists. not met = no psychology provision
3 Multimodal monitoring of patients with neurological injury should be consistent with international consensus recommendations.
4 Early and formal involvement of the neurorehabilitation team as part of the multidisciplinary team should be sought to optimise and facilitate ions of  |met = consult within first week after injury (may be specialist physio or practitioner or consultant),
care. partially met = neurorehab review prior to transfer, not met = no review in acute setting
5 Specialist equipment needs to be freely available to facilitate the acute rehabilitative needs of all brain and spinal injured patients while on neurocritical care.
Neur_oc_rmcal care units must be part of a r_eg\onal network of care, with agreed rational transfer and repatriation protocols that ensure rapid acceptance of patients for met - meet full recommendation with audit data , partially - meet recomemendation but no audit data, not met - no
6 specialist care, and transfer back to referring hospitals or onwards for further specialist long-term care when the need for specialist neuroscience care no longer
exists networks / poor network
7 Follow up and audit of outcomes from neurocritical care should include a measure of functional recovery at a minimum of six months. met / not met
8 Regular neurocritical care morb_ld\ty and mortality meel\ngs should be undertaken involving all members of the multidisciplinary team, including the admitting met = quarterly or more frequent MDT invoviement, partially = less frequent or less MD, not met = no M&M
specialties, allowing structured judgement case review.
9 Patients requiring intensive care for acute ical and diseases in P list centres should have direct communication to expertise in

specialist neuroscience centres.

met/not met




Section 2 CRITICAL CARE SERVICES: WORKFORCE Level description Level Comments
21 Medical Staffing
STANDARDS
Patients’ care must be led by a consultant in Intensive Care Medicine, who is defined as “.... a consultant who is a Fellow/Associate _ . ” _ " o ni
Fellow or eligible to become a Fellow/Associate Fellow of the Faculty of Intensive Care Medicine. A consultant in Intensive Care Medicine o consultar!t in I.CM'. Y e =l eepines covere"d AN w"sﬂlmat eaniElreg . .
1 . " " . T . L " . . week covered by an anaesthetist with direct telephone access to a named "second on call" ICM consultant not Consultant carries bleep and includes
will have daytime Direct Clinical Care Programmed Activities in Intensive Care Medicine identified in their job plan. These programmed met = anything else
activities will be exclusively in ICM and the Consultant will not be responsible for a second speciality at the same time.” 9
" - Met = daytime consutlants work blocks of 3 or more days, with job planned handover time, partially met = blocks
2 Consultant work patterns must deliver continuity of care. of <3 days or days themselves divded but with clear handover, not met = anything else
3 The daytime consultant to patient ratio must not normally exceed a range between 1:8 and 1:12. Fully met = 7 days a week, partially met = 5 days per week
4 The daytime intensive care resident to patient ratio should not normally exceed 1:8. Fully met = 7 days a week, partially met = 5 days per week
Al staff that contribute to the resident rota must have basic airway skills. All critical care units must have immediate 24/7 on-site access
5 p . " Met / not met
to a doctor or ACCP with advanced airway skills.
6 There must be a designated Clinical Director and/or Lead Consultant for Intensive Care Medicine. Met / not met
7 A consultant in Inlenslve.C?re Med.lclne must be immediately available 24/7. The consultant responsible for intensive care out of hours Met / not met Anaesthetist with a special interest in |
must be able to attend within 30 minutes.
A STITAT TTOTTOET OT UTiTS Ut TeTTanT STeu UveTTgTT 0y aTT andestent WITTOUT UGy uTTe TCToT oy Y UTCTaTET
8 by the unit’s size and remoteness, must also have a consultant in Intensive Care Medicine available for advice 24/7, either by local Met / not met On call Consultant in GGH
9 A consultant in Intensive Care Medicine must undertake ward rounds twice a day, seven days a week. Met = >95% of days 2 ward rounds occur, partially met = 90-95%, not met = <90%
TTTE WaTa TOUTT TTUST TTave Uay TPuTToTT TTaTSTTg; PrETTTECy @ AT TEyUrar TPUT TOTT UTeTetTs, SPEsCT - 5 - = =
10 and language therapy, occupational therapy and clinical psychology to assist decision making. The nurse in charge should be present in Z;tei:;met 7 GED e et e ek = (G M= GRS ) 6 ntly S C S FaT Uiests meftmeti=nel Microbiology
1" Rotas for consultants and resident staff must be cognisant of fatigue and the risk of burnout. B e tlcoufim :Ota. Ireslicit, ga_mally neinsatioeliavshoEhastisalliesiatalainststalpab gliniine Vacancies
long term, not met = failed rota requiring regular locum cover
RECOMMENDATIONS
1 The consultant rota should seek to avoid excessive periods (> 24 hours) of direct patient consultant responsibility. met / not met
2 The resident rota should be compliant with working time directives (i.e. Working Time Directive 2003) met / not met
22 Registered Nursing Staff
STANDARDS
1 Level 3 patients must have a registered nurse/patient ratio of a minimum 1:1 to deliver direct care. met 98% of the time or not met
2 Level 2 patients must have a registered nurse/patient ratio of a minimum of 1:2 to deliver direct care. met 98% of the time or not met
3 Each designated critical care unit must have an identified lead nurse who has overall responsibility for the nursing elements of the service (TR sl (i X2 SNM's across the HB.
e.g. a Band 8a Matron.
There must be a supernumerary (i.e. not rostered to deliver direct patient care to a specific patient) senior registered nurse who provides | met = supernumerary nurse does not have their own patient >99% of time, partially met = supernumerary nurse
4 the supervisory clinical coordinator role on duty 24/7 in critical care units. Units with fewer than six beds may consider having a is occasionally used in emergency to care for patient on <5% shifts, not met = supernumerary nurse is required Not funded
supernumerary clinical coordinator to provide the supervisory role durina peak activitv periods. e.q. early shifts. to care for their own patient >5% shifts
Units with greater than ten beds must have iti y senior regi: nursing staff over and above the supervisory
clinical coordinator to enable the delivery of safe care (i.e. 11-20 beds +1, 21-30 beds +2, etc.). The number of additional staff per shift will{Met = unit >11 beds always has second supernumerary nurse avaialble, Partially = available >60% shifts, not met .
5 . " N . " N 3 : " - N/A to ICU Bronglais
be incremental depending on the size and layout of the unit (e.g. multiple pods/bays, single rooms). Consideration for the need of = unit has >11 beds and no additional nurse
additional staff also needs to be given during events such as infection outbreak.
Each critical care unit must have a dedicated Clinical Nurse Educator responsible for coordinating the education, training and CPD
6 framework for intensive care nursing staff and pre-registration student allocation. This should equate to a minimum of 1.0 WTE per 75 met - 1.0 per 75, partially met 1.0 per 100, unmet - no educator or less than 1.0 per 100 0.8 WTE for our unit
nursing staff.
7 All nursing staff appointed to intensive care must be allocated a period of supernumerary practice to enable achievement of basic Met = always provided until competence achieved, partially = provided but may have own patient before full
specialist competence. competencies completed, Not met = anything else
8 A minimum of 50% of registered nursing staff must be in possession of a post-registration award in Critical Care Nursing. met or not met
9 Units must not utilise greater than 20% of registered nurse from bank/agency on any one shift when they are NOT their own staff. Met = >95% of shifts, partially =90-95% shifts, not <90% 33% (less than 90%)
10 Where direct care is augmented using support staff (including unregistered nursing roles), appropriate training and peten or not met HCSW training
In addition to the lead nt on (terms are synonymous for this purpose) for the critical care unit must meet,
" L o o . . . met or not met
as a minimum, the same specialist critical care nurse educational standards as the staff caring for Level 3 patients.
RECOMMENDATIONS
Step 1 of National Competencies for Adult Critical Care Nurses should commence when a nurse with no previous experience of the
1 : . L . . met / not met
specialty begins working in Intensive Care Medicine.
2 Steps 2 and 3 of National Competencies for Adult Critical Care Nurses should be incorporated into academic intensive care programmes. [met / not met




Post-registration adult intensive care nursing courses should be awarded a minimum of 60 credits at Level 6. To meet the requisite
standard. courses must adopt the core curriculum described in the National Standards for Critical Care Nurse Education (2016).

National measure Fully met with 2 post reg courses

Additional Clinical Nurse Educators will be required for larger units, i.e. 1.0 WTE for approximately 75 slaff Clinical Nurse Educators
4 should be senior intensive care nurses who have attained Step 3 have ap ion intensive care award
and be in possession of a post-reaistration teachina qualification.

See above

Registered nurses supplied through an agency to work in intensive care should provide evidence of appropriate experience and

'

leader ncludlng those who lead partial teams in larger units) and those aspiring to such a role.

5 o p " met / not met
competence to care for critically ill patients.
The Best Practice Principles to Apply When Considering Moving Critical Care Nursing Staff to a Different and Unfamiliar Clinical Care
6 Area should be followed at all times to enable staff to achieve and maintain competence in intensive care nursing. The potential adverse o Ty T e, iy s e o el (g e Teesl. et st = o el end) e eleres]
effects on staff morale, recruitment and retention should be considered, particularly when this is recurrent. Executive Directors of Nursing poliey In p bl y policy " policy
should take requisite steps to minimise this.
7 Supernumeraw clinical coordinators should have completed Step 4 competencies in addition to their post-registration award in intensive ] G Discuss with Sandra
care nursing.
23 Workforce, Induction & Training of Medical and Nursing Staff
STANDARDS
1 Each critical care unit must have a dedicated supernumerary Clinical Nurse Educator (1 WTE per app 75 staff), for See above 2.2.6
coordinating the education and training and CPD framework for intensive care nursing staff and pre-registration students. -
All nursing staff appointed to intensive care must be allocated a period of supernumerary practice to allow adequate time for registered
2 P 0 i p 5 See above 2.2.7
nurses to develop basic skills and competencies assessed to ensure they can safely care for a critically ill patient.
3 All regls.tere(f nurses commencing in intensive care must be working towards Step 1 of the National Competency Framework for Adult See above 2.2.1- recommendation
Nurses in Critical Care.
4 A minimum of 50% of registered nursing staff must be in possession of a post-registration award in intensive care nursing. See above 2.2.8
5 Where direct care is using gi support staff, training and must be provided. |See above 2.2.11
All non-consultant medical staff commencing a post in the critical care unit must have a consultant-led departmental induction to the unit
with a formal published programme. This must take place prior to commencing any clinical duties, and must include, but is not limited to:
a) Instructions on how to raise patient safety concerns, b) Instructions on how to raise issues of bullying and undermining, c) Introduction
to key members of medical, nursing, allied professional and operational support staff, d) Highlighting key departmental guidelines and i q . — Cnoi n
© how to access all departmental guidelines, e) Explanation and distribution of the doctor’s rostered work pattern, and their roles and (lleeies 2 dlzmants, FEElly = ceme oimetne itienl
responsibilities when rostered to work both during the daytime and out of hours, f) Arrangements for access to all IT systems, including
passwords, provision of identification badges and tutorials on the use of any clinical IT systems on the day of induction, and g) Assigning
each doctor an Educational Supervisor.
There must be a regular (e.g. weekly), consultant-led teaching programme relevant to all non-consultant grade doctors. Time to attend
7 this must be p , with y for all n grade doctors rostered to be on duty. These sessions should be |met - meets all elements, partially met - some elements met, not met - no regular teaching
open to all of the MDT.
There must be regular clinical governance, morbidity and mortality, and literature review meetings open to all members of the MDT. These|
8 meetings must be attended by both consultants and non-consultant grade doctors and non-consultant grade doctors must have the met - meets all elements, partially met - some elements met, not met - no meetings as described
opportunity to lead the presentations at these session:
All consultants responsible for the educational supervision of trainees must be recognised by the GMC for this role and there must be a . . ” . .
o sufficient time allocated in the Educational Supervisor's job plan to allow 0.25 SPA per trainee. ik (285 (PR e G2y Ty G155 00 Q1288 [y (e, ef 0y G o el 3L
All non-consultant grade doctors must have a bespoke personal development plan relevant to their developmental needs, and the doctor
10 must be given the time and opportunity to achieve the objectives within the personal development plan as agreed with their Educational met / not met
Supervisor.
1 AI} §taff s_upphgd through an agency to work in intensive care must provide evidence of appropriate experience and competence to care for met / not met / not applicable ( if never using agency) via agency screening
critically ill patients.
RECOMMENDATIONS
1 Qlinical Nurse Educ_ators should be in possession of a post-registration award in intensive care and an appropriate postgraduate certificate ] G Partially, no post-graduate certificate i
in education or equivalent.
Nurse education programmes should follow the National Standards for Critical Care Education (2016) and include both clinical
2 met / not met
competence and assessment.
3 Study leave should be provided for all members of the MDT for intensive care-related courses and conferences. i fun(.ied/p_amally itz (rn.ay 17 GEn (D e EEs) Silsly (v up 10 dayg (LT QD IDE] Does not do 4 days
staff, Partially = study leave available but unfunded or <4 days per year, Not met = anything else
4 A creative Ieammg enw_ronment shou!d be provided for all staff offering a range of learning experiences to meet the defined learning No designated training room
outcomes for their continuing professional development.
5 There should be a regular monthly forum chaired by a senior member of the department, where all members of the MDT can feed back Met = montly forum for full MDT, partially met = some provision but not monthly or not formalised, Not met = no Recently re-started
any patient safety, educational or operational issues to the senior medical, nursing and management team. mechanism
The hospital and/or departmental library should provide access to relevant and up-to-date Intensive Care Medicine journals and books Met = trust provides electornic access to appropriate ICM journals and resources, partially met = some access but| " " "
6 . N " o Online version access available
relevant to nursing, medical and AHP staff. clinicians believe notable omissions, Not met = no access
7 The critical care unit should provide access to online clinical resources from within the clinical area for all clinical staff. M,e‘,=, (e ”f""'des electornllc af:cess © appnzprlate (EIY fmavels &) weEmieEs Pl s = ST esEss ) Access to on site library available
clinicians believe notable omissions, Not met = no access
8 Al con;ultants should provide regular teaching and feedback to non-consultant grade doctors, nursing staff and allied health Dr Ramesh, difficult intubation
professionals.
9 There should be a regular inary , including involving medical, nursing and allied health Met = fully evidence si and MDT ion pl Partial = some MDT teaching provided but not
professional staff comprehensive
10 Step 4 (or eq ) (CC3N, 2018) should be completed by all senior nurses who undertake the role of shift See above 2.2.5 recommendation Ask Sandra

CC3N, 2018) should be completed whenever relevant to the case-mix of the unit. For example, nurses

working in critical care unit: maijor trauma centres should complete the major trauma step competencies.

met = >50% staff complete, partially 25-50%, not <50%

24 Advanced Critical Care Practitioners




STANDARDS

ACCPs must act within the formal code of conduct of their present statutory regulator. Trainee ACCPs are required to practice within the

g structure of the FICM curriculum, with the appropriate level of supervision. I et

2 All ACCPs / ACPs working on Critical Care should have completed non medical prescribing Met = >95%, Partially = 75-95%, Not = <75%
ACCPs must acknowledge any limitations in their knowledge and skills and should not perform clinical activities they do not feel skilled or

3 competent to perform. As part of their training and ongoing professional development, they must develop (and continue to develop) a high
level of clinical iudament and decision making.

RECOMMENDATIONS

A FICM-associated ACCP with supervision from an ICM consultant falls within the definition of an intensive care resident and may provide

1 p p " e " . Statement
the onsite 24/7 immediate clinical/medical cover for patients.
An ACCP who entered a training post after 5 2017 should st plete an ACCP specific two-year Postgraduate

2 Diploma (PgDip) which meticulously follows the FICM ACCP curriculum, and register with FICM as a trainee ACCP. ACCPs who entered [Met / not met / not applicable (if no ACCP)
training pre the above date should ensure their training programme adheres to the requirements of the FICM ACCP Membership criteria.

3 After successful completion of clinical and PgDip ACCP req , including Non- Medical Prescribing, ACCPs should apply Met = all ACCPs have FICM, partially met, = at least 50% have FICM not met = <50%
to the FICM for ACCP Membership.
It is recommended that employing units should only appoint FICM-associated ACCPs to ensure a standard knowledge base, minimum _ . " @ . _ o

4 skillset and that FICM ACCP curriculum competencies have been met. Met = all ACCPs have FICM competencies partially met > 50% have FICM competencies, not met = <50%

5 While working autonomously, the ACCP will always work within a multi-professional team led by a consultant who is trained in ICM.

6 Itis recommended that cr.mcal care units employ.lr\g ACCPs have transparent ACCP standard operating procedures and outcomes, and Met = SOP in place, not met = no SOP
that any incidents are reviewed as part of the unit's governance arrangements.

7 Itisr that line of ACCPs forms a tripartite arrangement between an ICM consultant, ICU clinical supervisor and| Met/not met
professional lead such as a senior nurse or AHP from the ACCP's base profession.

8 Continuing professional development (CPD/appraisal) for ACCPs should be undertaken according to the FICM CPD/appraisal guidance sl ek
on an annual basis.

25 Pharmacists
STANDARDS

1 There must be a designated intensive care pharmacist for every critical care unit. met / not met

2 There should be 0.1 whole time equivalent (WTE) pharmacist for every Level 3 bed and 2 for every Level 2 bed for a 5/7 a week service. |met = 0.1/bed, partially = 0.05-0.1 per bed, not <0.05

3 Clinical pharmacy services should be available seven days per week. However, as a minimum, the service must be provided five days per TR 7 G e e, (e e BB e e
week (Monday-Friday) with plans to extend the ward service to seven days a week before 2020. s ut Y ySp ;
The most senior pharmacist within a healthcare organisation who works on a daily basis with critically ill patients must be competent to at

4 : i~ met / not met
least Advanced Stage Il (excellence level) in adult critical care pharmacy.

5 Other clinical pharmacists who provide a service to intensive care areas and have the minimum competencies to allow them to do so (TR sl (i
(Advanced Stage |) must have access to an Advanced Stage Il (excellence-level) intensive care pharmacist for advice and referrals.

6 As a minimum, the pharmaclst‘ must atte_nd daily r_nultldlsclpllnary ward rounds on weekdays (excluding public holidays). Attend = dips met - 5 days per week, partially met - 3-5 days per week, not met - less than less or not on ward round.
into ward round(s) as appropriate and discusses issues

7 There must be sufficient patient-facing pharmacy technical staff to provide supporting roles. met / un met

RECOMMENDATIONS

1 To maintain the continuity of the service during annual leave, sick leave and training leave, additional appropriate resources will be Met = ser continues as usual during annual leave, Partially = some cover but not normal service, Not met =
required (20% minimum is recommended). no cover or on call type cover only

2 Intensive care pharmacists should undergo an independent, recognised process to verify competence level. met / not met

3 qulor specialist intensive care pharmam_st support should, preferably, be provided within the organisation but may be provided from a met / not met / not applicable
critical care network or on a regional basis.

4 A peer-to-peer practitioner visit should occur at least once a year to ensure training issues are identified and to help maintain the TR ST el Gt 0 i, (5 (et = it G G > D il
competence of small teams and sole workers. This supports General Pharmaceutical Council (GPhC) revalidation. yearly, p y SEEEh yearly

5 Where a team of intensive care pharmacists is in place, there should be a structured range of expertise, from trainee to Fellow level. met / not met

6 Intensive care pharmacists are encouraged to become active independent prescribers. Statement

26 Physiotherapists
STANDARDS
1 Physiotherapists must participate in opportunities for integrated decision making and dissemination of clinical information. This may (TR sl (i

include handovers, consultant-led multidisciplinary ward rounds, MDT meetings, team briefings or operational and patient safety briefings.

MDT sessions are attended when capa




The critical care MDT must have an ifi lead physi ist who will be for clinical service delivery, provide training

rolling training programme to maintain

Staffing ratio should be 1:4, we are cur

Physio attend on oncall basis (resp cat

2 . - e " met / not met
and mentorship to junior staff, and oversee clinical governance and quality assurance.
All physiotherapy staff must receive appropriate competency-based training to ensure delivery of high-quality physiotherapy intervention
3 AR 3 Al " o o h . met / not met
within critical care. This training must include staff who are not critical care specialists but are involved in out of hours/on-call cover.
4 F‘hyslo_therapy_ staffing mgst be adequate.to prow_de the respiratory management and rehabilitation components of care, ensuring met - fully meet standard 7 days per week , partially met - meet standard 5 day per week, not met
compliance with both clinical and professional guidelines and standards.
Respiratory physiotherapy must be available to critical care patients 24 hours a day and seven days a week. This includes the provision of
5 . N " L PN " met / not met
an out of hours/on-call service which may utilise specialist and non-specialist intensive care staff.
Physit i as part of the idisciplinary team, must ensure the ion of a ive clinical of those at
6 risk of or with identified physical and non-physical morbidity within four days of admission to intensive care and before discharge from met - 85% patients, partially met 75-85% of patients, not met <75% of patients or no audit data
intensive care. This should include the collaborative setting of individualised. patient-centred rehabilitation goals.
Patients receiving rehabilitation must be offered therapy by the idisciplinary team across a day week, and of a quantity and
7 frequency appropriate to each therapy in order to meet the clinical need and rehabilitation plan for an individual patient. Rehabilitation met - 7 days per week, partially met 5 days per week,
plans should be updated V.
8 F‘hysloth.eraplsts r_nust ensure a forrngl h_apdovgr of care to the releyqnt gngcmg physiotherapy team(s) following discharge from intensive met - 85% patients, partially met 75-85% of patients, not met <75% of patients or no audit data
care. This should include the holistic individualised structured rehabilitation plan.
RECOMMENDATIONS
The service provision should be based upon the overall patient case-mix taking into account acuity, dependency and complexity of the
clinical case-mix. Sl?ff resources and cgpgb\llty shgul{i be appropriately matched.both in knowledge, skills, and r!umber to deliver met 1 WTE to four level 3 beds ( or equivalent level 2 ), partially met 0.5-1.0 WTE per four level 3 beds, not met <
1 comprehensive respiratory care and holistic rehabilitation. However, further work is recommended of paramount importance exploring @5 (w2 (e 2 et
demand-capacity models to robustly determine physiotherapy staffing ratios in intensive care.The suggested ratio would be one WTE - P
physiotherapist to four ICU Level 3 beds
2 Physiotherapy services should provide assessment and intervention for physical rehabilitation seven days per week. met 7 days per week, partially met 5 days per week, not met < 5 days per week
3 The value and role of Therapy Support Workers or Rehabilitation Assistants should be considered as part of either the intensive care Statement

physiotherapy or multidisciplinary workforce.

Competency/capability frameworks should be in place encompassing all Agenda for Change (AfC) bands applicable to the local service.

not sure why tihis is purple? Scoping ¢

4 This should reflect relevant national and pr pment A local training and development programme |met / not met on-call training only
should exist to alian with these frameworks.
5 Clear role speglflcatlons should exist for intensive care physiotherapists who have reached the level of Advanced Practice according to the TR el N/A to ICU Bronglais
Health Education England Framework.
The intensive care physiotherapy service should have a clear local operational policy and core standards for service provision which
6 " . - met / not met
reflects both national guidance and standards and local variations.
The intensive care physiotherapy service or, where appropriate, as part of the MDT, should have robust and evidence-based clinical
7 guidelines/standard operating procedures surrounding airway clearance interventions and specialist rehabilitation interventions including  |met / not met
early mobilisation of patients in intensive care.
The lead physiotherapist, or appropriate deputy, should participate in all relevant local (and where appropriate, regional) intensive care
i delivery, go and quality impi 1t groups. This may include governance meetings, service improvement work-
8 ¥ . " . N 4 " . N . met / not met
streams, morbidity and mortality review meetings, business meetings, or clinical meetings. This
should also include active participation/collaboration with their reaional Critical Care Operational Deliverv Network.
The physiotherapy intervention(s), as part of the patient’s individual: structured ilitation plan, should be matched to the acuity,
9 dependency and complexity of the patient, considering the patient's clinical needs and tolerance to intervention. This should align with the [met / not met
individualised, patient-centred rehabilitation goals and a holistic rehabilitation approach should be taken across a 24-hour period.
Physiotherapists should play a key collaborative role in the coordination and delivery of ventilation and tracheostomy weaning plans,
10 including post-extubation and post-decannulation care. Additionally, physiotherapists should be a core part of the multidisciplinary delivery|met / not met capacity and demand across hospital ¢
of non-invasive ventilation in intensive care.
Targeted airway clearance interventions should only be considered in selected patients when clinically indicated. Routine secretion
" : ‘ " y N met / not met
clearance therapy for all invasivelv-ventilated patients is not recommended.
12 Where a local intensive care follow-up clinic/services exists, a physiotherapist should contribute to this service. met / not met no capacity with current staffing
27 Dietetics
STANDARDS
1 Critical care units must have access to dietitian five days a week during working hours met / not met
There must be a dietitian as part of the critical care multidisciplinary team. If the critical care dietitian is working alone, they must be at the
2 level of advanced practice. Where more than one dietitian is required, there must be an identifiable lead dietitian of advanced clinical met = dedicated named dietician(s) / not met
practice level 4 to ensure an appropriate range of expertise within the team and to have overall responsibility for the service provision.
Intensive care dietitian(s) must have satisfied local or national competency requirements and be able to undertake a nutrition assessment
3 and implement an appropriate nutrition support plan for critically ill patients. If working at advanced clinical practice level, dietitians must (TR sl (i
be able to ication of the ilities outlined in the multi-professional framework for advanced clinical
practice in Enaland.
4 Intensive care dietiti: ) must work ively contributing to consultant-led ward rounds, MDT meetings, and have regular (TR sl (i
communication where nutritional goals. risks and plans are discussed as per the NICE CG83.
5 Intensive care dietitian(s) must lead on the development and implementation of any local nutrition support guideline(s). met / not met
Intensive care dietitian(s) must contribute to appropriate strategic meetings and clinical governance activities, including leading regular
6 nutrition-related audits and acting on the results, plus ing quality impl projects that the impact of dietetics ~ [met / not met
on service delivery. quality and effectiveness.
7 Intensive care dietitian(s) must provide ongoing education and training for other healthcare professionals. N.Ie‘.=. comprehenslve nu.mtvlo.n foaching plrogramme icheeliiatialiericencecladiogicat noby
dietician, Not met = no dietician led teaching
8 Intensive care dietitian(s) must provide a structured handover to a ward dietitian when patients are discharged from the critical care unit, Met = >75% patients, Partially 50-75%, Not <50%

considering nutrition-related morbidity as per the NICE Quality Standard.




RECOMMENDATIONS

plans should be updated accordinaly.

All occupational therapy staff working in a critical care environment must adhere to the Royal College of Occupational Therapists’ Code of

1 There is a staffing level of at least 0.05-0.1 WTE per critical care bed to provide the dietetics service is recommended. Met = >0.05, Partially = 0.025-0.05, Not <0.025
2 Intensive care dietitian(s) provide extended scope practitioner role_s such as inserting feeding tubes, using indirect calorimetry to determine, Met = all listed, Partially = some, Not = none
energy expenditure and supplementary prescribing where appropriate.
3 Intensive care dietitian(s) should consider and di inati triti lated research to widen the evidence base. Statement
Intensive care dietitian(s) should consider joining national (Critical Care Specialist Group of the British Dietetic Association) and
4 international intensive care and nutrition-specific societies (Intensive Care Society, European Society for Intensive Care Medicine, met / not met
European Society for Parenteral and Enteral Nutrition. etc.).
5 Intensive care dietitian(s) should represent dietetics on national and i society and guidelil groups.
6 Intensive care dietitian(s) working at an advanced level should have or be working towards a master’s level award. Statement
2.8 Speech and Language Therapists
STANDARDS
1 . . e . ] _ —
Critical care units must have access to a speech and language therapist five days a week during working hours met = 5 days, partially =>3 days, not <3 days There is no dedicated SLT services in «
2 All patients with a y must have and by a Speech and Language Therapist. |Met = >98%, partially met > 80%
o ooy o S = oo
3 Al crically ill patients who have andlor ja) must have timely access o an SLT service. met > 90% of refer.als seen within 24 hours (excluding weekend), partially met 75-90% seen within 24 hours, not
met < 75% seen within 24 hours
4 All Speech a_nd Language Therapists working in intensive care must be appropriately trained, competent and familiar with the use of TR el Limited amount of SLT's with appropri:
relevant equipment.
RECOMMENDATIONS
1 The critical care SLT service is provided by a minimum of 0.1 WTE (whole time equivalent) per bed met = 0.1, partially 0.05-0.1, not <0.05
2 Patients should have access to a communication aid according to individual need in order to facilitate patient interaction and met = always available inc advanced devices, partially = available but may not have same day access or simple
rehabilitation. devices only, not met = no access (apart from simple white boards/paper)
3 Speech and ITanguage Therapists should contribute to a suitable y or nol weaning plan for complex or TR el
long-stay patients.
4 SLT are available seven days a week. met 7 days per week, partially met 5 days per week, not met, less than 5 days or sporadic service
5 E;lizesmsshould be available for Speech and Language Tl tousein and it of in intensive care met - FEES available 5 days/week, partialy met - adhoc availability, not met - no service
6 Speech.avnd.La.nguage Therapists should work as an |nte.gr.al member of the multidisciplinary team on the qmcal care.unll, contributing to met - SLT attend daily ward rounds 5 days a week, partially met - available on request, not met = no service
all y ward rounds, tr y teams, clinical governance groups, audit, research, education and policy development.
Swallowing and communication recommendations and treatment plans should be included in any medical handover when the patient is . .
7 y : ) Met in process) or not met
transferred from intensive care to another unit or ward.
8 Patients who are being considered for ‘risk feeding’ should have access to an SLT assessment in order to clarify their level of aspiration | met > 90% of referals seen within 24 hours (excluding weekend), partially met 75-90% seen within 24 hours, not
risk and optimum oral feeding consistencies. met < 75% seen within 24 hours We have not had referrals asking for S
29 Occupational Therapists
STANDARDS
1 Critical care units must have access to occupational therapy services 5 days a week during working hours. ;"ee;t: fnfyay S e, FENEIY (2= < © CEyRiinezt Mek e = 0 E2viED e @ 2l SzmiEaiiem ChitT No dedicated OT, but an OT that covel
Patients receiving rehabilitation must be offered therapy by the 'y team, across a day week, and of a quantity and
2 frequency appropriate to each therapy in order to meet the clinical need and ilitation plan for an i patient; ilitati See 26.7
9 Ethics and Professional Conduct (COT 2015) and the Professional Standards for Occupational Therapy Practice (COT 2017). m=netinet
RECOMMENDATIONS
There should be an identifiable lead occupational therapist with appropriate experience, who will be accountable for service provision and
1 met / not met
development.
The occupational therapy clinical lead should be responsible for supporting learning opportunities, training and clinical supervision for
2 P~ o e ! met / not met
iunior staff providing occupational therapy services in intensive care.
3 The critical care team should include a senior occupational therapist with sufficient experience to contribute to and develop rehabilitation T i TEd

programmes that address the complex functional, cognitive and psychosocial needs of the patient cohort.




Occupational therapy staff on the critical care unit should be able to assess and provide non-pharmacological treatment for those patients

met (OT involved in management of delirium in ICU) partially = involved but no routine review of patients with

& who present with delirium. delirium or not met
5 Occqutional t_herapists should be involved in intensivg care follow-up c!ini0§ to qssess and fa_cil\tate appropnate referrals rehabilitation or TR i Ots followups complex patients within
specialist services and to address any long-term physical and non-physical impairment affecting occupational performance.
210 Psychologists
STANDARDS
1 Al patients must be screened daily for delirium using a validated instrument. met = > 95% screened, partially met > 80%, not met - < 80% or no audit data
2 Non-pharmacological strategies must be in place to prevent and reduce delirium. met - there is a local delirium guideline detailing non pharmalogical stratergies. Not met
RECOMMENDATIONS
Psychologists should ensure that delirium is accurately assessed by nurses using a validated instrument, and that when delirium is
1 detected, risk factors are reviewed and corrected by the MDT. They should advise on non-pharmacological strategies to prevent and met / not met
reduce delirium at the ward level (by improvina the environment) and patient level (to facilitate orientation and engagement).
Psychologists should ensure that patients and relatives receive psychological education to explain the psychological impact of intensive
2 . N " . - " met / not met
care drugs. procedures and environment. This can be delivered in person or via information leaflets.
3 NICE CG83 and QS158 stipulate that patients should receive assessments and interventions for psychological as well as physical met = triggered or routine assessment available for all patients, partially = only available at certain points in
problems throughout the intensive care pathway. These should be delivered or supervised by qualified psychologists. pathway (ICU/ward/follow up), Not met = not available at all
4 Psychologists shog\d organise short gsychologlcal assessments for all awake, alert patients in intensive care6 using a validated measure met = >75% suitable patients assessed, partially 50-75%,not <50% (or no audit data)
such as the Intensive Care Psychological Assessment Tool.
If a patient is screened as being at risk of future psychological morbidity, psychological support should be offered by psychologists or
5 other appropriately trained staff (e.g. nurses or psychology trainees) to give patients the opportunity to express their needs and feelings, |[met/not met
and to have those feelings validated and normalised.
Al patients found to be at risk of psy« morbidity the short ) should receive a comprehensive assessment met = 75% assesseed before discharge, partially met = 50-75% or assessed after discharge from ICU, not met =
6 before discharge from critical care Psychologists should ensure that psychological needs, support and goals are included in the
' : not assessed
ir structured programme that is formally documented and handed over at the time of transfer to general wards.
The p: ist should ad (in j with hospital outreach and mental health teams) for a system to be in place for at-risk
7 . . N N N met/not met
intensive care patients to receive psychological support on general wards.
Psychologists should contribute to the information (verbal and written) patients and relatives receive to help them continue their personal
8 o y N y met/not met
rehabilitation plans and to know who to contact if they need support after leaving hospital.
9 Psychologists should participate in the follow-up reviews that intensive care patients receive in the community or at outpatient clinics. met = always available at FU clinic, partially = available by referral, not met = not avaialble
As part of the critical care unit MDT, the psychologist should provide: a) Training for staff to increase knowledge and understanding of
psycho\oglca\ reactions, delirium, enwronmental stressors and psychological outcomes of critical illness, b) Consultation with the
10 inary team on ion, sleep, effects of sedation, anxiety, stress, mood, delirium, family issues and holistic care plans, Met = all elements, partially = some, not = none (could be split)
c) Psychological support for families. Relatives may need support to cope with the shock of a family member becoming critically ill and b y " P!
being admitted to the critical care unit, as well as stress and exhaustion from caring for a patient during a long-term admission. They may
also need bereavement support if their family member dies in the critical care unit.
During patients’ rehabilitation and recovery period, the psychologist should provide: a) Consultation with outreach and general ward staff
regarding psychological support for intensive care patients, b) Tailored evidence-based interventions for persisting morbidity such as
anxiety, depression or PTSD; these should be offered by psychologists in a well-resourced follow-up service and should include trauma-
" focused cognitive behavioural therapy, c) Where funding for this is not available, referrals of patients directly to psychological therapy Met = all elements, partially = some, not = none (could be split)
services, or recommendations for GPs to make referrals to these services, or advice to patients on how to access local psychosocial
services, and d) Drop-in support groups for intensive care patients and their families after discharge from hospital, held in the hospital or
Employers have a duty of care to support staff worklng in a stressfu\ environment such as intensive care, where burnout is highly
prevalent. Workplace stress should be at team and indivi levels. Psychologists should consult with
12 intensive care leadership on systemic issues mﬂuencmg staff well-being. Additionally, psychologists should run or oversee staff support  [Met = routinely available, partially = some ad hoc staff support, not = no staff support
programmes including one-to-one sessions, drop-in groups or reflective rounds according to staff wishes and availability, as well as
coaching sessions for senior
To develop this coordinated service for patients, families, and staff, critical care units should employ a senior HCPC-registered practitioner
13 psycho\oglst Large critical care units should have access to a WTE, and smaller units should have access to a psychologist with met/not met
time for intensive care to deliver the points above.
2.1 F ienti ialising in Critical Care
STANDARDS
1 Critical Care Scientists must comply with the professional standards of behaviour and practice set out in Good Scientific Practice (GSP). |met/not met
Critical Care Scientists re ible for of medical devices and point of care diagnostic services must comply with the
2 standards set by the Medicines and Healthcare Products Regulatory Agency (MHRA) and the International Organisation for met/not met
Standardisation (ISO) standard (22870:2016).
3 Critical Care Scientists voluntarily registered with the Health and Care Professions Council (HCPC) must meet the Standard of Proficiency T = ET0 e e ety ) s el
and comply with the Standards of Conduct, Performance and Ethics. 9 Py
4 Critical care units receiving trainee healthcare scientists for training in intensive care must comply with the requirements for training set for| TR el

them by the National School of Healthcare Scientist (NSHCS).




RECOMMENDATIONS

The Critical Care Scientists should an training pr either via i ialist training or as
1 part of the Scientist Training Program (STP) commissioned by the National School of Healthcare Science (NSHCS) and should be met/not met
registered with the HCPC.
2 T_he Crltlgal Carn_e Scientists should yvc_»rk collal_)z.)ratlvely to bg a dynamic member of the multidisciplinary team, assisting in the provision of| met = embedded in dept, partially = available but not embedded, not
hiah quality. patient-centred care within the critical care environment.
The Critical Care Scientists should draw on specialist knowledge to provide advice to medical, nursing and wider multidisciplinary team
3 working in a critical care setting about the safe and effective use of medical devices used within the critical care environment, including met / not met
monitoring. diagnostic and therapeutic technoloaies supporting critically ill patients.
The Critical Care Scientists should develop and support research activities, including facilitating evidence based practice and
4 ; R . N met / not met
Implementation of the latest technologies and software to the critical care environment.
5 The Critical Care Scientists should provide effective management and support for medical devices, including advising on optimal clinical (5 e 31 [550 6F M R e e xR el o (e BT O G s, ARG
settings and troubleshooting, resulting in focused, efficient and high-quality care. ©g/logs or equip! 9 parially ppe !
The Critical Care Scientists should contribute to the educational needs of the multidisciplinary team, including delivering training, o . . " -
6 y y met = evidence of involvement in teaching and training / not met
mentorship and educational support.
The Critical Care Scientists should demonstrate flexibility and adaptability to work across diverse pathways of patient care and clinical
7 N 3 i P Statement
services that are both routine and highly specialised.
The Critical Care Scientists should work safely and effectively within their scope of practice and ensure they do not practise in areas where|
8 . met/not met
they are not proficient.
9 A§ Parl of the ml.AltI sciplinary team, the Critical Care Scientists should contribute to the strategic direction, planning and delivery of met (ideally evidence eg attend dept meetings)/ not met
critical care services.
10 The Critical Care Scientists should engage with the Society of Critical Care Technologies (SCCT) as their professional body in order to sl ek
work in collaboration with the Academy for Healthcare Science and the NSHCS.
212 Support Staff
STANDARDS
1 All support staff must have clearly identifiable roles with specific competencies. met / not met Band 4- Ongoing work re National Con
2 All support staff must have a period of induction and supernumerary status. met / not met
3 All support staff must be appropriately trained, competent and familiar with the use of equipment. met / not met
4 All support staff must be included within the intensive care team and be updated on key unit issues and developments. met / not met
Support staff roles must be clearly identifiable to colleagues, patients and visitors to the department, either by uniform and/or name
5 badges met / not met
Intensive care areas must develop healthcare support worker roles to assist registered nurses in delivering direct patient care and in
6 NN N met / not met
maintaining patient safety.
7 Healthcare support workers must complete the Care Certificate and adhere to the Code of Conduct for healthcare support workers. met / not met
Administrative roles must be developed to ensure all clinical staff are free to give direct patient care, and supported with essential data
8 N met / not met
collection.
9 Each intensive care area must have sufficient staff responsible for the cleanliness of the environment. met / not met
Where direct care is augmented using support staff (including unregistered nurses), appropriate training and competence assessment of
10 N met / not met
those staff are required.
RECOMMENDATIONS
1 Al staff should be encouraged to attend further training and/or education to support their development. met / not met
2 Each critical care area should have healthcare support workers 24/7 to assist nursing staff in delivery of direct patient care. met = all shifts covered, partially = 75% covered, not <75%
3 Each critical care area should have ward clerk/receptionist cover seven days per week. met = 7/7, partially 5/7, not = no receptionist
4 Each critical care area should have a dedicated housekeeper/cleaner seven days per week. met = 7/7, partially 5/7, not = no dedicated staff
TECITCITITAT CaTe aTed STTUUTT TTave @ Uata CleTR O TTE AMUTE U a SUNE0TE TTEMTUeT OT ST 10T Uata ey [0-a TTiamoTany = e T e Goe el = (o (e e e e G Gr o e o el = i
5 recognised audit programme (such as ICNARC or SICSAG) and responsibility for the validation of these data. The Intensive Care National e el e " ' No Cover on AL
213 Smaller Remote and Rural Critical Care Units Only relevent for small number of units. An feature of not I would be useful
STANDARDS
1 Network support must be in place to ensure smaller, remote and rural critical units meet these standards and recommendations. met = active participation in network / not met
2 The critical care service must be led by consultants trained in Intensive Care Medicine (ICM). met / not met
3 There must be access to appropriate advice from a consultant in ICM at all times. met = 24/7 access to advice / not met




? Policy

4 Dedicated daytime critical care must be provided by a consultant trained in ICM with no other commitments. met = 7/7, partially = 5/7 (or involves covering other areas at same time)
5 There must be a doctor or ACCP with advanced airway skills resident within the hospital 24/7. met / not met
6 There must be a 24/7 dedicated resident on the critical care unit. met / not met
7 There must be structured handover between day-time and night-time staff supported by standardised policies for practice. met / not met
8 Appropriate CPD must be supported by the employer and undertaken by all professionals who deliver intensive care. met / not met
Regional transport arrangements (road and air) must be put in place to allow timely, safe transfer of patients with an appropriate level of
9 P, " " met / not met
monitoring, staffing and skills.
10 Al critical care units, including Level 2 units, must enter data into national databases such as ICNARC or SICSAG. met / not met
RECOMMENDATIONS
Network support should be explicit, resourced and supported by all the Healthcare Organisations, Boards, networks and regions involved,
1 B N met / not met
and recognised in job planning.
Units should consider the of icil i for clinical decision making and educational support, in conjunction
2 a P Statement
with their regional network.
3 Rempte crlt]ca\ care units should |mplem§pt a;_:prgprlate Jolnt_cllmcal_gpvernancg procedurgs with both networked units and transfer met = formal arrangements with SLA in place / not met
services to include case-based review. critical incident analvsis. and ioint educational sessions.
Where an intensive care pharmacist or healthcare professional, such as a physiotherapist or dietician, cannot be effectively delivered
4 locally in a small unit, advice should be accessible from specialist colleagues through network support. Appropriate training bodies should |met = formal arrangements with SLA in place / not met

devise and support remote and rural training posts in critical care.




Section 3 CRITICAL CARE SERVICES: PROCESS Level description Level Comments
3.1 and
STANDARDS
1 The d_ecnslon to admit to the critical care unit and the management plan must be discussed with the duty consultant in Intensive Care Met = >95%, partial = >90%, not <90% or not data
Medicine.
2 There must be documentation in the patient record of the time and decision to admit to critical care. < 85% met, 75-85 partially met, < 75% or no data not met
3 Unplanned admissions to the critical care unit must occur within four hours of making the decision to admit. Met = >95%, partial = >90%, not <90% or no data
4 Patients must have a clear and documented treatment escalation plan. Met >95%, partial 80-95%, not <80 or no audit evidence
5 Patients must be re_vlewed._ln person, by a consultant in Intensive Care Medicine as urgently as the clinical state dictates and always within 95% of the time - Met, <95% or no data - not met
12 hours of admission to critical care.
6 Transfer to other critical care units for non-clinical reasons must be avoided where possible. met = non clinical transfer <0.5% of admissions, partially met < 1%, not met >1% of admissions
7a Consultant in Intensive Care Medicine-led ward rounds must occur twice a day (including weekends and national holidays). < 85% met, 75-85 partially met, < 75% or no data not met
7b The nurse in charge should be present in person for the ward round. < 85% met, 75-85 partially met, < 75% or no data not met
8 Patients discharged from critical care must have access to an intensive care follow-up programme. met/ not met
9 Discharge from critical care to a general ward must occur within four hours of the decision and must occur between 07:00hrs and 21:59hrs. | met = >80%, partially = 60-80%, not <60%
10 There must be a standardised handover procedure for medical, nursing and AHP staff for patients discharged from critical care units with a I A el No Rehabiltation Prescription.

formalised transfer process. This must include their structured rehabilitation prescription.

Patients undergoing specialist care must be repatriated to a healthcare organisation closer to their home when clinically appropriate to
1

continue their rehabilitation, and this must occur within 48 hours of the decision to repatriate.

RECOMMENDATIONS

< 85% met, 75-85 partially met, < 75% or no data not met

None
3.2 Capacity Management
STANDARDS
Hoﬁpllal managemgnt seams must opnml_se the use _of cn(_lcal care capacity at all times. The admission and discharge of critical care >90% admitted within 4 hours, 85-90% admitted within 4 hours, < 85% admitted within 4 hours or not
1 patients must be prioritised, such that patients requiring critical care support are admitted without delay (within four hours after decision to data
admit and of essential ion/i ing) and patients no longer requiring critical care are discharged within four hours.
DTOC not met for discharge
The final decision on utilisation of critical care beds and staff (which includes moving staff to help in other areas of the hospital at times of
2 need) rests jointly with the duty consultant and the duty nurse in charge of the critical care unit. Under no circumstances should clinical met/ not met
ions be idden bv non-clinical operational teams. Consultant is not always involved in the decision - Site Manager
3 Critical care units must have documented escalation plans suitable for their hospital facilities and must audit and review the usage of these R e
plans.
Hospital boards must demonstrate regular oversight of the use of critical care escalation and the provision of intensive care outside of the
4 " met / not met
critical care unit.
Escalation plans must balance risks of non-clinical transfer against risk of care outside of the critical care unit.
5 met / not met " "
consultant to consultant discussion
6 Escalation plans must differentiate between escalation during ‘normal’ operation and escalation during major incidents or pandemic R e
scenarios.
7 Regional Intensive Care Networks must have escalation plans documented and agreed at medical director and chief executive level to T T T e el
allow the dutv intensive care consultants and dutv nurses in charae to the usaqe of intensive care beds across the network. pe Mutual aid
8 Regional pandemic escalation plans must include trigger levels for agreed critical care admission criteria and thresholds for restriction of t/ not met / not licabl
planned activity to assist neighbouring critical care units metiinotmet /ot appicable HB escalation plan
9 Regional Intensive Care Networks must have an agreed policy on escalation of care and repatriation between secondary and tertiary units t/ not met / not licabl
to include escalation and, if required, prioritisation of transfers over local elective activity. (SISO IEIET AL D
Regional Intensive Care Networks must ensure that a system to record capacity across the network is in use, and that this is updated 3
10 regularly. met / not met / not applicable
1" [T ) i @ 2 0 U e e Re s o ! 0 ER 0k NG e Met = non clinical transfer <0.5% of admissions, partially met < 1%, not met >1% of admissions
RECOMMENDATIONS
Critical care units should determine the emergency capacity they require to meet Standard 1 locally, based on their admission and
1 ooccupancy data. The capacity to cope with the predicted emergency workload can then be managed by ensuring an appropriate number offmet / not met
beds available for emeraen ions before accentina elective admissions.
Acute hospitals will require at least one critical care bed per 35 acute hospital beds; hospitals undertaking a large amount of complex major .. . . »
2 surgical procedures are likely to need signil more than this. (et = TR Gor et T, LY AR medical patients only
3 Training should be provided to nursing staff in areas used for critical care escalation. met = comprehensive documented training plan in place, partially = soms training but not comprehensive
‘When using alternative areas of the hospital to provide critical care capacity, there should be adequate senior nursing and medical input =4 " . " . . . .
4 such that the standards of care provided to those patients meet the standards provided to the patients within the critical care unit. w::d n';::;ed'ate EEzE D B Gl S s (M o e D « E Gl Gar i
Decisions to proceed with major elective surgery should take into account current occupancy, provision of emergency capacity over the
5 " Py . . met / not met
next 24 hours and. at times of reaional network the emeraencv capacitv in neiahbourina units.




Critical care units may find it useful to develop a statistical model locally that provides predictable data on the number of emergency

6 -admissions they should plan to accommodate in each 24-hour period, and use this model to assist decision making on when it is safe to Statement
proceed with planned elective work.
33 Critical Care Outreach and Rapid Response Systems
STANDARDS
1 There must be a hospital wide, standardised approach to the detection of the deteriorating patient and a clearly documented escalation R e
process.
All hospitals must use a validated track and trigger early warning score system that allows rapid detection of the signs of early clinical
deterioration in all non-pregnant adult patients over 16 years. The National Early Warning Score (NEWS-2) is the recommended for call
2 systems as the more efficient and effective. Using a common score ensures that staff operate the same language across the patient I A el
pathway and enhances the benefits of an early warning system. As part of a multi-trigger system, other triggers such as urine output/ acute
kidney injury alerts, cause for concern and patient/carer Call for Concern, should be considered as they will enhance the recognition of the
ina patient.
RECOMMENDATIONS
[Each hospital should have a graded clinical response strategy consisting of three levels: low, medium and high. Each level of response
1 should detail what is required from staff in terms of observational frequency, skills and competence, interventional therapies and senior e TR
clinical involvement. It should define the speed and urgency of response, including a clear escalation policy to ensure that an appropriate
always occurs and is available 24/7. Hb policy
Each organisation should ensure patients receive care from appropriately trained critical care outreach, rapid response or equivalent teams.
The critical care outreach (CCO)/Rapid Response staff should have annual competency-based assessment of core and additional specific
2 competencies from a local or regional programme. This should relate to first line clinical assessment and intervention, be clearly outlined met 24/7, partially met daytime only or 5 days per week, not met - less than this frequency
and closely reflect the Department of Health (DH) competencies for the recognition and response to the acutely ill patients in hospital.
HB policy
There should be support for and non: ward staff in caring for the acutely ill ward patient in line
3 with recorder and first responder level as outlined in the DH competencies for the recognition and response to the acutely ill patients in e TR
hospital5. Staff looking after Level 1 and enhanced care area patients should be trained following the National Competency Framework for
Level 1 and Enhanced Care Areas.
Organisations should aim to deliver Comprehensive Critical Care Outreach as outlined by the seven core elements and have an operational
4 policy that defines the remit of the CCO/Rapid Response or equivalent team within the organisation, in regard to these seven core met 24/7, partially met daytime only or 5 days per week, not met - less than this frequency
CCO/Hospital at night hybrid in discussion
5 Al patients should be reviewed by the CCO team (or equivalent) following discharge from the critical care unit to the ward. Met - < 85%, partialy met 85-75%, unmet > 75% or no data
All CCO teams should participate in the National Critical Care Outreach Activity Outcome Dataset.
6a met / not met
|Each organisation should develop audit tools to assess utilisation of their track and trigger and graded response system with clear
6b governance procedures for action of poor I organi ide. This should be undertaken in combination with an audit e TR
of compliance against the standards within NICE CG502 and must be fed back to healthcare organisation Boards and Critical Care
Networks where relevant.
Each hospital should be able to provide a CCO/rapid response team, or equivalent, that is available 24 hours per day, seven days a week.
7a met / not met
There should be regular review of service provision to facilitate proactive approaches in order to match service configuration against local
7b demands and activity. These should be reflected in the operational policy. There should be a nominated lead of service at healthcare met/ not met
i Board level with I ) cascade. CCO/Hospital at night hybrid in discussion
3.4 Infection Control
STANDARDS
1 Staff must follow safe insertion and maintenance procedures for intravascular and urinary catheters, and remove them when not required to |met = policy and training in place with daily care bundle checklist and audit data, partially = no formal daily|
minimise the risk of infection. checklist or no audit. not met = no policy
Infection control procedures must be documented and agreed by the multi-professional team. o .
2 met - policy in place not met - no policy
3 l‘if:zc\{:/yHWOi(:;;Z /:Iaour:i(nts of Hand Hygiene must be observed. Hand contamination is often due to contact with the environment rather than Handwashing audit - Met - < 95%, partilly met 95-85%, unmet > 85%
4 Cleaning of the environment must be undertaken by trained staff and subject to audit and quality control, with particular attention to high- met = policy in place with regular audit data and systematic reports, partially = policies in place but only
contact surfaces. Duties of cleanina and nursina staff. in cleanina specific surfaces. should be clearlv defined. ad hoc audits. not met = anvthina else credits for cleaning, Synbiotix
There must be surveillance systems in place for audit and feedback of nosocomial infection, reporting to the national scheme where met - supply data to ICCQIP ( or equivalent) , partially met - locally monitored, not met - not regulart
5 applicable, for example, reporting central venous catheter-related bloodstream infection to the Public Health England Infection in Critical moniwrszp y ed ol y ; eguiarly
Care Quality IccQlpP). No Submitted VAP data
i - - ieT= Tamy TIPUT At TSast U7 U auuit Uata aganist iust
6 The principles of antibiotic stewardship must be adhered to in consultation with the microbiology team. 285% ) = RV (T (7 O e A e &
RECOMMENDATIONS
1 Patlgnts ;nould be §9reenefi for carriage of MRSA and/or carbapenem?se-produc\ng organisms acoqrdmg to locally determlned met - done > 95% of the time , partially met 85-95% of the time, unmet - <85% or no data or not done
prioritisation. Sensitivitv of risk factor alaorithms is aenerallv low and universal screenina is in hiahlv endemic reaions.
Patients with MRSA carriage or infection should receive topical suppression to reduce shedding and, if possible, single-room isolation.
2 met / unmet , "
In accordance with hb policy
Patients with diarrhoea and airborne infections should take precedence over others in allocation of single-room isolation. Patients with
3 © o y . met / not met
or confirmed influenza should be placed in sinale rooms for respiratory isolation.
Design of new units should include infection control specialists as part of the planning team. In particular, the bed spacing, proportion of
4 single rooms and provision of sinks should be considered according to patient case-mix, national guidelines and prevalence of multi- met / not met / not applicable

resistant infections.




The intensive care team should have access to an infection control and pi team led by a ‘who can offer timely review

5 and advice. Ideally, this should be part of timetabled microbiology rounds during the week. The mlcrcblologlsl will advise on the choice and |met / not met
duration of antimicrobial chemotherapv in accordance with local formularies as a part of antibiotic
Infection control nursing staff or intensive care nurses with infection control training should be available to provide day-to-day advice on
6 prevention of spread of infection, isolation priority and procedures and decontamination. Allocation of patients to single-room isolation for  |met / not met
known or infection should be reviewed on admission and frequentlv thereafter. not available at
There should be a means of continuous improvement in infection prevention and control, for example using surveillance and feedback. _ - 3 o
7 met = formal audit and review process in plance / unmet
3.5 Interaction with Other Services: Liaison Psy y and
STANDARDS
There must be daily input from microbiology. _ 2 .
1 Met = 7/7 , partially, 5/7 plus on call, unmet if less 1-2 Ward Round weekly
There must be local guidelines in with the principles of antimicrobial stewardship.
2 met / not met
hb policy
3 Clear protocols must be in place for of massive including the role of laboratory services. met / not met
hb protocol
4 Acutely ill patients must have access to diagnostic radiology services at all times including timely access to a radiologist. met / not met
Allimaging investigations must be reported within an agreed timeframe relevant to the investigation by someone appropriately trained. All
5 N ; N " - met / not met
imaaina ir s need to be bv a formal. permanentlv recorded report coverina the entiretv of the
There must be seven-day availability of radiology services, appropriate to the specialties being cared for, to allow timely investigation of met = full service 7/7, partially = 7/7 service but some elements not always available (eg 7/7 reporting but
6 crmcal\y ill patients. This would include, for example, ultrasound and CT-scanning to aid sepsis diagnosis and source control; and in . - . . - .
interventional service only daytimes), unmet = <7/7 service
care units. access to interventional r
RECOMMENDATIONS
= n =T =0 p
1 Microbiology advice should be from an adequately senior clinician, and onsite, is Met / not met -
2 Critical or unexpected results of clinical pathology, microbiology or radiological investigations should be actively communicated to a Tl SER TS B
responsible clinician according to local fail-safe policies. policy in place = met, no policy = not me HB policy
3 Urgent clinical chemistry and haematology advice should be available within 60 minutes from an appropriate specialist and a radiologist £/ not met
should be immediately contactable to support the management of acutely ill patients at all times. S aoume
4 All point of care laboratory devices used to assist clinical decision making should be subject to appropriate quality assurance mechanisms, |met = fully centralised lab standard QA process in place with audit evidence, partially = some QA process|
agreed by laboratory and end users. with intermittent audit, unmet = no laboratory standard QA process
Clear protocols for access to radiology services that are not available on site (e.g. interventional radiology, MRI in ventilated patients) should
o be available. el
Liaison psychiatry services should be available in all acute hospitals with a single point of referral. Emergency mental health referrals should
6 be seen within one hour of referral and urgent mental healthcare referrals within 24 hours of referral (within the liaison team'’s usual met = available and meets time criteria, partially = available but not <1h <24h, not met = not available
operatina hours).
Patients who have self-harmed, irrespective of the apparent motivation, should have a comprehensi This
7 should generally be the responsibility of the liaison psychiatry servnce and should not be delayed until after medical treatment is complete met / not met
unless life-savina treatment is necessarv. or the patient is or otherwise incapable of being a: patients must be medically fiit for crisis team
Liaison professionals should be available to advise on issues around mental capacity and there should be working arrangements detailing
8 . met / not met
who is responsible for assessina patients who mav need to be detained under mental health
3.6 Rehabilitation
STANDARDS
1 The rehab_ll\tanon neet_!s of all patients must be assessed_ within four days of admission to intensive care (or on discharge if sooner) and a > 85% of patients - met , 75-85% partially met, < 75% ( or no data ) unmet
plan outlined by all relevant therapv professions as clinicallv indicated.
Patients receiving rehabilitation must be offered therapy by the multi-professional team across a seven-day week and of a quantity and _ _ "
2 frequency appropriate to each therapy, in order to meet the ciinical need and rehabiltation plan for an individual patient. Rehabiltation plans |21 r21a0 needs met 7 days a week = met, all ehab needs met 5 days per week = partially met, rehab
should be updated needs not met consistently = unmet
All patients must be screened for delirium at least daily, and when changes or fluctuations in behaviour occur; in the event of a positive
B] delirium screen, family should be informed, strategies to facilitate patient orientation implemented and medical review of risk factors > 85% of patients - met , 75-85% partially met, < 75% ( or no data ) unmet
4 All patients with a must have and N - o-o, o patients - met , 75-85% partially met, < 75% (o no datal) unmt
Patients who stay in critical care for more than four days and are at risk of morbidity must have their ongoing rehabilitation needs addressed|
5 at post discharge follow-up, or in the community setting, at two to three months after discharge from critical care. At this point, additional > 85% of patients - met , 75-85% partially met, < 75% ( or no data ) unmet
referrals to anv necessarv services can be made.
Adults at risk of poor quality recovery must have an it plan in their formal handover of care when
6 transferred from critical care to a general ward. All members oflhe care team must be aware of this. Patient involvement in setting this > 85% of patients - met , 75-85% partially met, < 75% ( or no data ) unmet
il plan should occur as soon as feasible and
Adults who were in critical care and at risk of poor quality recovery must be given information to explain what they can do to help their o " o ’ o
v recovery. This information should be provided, at the latest, before discharge from hospital. > 85% of patients - met, 75-85% partially met, < 75% ( or no data ) unmet
RECOMMENDATIONS
Physiotherapy services should provide assessment and intervention for both acute respiratory and physical rehabilitation seven days per 5 a
1 = = = ) §
week: provision should be made for other therapv services to be provided as needed at AT CEpROUER S, MERSER FRruzE = FeriElyine Emel e iy S Ui respiratory care only due to capacity
2 Specialist rehabilitation co-ordinator roles should be _consndered to facilitate the oversight of the rehabilitation pathway for patients, and to met = rehab coordinator (eg senior nurse); partially met = has other roles, unmet = dosns't exist

ensure that referrals and 1 are and to ongoing services and teams.




The role of therapy support workers or should be as part of the rehabilitation team; these roles may be
uni-professional or multi-professional in nature and recruited from nursing or allied health backgrounds. These may enable enhanced

3
delivery and increased efficiency of rehabilitation service delivery, as well as ongoing rehabilitation to be delivered following discharge from St nerk
critical care. Further work is reauired to the aradina of these roles. no funding for physio support staff in ICU
4 R should be and progression made using outcome measures appropriate for the stage of recovery, met = rehab progressnn momtorlng assessments in place inc after leaving ICU (eg CPAT), partially = on
individual therapy. and dependent on local (includina personnel. I and finance). icu only. unmet =
The rehabilitation plan that forms part of the handover of care on discharge from critical care should address all relevant domains for
5 ’ ‘ N N y , . met/ not met
individual patients includina. but not restricted to. phvsical. functional. communication. social. spiritual. nutritional and
To facilitate the rehabilitation component of the formal handover of care on discharge from critical care to a general ward, weekly
6 multidisciplinary rehab\l\tanon ward rounds should be led by a senior member of the critical care multi-professional team and result in an met/ not met
update to the 1 goals. These should be set in coniunction with the patient and/or carer where appropriate.
Expectations of both patients and families should be identified regularly and addressed in a consistent manner by the most appropriate
7 senior member of the team; all patient and family communication should be centrally documented to ensure that it can be accessed easily [met/ not met
bv all team member:
For high-risk/complex patients, capturing the experience for the patient and family in a manner that they can reflect upon and engage with
during the time spent in hospital should be considered. This may take the form ol diaries, either paper or electronic, and may include
8 met / not met
photos, videos and written information. This material may be collected or on the desire of patient
and familv. Physios will fill out diaries
3.7 Intensive Care Follow Up
STANDARDS
1 Patients with higher risk of morbidity related to critical illness must be given information about ongoing rehabilitation goals in the community. T e et e e et et il = e e, (T ST
Patients discharged from the critical care unit must have access to an intensive care follow-up programme. which can include review of
2 clinical notes, patient questionnaires to assess recovery and an outpatient clinic appointment two to three months’ post hospital discharge if |met / not met
reauired for specific patients.
RECOMMENDATIONS
1 The follow-up programme should be formally and clearly communicated to the patient and their relatives on discharge from critical care, met = all patients, partially = selected patients, unmet = none
and aaain on discharae from hospital. Primary care should also be informed throuqh (he dlscharqe summary.
The follow-up programme should ensure the delivery of and i to all patients at critical care _ . o . _
2 discharge and at hospital discharge. met = all patients, partially = selected patients, unmet = none
/A minimum 20-30 minute follow-up appointment should be offered two to three months after hospital discharge if appropriate. The follow-up
3 team should include an intensive care consultant, intensive care nurse, clinical psychologist, dietician and met = all appropriate patients, partially = selected patients limited by capacity not need, unmet = none
therapist accordina to the individual patient's needs.
Selection of patients for follow up should be based on length of stay (more than three days) or at increased risk (e.g. following anaphylaxis,
4 . met / not met
or post-partum intensive care). Self-selection of patients should also be facilitated
5 Follow up should involve actively seeking common physical sequelae, such as weakness, weight loss and sexual dysfunction, and the
consequences of critical care unit-related procedures (e.g. tracheostomy). |met / not met
6 Review of current should be and with input from pharmacy if required. met / not met
Psychological sequelae (such as anxiety, and post-tr tic stress disorder) should be sought via screening tools
7 e.g. Hospital Anxiety Depression Scale (HADS), and UK Post Traumatic Stress Syndrome score (UK PTSS-14). This could be facilitated by |Met = screening process in place for psychological seq for all patients, partially = for selected patients,
review of clinical notes with patients and family or patient diary, use of screening questionnaires and review by a clinical psychologist. unmet = no screening
8 Following structured review, appropriate referrals to other services may be required and should be arranged where required. b e e ChT e e e G
A bereavement follow-up service should be offered where explanations of diagnoses, treatments and support can be provided.
9 met / not met
10 The establishment of a critical care patient and relatives support group should be encouraged. R e ) ) ‘
Established pre covid but not sustained diring
Patients and relatives should be surveyed regularly and this information should be utilised to assess rehabilitation and follow-up services.
1" see other standards
3.8 The Patient and Relative Perspective
STANDARDS
1 All patients must be regularly assessed for the presence of pain which should be managed with a protocolised multimodal analgesic
regimen.
2 The effects of delirium must be explained to patients and their families and this should be emphasised in follow-up visits post critical care.  [met - all elements done, relatives provided with written info, Partially met - some elements done or not all
Written information about delirium must be provided. not met - not done
3 ‘When patients are sedated or unconscious or have delirium and require any intervention or nursing care, staff must explain to them in met = Unit has for delirium that includes these measures and
simple terms what they are doing. is included in_induction training for staff / not met
4 Critical care staff must offer patients ways to help improve the quality of their sleep, for example eye masks and ear plugs. Staff must try to|met - guideline in place and done , partially met - some elements but not comprehensive or
minimise light and noise during the night. systematically applied, not met - not done
Patients and families must be given high quality verbal and written information while the patient is in critical care (such as information about
5 the patient's treatment, what the patient might experience and how they might feel) and when they leave the unit (to help explain what has ~ |met = written and >75% families having a formal documented communication, partially 50-75%, unmet =
happened to the patient and what might help them in their recovery). Each unit must have such documents readily available and ready for [no written info and/or <50% having formal communication
patients and relatives. Youna visitors and their parents will need specific support.
6 Patients must be given help to communicate (e.g. speaking valves (for patients with a tracheostomy, wipe boards or flash cards). met = SLT involved and have full range of communication aids available / partially met = limited access to
speech and language / not met fully met
Critical care units must have policies about how to safeguard vulnerable adult patients.
7 met/ not met
8 Units must obtain regular feedback about the care that patients and relatives received during their critical care admission in order to learn

from and act on the feedback received.




RECOMMENDATIONS

1

Intensive care patients should have a patient diary.

met = >90% patients >48h stay, partial = only longer stay or <90%, unmet no diary

Understanding the individual who has become critically ill is important to help their treatment and recovery. A ‘This Is Me' board or document|

2 for each patient is very beneficial and should be used if possible. el

3 Intensive care and ward staff should have training in what intensive care is like for patients and relatives and what challenges patients face (R il Tt
while in intensive care and durina their ret ion. Askina former patients and relatives to help with this trainina is beneficial.
Intensive care staff should let relatives know how they can help the patient, for example by talking to or reading to the patient (even if the
patient is unconscious or sedated), as a familiar voice can be reassuring. Relatives should also be allowed to help with simple aspects of

4 ient it i dated| famil by i Rel: hould also be allowed to hel| h I f e TR
caring for the patients, if they would like to, such as applying hand cream or brushing hair. Written information should be provided for
relatives.
Intensive care staff should spend time talking to the patient and relatives, seeing how they feel, asking about any worries they have and

5 checking their understanding of any information that has been given. Clear information should be given to relatives regarding when they met/ not met
can visit.

6 A room should be provided for relatives to wait in or have time away from the unit. This room should be comfortable and its facilities met - relatives room, partially met, relatives room but poor facilities, not met - no dedicated relatives
regularly reviewed. Feedback should be sought from families whether additional facilities and support are required. room

7 On discharge from the critical care unit, patients should be given the contact details of the pr who are inating t/ t
the patient’s rehabilit pathway. (L Uil
Al patients should be visited by a critical care outreach team, who can help with the transition from Critical Care to ward this transition.

8 met / not met

9 Intensive care patients should have access to formal support provided by the critical care service after they leave. ie critical care followup / Al B
outreach services met/not me
Critical care units should provide relatives of patients who died in intensive care the opportunity of a follow-up meeting with an ICU staff
member to discuss any questions they may have about their relative’s time on the unit. Families may be given a leaflet after their relative

10 ber to di Y q hey may have about their relative’ h Famil y be gi leaflet after their relati I
dies in order that they can arrange a meeting at a later date if they wish to. It can also include other sources of support. Some units hold

services for relatives. Work underway to develop pathway supported by clinical psycho
3.9 Staff Support
STANDARDS

1 All units must have policies in place to support staff engagement and retention. met / not met

2 Induction and escalation policies must be clearly identified for all staff groups. met / not met
100% of new staff must receive a job-specific induction to the unit.

3 met / not met

4 Workplace equity within staff groups must be transparent (e.g. rostering, annual leave policies, job plans). Staff must be aware of the met/ not met
policies.

5 ?Cakf:‘;vse;ll-rt;zr;g: is an organisational priority. Units must monitor and regularly review metrics of staff well-being as quality indicators (e.g. TR = iy e At 25, e T T i e 2 sy s

6 All staff must have opportunities for personal development reviews including annual appraisals. met - > 85% of staff appraised / PDP done, Partially met 75-85% not met < 75% of staff
Al staff working in critical care must be able to access the Freedom to Speak Up Guardian.

7 met/ not met

8 Staff must be provided with adequate resources consistent with other GPICS standards to deliver their job role, e.g. adequate staffing Stat t
ratios, access to facilities for nutrition and hydration, adequate equipment. emen
Staff rostering must comply with Health and Safety Executive recommendations for sleep and rest.

9 met/ not met
Units must provide adequate workplace facilities for staff breaks, which are separated from areas for relatives.

10 met/ not met

RECOMMENDATIONS

All staff engaged in a managerial or leadership role should have access to appropriate mentoring and/or coaching services to support them

U in their role. el

2 All units should promote healthy rest and sleep policies for staff required to work overnight. met / not met
All staff members should have access to an i pre support service, which provides counselling services.

3 met/ not met
All staff members should have self-referral access to an occupational health service and rapid access physiotherapy services.

4 met/ not met
All units should provide frequent opportunities for shared learning, clinical communication, and reflection, to reduce professional isolation.

5 This includes routine clinical practice (e.g. multidisciplinary rounds, mortality and morbidity meetings), as well as specific reflective events  |met/ not met
(e.a. Schwartz Centre Rounds. ina followina medical i
Al staff should have ergonomic clinical work areas with appropriate access to light and control of noise.

6 met/ not met

7 Al staff should be supported to maintain a healthy lifestyle, e.g. provision of advice on diet and exercise. R CRGER

8 All units should conduct regular (at least annual) reviews of organisational policy on staff health and well-being. Y CHEER

HB wide policy
3.10 Inter and Intra and Hospital Transfer of Critically lll Patients
STANDARDS

1

Transfer to other critical care units for non-clinical reasons must be avoided where possible.




Appropriate equipment must be available to undertake a safe transfer and to manage complications/adverse events which may occur

2 during a transfer. All equipment used for patient transfers must conform to the relevant safety standards, be regularly serviced, and met/ not met
checked i before use.
Al staff involved in a patient transfer must be trained, competent and familiar with the use of equipment.

3 met / not met
‘Where patient transfers result in a change of team managing the patient during or following a transfer, an appropriate and documented

4 handover must be undertaken between the teams to ensure good continuity of care. This should include providing copies of the clinical met / not met
record.

5 A named intensive care consultant must take overall responsibility for the decision to transfer a patient and the level of support required, but met / not met
does not r have to undertake the transfer.

6 Inter-hospital transfers must be undertaken in a timely fashion according to the patient’s clinical condition.

met / not met

For inter-hospital transfers, there must always be a named consultant who will take responsibility for the patient on arrival at the receiving
hospital. This must be agreed prior to the transfer being undertaken. el
Where patients have completed specialist care and ongoing intensive care needs can be provided in the patient’s home, hospital transfer |Percentge occuring within 48 hours of decision. Met > 85%, partailly met 75-85%, not met < 75% of the
must take place within 48 hours of referral to the receiving hospital.

time or no data collected.

RECOMMENDATIONS
1 Transfers should follow the advice and protocols presented in the latest ICS transfer guidance. met - meet standard, partially met, dont meet standard but risk assessment in place , not met.. dont
meet standard and no risk assessment

The reason for any transfer should be documented in the patient's notes. This should include an assessment of potential benefits against

2 risks. Transfer decisions should only be made by consultant intensive care team members, and this information should also be met = documented 95%, partially met 80-95%, unmet <80% or no data or not a consultnat decision
An adequately stocked and regularly checked, dedicated transfer bag should be available for use during all patient transfers. This bag
should contain appropriate drugs and equipment for interventions that might be required in transit. The transfer bag contents should be - . ot = ol -

B] checked routinely (ideally daily and a log of checks maintained) or, if sealed with a tag, then a daily check that the seal is unbroken. The e ciecieciiilodlanclagdeciipartalyiicalValckl tnctiaggadiogicodsaii et

transfer bag must be restocked between uses to avoid delays when it is needed. Staff carrying out patient transfers should be familiar with
lgaq lavout and content.

checking or significant deficiencies in kit available

The patient's vital signs should be documented at appropriate intervals while in transit. Where possible, action should be taken to remedy

4 any physiological deterioration during the transfer. met = audit evidence of obs or transfer forms, unmet = no evidence
Standardised transfer documentation should be completed for all intensive care patient transfers. Transfer documentation should be
5 scrutinised within a robust audit system, allowing eventful or substandard transfers to be investigated and lessons learnt to be shared met = use of a network wide agreed form or electronic recording system, unmet = no standard system
widelv. as well as numbers and reasons for transfers.
6 Where an adverse event occurs during a transfer, this should be reported and investigated using the healthcare organisation incident R e
reporting system at the transferring unit. All learning should be widely shared.
7 Every acute healthcare organisation should have a designated consultant and nurse who are responsible for maintaining standards of - both, partiall t- e
transfer of critical care patients, guideline production, training, governance, audit and reporting. (e it (EICEIY o CIrs (el Mo Ietd
Training in transfer medicine should be an integral part of Intensive Care Medicine training for doctors and nurses.
8 Statement
9 ‘Where multiple teams are involved in a patient’s care, appropriate handover should be undertaken between the teams prior to transfer. This| = R
should not delay the transfer.
10 'rl"gzdpfa;:‘te;:nwlsvfr;e:e‘rﬂi(;55|ble, and lgre‘gur‘\;)geof kin should be informed of the decision to transfer and an explanation given to them of the met = 95%, partially = 80-95%, unmet <80% documented
There should be a clear agreed escalation process for any delayed transfer across an operational delivery network geographical area. The
1 definition of ‘delay’ will vary according to the reason for the transfer. For patients being transferred from a specialist critical care unit to a el R
general critical care unit at the completion of specialist care, a delayed transfer is one that has not been undertaken 48 hours after the time
of referral to the aeneral critical care unit.
Appropriate infection control precautions, including isolation, must be made available for patients with known high-risk infections or who are
12 at a high risk of harbouring such infections both during transfer and in the receiving hospital; their availability should be such that this does G

not delay a patient transfer. Similarly, isolation facilities must be available for immunocompromised patients who require them.

Critical care units should have an agreement with their local ambulance providers in relation to the contracted transport provision for
tensive care services. and to ensure these standards are met throuahout the entire patient pathwa

met/ not met

There should be standardised network wide transfer

met - well established processes, data avaiable, partially met - reviewed, limited data available, not met.
rarelv undertaken or not at all

met = both / partially met = one or the other / not met = neither

Supported by operating theatre

Consideration should be given to the formation of specialist transfer teams, as these may reduce the incidence of adverse events and

(5 prevent the adverse impact of transfers on the unit due to loss of key staff. Statement
31 Care at the End of Life
STANDARDS

1 Decision making surrounding care at the end of life, including the rationale for any decisions, must be documented clearly and met = 98% with clear documentation, partially = 95-98% documented but gaps found in documentation
communicated to patients and their loved ones. The latter being of particular relevance if patients lack capacity (below). on audit, unmet = <95% or maior failings in what is documented
Decision making surrounding end of life care (EoLC) must be performed in accordance with relevant statutory requirements and

2 professional guidance: a) Mental Capacity Act 2005 (MCA 2005), England and Wales, b) Adults with Incapacity Act (2000), Scotland, c) el R
Mental Capacity Act (Northern Ireland) 2016, d) Human Tissue Act, England, e) General Medical Council's Good Medical Practice;

i Treatment and Care Towards the End of Life: Good Practice in Decision Makina.

De of death by i yor criteria must be done in accordance with professional guidance.

3 met/ not met

4 Consideration must be made as to whether organ and tissue donation can be offered to every dying patient, and where the met = with audit data on referral rates reviewed quarterly, partially = considered but no audit
specialist nurse-organ donation (SNOD) should be contacted. data or <70% referral rate, unmet = not done
In order to identify dying patients and respond to changes in their condition, those at high risk of dying must have their condition regularly

5 reviewed to assess whether they are improving or deteriorating, enabling early and appropriate organisation of treatment and care. Statement

RECOMMENDATIONS
1 Patients with capacity should be kept informed of their clinical condition, and of the possibility that they may be dying. Best practice dictates R e

that those close to the patient should also be informed.




Decision making related to care at the end of life should, wherever possible, involve patients and people close to them, as well as medical

professionals. If the patient lacks capacity and there is no individual with Lasting Power of Attorney, responsibility for determining treatments

rests with treating clinicians. Previous decisions should also be taken into account e.g. treatment escalation plans (TEP), ReSPECT
Summarv Care Plan for Care and Treatment)

met / not met

At least two consultants, supported by senior ICU nursing agreement, should contribute to the process of recommending withdrawal or
withholding treatments. Such processes are decided on a case-by-case basis and clarity of communication can be improved by outlining
|likelv burdens and benefits of acts or omissions.

met - 7 days per week, partially met 5 days per week,

Once patients are recognised as being in their final days/hours of life, therapeutic goals should be reviewed and accordingly altered to focus
'on comfort and dignity. Interventions which do not contribute towards this should be withdrawn. The discussion of Do Not Attempt
Cardiopulmonary Resuscitation (DNACPR) is intrinsic to palliative care in critically ill patients. This should be discussed with patients and
families within that context. If instituted in emergent situations for incapacitated patients, DNACPR decisions should be discussed with
patients’ surrogates (as defined by the MCA or equivalent) at the earliest opportunity. The British Medical Association, Resuscitation
Council-UK and Roval College of Nursina issue reqularly undated auidance on DNACPR.

met = systematic documentation used 95%, partially 90-95% or no systematic documentation, unmet no
evidence

Dying patients should be managed by multi-professional teams that include senior medical and nursing staff from intensive care and
referrina teams. It mav also include specialist palliative care teams.

met / not met

Therapeutic plans should be made and anticipatory medications prescribed for all patients in their final hours/days of life, enabling prompt
symptom control. This includes therapeutic options for analgesia, dyspnoea, anxiety and agitation. Doses should be titrated for symptom
relief based on explicit assessments. Where appropriate, the double effect of drugs used should be transparent to patients, staff and family.

met = systematic documentation used 95%, partially 90-95% or no systematic documentation, unmet no
evidence

Care should address dying patients’ need for spiritual and emotional support, and include that of their families and others close to them.
The needs of loved ones to be with, care for and otherwise attend to dying patients should be met as far as is possible. If appropriate,
religious or secular expertise should be sought (e.g. referral to chaplaincy, psychological services or patients’ GPs). Staff should also have
access to these support services.

met / not met

If death is considered to be very close, patients should not normally be transferred out of the critical care unit unless it is to facilitate (via
discussion with patients and loved ones) significant improvements in care. If practical to do so, patients should be given the opportunity to
die at home or in a hospice. All transfers should involve a handover of plans and qoals of care.

met / not met

Intensive care clinicians often have a responsibility for decision making and care of acutely unwell and deteriorating patients outside of the
critical care unit. When reviewing such patients for potential treatment escalation, they should work with patients’ clinical teams to ensure
that decisions and I 1 regarding care at the end of life are made to the same as on the critical care unit.

met / not met

312

Organ Donation

STANDARDS

If a patient is close to death, doctors must explore with those close to them whether they had expressed any views about organ or tissue
donation. Doctors must follow any national procedures for identifying potential organ donors and, in appropriate cases, for notifying the
|§necialis( Nurse-Oraan Donation (SNOD).

met = routinely done with collaborative requesting when possible, partially met = routinely done but not
with collaborative requesting, unmet = poor results on referral rates

The National Institute for Health and Clinical Excellence guidance requires that the intensive care team caring for the patient should initiate
discussions about potential organ donation with the SNOD whenever a patient meets the criteria for undertaking the tests, to confirm death
using neurological criteria or when there is an intention to withdraw life-sustaining treatment in patients with a life-threatening or life-limiting
condition which will. or is expected to. result in circulatorv death.

met >85% of the time, partially met 75-85% of the time, un met < 75% of the time or no data collected.

Critical care units must comply with the criteria for diagnosing death using neurological or circulatory criteria as set by the Academy of
Medical Royal Colleges.

met/ not met

All units must contribute data to the national potential donor audit.

met/ not met

1

RECOMMENDATIONS
Each acute hospital should have an Organ Donation Committee to oversee all aspects of deceased organ donation as recommended by

the Department of Health’s Organ Donation Taskforce. Funding for the committee’s activities is provided by NHS Blood and Transplant
(NHSBT).

met/ not met

2

Each acute hospital should have a clinical lead for organ donation (CLOD) funded by NHSBT, with responsibility to implement organ

met/ not met

donation policies. bromote the adontion of best practice auidelines and to address anv local barriers to donation.

Each critical care unit should have an embedded or assigned SNOD employed by NHSBT to provide advice on all issues relating to

does not have formal legal standing in Scotland, they are likely to be highly persuasive to the court).

3 donation, organise donor coordination, support the intensive care staff in donor management, complete the potential donor audit, engage in |met/ not met
teaching and trainina and support donor families. SSNOD x 2 hared across fourhospitals
Guidelines on end of life care and withdrawal of life-sustaining treatments (WLST) should be compliant with the Mental Capacity Act 2005,
and based on the guidance provided by the General Medical Council, and should be followed irrespective of any potential for organ

4 donation. Determining best interests at the end of life should include an assessment of a patient's preferences and wishes regarding organ [met/ not met
donation. Guidance on decisions regarding WLST in patients with devastating brain injury (DBI) should be based on the recommendations
of FICM/ICS and other i bodies.

5 A planned and collaborative approach to the family for organ donation between the intensive care team and the SNOD team should be ol RS
routine practice as by NICE in 2016. (s E2ns
Consultants in Intensive Care Medicine should actively manage brain stem dead consented donors to optimise organ quality and increase

6 the number of organs successfully retrieved and transplanted. Donor optimisation care bundles or protocols should be available and used. |met/ not met

7 The intensive care team should manage resources flexibly to facilitate organ donation and/or end of life care for patients outside the critical t/ not met
care unit whenever appropriate. N Aoume)

3.13 Legal Aspects of Capacity and Decision Making
STANDARDS

1 Units must have regular, minuted, multidisciplinary team meetings to review cases where dispute have or may have arisen. R TEhaEs

2 All patients must be presumed to have capacity to consent or withhold consent. Statement

3 If the patient has made a valid and applicable Advance Decision Refusing Treatment (ADRT), it must be respected (although an ARDT Statement




Final determination of capacity for a specific treatment must be made by the treating clinician and documented.

4 Statement

5 If a patient has capacity, their decision must be respected, even if the treating clinician considers the decision to be unwise. Statement

6 Patients who lack capacity must only be treated in their best interests (England & Wales) or if it is of benefit to the patient (Scotland). Statement

7 Dt A of best must involve between the treating consultant and individuals close to the patient (family Statement
and friends).

8 The aim is to achieve consensus between team and family/friends as to what is in the best interests/benefit to the patient. When there is Statement
continued disaareement about best interests/benefit. the treatina clinician must not act unilaterallv.
If, at the end of the medical process, it is apparent that the way forward is finely balanced, or there is a difference of medical opinion, or a Stat t
lack of to a proposed course of action from those with an interest in the patient’s welfare, a court ication must be made. omen

RECOMMENDATIONS

1 A written departmental protocol for resolution of disagreements should be in place. Disagreements may be within the team, between af RS
different clinical teams or between team and iends. met/ notme Hospital concerns policy (from family)

2 An ADRT that does not meet the criteria to be formally legally binding should nevertheless be taken into account as part of the best Stat t
interests as a strong indication of the patient's wishes and opinions. omen
In situations of i I ion should be i prior to the Court of Protection (England &

3 Wales)/Court of Session (Scotland). NHS Resolution or the Civil Mediation Council provide access to individual i or
aroups.
Independent Mental Capacity Advocates (IMCA) should be consulted (in England and Wales) when a patient is ‘unbefriended’. This only

4 applies when there is no one who can be consulted about best interests, i.e. no family or friends. IMCAs should not be consulted because |Statement

there is dispute about best interests between the medical team and familv.




Section 4

CRITICAL CARE SERVICES: CLINICAL CARE

Level description Level Comments

41 Respiratory Support
STANDARDS
Units must have access to sufficient modern invasive and non-invasive ventilators which will support pressure/volume controlled
1 PR N - o met / not met
ventilation, titration of inspired oxygen concentration, support spontaneous ventilation and allow application of PEEP.
Pulse oximetry, capnography, ECG, blood pressure monitoring and ventilator alarms must be used for all ventilated patients
2 © met / not met
whose trachea is intubated.
An accurate height must be measured on admission for every patient requiring invasive mechanical ventilation to calculate
3 predicted body weight (PBW) and corresponding target tidal volume to allow protective ventilation (6ml/kg PBW in those with met / not met
ARDS or at risk of ARDS).
4 Units must have evidence-based, written guidelines covering the use of non-i ion, the of ARDS, met - guidelines for all and review date within last 3 years , partially met - one or more gudielines missing or Follow National Guidelines
of ventilatol i pneumonia and weanina from ilation (includina the use of sedation). not reviewed within the last 3 vears. not met - limited auidlines and / or older than 3 vears
5 Referral pathways for patients with severe but ible acute ic respiratory failure must be in place with e
Regional Extra-corporeal Membrane Oxygenation-capable (ECMO) Centres.
6 Units must have written guidelines on the indication, risks and practice of prone positioning in hypoxaemic respiratory failure. met / not met
TIET A TTECITITE UM UTITOT Wi €aSy USE; Wil & DaCKUP WIS TS O Unic o= T TITaCTTTe, partany =
7 Units must have immediate access to point-of-care testing to enable arterial blood gas analysis. single ABG machine with backup machine 5-30 minutes away or 24/7 on call repairs within 30 mins, unmet
8 Standard operating procedures, including ists, should be for i { ion, bronchoscopy, prone met - guidelines for all and review date within last 3 years , partially met - one or more gudielines missing or
positioning, tracheostomy and any high risk/invasive procedures. not reviewed within the last 3 vears, not met - limited guidlines and / or older than 3 vears
9 Nol i ilation must be and available for patients with acute hypercapnic respiratory failure. met / not met
10 High flow nasal oxygen must be available for the management of patients with acute hypoxaemic respiratory failure. met / not met
RECOMMENDATIONS
1 T\dg\ volume (mllkg PBW), pla!ea_u airway pressures and cumulative fluid balance should be monitored and recorded daily in all met - all recorded daily , partially met - one / two not recorded daily, not met - more than twa not recorded
patients requiring invasive ventilation.
2 Audit of compliance with ARDS, ventilator associated pneumonia and weaning guidelines should be undertaken quarterly. met / not met
3! Units should have standardised systems to monitor VAP rates and antibiotic resistance patterns. met / not met
There is insufficient evidence at present to inform clinicians about the role of Extracorporeal Carbon Dioxide Removal (ECCO2R)
4 in acute hypoxaemic respiratory failure and ARDS. Patients should only receive ECCO2R within the governance framework set [met / not met
outin NICE Guidance.
42 ing from gt i ilation and Long-Term Home Ventilation Services
STANDARDS
Level 3 units must have access to a regional home ventilation and weaning unit. Arrangements must be in place to collaboratively|
1 manage patients with weaning difficulties and failure, including the transfer of some patients with complex weaning problems to | met/ not met
the Reaional Centre.
2 Units must hold multi-professional clinical governance meetings, including analysis of mortality and morbidity. met / not met No M&M Meeting
RECOMMENDATIONS
1 Patients wuh potential weaning prqblemsvshould be \den(lﬁed at an early _s(age of E}t_lmlss\on, Mos(_wwl\ ha\_/e significant res;_llralory e Verbal di o written
or neurological co-morbidities. Patients with slowly deteriorating neurological conditions are at particular risk of weaning failure.
Patients should be managed by a multi-professional intensive care team with specialist expertise and experience in managing
2 patients with weaning problems and consisting of senior medical, nursing, physiotherapy, speech and language therapy, and met = full MDT routinely used, partial = 1-2 MDT professions not routinely involved
dietitian member
3 These patients should be managed in a consistent manner by the use of structured weaning plans, including sedation met protocols in place and audited, partially met = protocols in place but not audited, not met = no protocols
management, based on agreed protocols. in place/not reviewed in last 2 vears
4 Early mobilisation and rehabilitation are likely to prevent weaning delay and failure. Units should have protocols in place and e
resources to provide these services as described in the section of this document on ilitation (Chapter 3.6).
5 The use of non-invasive ventilation (NIV) as a bridge to spontaneous breathing should be considered in selective groups. G TR
and skillin NIV should be available in all units ina patients with ventilatorv needs.
Early discussion with regional domiciliary ventilation services should occur in any patient with chronic neuromuscular impairment,
6 and in those requiring more than 21 days of ventilation. Regional weaning centres should offer advice to referring units to assist |met/not met/ NA if no regional weaning service
with weanina .
7 The transfer of some pall_ents with weaning delayva_nd failure should be discussed with regional weaning/home-ventilation centres met/ not met / NA if no regional weaning service
and protocols should be in place to aid these decisions.
4.3 Renal Support




STANDARDS

Critical care units must have the necessary facilities and expertise to provide acute RRT for patients with AKI on a 24/7 basis.

met / not met

Patients receiving acute RRT, where the cause of AKl is unclear or where RRT will be needed on intensive care discharge, must

guideline

2 . N PN
be discussed with the local renal team as per the NICE guideline. m=Bmedmes
Patients receiving acute RRT must be cared for by a multi-professional team that is trained and experienced in delivering and
3 " met / not met
monitoring RRT.
Acute RRT for patients with progressive or severe AKI must be started before the onset of life-threatening complications
4 - - met / not met
associated with renal dysfunction.
RECOMMENDATIONS
1 The decision to initiate RRT should be based on the condition and prognosis of the patient as a whole, and not on isolated urea G TR
or creatinine values as per Kidney Diseases Improving Global Outcomes (KDIGO) recommendations and the NICE guideline.
Where life-threatening complications of AKI occur, such as intractable hyperkalaemia, RRT should be started emergently unless
2 e met / not met
a decision has been made not to escalate therapv.
Patients with end-stage renal failure who are not in a renal unit/dialysis centre and require urgent RRT may require critical care
3 T i . . met / not met
admission. In such cases, there should be close liaison with the regional renal service regarding transfer and vascular access.
Continuous and intermittent RRT should be considered as complementary therapies for AKI. The choice of therapy should be
4 N P " met / not met
based on patient status, expertise of the clinical staff and availability of machines.
5 The dose of RRT should be prescribed at the beginning of the RRT session. It should be reviewed daily and tailored to the needs|met = clear standardised RRT prescription with evidence of daily review and audit, partial = done but not
of the patient. clearly evidenced, no audit, unmet = no standardised RRT prescription
The decision to use anticoagulation to maintain circuit patency and the choice of anticoagulant should be based on the potential
6 risks and benefits in an individual patient, the expertise of the clinical team and the options available. KDIGO guidelines suggest |citrate anticoagulation should be available Met/unmet
using regional citrate anticoagulation for CRRT rather than heparin in patients who do not have contraindications for citrate.
7 Bicarbonate, rather than lactate should be used as a buffer in dialysate and replacement fluid for acute RRT. met / Partially met = daily prescription chart but compliance not audited / not met
8 Drug dosing may need adjusting whenever RRT is started or the RRT prescription is altered. Close collaboration with an G TR
intensive care pharmacist with suitable experience in AKI and the effects of RRT is essential.
Patients treated with acute RRT should receive standard enteral nutrition as long as there are no significant electrolyte
9 o . met / not met
abnormalities or fluid overload refractory to RRT.
When discharged from critical care, the accepting team and GP should be informed that the patient had received RRT for AKI
10 L : - met / not met
while in intensive care so that appropriate follow-up arrangements can be made.
4.4 Support and
STANDARDS
The type and position of nasogastric feeding tubes (NGTs) used for enteral feeding, hydration and/or drug administration, must
1 - P met / not met
comply with NHS Improvement guidelines.
Intensive care services must have a nutrition support guideline with institutional strategies to promote nutrition delivery and to
overcome EN intolerance. It is suggested that it should include: a) Measures to minimise the risk of EN aspiration, b) Criteria for _ L . N S " L
2 the use of prokinetic medications, c) Criteria for naso-jejunal feeding, d) Criteria for use of parenteral nutrition, e) Consistent n_lel cle_ar gu;delme_m plact‘e m.eetmg these ELIEE, (P » g‘uldellne (0 TV ST Il 2 SIS Gl =8 New guideline is underway as part of all Wales ICU systems
" " . . } L . __|since review, unmet = no guideline or fails many of these criteria
times for stopping and restarting EN around anaesthetic, surgical or bedside procedures and f) A protocol for initiation of nutrition
without waiting for a dietitian’s plan.
- - - — - - TIET= Ciear GUISITE TT Piase TEEung UTESE CriSTia aTlu auan SVIdETIos, Partar= guiienTs 1T piacs wiiT
3 ;zt:dr::gesvc:dr:os::\ces must have guidance in place relating to the identification of, and nutrition support for, those at risk of re- Some omissions or >3y since review or no audit evidence, unmet = no guideline or fails many of these Guidance needs updating
Intensive care services must ensure that there is access to a range of parenteral nutrition bags which include vitamins, trace met = all elements listed, partial = TPN available but limited range, unmet = not available or a single standard .
4 . . ! , . " Limited range
elements and minerals. A ‘standard’ bag of parenteral nutrition must be available within 24 hours. bag only available
Intensive care services must have access to a range of enteral nutrition products to include: a) Low electrolyte, b) High protein, c)
5 " . T N met / not met
Fluid restricted and d) 'Tolerance' (semi-elemental)
RECOMMENDATIONS
Nutritional status and risk should be assessed on admission, and energy, protein and micronutrient needs determined by a
1 " " . N - . met / not met
critical care dietitian or clinician with appropriate specialist training or experience.
It is recommended that nutrition support (PN if EN is not possible) should be instigated within 48 hours in patients expected not
2 T met / not met
to be on a full oral diet within three days.
Nutritional intake targets should be set and compared daily with actual intake. Deficits should be monitored and steps taken to
3 met / not met
remedy them.
Efforts need not be made to cover full energy targets with EN or PN until clinical stability has been achieved. Delivering a calorie
4 load which exceeds energy expenditure appears harmful and should be avoided, whereas hypocaloric nutrition may be safe met / not met
initiallv.
The energy content from certain drugs (e.g. Propofol, IV glucose and citrate anti-coagulation renal replacement therapy) should
5 . - met / not met
be accounted for to avoid overfeeding.
6 Feeding plans should be adjusted for those with a BMI > 30 kg/m2 according to interational guidelines. met / not met
7 Vo_lume-based or ‘cagch up’ feeding should be used to allow nursing staff to adjust the hourly infusion rate of EN to optimise G TR Will be part of WICIS
delivery after interruptions.
8 There should be access to nasal bridles to secure NGTs in agitated patients and guidelines for their use and aftercare. met / not met No bridles across the HB
9 Nutrition support targets should be included in the rehabilitation of critically ill patients. met / not met
There should be bowel management guidelines which include: a) Regular monitoring and documentation of bowel habits _ - " : _ " ~
10 (frequency & type), b) Minimising the use of drugs that can cause consfipation or diarrhoea, c) The need for rectal examinations |\~ OWel management guideline and audited, partially met = protocol but not audited, unmet - no Ongoing Work

and treating faecal loading/impaction, d) When to use laxatives, enemas and suppositories, €) Management of ileus.




4.5

Liver Support

STANDARDS
1 Contact with regional liver and or liver transplant centre must be made early following admission to a critical care unit of a patient e
with ACUTE liver failure. Advice about management, prognosis and possible transfer can be discussed.
2 Patients with ALF must be managed in a liver transplant centre if liver transplantation is clinically indicated. Statement
RECOMMENDATIONS
Patients with liver failure plus any other organ dysfunction should be managed in a critical care environment. Attention should be
1 - s " " " " met / not met
made to ular support. rapid correction of actual or relative early renal and support.
Sepsis is very common in patients with liver failure and intravenous antibiotics should be prescribed in any patient with a
2 suggestion of sepsis on admission to critical care. The choice of antibiotic will be driven by knowledge of local microbiological met / not met
flora and resi: patterns.
The use of prophylactic blood products and other procoagulants products prior to interventions should be avoided. In general,
3 patients with liver failure develop a balanced coagulation disorder. Both pro- and anti-coagulant protein production is reduced. |met: thromboelastogrpahy available, partially: principles followed but no TE available, unmet
Vi tests. such as thrombo-¢ or ROTEM. mav help in mar
4 Patients with ALF should have access to plasma exchange therapies. met / not met/ not applicable
TATETITS Wil AL STTOUN TTave aCCess 10 eCTUES USEU [0 aSSess TMIaCTarTiar Pressure amuyor CeTenTar PErTasIoT, WitT
5 intracranial hypertension being a recognised complication in patients with ALF. Strategies to monitor and manage ICH should be |met / not met / not applicable
6 Advice should be sought from a specialist hepatologist for help with diagnosis, specific therapies and prognosis. met / not met
7 Centres managing liver failure and liver trauma should have access to interventional radiologists. met / not met / not applicable
8 Llnksvshou\d be made with regional centre providing ir shunt (TIPSS) for patients with e
bleeding varices.
9 ;J;rl\;scleha( manage patients with liver failure should have 24-hour access to both and upper GI Imet=both) Unmet if not avaiable or no intervention available:
Drug dosing may need adjusting in patients with liver failure. Close collaboration with an intensive care pharmacist with suitable
10 N " p met / not met
experience in liver failure is essential.
4.6 Cardiovascular Support
STANDARDS
1 Electrocardiography, chest X-Ray and transthoracic echocardiography (includes focused echo) although expertise may not be met = all available, partial = echo availability in hospital 24/7 but not always on unit, unmet = no echo
in unit and could be provided bv other specialty such as must be available at all times at the patient's bedside. available
2 A consultant cardiologist must be available at all times either locally or through a formal network. met / not met
3 Adults with acute heart failure must be reviewed within 24 hours of admission by a dedicated specialist heart failure team (or G TR
equivalent), and their management should follow the guidelines detailed in the NICE Quality Standards.
Protocols for immediate transfer to a facility able to provide percutaneous revascularisation of patients presenting a myocardial
4 . " met / not met
infarction must be in place.
5 The intensive care team must facilitate the implementation of national standards, guidelines and pathways pertaining to the G TR
patients with a cardiac disease, to be delivered in addition to the other organ support being provided.
The advanced management of patients with acute valvular insufficiency or acute heart failure secondary to valve disease must be
6 - " - o N " met / not met
quided in consultation with a local cardiologist and the specialist cardiothoracic surgical unit.
RECOMMENDATIONS
1 A validated method fgr adv_anced haemodynamic assessmen( with a skilled operator in both the practical use of the device and G TR PICCO Implementation pending
interpreting the data it provides should be available at all times.
An intra-aortic balloon pump should be available (in consultation with local/regional cardiology team). This may require transfer to
2 met / not met
another centre.
Local protocols in the use of vasoactive drugs should be in place, although there is little evidence to support the use of any single
3 : " met / not met
agent in practice.
47 and
STANDARDS
1 The gold standard ir isa study, and reported by a fully trained clinical specialist. Statement
2 A more limited study, locusin_g on a specific clinical question, is in many ir This must be p bya G TR FICE course completed by some
trained and competent practitioner.
3 Individuals who scan and report independently must be trained to a level that is appropriate for their clinical practice. met / not met
The service must have a nominated lead consultant with dedicated time in their job plan that is sufficient to reflect the demands
4 met / not met

of the service and associated governance processes.




Ultrasound equipment must be readily available, serviced regularly and up to date. There must be sufficient equipment to ensure

met= immediate availability (ie on unit) of ultrasound machine for vascular access and rapid access of

5 immediate access for ultrasound guided vascular access at all times. Linear, curvilinear and phased array probes are required to |machine for focused echo/lung ultrasound / partially = not all elements eg only 1 machine on a large unit /
provide a comprehensive L service. not all probe types/ not met
6 Infection control measures must be adhered to at all times. met / not met
The disinfection and storage of transoesophageal echocardiography probes must follow national guidelines. A record must be .
retained in order to identify and track patients after device usage in the event of future complication/infection. MGt T e et . B (19 i)
8 Allimages must be securely stored for quality assurance purposes with appropriate data governance. Reliance on the met = all images are stored, reviewed by trained echo specialist and uploaded to PACS, partial = uploaded
ultrasound machine storage capacity is not a secure method. but not reviewed or reviewed but non centralised storage, unmet = images not safely archived in PACS
9 Whenever scans are performed to inform clinical decision making, a structured report must be generated and stored in the met = structured report and audited, with > 90% compliance, partially met reported but not structured, not
patient record. audited or < 90% compliance , not met = < 50% reported/documented in notes
10 Training scan reports must not be stored in the patient record unless someone suitably trained verifies the document first. met / not met
11 Qualty improvement, audit, and peer review activity must occur regularly. Fully met = peer review process at least monthly, pamaliyfnet = peer review less frequently, not met = no
regular system of peer review (excludes ad hoc peer review)
12 Trar 10 ch phy (TOE) must be available in all cardiothoracic critical care units and those units met / not met / not applicable ( no TOE)
providing extra-corporeal circulatory support.
RECOMMENDATIONS
1 Al critical care units should be able to ensure the provision of point-of-care ultrasound. met / not met Radiology and Cardiology providing service
2 The service should be supported by a fully trained link-person within the cardiology and radiology departments, as appropriate. | met / not met
3 Individuals who participate should regularly attend their institutional ultrasound meetings. met / not met
4 Individuals who scan and report independently should keep a personal logbook of their images and reports. met / not met
Individuals should not report scans beyond their level of act i , but should icil in a training leading to
5 o met / not met
more advanced accreditation.
Images and reports should be uploaded together to the same archive used by the host institution’s cardiology or radiology
6 department, as appropriate. Reports should identify the focused nature of the investigation and the clinical context. Scans met / not met
as part of training should not be archived before thev have been verified by a trainer.
Regional networks and electronic image transfer systems should be created to allow for prompt access to review scans by a
7 it o . " " met / unmet
specialist with Level 2 accreditation, or equivalent, when this is required.
Consideration should be given to the development of fully qualified physiologists with dedicated intensive care commitment and .
8 ) . ) . . . . . met / not met / not applicable
experience under joint supervision to deliver echocardiography services within intensive care.
Regular replacement of ultrasound equipment is required to ensure it remains up to date. Normal guidance states that electrical
9 equipment is replaced every seven years, however ultrasound equipment may need to be updated more frequently to keep up met / not met
with te Qi
4.8 Neurological Support
STANDARDS
1 Adult _pa(\ents wnh‘ refractory convulsive status ep\lept_lcus must be_adml((ed to critical care and have EEG monitoring established; met - continuous EEG or proce: EEG available on unit, not met, no EEG / Processed EEG available
the primary endpoint of treatment being the suppression of epileptic activity on EEG.
Adults who are unconscious after (out of hospital) cardiac arrest caused by suspected acute ST segment elevation myocardial
2 . . : " - : . " sgm met / not met
infarction must be considered for coronary angiography with follow-on primary percutaneous coronary intervention if indicated.
3 Following traumatic spinal cord injury, a specialist neurosurgical or spinal surgeon at the major trauma centre or trauma unit must| G TR
contact the linked spinal cord iniurv centre consultant within four hours of diaanosis to establish a partnership of care.
Previously fit adults, admitted to critical care following a primary intracerebral haemorrhage, must be referred to specialist
4 " " N " met / not met
neurosurgical centres for consideration of surgical evacuation.
5 Adul_ts under Ihe_age of 60 wwfh _mldd\e cergbral artery infarction admitted to intensive must have access to a decompressive e Cardiff
craniectomy service at a specialist neurosciences centre.
6 Eracﬁce 1 of death by criteria must be as per the Academy of Medical Royal College’s Code of e
7 Prognostication in hypoxic-ischaemic brain injury after resuscitation from cardiac arrest should follow the European Advisory met - able to fully follow partially met - able to undertake some additional testing beyond CT, unmet - unable
Statement on Neurological Prognostication in comatose survivors of cardiac arrest. to meet any additional investigations
RECOMMENDATIONS
Protocols should be available to deliver post-resuscitation care to comatose survivors following cardiac arrest as per the
1 o " o met / not met
Resuscitation Council (UK) guidelines.
2 The management of traumatic brain injury should follow national and international best practice guidance. met / not met
3 of patients with disorders of i 1ess should follow national guidance. met / not met
4 Pa_llenls with perceived devastating brain injury should be admitted to the critical care unit to aid prognostication as per national e
quidance.
5 Ir € ha should be in with international guidance with particular attention to the reversal e
of anticoagulation and acute control of blood pressure.
6 The of viral er itis or acute ingitis in adults should follow national guidance. met / not met
7 The management of patients with ventilatory insufficiency due to neuromuscular disease should follow BTS/ICS guidelines. met / not met
8 The of acute y neuropathy should follow best practice guidance. met / not met
9 ] ephall _should be and in all adults presenting with the internationally described criteria e
proposed to identify this disease.




Adults admitted with an acute neurological problem should have access to daily consultation or advice from neurology

met - as per recomendation, partially met - less unmet -

than daily

10 o - " .
specialists, if necessary by telemedicine. difficult to access neurology advice
11 Critical care units caring for patients with neurological pathology should have agreed venous thromboembolism (VTE) policies G TR
that balance the risk of recurrent haemorrhage with the need to provide prophylaxis against VTE.
12 Fever control to normothermia following traumatic brain injury, aneurysmal subarachnoid haemorrhage, ischaemic stroke, or a temperature controling device with a closed feedback loop must be available met / not met
haemorrhagic stroke may improve outcome.
13 Appropngte_pa(lent_s with acute ischaemic stroke sholld be referred for n with national met - referal pathway in place 24/7 partially met - referral pathway les than 24/7, unmet - no referral pathway
commissioning policy.
4.9 Burns
Burns units only
STANDARDS
Staffing models must promote joint care between burn and critical care teams as this may improve safety and confer a significant
1 . " met / not met
survival benefit.
A burns theatre must be located in immediate proximity (preferably within 50 metres) to any service providing critical care for burn
2 " N met / not met
injured patients.
3 Burn injured patients who require critical care must be managed by consultants in Intensive Care Medicine who have an e
appropriate level of training in this field and have acquired the relevant knowledge and skills needed to care for these patients.
4 Burn injured patients must be cared for in an appropriate service as determined by the National Burn Care Referral Guidance. met / not met
5 Transfer of critically ill bum patients between services must comply with Intensive Care Society guidelines. met / not met
RECOMMENDATIONS
1 All burns over 20% total body surface area (TBSA) should have access to thermally controlled single-bedded cubicles. met / not met
2 Fibre-optic bronchoscopy should be used to assess inhalation injury. met / not met
Services providing centre level care should be co-located with a major trauma centre. Where this is not the case, mechanisms
3 . o . met / not met
for ensuring appropriate integration with trauma centre care should be in place.
In specialist centres, clinical guidelines should include: a) Fluid resuscitation and of licati b)
Assessment and management of burns to the face and airway, c) Management of smoke inhalation injury and its sequelae,
4 including carbon monoxide and cyanide poisoning, d) Recognition and management of the acutely unwell and deteriorating burn | met - all guidelines and reviewed within 3 years, partially met - one / two missing guidelines or not reviewed
injured patient, including burn specific criteria for the di: of sepsis, ) of b and hyperpyrexia, f) within 3 years, not met - more than two missing or not reviewed within 3 years
Management of burn wound infections including ip, g) Nutritional h) Rehabilitation. These
auidelines should be subiect to periodic review and update.
The implementation of end of life care as a result of burn injury should only be made following assessment by at least two
5 " met / not met
consultants, one of whom should be a specialised burn care surgeon.
6 Therg should be a nominated lead consultant for burns, who participates in network and national morbidity and mortality audit e
meetings.
4.10 Care of the Critically lll Pregnant (or Recently Pregnant) Woman
STANDARDS
Any critical care unit that admits antenatal women over 20 weeks’ gestation must have rapid access to obstetric and paediatric
1 services able to attend in an emergency. There must be a clear plan and equipment immediately available for performing a peri- |met/ not met
mortem caesarean section in the event of maternal cardiac arrest, with appropriate neonatal resuscitation equipment.
2 An obstetric _team (no(mal\y a consultant obstetrician, a consultant obs(e(n_c anaesthetist and a midwife) must review all pregnant met - as per standard, partially met - less frequent, unmet - difficult to achieve
women admitted to critical care at least once in every twenty-four hour period.
3 In antenatal ICU admissions, when fetal viability is a possibility, a health care professional trained in neonatal resuscitation must G TR
be available within 10 minutes and a senior neonatologist or paediatrician must be able to attend within 30 minutes.
Al critical care units that admit pregnant or recently pregnant women must have a named lead clinician for maternal critical care
4 (MCC). The main function of this role is to be the point of liaison between critical care and obstetric services (including obstetric | met / not met
5 B(gas( feeding (including the use of breast pumps) must be encouraged and supported in all post-natal women admitted to G TR
critical care.
Women who require care that falls outside Enhanced Maternal Care (EMC) must be referred as soon as possible to the general
6 o " " met / not met
critical care service. The route of escalation to critical care services must be clearly defined.
7 Critical care outreach or equivalent must be available and provide clinical support and education into EMC. met / not met No CCOT
8 Critically ill pregnant or recently pregnant women who undergo intra- or inter-facility transfer must be transferred in accordance G TR
with standards eauivalent to the Intensive Care Societv's Guidelines for the transport of the criticallv ill adult
RECOMMENDATIONS
Level 3 antenatal ICU admissions and post-natal admissions that are anticipated to last more than 48 hours should be
1 y " . " g N met / not met
considered for transfer to a regional or supra-regional critical care unit with experience in MCC.
Physical contact between a mother and her baby should be maintained during post-natal critical ilness, even if the mother is
2 unconscious. This contact and other events of the admission should be recorded in a critical care diary which can be used in met / not met
ical rehabili after critical care or in 1t counseling.
3 All women admitted to critical care should be offered an appointment in a critical care follow-up clinic or a post-natal review, e

which includes input from a clinician with experience in critical care follow-up.




Recognition of EMC should be incorporated into midwifery pre & post registration curricula and feature in obstetric, anaesthetic

and maintenance, and Peripheral Venous Cannula (PVC) insertion and maintenance.

4 " - Statement
and critical care training programmes.
5 Healthcare professlona\s looking after critically ill women should undergo regular, c_ross-specla\t_y. mu\tldlsclpllnary team training, G TR PROMPT
to encourage sharing of knowledge and skills and to promote teamwork and effective communication.
6 Simulation-based learning should be considered to assist healthcare professionals to develop the technical and non-technical G TR PROMPT
skills for EMC.
7 Critical care networks should consider nominating specific units as the nominated regional or supra-regional unit for MCC. met / not met
8 Obstetric units delivering EMC or level 2 critical care should be members of a regional MCC network which itself should have a R RGeS
formal relationship with the local Critical Care Operational Delivery Network and Strategic Clinical Networks.
MCC quality indicators should be monitored, using data reported through the ICNARC Case Mix Programme and the Scottish
9 - " N met / not met
Intensive Care Society Audit Group and used to improve local performance.
4.1 Care of the Critically Il Child in an Adult Critical Care Unit
STANDARDS
Critically ill children under 16 years old must only be admitted to and stay on an adult critical care unit if a PICU bed is
1 " - " " " met / not met
or when there is an expected short duration of critical care e.a. an older child with overdose or alcohol excess.
2 Admission must be discussed and agreed by the local consultant in Intensive Care Medicine, local consultant paediatrician and e
the consultant in Intensive Care Medicine (this mav be the reaional iatric transport team consultant).
A nominated lead intensive care consultant and lead nurse in the adult critical care unit must be responsible for intensive care
3 N . " met / not met
policies, procedures and training related to the care of children.
An adult critical care unit that may provide care for critically ill children must have an appropriately equipped area for providing
4 N - met / not met
paediatric critical care.
Medical staff with responsibility for the resuscitation and airway management of the critically ill child on an adult unit must have up-|
5 to-date competencies in advanced paediatric life support and advanced airway management. This medical cover may be met / not met
provided by anaesthetists or consultants in Intensive Care Medicine ina to local ts.
Protocols for resuscitation, stabilisation, accessing advice, maintenance and transfer of critically ill children and the provision of
6 " " met / not met
paediatric critical care must be available.
Escalation, end of life and organ donation decisions must be discussed in collaboration with the regional consultant in paediatric
7 intensive care (this may be the regional paediatric transport team consultant), under a shared care and shared responsibility met / not met
model.
There must be collaborative working between the adult critical care unit and the regional PICU to ensure that staff are supported _ : _ _ .
8 to work outside their normal core competencies. There must be 24/7 access to paediatric medical and paediatric nursing advice. petiasbestataipanalnetpoliomalan=ngenet il metneentcbatecliclianpan
9 A local consultant paediatrician and consultant in paediatric Intensive Care Medicine must be available for advice at all times. met / not met
10 There must be 24-hour access for parents/carers to visit their child. met / not met
RECOMMENDATIONS
1 A registered paediatric nurse should be available at all times to support the care of the child. met / not met
2 The child should be reviewed by a consultant paediatrician twice a day during their stay on the adult unit. met - as per standard, partially met - visited as requested / required , unmet unlikely to acheive standard
3 There should be access to specialist paediatric healthcare professional and pharmacy advice at all times. met - as per standard, partially met - visited as requested / required , unmet unlikely to acheive standard
412 Standardised Care of the Critically lll Patient
STANDARDS
=T > > = . =T >
1 Patients must be assessed daily for risk of thromboembolic disease and receive appropriate prophylaxis. et U B W IV GUELL 6 £ Gliey ol =iee) = By ERE et o U e it im cutlier
compliance < 90%, un met = no guideline or compliance < 50%
2 Patients undergoing controlled mechanical ventilation must receive tidal volumes based on predicted body weight (PBW). met = guideline and audit data to show compliance > 90%, partially met = guideline but no audit or
Patients with ARDS must receive a tidal volume of less than or equal to 6 milkg PBW. compliance < 90%, un met = no guideline or compliance < 50%
3 Ventilated patients must have respiratory function evaluated daily and undergo spontaneous breathing trials where appropriate. |met/ not met - no SBTs
4 Sedation must be individualised to patient needs and the appropriateness of a sedation hold considered daily. met / not met
5 All patients must be assessed regularly for evidence of pain, with analgesia optimised to minimise sedation requirements. met / not met
6 Al patients must be screened daily for evidence of delirium using a validated method such as the Confusion Assessment Method G TR
for the ICU (CAM-ICU) or the Intensive Care Delirium Screening Checklist (ICDSC).
7 Indwelling intravascular catheters must be inspected daily for evidence of infection using a suitable scoring system e.g. Visual met = guideline and audit data to show compliance > 90%, partially met = guideline but no audit or
Infusion Phlebitis Score (Jackson 1998) to guide necessity for removal. compliance < 90%, un met = no guideline or compliance < 50%
e > 5 5 5 = >
8 The continued need for indwelling catheters (intravascular or urinary) must be considered daily. et B W IV GUELL 6 K Gliey ol iziee) = By ERE et o gUEp it im cutiier
compliance < 90%, un met = no guideline or compliance < 50%
9 Monitoring of invasively ventilated patients must include continuous waveform capnography. met / not met
Care bundles must be in place for Intubation Associated Pneumonia (IAP) prevention, Central Venous Catheter (CVC) insertion
10 met / not met

RECOMMENDATIONS




For patients without ARDS, a tidal volume of 4-8 mis/kg PBW and a peak/plateau pressure (depending on mode) of below 30
cmH20 should be targeted.

met = guideline and audit data to show compliance > 90%, partially met = guideline but no audit or
compliance < 90%, un met = no guideline or compliance < 50%

2 A ventilated patient care bundle should be in place with appropriate mechanisms for ensuring adherence. met / not met
Ventilated patients should receive H2 receptor blockade (e.g. ranitidine) or a proton pump inhibitor for gastric protection until

3 . - met / not met
established on full enteral nutrition.

4 Unless clinically contra-indicated, ventilated patients should be nursed in a semi-recumbent position at 30 to 45 degrees. met / not met

5 Where there is no contraindication, enteral nutrition (EN) should be initiated within 48 hours after admission to the ICU. met / not met
When EN is not feasible or insufficient, parenteral nutrition should be started as soon as possible in patients with (or at high risk

6 of) malnutrition, (which maybe a combination of cachexia (disease related) and malnutrition (inadequate consumption of met / not met
nutrients)).

7 All sedated patients should have sedation levels monitored hourly using a scoring system such as the Riker Sedation-Agitation ~ [met = guideline and audit data to show compliance > 90%, partially met = guideline but no audit or
Scale or the Richmond Agitation—Sedation Scale to ensure sedation is minimised. compliance < 90%, un met = no guideline or compliance < 50%

8 Noise levels and patient interventions should be minimised overnight to facilitate natural sleep. met / not met

L e e ke AT B ST et gl and ut o st comparc > S0y~ it o ik
p: P g ’ wury " Y compliance < 90%, un met = no guideline or compliance < 50%

10 Critical care units should consider isation of drug 1s in line with FICM/ICS guidance. met / not met
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Section 6 CRITICAL CARE SERVICES: EMERGENCY PREPAREDNESS Lovel description Level Comments
61 Fire
STANDARDS
1 Al units must have well marked fire call points, fire extinguishers and oxygen shut-offvalves Met or unmet
Each unit must have a specific ire evacuation polioy in place, which takes account of. a) the layout of the bulding, including any
e to ngolstesas duingan evacuation, b th pepision of venilalory supor, v therpiesand invasive monorng
2 for patients during such an evacuation, c) the fact that critcal care staff may themselves be affected by a fire and therefore be unfit |Met or unmet
o continue working. Acton cards summarising the evacuation procedure should be displayed wiin the unit dealy next o fre il
that thev can he referrad to in an emernency
Recommendations for the safe use of oxygen cylinders must be adhered to at all fimes and indluds: fhe safe Use of oxygen cylnder
3 o brackets, b he saf sorage of awygen ylnders and o) olowing th recommendet soquence of vents when uming on an |t/ unmet
A Units mus( wmp\y Wih current Department of Heallhreguialions regarding the fre-retaraan nature of maliresses, beading, floorng| 1o 1
and o
o i T 5 Gosgned Gy Depariment o el Gidanca s confonclion Wi e Toel e sy ofcar Wi
5 consideration given to the provision of: a)multple ext routes, b) ski pad, ski shets or other evacuation aids for allbed spaces ||
whih rc reacly avllale, ) adoping smallaysrther han opo areas and )spiiing U dpariments o searat clial ool
and non-clinical a
5 it st have a o Trraent pan Pl wich alows o th anslr o e Grica cat patlts 1o @ 99MBOUI e st Major Incident plans in place, along with Business Continuity plans. Activty 18 relates tc
hosoital's crtical care unit shouid it need to roency evacuation
7 Ty prablom wih xygen cylinders and associled equipment mustbe reporiod IEdaIEl 1 balh 16 medcal 28 SUppIGr and e
the Medicines and Healtheare products Reaulator Authority (MHRA)
Al staff must undergo regular training in fire prevention and fire procedures, (o Include raiming in-situ In The specific clnical areas i
nich they work. Al staff must know: a) the location of fire call points within their own unit and how to operate them, b) the location .
8 which they - >
of fire extinguishers within their unit and which type to use in the event of a fire. Medical and senior nursing staff must also know |t = > 90% of staff compliant, partially met > 75%,, not met <75%
the loc the medical aas nineline shut-off valves in their unit_howw to anarate them and the implications of doina so
9 Alintensive care staff must be iven basic raining regarding the safe use of oxygen cylinders. met = > 90% of staff compliant , partially met > 75%, not met < 75%
Local unt evacuation policies must be drawn p, with consideration for a) other locations within the hospital where criical care
might be provided on a temporary basis; b) provsion of equipment and drugs; c) evacuation case at each bed space: d) triage of
patients (the least unwell patients being evacuated first and the most unwell patients last): e) possible co-existing power and/or
10 equipment battery failure: ) use of transport ventilators and hand ventiation if needed; g) temporary discontinuation of renal Met / unmet Departmental fire plans currently being updated to include guidance from the Associatior
replacement therapy; and h) transfer of hospital notes especially i electronic patient montoring is in use. In a major fre, i is
possible that serial evacuations will be required with a staged move to the outside, and that the whole hospital may need to be
evaruated
RECOMMENDATIONS
Evacuation policies should includ liaison with the Bronze (Operationa), Siver (Tactical) and Gold (Strategic) commanders in
1 conunction withth seno e offr o scene. Tning of evaoualon s sl vacuato ocours 1o ey, hen pallent may ire evacuation plan discusses Liaison with hospital fire response team. Patients evacual
o harmed by a transfer f evacuatian aceurs tao (ate.then atients And staff mav be harmed by fir and
2 oeat e svacoston paies ol b ate oIy oo o son of » simeon soamare. Evecumton o S Shout a2 o [Walaatad sl parialy et o1 Gayie ol s e feas Tan sy, benet, por eafed
oractised in the Iast 2 vears
Units should have a system whereby staff nvolved In a fraumatic inciden, such as a fre al care i, receive debriefing
and e oloned i for sign of a raama sres reacin o Post Traumats Sres Disorder (PTSD) The Trauma Restlonce . ) \dod in Fi
8 Management (TRIM) system is & screening ool used in the miltary and more recently used successfully in healthcare which could RIS Included in Fire Plan
b considered
Critical care networks should develop systems o support planning for, and management of, a major incident in one critcal care uni
within the network, so that other units can cooperate to accommodate allcriicaly il patients in this type of situation. A retrieval !
¢ team approach, with staff from neighbouring units ravelling fo the affected uni to ransfer patients, should be planned. Lisison with |SREEIEIEEEEE Local BCP and Major Incident plans apply
units and local ambulance services af an earlv stage is advised
62 Major Incidents
STANDARDS
7 Al Tospials des:gna(edd"r:e::zl?:mh‘ohslzll’i\rs::l‘: LoV rlcal G capabily must o propared 1o double thefr nomal Level 3 Een lans T lace 1o do i - artaly mot - las 1 placo ut Gor e s standa { commes nadequauts logislcs fo double capacty
o Aot aapporing hocpias wits Laver s st s5 capaBiy s prapared s e e maral capacty o Lova S [Mal = plns i placa1ado s - pavialy ot <o s BUT Gonfmaer 4 standar{cormants ;
2 e for Goneral e and s aubeer the decant of atants rom ther toceivine noselals. x here ) unmet - no plans in place to meet this standard Inadequate logistics to double capacity
Allhospitals wilh intensive care capacily must have in place plans o support the relrieval or lransfer of palients; supporling
3 hospitals must have to support patient transfers by providing sutably skilled transfer teams for each patient nee e moved | Met / unmet
within Critical Gare Operational Delivery Network areas and bevond
R Al hospitals must have an evacuation and shelier plan that includes evacuation and shelter of ighly dependent patients INSIUAG | yroq  armmat Pationts il e taken 0 Theatres/Recovery o the day surgery ant depending upon the
but not exclusively intensive care patients. should the intensive care areas become unusable for any reason.
5 Al hospitals must have a lock down plan that includes allintensive care areas, preventing unauthorised access. met/ unmet Yes to Critcal Care
5 A Fospils s hve  ecovery pln o Srure a apid el 10 Tomaiy once e ridet s osed, T st nlude [m— Susiness Gontinaty plans n place. Dedioated Pachologiet warking n Grioa Care Team
adequate rest an por for staif.
5 Acion cards must be avaiable for ee on acivaton of plan and ST e formalln and communicalion outes Tl o 152 [m— nction Gards ncluded m mejor inoidnt and o plans
RECOMMENDATIONS
ntensive care 16ads should wark closely wih the Heallhcare Organisalion Emergency Preparedness, Resilence and Response
1 (EPRR) leads and ciinical colleagues to create the intensive care response to a major incident, hospital evacuation or mass met / unmet
casualty olans
2 Intensive care should have access to emergency planning and response training including strategic/crisis leadership. met / unmet
N ensio caresence s shoud paricpat 1 e lcal and rogonal TSPy o%orcisos MU 1800 05 00 W6 |-t ot e ot 2 years
eras sore s s e wit e PR o el exerases e ovacaton o ey sepandem saar o 2y
4 prt ofthel hosptal Tis shouk nlude praciical uss of i shets,and ofher pallnt handing ads, s well s rohearingthe et/ unmet - witin th st 2 years
fking And forware planning recuired by shit learts tn sunnort 2 contralled. cuation
5 \menswye ot siaf shouid be propared o iake & cenialladersn e n any major nedent and should & propared 1 5end e e o Woula parioate as designated n foual maor maident response
teams ‘forward to the Emeraency Deoarment. as well as anv oreoperative hold areas and recoverv
The plan to double the number of inensive care beds should include an inventory of where equipment is ©© come from, where The
6 beds should be located and who should staff them. This should be near the permanent critcal care unit, where possiole allowing | met / unmet Inadequate logistics to double capacity
the norma funationing of the hosnital around it
taff workforce including mutual aid from collsagues n neighbouring hospitals should form
7 met / unmet
oart of the intensive care service plannina.
Staff welfare should be actively supported during an incident and crifical care staff acoess to informal, immediate debrie or later ]
8 met - plan i place , unmet - no plan i place
formal counselina,
o Ciicl sandards shwld bo maitaine o ong 5 possl. il Pidnt eporing ancouragedand coleperaneous e e ot i g, ol -t nplan
o enable auality lessons & and learnt
63 High Consequences Infectious Diseases: Initial Isolation and Management
STANDARDS
Each criical care unit must ensure there are local contingency plans for the iniial solation and managemen of crlcall il patients [y N
1 with suspected HCIDs. These plans must be regularly practiced and reviewed, including the use of table-top exercises and e e e e
imula
B Units mus llse Wil local Dectors of nfecton Prevention and Gonlrol (o ensure the Gorrect persanl protecive eauipment (PPE) [ oo
is orocrred and suffcient storks are readi avaiiable for use by trained intensive care staft i the event it is recuired
RECOMMENDATIONS
T A consultant in Intensive Care Medicin shouid have for Gare aspects of local emergency planming and [
resiience o for th te isolation and of susnected oatients wih HCID.
A clinical area where critcally ll patients with suspected high consequence infectious diseases may be isolated, either within the
2 unit or elsewhere, should be prospectively identified. Ideally plan to utiise negative pressure rooms with anterooms where met / unmet Limited side rooms
available
A Al ciica qupmont usod 1 e managamentof  paen Wi HOTD S0 b dodcated 1 T pae 1one EGUPTEN |t lan o do o, urmet o plan
ainingshoul bo providedon  egularbass T oo el caro ia ar amiiar il usg and safl emoirg o PPE ) ) -
4 orovided. This should incorporate annual f testing of resnirator orotective eauipment (e.0. FEP3 mas et L annullitteeting dongunmet Chot annuel i teeting)
Gilica oo stfl roviding care for a patint wilh & suspecied o confrmed HOID should be dedicatod (o the Gare of hat patient on
® a1 shift and should ot nrovide sonurrent care for other natients.ths limiting the risk of meteiihinpanloSosoltnme nolpan
ominaency Panring Shou beparars o s v sesieay e g Vo o el wams esaling Fom Gl cars o )
5 including discarded 2 HCID is confirmed. further advice on correct disposal of the waste willbe orovided, |t~ Witin plan o do so, unmet - no plan Hospital plan
Patients with a suspected viral haemorhagic fever should be risk assessed in accordance with the Advisory Commiltce on
7 Dangerous Pathogens Viral Haemorrhagic Fever (ACDP VHF) Risk Assessment agorithm and investigations to exclude malaria |met - local procedure in place, unmet - no local procedure.
oromotiv undertaken. in keening with local orocedures.
N Patents wih suspaciod oo HOIDS shod bo ik sossod aecordng o nalonal udsines whero ey 0%t (dscase- e v e
g rosogniios o3 plont win & Suspesiod FD-a) e MiScioun ascans andler leroblogy s Vidagy sarves
should be notified and advice sought, including guidance on obtaining appropriate diagnostic ciinical specimens, b) Local cliicians
9 should liaise with the Imported Fever Service (note this service Is availabie to clincians across the UK) for further clinical advice | met -local procedure in place, unmet - no local procedure
d to facitate access to specialist diagnostics as required, and c) al suspected cases should be reported immediately to local
health orotection authorites (e.q. the local Health Protection Team)
Crilial care unils accepling international medical ransfers should perform a fisk assessment prior (o ransfer 1 a paient s being
10 transferred from a couniry with known HCID outbreaks or couniries where there is a significant risk of specific HCIDS: refer to | met - local procedure in place, unmet - no local procedure.
national vidance or eneric HCID aidance)
64 Surge and Business Continuity Planning
STANDARDS
7 G iclcar Ut (1 Evgland) st subTit (i aty Tomaton o (i bed capacy Tough NFS Palways Decton o [-ct et (i nom Engoh unte)
2 [Each oraanisation with an adult critical care unit must have their own escalation olan and business continuitv olan. [met / unmet
RECOMMENDATIONS
UNR maragersad sofor ciicl s shoud doveop lasand checkst e soonaics suh a: ) oupychan dsruon
q (roadfuel crisis, extreme weather, industrial action or civl disturbance), b Infrastructure failures (intermittent power T
brounouts, aur of wator or eain), o) norupion of normal tfingpatoms (o, ransport dsruption,schoo Cosres)
Checkists should inciude_for examole. whish d v run ot frt if sl
P Shos o s opons o 3 Uni ovacaon: e el and sl 1 oves shos- 1 o e T
2 tasiructur aure, o lher evens (o.g. o) wtih reaten tho angoingoperation fnensiv cae facilles, b Copabiy for |met/ unmet (repetion ) Limited options
ensive care natients evacuated from another
s lack of olical care Gapacily s equsntly the botlensck In other SuTge-avenTs, managers and CITCiars SO Tave GenTied
areas within their acute hospita sites to allow for expansion of critcal care capacity. This may include use of operating theatres,
3 P wpa P Y perating met / unmet
recovery and augmented higher care areas, or upgrading Level 2 crilcal care areas to permit mechanical ventiation and Lovel 3
Ifincreased activty s anficipated, the ncrease in requirement for consumables should be quantiied sing the concept of ‘days of
4 supply’ L. what is needed to run one intensive care bed for a 24-hour period). This should include consideration of oxygen and air |met - within plan , unmet - not in plan Hospital plan
sunnlies
5 Expansion may also require consideration of essential equipment and possible alternatives. met - wihin plan , unmet - not n pian
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Introduction

In June 2019, the Intensive Care Society (ICS) and Faculty of Intensive Care Medicine (FICM) released the second edition of Guidelines for the Provision of Intensive Care Services (GPICS). The first
edition of GPICS (2015) built on the earlier Core Standards for Intensive Care Units (2013) and has become the definitive reference source for the planning, commissioning and delivery of Adult Critical
Care Services in the UK. Many units have found the GPICS standards and recommendations to be invaluable in developing successful business cases to enhance their local services and improve
patient care. GPICS has also been used as the benchmark by which local services are peer reviewed and assessed by healthcare regulators, such as the Care Quality Commission (CQC).

The ICS and FICM have worked in collaboration to develop this tool kit to help individual units to compare their services to the latest version of GPICS. The standards and recommendations are
presented in Excel format with a drop down option of ‘met’, ‘partially met’, ‘unmet’ or ‘not applicable to this service’ next to each guideline. The tool kit also allows units to produce a PDF summary page
which provides a useful overview of their responses.

This tool kit is not stand-alone and should be used alongside the full GPICS document which is available via the link below. We recommend that the toolkit is completed in collaboration with members of
the multi-disciplinary team, so that each section is completed by individuals who are best placed to make an accurate assessment. We are aware that defining compliance with standards and
recommendations is difficult and have deliberately left this to the judgment of local clinicians and managers.

We see the further development of this tool kit as an iterative process, working with individuals and networks to improve and refine its functionality. If you have any suggestions or comments please
contact us at info@ics.ac.uk.

We hope you find this tool kit useful.

Click here to go to the full GPICS document online
or double-click on the embedded PDF ( vou mav need to switch to Windows to view after opening)>>
Click here to view the Instructions sheet
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Instructions

1. To add your unit name to the summary page please enter it here:

Critical care unit name:
Operational Delivery Network (ODN) /Reaion
Date (dd/mm/ivvvy)

2. Filling in the sheet
Do not fill anything in on summary of scores sheet. On every other sheet, every box that is blue requires a number to be inputted as follows:

0= Not met 2 = Fully met 3 = Not Applicable to your ICU

3. Navigating the sheets

To get to a sheet either click on the sheet name tab at the bottom of the screen, or from the Summary of scores,
click on the text that you want to go to.

4. Creating a PDF
To create a PDF summary of the gap analysis of your ICU click on the button below (macros must be enabled for it to work).



Summary of the gap analysis of your ICU compared to the GPICS v2 Report date:

Section Description STANDARDS RECOMMENDATIONS

Partly | Fully Partly [ Fully
Not Met[ Met Met |Not Met| Met Met

1 CRITICAL CARE SERVICES: STRUCTURE

1.1 Levels of Critical Care 0% 0% 0% 0% 0%
1.2 Outcomes 0% 75% 0% 67%
1.3 Level 2 and 3 Physical Facilities 0% 0% 0% 13%
1.4 Clinical Information Systems 0% 20% 30% 0%
1.5 Clinical Equipment 13% 0% 0%
1.6 Cardiothoracic Critical Care 0% 0% 0%
1.7 Neurocritical Care 0% 0% 0% 0% 0% 0%

2 CRITICAL CARE SERVICE: WORKFORCE

2.1 Medical Staffing 0% 40% 0% 0%
2.2 Registered Nursing Staff 9% 0%
2.3 Workforce, Induction & Training of Medical and Nursing Staff 0% 27% 64%
2.4 Advanced Critical Care Practitioners
2.5 Pharmacists 25% 20%
2.6 Physiotherapists 25% 18%
2.7 Dieticians 0% 25% 33%
2.8 Speech and Language Therapists 0% 50% 0% 38% 0%
2.9 Occupational Therapists 33% 0% 0%
2.10 Psychologists 0% 0% 0% 42%
211 Healthcare Scientists Specialising in Critical Care
2.12 Support Staff 30% 0% 60%
2.13 Smaller Remote and Rural Critical Care Units
3 CRITICAL CARE SERVICES: PROCESS
3.1 Admissions, Discharge and Handover 27% 0% 0% 0%
3.2 Capacity Management 29% 40%
3.3 Critical Care Outreach and Rapid Response Systems 0% 0% 0% 29%
3.4 Infection Control 0% 17% 0% 17%
3.5 Interaction with Other Services: Microbiology, Pathology, Liaison Psychiatry and Radiology 0% 17% 14%
3.6 Rehabilitation 14% 14%
3.7 Intensive Care Follow Up 50% 0% 9% 0%
3.8 The Patient and Relative Perspective 14% 10%
3.9 Staff Support 0% 0% 0% 0%
3.10 Inter and Intra Hospital Transfer of Critically Ill Patients 0% 13% 8%
3.11 Care at the End of Life 0% 0% 11%
3.12 Organ Donation 0% 0% 0% 29%
3.13 Legal Aspects of Capacity and Decision Making 0% 0% 0% 100% 0%

4 CRITICAL CARE SERVICES: CLINICAL CARE

4.1 Respiratory Support 0% 10% 0%
4.2 Weaning from Prolonged Mechanical Ventilation and Long-Term Home Ventilation Services 0% 50% 14%
4.3 Renal Support 0% 0% 0% 0%
4.4 Gastrointestinal Support and Nutrition 0% 60% 0%
4.5 Liver Support 22%
4.6 Cardiovascular Support 33% 0%
4.7 Echocardiography and Ultrasound 0% 0%
4.8 Neurological Support 0% 0%
4.9 Burns

4.10 Care of the Ciritically Il Pregnant (or Recently Pregnant) Woman 14% 20%
411 Care of the Critically Ill Child in an Adult Critical Care Unit

4.12 Standardised Care of the Critically Il Patient 0% 0%

5 CRITICAL CARE SERVICES: ADDITIONAL COMPONENTS

5.1 Research and Development 0% 0% 0% 0%

5.2 Audit and Quality Improvement 0% 50%

5.3 Clinical Governance 20% 50% 0%
5.4 Critical Care Networks 0% 0% 0% 0%

5.5 Critical Care Commissioning 0% 0%

6 CRITICAL CARE SERVICES: EMERGENCY PREPAREDNESS

61 |Fire

6.2 Major Incidents

6.3 High Consequence Infectious Diseases: Initial Isolation and Management

6.4 Surge and Business Continuity Planning




11 Levels of Critical Care
T

RECOMMENDATIONS

12 Outcomes.

STANDARDS
involvement, partaly
1 must hold clinical s, including analysis of mortalty and morbidy. e T
2 The unit must participate in a National Audit Programme for Adult Criical Care. See section 1.1
3 Critcal care units must partcipate in a mortaliy appropriate methodology and improvements in care. met / not met
A participate in a p infe monior and benchmark rates of catheter-related bloodstream [\
infections. antimicrobial use and freauency of multiresistant infecti et InCrar Case sy roaramme ICCOIP un
RECOMMENDATIONS
a The UK o9 8 Valkatedmiodology 1 eve el o Tianse cae ad valiate e kD 310 [ vajonal mossue
B Units should develop a consistent approach to patient-centred decision-making, evaluating burdens and benefits of admission to intensive care, and be able to | et ~all d reviewed, partally met, his process, not met - no audit
rouah the audit of pre-admission consultation. aareed ceilinas of therany. and time-linited information /o review of admissions
3 Longer-term mortality should be collected on all patients admitted to crical care. on all patients, partially it review, not met - not reviewed
A The UK 3 meastires of longer-term patient- and famiy-centred outcomes beyond mortalty, o ———
including measures of fu ) abil and carer burden. fational measu
5 The UK p validated measures of qualty toend oflfte National measure
6 of patient and family expe and these are used p . partialy met - 1-2 yearly, not met - not done
13 Level 2 and 3 Physical Facilities
STANDARDS
1 Critcal care faciities must comply vith national standards; met  not met
2 Al new build units must comply with HEN 04-02. met/ not met / not applicable
3 Medicines and fuid storage must comply with HBN 00-03. met  not met
RECOMMENDATIONS
sésting units that do not comply should have a timeline to establish when national standards will be me met- tme fine and . pertially met-timelie but no evrdence of progress, not met
1 Existing units that do not comply should have a timeline to establish when national standards will be met e
2 Large units should be diided into smalle units (e.g. 8-10 beds) to faciitate clinical care. metinot met
3 The unit should have enough beds and resources to obviate the need to transfer paients to other crical care units for non-clinical reasons. met = non clinical transfer <0.5% of admissions, partially met < 196, not met >19 of admissions
4 When planning or redeveloping a critcal care area, Document HBN 04-02 should be considered. met, partally met, not met, not applicable
e e Shouls orborate St ago o medies (Ui egeed ool ), ¥ s (neudng el o)
5 enteral feeds. app contolld for all mediines. CU desins also,need t0 accoun orhow met, partally me, not met, not applicable
ecter mesicings, nclusliny natienrs pun s, il he serurely toret and reati accessible near th
G tis ded g e e panning ane bulig e cotaced o 1 GBI a8 W U 3 hare oD
‘Additional factors that should be considered nclude potential noise and natural ight levels, colour and decoration schemes, privacy and dignity needs, and stall
7 and vsitor areas. Consideration should also be given to the patient's recovery and rehabiltation needs, including the potental for long-stay patients to spend met, partally met, not met, not applicable
5 (Cital are urke Sould be apecis o et of e pesr v process, g he rode ot bukding nd s Fesdback shoul lude any concrns (IR e o e
9 a y both Op: Delivery |Nationairregional measure:
14 Clinical Information Systems*
“If o CIS then Not applicable
STANDARDS
a e CIS st comply Wi he et of common specicatons, T s and Quides that support as specified with the NHS.
Interonerabiliy Toalki
TS rocaements and customisason st nvoe Use, maintain and develop the system.
2 Tis st nclode Input o ond Lewe, e feresenaes o a il Sl 10up), rocramem e, il enginben . e 00 (el el et partally met, not met, not applicable

Information Officen) and ICT snecialists.

The CIS must have a rigorous business continuily access (BCA) plan and resilence system so thal crilical patient informalion remains avaiable and system

3 downtime must not compromise patient salety in any way. There must be a process to ensure that sufficient staff rained in BCA contingency measures are Met = full BCP p tested, partis i i or BCP untested,
available 2417 Not met = BCp
Where patient data (POIS) or (EPR) systems are used, there must be access (o a dedicated workstation computer for every bedspace pl ions for mobile staff, partally
4 ot nch e space, Anapproprite number of b ol s T workstalons st b medabl o (acikae tily paintcae by melcal, nrsiog end i (b8l ot et 10 e oforataon sty ace (4 K moble a0
staff on ward d hoc absence of
The CIS must have robust \mp\ememaﬂnn and ongeing v "almng Beogeaimes to suppce l 1l 3 lnical and manegement use. These stld be prodd by
5 in p ven 1d b given o how s raining wil be prove 0 new sarters and locum
st Trer shcid be a:\echamsm by which any speciaty Mohed me patents car e on e e andis Bt o s ey g e s, >0 syl bk,
way & critical care ant jav of starting. not met = <B0% irained on dav
RECOMMENDATIONS
1 Critical care units should consider using a CIS. met / not met

CISs should be partof an electronic health ret
2 veniators, cardiac ouput messure

ord. ould m patlen moriorng, usen deices
ent, mmpevamve managememumes nvazort balloon pumps, exua{olnmea\ lfe support (ECLS) devices, bload gas

et = 80-909% of all devices inked, ni
|<80% of devices linked (lewewwlﬂnt expecta i usig 2 ABP a yeat (0 ik them, bt would expecl ez
using them monthiy to link them)

it ebiacoment horany Shoud he ganan alon with glinical notes

The CIS should be connected to the hospita’ formaion sysem for . o laborato . 0 adiology for

o reports and to other key software, e.g. National Crical and Hospital and Medication Administration (HEPMA) for " n
electronic data sharing. The CIS should be able to collect and ! Data MDS) and. J audit data to faciltate M“HY m‘ e saf v 1o . sys::;.:';m to care for fxmm'
ocvons. genraen of epor . it n e ventof rapicing xS C15.# U b possibe 0 access e patent ecerd osr enly fomar e el i e 2

3 mvesuqamn ‘ordering should be fully integrated and recorded, and include electronic prescribing of drugs and fluids and ordering of laboratory and radiology partially met = cnmm swf have to og into 1 regularly, >1

aditionsl svstem to recuired for pai

5 Daily 5ummary plans should capture electronically activity data from the rest of the CIS, with the addition of free-hand text for treating and leqmled data, regarded as essential to review

visiina the oatients. oatient
Taiers, part o

G The CIS should be capable of orming worklss for individual members o the criica care team (0 llow patent-and staff-based It of tasks o be completed. The LIRS ppse e
CIS should include the ability to alert when tasks are near due, due and overdue, and record and audit performance. <olitting) o v
ThereShoudbe & uncionaly i hs Gaabas 6t VAT & St e Tck o copl and spe physiolog

7 \g. These alerts should be within the unit and also via text or email to in real time ir in format req i  pé ly but not all

i or can onlv b orovided n not met = no dashboard facily
5 e 15 Siouts mlude cvstomisbl s scrage summay, P ey ormaton o Gagnoses, anshe cae management, el notes abs g | partly be created accord) already in
edicaon. sustem i 1o saisfagtory standard

o Fexbily through assssing care recods onine or though b deices should b possie e R e e s AL el e o

10 The CIS should handle authentication and authorisaton through Single Sign On, including the use of RFID/smart cards/biometics o] logged in, IR0

1 The system should to P and quality. The CIS should be capable additional configuration by end user, Nz::::\”y
of feeding data to other tele-health solu \g and advice on ey 1t available Y

15 Clinical Equipment

STANDARDS

1 Al equipment must conform to the relevant jced and maintained in the quidance. |met/ not met

2 L power suppl q P hour of continuity of any critical equipment without battery back-up must be provided. met / not met

3 | There must be a programme in place for the routine replacement of capital equipment. met / not met

A Al staff must be appropriately rained and_competent and familar Wil (e Use of equipment. Up-1o-date raining records must be maintained © demonstate thai | mel - >35% ained stlffo al equipmen, partialy 75-85% rained staf all equipment, not met < 75% or 1o clear
2 s1af (medical,nursing. AHP and suonort with his provsion. record.

s replacement of equipmen on the crical car unit n collabortion with he (EBME) provider and g i Met  not met

5 EBVIE support must be avalable efher in-house or on a contracied bass (o ensure equpMENt s appropTalely seniced. Regardiess of he model of support, EBVE |y o
nersonnel mist have ot eaioment e

Equipment must b uniuelydenified and sted on an appropit assetregiste long Wi detas of i e cyce and senvce istorequirement o fcifate

7 met - >85% equipment, partially 75-85% all equipment, not met < 75% or no clear record.
g There musbe Socumenid s prccedures fordecontaminaton (cearing, dsiniecton and strh ‘Gepending or L isk category and
sensilvty of devices). senvices must be provisioned oo amaarts wo o or et eiaason f s d reusable, |met - Dartally 75-85% all eauioment. not met < 75% or no clear record.
9 must be h in pl adequate supply umab Met = <2 incidents of delay to care or procedure in 12/12, parially met = 2-5 incidents, not met >5 incidents
Thre must be (obust mechanin or reporing from the use of Serious incidents involving clinical equipment may.
10 e e vemortet o e o calthoare broducts Roouators Abonos (Mg, met - policy in place, partally met, no policy but can evidence, not met, no policy and / or no evidence

m The MHRA may to medical devices,
mechanism for ensuring that such d to staff and acted upon

m time 0 fime. There must be designated role and robust

met - 100 % alerts received and acted upon, p:

fcent equpment st b avaiale L meet e sece demand to enaleeamen s (B35 and et mondorng, v, el replacemcnt

12 therapy, information technology facilfies et in an appropr Consideration must be given to the need to provide additonal Met = <2 incidents of delay to care or procedure in 12/12, partally met = 2:5 incidents, not met >5 incidents.
caacit in times of surae demand.
Wagneti resonance maging (MR compatile be provded for use where iy patients are to undergo MRI invesiigation. These

2 st b ot ablledsnd sl mus be adenuatel raneg met/ not met/ not applicable
‘Where advanced monitoring techniques are used (e.g. diagnostc moniors, ntracrana

1 neuromaniorg). here must e provsion of oromaiely waied sl 5 acemutey et e rosuks. 1 ety et a1 sl wih ey Met=al 6 hours and provisional reports), Partialy 6-
their use 24h. Not met = areater than 24h delay

15 Immediat o point of care blood Jysis and on a 2417 basis must be provided. Met/ not met
Whero cqupment = 1 bo e on  oan s o evluton pupose, s st st adduste Ddeniy and govrance rangonts s 1 place s

16 ofnuy o eher patnts or sl fom poteily unfamiirequpmes,a e suppler should prvid adequate ranng o ansur corect use. The EGM met/ not met

orovider should faciitate this process by festi safefy as well as evaluating servicing and

e ecuioment 1

catheters can he niaced safely and in a fimely manner_even in emernent

RECOMMENDATIONS
g — — . S — —— - o o e
" Standardisation of equipment should be encouraged both Wi the criial Gare U and i ofher reas Where inense care may need o be delvered. Pty o 3 o . ot 1 R Aot (s opmon o ooy 1 ro
” T 1o f Gl Ui et shoul b G by ey pallet popaton and il xerse vy e v s be i ‘m,mm




Cardiothoracic Critical Care

*Not applicable to non Cardiothoracic Critcal Care:

S
2 |and thev should he inunlved in and the unit et//petet
J trained in d Life be canable of e e
national standards. l'here should be a clear escalation pathwav ive care. n
6 Care Medicine. e e
are) broaramme - \he national clinical sndM n
2 uenersl VLM\ 3) critical care unit. e e
e e
e e 5 o e
*NOT Applicable if non neurocritical care
S
8 the of GPICS. VR
CT: access to MR for ventlated ubjects, and diagnostic engography). b) access Tuid (59, )
8 (including diagnosis and mﬂmmllng) “Access to continuous 24-hour EEG monttoring s eI Ry = S G
5 Al cases requiring immediately lifesaving neurosurgery must be admitted to the local neurosurgical centre irespective of the iniial availability of neurocritical care | fully met - d audited partially pathway, not
met = all patients appropriate for escalation discussed, not met (must allow local clinicians professional lattitude
4 < i i i »
Patients with a Glasgow Coma Scale (GCS) score of < 8 following a head injury at any time must have access to specialist treatment from neuroscience unit. 1o NOT refer those clearly too frail for intervetnion)
= immediz for discharge . partally but
6 In addition to general renabilitation, neurologically impaired patients must have access to specialist neuro-reabilitation sevices. et o : e
: [ ——— T e
met = all patients appropriate for escalation discussed, not met (must allow local clinicians professional lattitude
8 networks for the safe and timely management of patients with subarachnoid haemorrhage. to NOT refer those clearly too frail for intervetnion)
=
o Care of cmully i ne...muguw patients must full integrate involvement of admiting specialies (neurology, neurosurgery, spinal surgery), and
= [ o EemrooTE
RECOMMENDATIONS
R P
e e B o T e e e [ e o ot .t e
5 Regular neurocrtical care morbidity and mortality meetings should be undertaken involving all members of the multidisciplinary team, including the admiting o e e e e e e B s S T

metinot met




Section 2

CRITICAL CARE SERVICES: WORKFORCE

Level descriotion

Level Comments

21 Medical Staffing
STANDARDS
Pailents'care must be 1ed by a consultant i Infensive Care Medicine, who is defined as " a consultant who s a Fellow/Associate
Fellow or eligible to become a Fellow/Associate Fellow of the Faculy of Intensive Care Medicine. A consultant in Intensive Care Medicine [ MEL=24/7 cover by tinicupartallymet d t ks per
1 K covered by 0.2 named *second on call* CM consuitant not
il avedayime Diec il CareProgrammed Acties n nnsiv Care in'their job plan. These pi .
et will ot for & second sneciaity at the same time~ [ME=EpITEsD
et =G conulriswor ook o or more days, i b planned handover e, pstaly met = bocs
2 Consultant work patterns must delver continuityof care. e S e I e
3 The daytime consultant to patient raio must not normally exceed a range between 1:8 and 1:12. Fully met = 7 days a week, partally met = 5 days per week
4 The daytime intensive care resident to patien rato should not normaly exceed L& Fully met= 7 days a week, partlly met = 5 days per week
Al stalf that contrbute o the resident ota must have basic anvay skils. All Giical care units must have immediate 2417 on-sie access to
5 Met/ not met
a doctor or ACCP ainvay skills
6 There must be a designated Cliical Director and/or Lead Consultant for Itensive Care Medicine. Met/ not met
A consutant n Intensive Care Medicine must 2ar7. The ELT Py—
g TR TR TSRS DY 5
8 oy the units sze and remoleness, mustaso have & consulant i for advice 2417, sither by Met/ not met
9 A consuitant in Intensive Care Medicine must undertake ward rounds twice a day, seven days a week. Met = >95% of days 2 ward rounds occur, partially met = 90-95%, it met = <90%
e pramTaCy ey spe— I o -
10 and anguage therapy, occupational thrapy and clinicalpsychology to assit decision making. The nurse in charge should be present in | M- &l Met7 days per week, parally me - define missing groups) or only S days per week, not met - not
1n Rotas for consultants and resident staf must be cognisant of atigue and the risk of burnout (Met el ol B e ert Tl et sl i 9 Vacancies
term. not met = recular locum cover
RECOMMENDATIONS
1 The consultant rota should seek to avoid excessive periods (> 24 hours) of direct patient consutant responsibily |me< /ot met
2 The resident rota should be compliant with working time directives (i. Working Time Directive 2003) |me< /ot met
22 Registered Nursing Staff
STANDARDS
1 Level 3 patients must have a registered nurse/patient ratio of a minimum 1:1 to deliver direct care. met 989% ofthe time or not et
2 Level 2 patients must have a registered nurse/patient ratio of a minimum of 1:2to deliver direct care. met 989% ofthe time or not et
Ech Geigaied i are Uik st v an e ead e Wi e overal esponsoy o e g lmers o e sevice
A met / not met
e.0.2 Band Ba Mat
There mustbe  supermumerary (1 ol ostered o dver drectpalen o met= ot have their own patient >39% of ime, partally met = Supernumerary nurse
4 the supenscrycinal coordiralor rle on ity 247inrical e uns, Uris with ower 1ansix becs Ty Soeige b i for patie . notmet = required Not funded.
arly shifs 1o care for their o
e v crsaterhn o beis e b acion upenpmesary St 165 erod toig Sl ver and SPOVE T STRERVEGTy
5 cinical coordinator to enabie the delivery of safe care (. 11-20 beds +1, 21-30 beds +2, e(c.). The number of additional staffper shiftwill | Met = unit >L1 beds always d ialble, Partaly = avai . not met Notfunded.
b incremena deperigon th iz and layout of th uni (e . uliple podslbays, sinl oams). Consideration r e need of = unit has >11 beds and no additional nurse
additional staf s nees o he aiven durin events Such as nfecti
Each rica car it mus Fave aceicaed Clncal Nrse Educaior vespnnsmne Tor coordinating the education, raining and CPD
s ramewon ation. This should equate to a minimum of 10 WTE per 75 | met - 10 per 75, partially met 1.0 per 100, unmet - o ecucator or less than 1.0 per 100
e i
B Al rrsing i appoied o iensve ca mus: b alocaied a perod ofsupenumeray pracie [0 evableacieverert o s et= ] Tieved. p butmay Tl
ialist Not met = anvhing else
8 Aminimum of 50% of registered nursing staff must be in possession of a post-registration aviard in Criical Care Nursing. met or not met
B Units must notuilise greater than 20% of registered nurse from barklagency on any one shift when they are NOT their own staf = >059% of shifs, partially =90-95% shifs, not <90%
10 Where direct care is augmented using support staff(including unregistered nursing roles), appropriate training and competence assessmi|met or not met
o I afon 0 eadersip competecies e fead rurselmaon (€S ae synorymous for s putpose) for e crifcal care Ut must mee. | ooy
as a minimum, the same riical care nurse educational arina for Level 3 patients o
RECOMMENDATIONS
Step 1 of National Competencies for Adult Criical Care Nurses shoud a he
1 snecialtv beains workina in Intensive Care Medicine. metinclnet
2 Sieps 203 of NaonalCompsenie for Adu Crica Cre Nursesshuld P 0 acad met / not met
Fould be awarded Tevel 6. To meet the requisie
© tanciard i Standarts for Crical e etz et 030 sticnalcesule Fully met with 2 post reg courses
T forlarger unis, e LOWTE for 75 staf.Cliical N
4 See above.
Registered nurses supplied through an ag: should p pproprate exp
s comoetence to care for cricall il natients metinclnet
“The Best Pracice Princples o Apply When Considering Moving Critical Care Nursing Siaff o a Diferent and Unfamilar Clinical Care
Area should be followed at all imes to enable staf to achieve and maintain competence in intensive care nursing. The potential adverse
° effects on staff morale, rectuitment and b is recurrent. Execuiive Directors of Nursing | ™!~ POl place partaly met - no poliey but followed. not met - no policy and not followed
shouin
hould o 3 additon to teir p dininensive
’ care nursina. metincimet
23 Workforce, Induction & Training of Medical and Nursing Stalf
STANDARDS
i WTE per £}
. Each critcal GWTEN 7 2
B (Al nursing = TOUSEE0 | oo aove 227
3 ! B et Compeency AU see above 2.2.1 recommendation
4 a See above 228
5 211
Al on-consultant medical taff commencing a post i the critical care unit must have a consultant-led departmental induction o the unit
with formal publshed roammo. Tis st o plco prir o commereing an ciicl dtio,andmist o, ut e o
‘o raise patient . how  bulling and undermining, o) Introduction
o key members of medica. mreing, alled proloeconal and perasone suppor s, 4 Highighing 1 deparmentlgideins and ; .
£ how to access all departmental guidelines, e) Explanation and distribution of the doctor's rostered work pattern, and their roles and = LT A ([T
responsibiles when rostered to work both during the daytime and out of hours, f) Arrangements for access to all IT systems, inciuding
passords, proviiono denifcaon badge an oria o th use ofany cinical T sytems o hedayof duction, and ) Assigning
ench docs Sunervisor
here ek bt regulr (o1 weeky, consUTaR1d faching programe elevant o Al o consulat grade dociors Tme o e
7 this must be protected, with attendance mandatory for all non-consuitant grade doctors rostered to be on duty. These sessions should be | met - meets al elements, partialy met - some elements met, not met - no regular teaching
anen o all members of the MDT
There must be regular clinical governance. moraliy, and open 10 all members of the MOT.
8 nded by d and must have the |met - meets all elements, partally met - not met -
sonoruiytole
Al be recognised by the GMC for s roe and there must be a
2 in the Educalional Supervisor' iob plan to allow 0.25 SPA per rainee pegtaes parlaly pan0.25 peyeines ot el o e ocaied
Al o conulat radedoror mus avea bespokepersona dovelapment pln lvart o et dovlpmental nods, and e docir
10 ust P within the personal d with their Educational | met/not et
Simerusar
Al through an agency n must provide evidence of appropriate experience and competence to care .
n st suppled throu met  not met/ ot applicable  if never using agency) Via Agency screening
RECOMMENDATIONS
nd
N Clinical Nurse Educators should be in possession of a p award postgraduate — NoPostgrad nd
certfcate cauivalent,
B Nurse education programmes should follow the National Standards for Criical Care Education (2016) and include both cimcal
education N met/ not met
3 ‘Study leave should be provided for all members of the MDT for intensive care-related courses and conferences. = (zyizicn el
st Partilly = stu but unfunded or <4 davs ber vear. Not met = anvhing else
" A creatvearingenironmentshodd b provided o1l sfl oy  ange o fafing expriences o mest e defne earing No destgnated raiing room
outcomes for thei coninuina professional develon:
S Tt st o  vguiae ol ot vl by  srfor e fh daparimar,where sl b f e T Tond k| et ity foe A M, il et = sce rovsioe i ok o o ncformlsc) ot met = 1o Recenty restarted
any educational or operational issues to the serior medical. nursin an mechanism
hospital and = Met= } ; =
N The o relevant and up-to-date Intensive Care Medicine journals and books o z 1CM journals and resources, partaly met = some access Onine version acoess avaiable
relevant to nursina. medical and AHP satt Not met = no access
7 The critical care unit should provide access to online clinical resources from within the clinical area for all clinical staff, =i i o m%‘e":sms TR, [T 2 = SR D Access to on Site library available
" ‘Al consultans Should provide regular teaching and feedback (o non-consultant grade dosiors, nursing staft and alied health
5 “There should be a regular mulidiscipinary educational programme, including simulation invoiving medical, nursing and alled health | Met= fully evidence simulation and MDT education programme, Partial = some MDT teaching provided but not
orofessional staf. i
o Ieadership competencies (or equvalent) (CC3N, 2018) shauld be comp Serior
Ieader (includ units) and tosuch a ro above
N
n Specialststep 2018) should relevant to the uni. For example. 1U1ses ey 5096 staf complet, partally 25-50%6, ot <50% Need to discuss with Stuart
workina in maior shouid complete the maor
24 Advanced Critical Care Practitioners
STANDARDS
ACGPs musta vifin e frmal ol of corduc o e presnt Saiion equlatr Tranee ACCPS i eqired o pracice ilin e
1 Met/ not met
siructure of the FICM curriculum, with of supenisio
2 All ACGPS | ACPs working on Critcal Care should have completed non medical prescribing Met = >959%, Partally = 75-05%, Not = <75%
AC Knowledge any limitations in heir Knowledge and sKils and Should ot perform clnical acivites they do not feel Skiled or
3 competent to perform. As partof their trining and ongoing prolessional development, they must develop (and continue to develop) a high
level of linical iud  decision making
RECOMMENDATIONS
AFLCH Acch from an ICM consultant an and may provide
2 the onsite 2417 mi cover for patients EeD
An ACCP who entered a aining post ater 5 November 2017 should successllly complete an ACCP specifc wo-year Posigraduate
2 Diploma (PgDip) which metculously follows the FICM ACCP curriculum, and register with FICM a5 a rainee ACCP. ACCPs wha entered | Met / not met / not applicable (1o ACCP)

training pre the above date should ensure their training programme adheres to the requirements of the FICM ACCP Membership criteria.




‘After successful completion of clinical and academic PDip ACCP requirements, including Non- Medical Prescribing, ACCPs should

3 anply o the FICM for ACCP Membershin, [EeCT MY
Is recommended that employing units Should orly appoint FICN- associaled ACCPS o ensure a standard knowledge base, minmum _
4 skilset and that FICM ACCP [EeCT i have FICM
5 While working autonomousiy, the ACCP willalways work within a mult-professional team led by  consultant who s ained in ICM.
it ACCPs cP edures and outcomes. and | _
° that any incidents aro reviewed as part o the uni [ SIS
His ecommended hat i management o ACGPs s 1patt arargemer btweenan [CW consutar, (CU iriclsupovor @70
7 Metiot met
orofessional lead such as a senior nurse or AHP from the ACCP's
A Coninuing professiona dovelopment (CPD/appraisalfo ACGPS sho be underaken accarding o e FICM CROTapprarsl gudance —
) basis.
25 Pharmacists
STANDARDS
1 There must be a designated intensive care pharmacistfor every criical care urit. met/not met
2 ‘There should be 0.1 whole ime equivalent (WTE) pharmacist for every Level 3 bed and 2 for every Level 2 bed for a 5/7 a week service. | met = 0.L/bed, partally = 0.05-0.1 per bed, not <0.05
Clnicalprarmacy senvicesshoid be avalbleseven 6ays per ek, However, a5 @ mnmum, e service mustbe proided v days p
3 |er week -Frida) with d the ward service aweek before 2020. met -7 days per week. partially met S days per week.
R The most snir p o works on a dlly basis with citcally il patiens must be competent o at [ o
e Siaae 1 (oxcollence love n st crca
5 T e R e Pave e i competenies o oW e 06050 |t ot moq
(Advanced Stane b must have access tn an Advancer intensive and referrals
As aminimum, attend dal " oy (cining bl rlidays): Atond = ips ) S )
3 A5 @ minimum, the met- 5 days per week, partially met - 3-5 days per week, not met - less than less or not on ward round
7 There must be sufcient patientfacing pharmacy technical saff o provide supportng roles. met/un met
RECOMMENDATIONS
i o maintain the confinuty of he service during annual leave, sick leave and training leave, additional appropriate be et = during annual leave, Partally Notmet =1
reouired is cover or on call tvoe cover ol
2 Intensive care pharmacists should undergo an independent, recogrised process to verify competence level met/ not met
‘Serior specialst inlensive care pharmacist sUpport should, preferably, be provided wilhin the organisation but may be provided from & -
3 critical care network or on a recional basis. metinet met/notepplicatis
A peer-to-peer praciiioner visit should occur at east once a year 1o ensure training issues are identfied and o help maintain the 3} . )
4 mall teams and sole workers. This supporls General Councl (GPRC) revalidation. e Yoy e e et o a3 v
s Where a team of ntensive care pharmacists s i place, there should be a siructured range of expertse, from trainee to Fellow level. |met/not met
3 harmacists ag Statement
26 Physiotherapists
STANDARDS
Physiotherapists must participate in opportunites fr integrated decision making and dissemination of clinical information. This may .
o include handovers, consultant-led mulidisciplinary ward rounds, MDT meetings, team briefings or operational and patient safety brifings. | et/ 19 et Limited capapety withing the service t
The critcal care MDT must have an ol b bie for V. 9
2 200 mentorsh b ks st g X it sssrce. mecinonss Limted ahiltyto produce adequate gor
must ning to intervention
3 i e coe 1i i et el i who 6 ot el cre e bt ae it o of ool covr | e et
4 Physiotherapy saffing must be adeauale o b care, ensuring met - fuly meet standard 7 days per week , partially met - meet standard 5 day per week, not met Most standards met 5 days but signific
ey sy it Ds v o ohio s e paeis 24 hoirs oy o soven Gays & ek TS meudes e proviion o
5 met/not met
ot boasincol s s care st
. must ensure the complelon of & comprehensve CTcal assessment o ose a7
6 ofor with brihed e and non ook and from met - 859% patients, partially met 75-85% of patiens, ot met <75% of patients or no audit data
This shouit
Patients eceiving rehabilation must be offered therapy
7 equency appoprate o each hrapy i rder 0 meet e clinical need and anindividual patient, met - 7 days per week, partialy met 5 days per week, Unable to consistently provide prescrit
id be undated accordinaly
Brymiheraios mik anere 3 foma andover ofcar o e et argingprioerap ean(s) loning Gscharg fom rarsve [y - - :
s Physiothrapists must ensire aforn ore o met - 859% patiens, partially met 75-85% of patiens, ot met <75% of patients or no audit data
RECOMMENDATIONS
The e ot s e Beced o el e cse i o s sy, gy andcomplty e
both in knowledge, kills, and number to delver
1 cumpre»enswe respwamvy e ot ehann However, further work is recommended of paramount importance exploring | etL WTE o four level 3 beds ( or equivalentlevel 2), partially met 0.5-1.0 WTE per four level 3 beds, not met < IWTE Funded as establishment
0.5 per four level 3 beds
ratios ratio would be one WTE
four 100 1 ovel 3 hes
2 Prysiotragysenics shad pvid asessment and erventon o physia rhabliaion seven days et wesk met7 days per week, partally met  days per week, not met < 5 days per week Unable to consistently provide prescrit
A Thevaluoand e of Therapy Supprt ke o 25 partof ither —
avemp all Agenda for Change (AIC) bands applicable to the local service.
4 Ergoont professional local raining and development met/ not met
oroaramme shoui exist to linn with these ramewors
Clear role istfor ave reached the level of Advanced Pracice according 1o
s the Healin Frameworkc metinclnet
5 The intensive care physoierapy senice shoud have e localoperatona polcy and eore sandards for service rovison W |y
st bon standards and lca variaions.
25 part of the MDT, should have robust and evidence-based nical
7 Gudeinesiandos oveatg movoees oo d e luding | met/ not met
natients i intensive care
o e physiotherait o aopropriiedepy Shoud pricpat 1l clovar ol (and e pprorite roiona) reravecre
operational delive ualy
e streams, moriy and moralyreview meetngs.business v:ummully estngs, operaonal o cincal anagement meetings. This | et/ notmet Due to capacity unable to attend many.
shouid aiso their reaional Criical ¢ Delivery Networ
ofthe patient structured rehabilftation plan, should be matched to the acuy,
9 Copamaoney o oty ofns ptn. considoring o ptents ciriclnoods o ltanc o mnenton:Tis shoud i i re mat/ ok met Unable to adapt treatment imes to fitv
aken across a 24-hour period.
S s Tolen  delvery of g plans,
10 including care. Addiionally, hould be a core part of the ot met Inconsistent betweeen consultant appr
ol o invesie ventition n
m Targeted an shodd oty e in selected patients cated. [Em——
12 Where a local exists, a service met/ not met o service
27 Dietetics
STANDARDS
1 Critical care units must have access o dietfian five days a week during working hours met/ not met
There mustbea dietian s partofhecrifcal care uliclscpinary ea, 1 hecrical care itan s workingalone, ey mustbeat e
2 foe o acharced rcice e must be an diettian of acvanced clincal | met = dedicated named dietician(s) / not met
ge of exp and ponsivilty B
Tocal or national nd be able to Undertake a nutrton assessment
5 and implement an apovaprita ation upport plan for ccaly N pateme.f working o advance lical practe ool dleiane —
appl capabiltes outined in the mult-professional ramework for advanced ciinical
oractice in Enaland
mustwork ard rounds, MDT meelings, and have regular
4 ol ks and sl ave discusace 2 ner 6 NICE €GB metincns?
s mustlead on and any local nutton support quideline(s), met / not met
mustcontribute & a . including leading reguiar
6 nutrton-related auits and acting on the resuits, plus undertaking q projects that pact of dietetics | met/not met
cunlt an efect
Vet = comprehersive nuton teaching programme for ofherstff, Partally = evidence o ad hoc teaching by
education and
’ mstp 90ing raiing for other dietcian. Not met led teaching
B s cae eians) must rovid a srucred acover 1. s itian i parts o Gschrged Tom el o |1 74 paeres,Pataly 507506, Nt <535
RECOMMENDATIONS
1 There is a saffing level of atleast 0.05-0.1 WTE per crtcal care bed to provide the dietetcs service is recommended. Met = 0,05, Partally = 0.025-0.05, Not <0.025
B Such as inserting feeding (Ubes, Using indirect calorimelry to Ty
determine enerav scribing where apropriate
3 undertaking and dissemi fon-related Statement
ntensive care dieian(s) should consider oining naionl (Critcal Care Specialist Group of the Briish Dieletic Association) and
4 international intensive care and nutition-specific societes (Intensive Care Society, European Societyfor Itensive Care Medicine, met/ not met
for Parenteral and Enteral Nuriion. etc)
s national and a Statement
6 Intensive care diettan(s) working at an advanced level should have or be working towards @ master's evel award. Statement
28 Speech and Language Therapists
STANDARDS
1 Critcal care units must have access 1o a speech and language therapist five days a week during working hours. met =5 days, partially =>3 days, not <3 days
2 Alp must and swallowing by a Speech and Language Therapist = >08%, partially met > 80%
% = artally met 75-90% seen
s A el poterts oo it anlorswalovin o (pheg) st v el acess o ST s |2 509l e iy et 75907 s i 21 hours,
R Al Speech and Language Therapists Working i I(ensive care mustbe approprialely rained. competent and familar wi he use of [ yne0 o

RECOMMENDATIONS

1

met=0.1, partially 0.05-0.1, not <0.05




simple

2 Patients should have access to a communication aid according to individual need in order to faciltate patien interaction and rehabiltation. avalable nc advanc
Specch and Language non-nvasi g plan for compiex or
3 lona:stay patients. mecinenes
4 SLT are available seven days a week. met 7 days per week, partially met 5 days per week, not met, less than & days or sporadic service:
FEES should be available for Speech and Language Therapiss (o use a dysphagiain e
° oatients =R sieaparta SLT are develooina a FEES service. h
Speechand Language Therapsts shud work s an el member o the syt o th crifal o un, oo o | e .
° teams, clinic audit,research, education and policy development, | Mt~ SLT atend daly ward >
a
B Sl and e i hout b 1luded iy el Fadover when e palet S |\ (nuded i snderdse handeoverprocess) o netmet.
" o whoaro baing conidered or sk oeding shouid Fave accoss 1 am SLT assessment Tt ordar o larfy ol fovl of aspiration |t SO o 2aho partally met 75-90% seen wilhin 24 hours, not
tisk and optimum oral feedina met< 24 hours We have not had referrals asking for
29 Occupational Therapists
STANDARDS
1 Gritical care urits must have access oy 5 days a week during working hours, met =5 day & week access, parally met = <5 dayswesk, not met =no serice or o call servics from other although itis not no service at all the
T — -
2 i 0 meet he clinica need and See 267 Occupational therapy not part of MDT
R Al acoupatonal terapy staff working ina cricalcare environment must adhee fo he Royal Calege of Occupationa Tnerapiss' Codeof [ o
Ethics and Professional Conduct (COT 2015) and the Professional Standards for Occupatonal Therapy Practice (COT 2017),
RECOMMENDATIONS
There should be an identiable lead occupatonal therapist with o vl or and
: develooment ot
apy cinical lead should be responsible for supporting learming opportunites, raining and clinical Supervision for
2 iunior staf providin occupationsl therapy services ot
e cria care eam should incluce  senioroccupationl develop rehabiltation
3 nitve and psvehososial needs of the patent cohort o
" ey o e e et Fasient o s o [ (OTIEVad]n afiemest o el ) el =noles o e reviaw fpaers v
o resent with delrum el or not met
Occupational therapists should be involved i intensive care fllow-up clinics to assess and facilate appropriate referals rehabiltation or
s speciaist services and to address any long-term physical and non-physical impaiment afecting occupatonal performance. TS for more complex patiens who have fv
210 Psychologists
STANDARDS
1 Al patients must be screened daily for deliium using a validated instrument. |me1 = > 95% screened, partally met > 80%, not met - < 80% or no audit data
2 Non-pharmacological strategies must be n place to prevent and reduce delirum, |me1 - there is a local delfium gui i tratergies. Not met
RECOMMENDATIONS
Gelrium s g a validated insirument, and that when defrium is
1 detected, sk factors are revievied and corrected by the MOT. They should advise on non-pharmacological stateies o preventand et /notmet
the ware level th imnrouine anet natient level
2 Peychologss shod cnure hatpaentsand eaves sychologiea impact ofinensve [ oo
S NICE CG83 and Q that  interventions for wellas physical met = for
oroblems intensive care pathwav. These should be delvered or suvervised bv aualifed . - il
all awalc, alrt patients n intensive care6 using a validated measure | _ o 4 oar ;
4 Such as the Intensive Care Psvchological Assessment Tool, e P not <50% (or no aucit data)
Hapant s s ceneda bing ik of e eyhologica by, pyclogcal suppat ol b ofred by poycvlogis
5 other appropriately af (e nurses or psychology ) 10 give patients express their needs and feelings, | metinot met
ant ool st ant s
Al e o o b sk ofpychoogcl merity(oloing the hort asessmen) hou receive a camprensiveassessment |, _ . _
s oy (oowing I e e e It~ 750 e bt dschage, ol e = 50756 o s e dischargefom GU, k=
indiidualised Sruotred rohabiiaion rograme that s tomal Gotumented and handed ver athe e of tanelr 1o general wards, |L285€SS4
E e eyl should alvocate (1 coninton i hospial oureac and menal el (€ams) o @ ssem (0 b 1 place 0 &1k |1y ey
intensiv care paii uonrt wards [
o witen) patlets and relaives feceive t elp (hem contnue theirpersonal | oo
blans and to know who to contact i thev need suoport ate leaving hosoita [
9 Paychologists should participate in the fllow-up reviews that ntensive care patients receive in the community or at oufpatient clinics. | met=al lable at FU cnic, parally , not met = not avaialble
5 et e cal cte Uit DT pychogs sTodd prove: ) Taing oSl 01 aee rowledge and e o
reactions, deliium,
ity toam o comminieaion, deep, st fsodsion. sy, Svose o, elrm, el ves and ot care lans, |11 _ _ ’
10 ) Psychological support for families. Relatives may need support to cope with the shock of a family member becoming crically il and | M = ll élements, partially = some, not = none (could be spli)
being admitted to the criical care unit, as well s stress and exhaustion from caring for a patient during a long-term admission. They may
alsn nset hereavement sunnor if theiy tamiby mermes dies in the cial care unit
During patients' rehabilftation and recovery period, the psychologist should provids: a) Consultation wih outreach and general ward Staff
reganingpschoogclsuppor o nenstie care s, ) Talord evidence ased revenions for perising moysuh s
ity depression o PTSD these shoud be ofered d shou .
n therapy, c) s o i e ot v, rfonal of patete ety o popenlogen heapy - |Met= il lment,prtsly = some, ot = e (coud be spi)
Services, ot recommendations or GPs to make refeals o these services,or advice o patents on how t0 access ocal ps
Services, and ) Drop-in support groups for ntensive care patients and their families ater discharge from hospital held n the hospitalor
ommminy
Emloyer e iy ofcar 0 supor Sl vk 1 s oot S erve Gt vt burtod sty
prevalent team and individual evels. Psychologisis should consult with
12 intensive care \eadershlp on ystemic fsues uencing st welrbeing.Addonalypychooists shoud run o oversee sl supor | et =rouinely . partally not = no salf support
reflecive o staf wishes and availabily, as well as
s seasons o st maraaers
"o develop ths coordinated service for patent, families, and staf, crical Gare Units should employ a serior HCPC-registored
1 practtoner pycholas, Lage cricl care unis hould have acces o 3 WTE, and smalle s sho have sccess . peychoogist | methotmet
delier i
211 Healthcare Scientists Specialising in Critical Care
STANDARDS
1 Critcal Care Scientsts must comply with the professional standards of behaviour and practice set out in Good Scientiic Practice (GSP). |metinot met
i Care St esporile o managerrnt o el Gevcs Services must comply
2 standards and the International Organisation for metinot met
) standard (22870:2016)
il CareScintss volnalycistred i e el G Prfesiors Cowil (HCPC) st et e Sandrd o Prrcency [y
3 and comply with the Standards of Conduet, Performance and Et meLare teostered o comply oot met
" Critcal care units receiving trainee orvaining Pl Wil he requiremens for g set for| o
them by the Nalional School of Healh it (NSHCS).
RECOMMENDATIONS
“The Criical Care Scientists should successfully complete an approved training programme, ether via accredied specialis aining or a5
1 partf e Senst Traring Pregran (STP)ccmmisiond b h Natona oo o ealicase Scence(VSHCS) and shou be metinot met
renistered with the H
The Critcal Care Scientsts should work a ofthe - assisting in the p _ - ’
2 The Crical should work collabora met= embedded in dep, partally = available but not embedded, not
Th Gl Care Scieniss shoul draw on speialst nowide 0 provid advice o il iy advider muidcpar
3 woring i crifcal care seing abut e safe andefectve use of melcal dvices s wihin e criical care envronmen cudig | met/ ot met
moniorinn. el hesaneuti teehnoioais sinerine, el 1 panents
“The Crtcal Care Scientits should develop and support research activiles, including faciitaing evidence based practice and
4 met/ not met
the Software to th cric
S “The Crical Care Sciniists should provide effeciive management and support for medical devices,including advising on optma crical | - I ————
settnas an resulting in focused. eficient and hiah-qualiy cae.
tsts should
" Tre Critca Care contibute to needs of the - including delvering raining, e Ry s ey
B Tne Crca Gare Scenss Tty and adap! careandcical [
T Gial Care Scintis should work saflyand efecivly i i scop ofpraciceand s ey 4 ot praci i reas
8 metinot met
whee thev are not broficien
o
o . the Critcal shoud . PIaInG 313 GOV O | ot oy ovionce g atend dept mestings notmet
ciical care services.
The Gl Care SientsShould engag i he St o il Cate Tedeloges (SCCT) a e rofesioral by i rder o
10 metnot met
work n collaboration with the Academ fo
212 Support Staif
STANDARDS
1 Al support staff must have clearly dentfiable roles with specific competencies. met/ not met ? Competences
2 Al support staff must have a period of induction and supernumerary status met/ not met
a Al support staff must be appropriately rained, competent and familar vith the use o equipment. met/ not met
4 Al support staff must be included within the inensive care team and be updated on key untissues and developments. met/ not met
‘Support saff roles must be clearly identfiable o colleagues, patents and vistors t the department, either by unform andior name
s Support met/ not met
i role el
B © drectpatentcareand m |
maintaining patient safetv.
7 Health rkers must compl are Certfcate and ode of Conduct for orkers. | met/notmet ? Care cerfcate ask Sandra
B ‘Adminitraive roles mustbe developed (0 ensure alcical staff are ree o gve direct palen care, and supporied wih essental da |-
collection.
9 Each must o resp 0 met/ not met
Where direct care s augmented using support saff (ncluding Unregistered nLSes), approprate raining and competence assessment of
10 met/ not met
those staff are reauired.
RECOMMENDATIONS
1 Al staff shouid be encouraged to attend further raining andlor education o support their developmen. |me< /ot met
2 Each crtcal houd 210 stattin delivry of direct patient care. |me< = al shifts covered, partially = 75% covered, not <75%




Each critical care area should have ward clerkireceptionist cover seven days per week.

met =717, partall 517, not = no receptionist

4 Each critical hould fen days per week. met = 7/7, partially 517, not = no dedicated stalf
s Tecogrised it programme (such s ICNARC or SICSAG) and responsibiy Tt e vldaton of hese data. Tre e T TN
[eeognised Bt pro ueh e oSS, i ¢ | dedicated cover
213 Smaller Remote and Rural Critical Care Units Only relevent for small number of units. An autopopulate feature of not applicable would be useful
STANDARDS

1 Network support must be in place to ensure smaller, remote and rural criical units meet these nd in network / not met
2 The critical be led trained in met/ not et
3 ‘There must be access to appropriate advice from a consultant in ICM at all times, met = 24/7 access to advice / not met
4 Dedicated care must be provided by trained in ICM with no other commitments. met = 7/7, partially = 5/7 (or involves covering other areas at same time)
5 ‘There must be a doctor or ACCP with advanced Kill 2401 met/ not et
6 There must be a 247 dedicated resident on the critical care unit met/ not et
7 ‘There must be structured handover between day-time and night-time stalf supported by standardised policies for pracice. met/ not et
8 Appropriate CPD must be supported by the employer and undertaken by all professionals who deliver intensive care. met/ not et
5 Regional transport arrangements (road and air) must be put in place (0 allow timely, safe transfer of patients with an appropriate level of

i talfing and skil etictimed
10 Al critical care units, including Level 2 units, must enter data into national databases such as ICNARC or SICSAG. met/ not et

RECOMMENDATIONS
a ‘Network support should be explicit resourced and supported by all the Healthcare Or tions, Boards, networks and [
and recoanised in iob blannina.
B o making and educational suppor,in conjunction | S
g et ot s et o tohsts it et e 1 M 0 VS| met = formlatangements wih SUAInplace o met
tor healthcare professional, such as or dietician, cannot be effectively delivered

4 ocally in a small uit, specialist coll g bodies should [met = formal arrangements with SLA in place / not met

devise and sunnort remate and rural training nosts in critical care




Section 3

CRITICAL CARE SERVICES: PROCESS

Level descriotion

Lovel Comments

iiation. and this must occur within 48 hours of the decision to reatriatt

o O = PG
STanDARDS

5 e Gono i o =t ey T (PR p———

2 here st b dacumeniaton i h ot e of th e and dclon o i 10 el cre <o5%ome, 7505 prtly met, < 755 o o ot et

B unplned as e i T —— et =555, paril =80, <5001 10 Gt

. e P ——— et 255% partal 80-55%,not <60 of o aud evdence

. s it s v T pn 0 o 1 T e eanea T e

. anster o iner [ [ et =on <059 of amison,paraly et < 15, soniosins

™ Consuantn tensve Cre edin e werd ounds st accr i da (nclaing weckends and naone holeys) <o5%ome, 7505 prtly met, < 5% o o ot et

™ e s n chergesh b rest i peron for e verd oo, <o5%ome, 7505 prtly met, < 755 o o ot et

s [—— et ot et

N [Ecage i cus . gt s A ot s i s e SO0 18| ey =g,y 6058 v 000

" ner st be & sandaried Padorprocedur o edl, urony and AP Sl T palets dichirged o cHical cre anis v [

oo vanslo ocese. T sk ot Snuctte ehataton pescton
" Pl oo it oot 0. Pescar o Gt T8 o 77 G PO 0| e 788 el e < et

RECOMMENDATIONS

None

HB Protocol

32 Capacity Management
STANDARDS
Fospial management leams must optmise the use of crcal care capaciy al il (mes. The admission and discharge o crlcal care e e o
. patients must be proritsed, such that i criical care support are Gelay (within our hours after decision to[ Jo0r g g
admit essential and patients no longer requiring critcal care
e final decision on utisation of ciical care beds and stall (Which Includes moving Stall o hlp in other areas of (e hospital al imes of
2 nced) s oy wih e dtyconstntandth dty use nchesg fte crifal care uni.Under o cicamstanes shod cincal | met/ ot met
clinical cnerational mananement e
must escalation p o and must audi and reviev he usage of
3 o vare met / not met
Hospital board eqular use of crtcal and the provsion of he
4 ciical care unit ° ’ " et ot e
Escalation plans must balance fisks of non-clnical iransfer against sk of care outsie of he crical care uni.
s met/not met Consutant to Consultant discussions
o Escalaion plansmus dierortatoboveen oocaaton g ToTal Spaalon ad oocaon QUG Tk RGeS O PATGRTE | oy ey
Regior Networks i < and agreed al medical drector and chiel executive level ©
7 o vty et v constnt an oy mrscs v v ot e vaageof e cve meds cne e o | ot et applale
Mutual Aid Document
Regional pandeic escalaton plans must include (igger 1eves for agreed ciical care admission creria and (hresholds fo restcton of .
s
planned aciivtv Etehote ko HB Escalation Plan and Mutual Ad Document
Toglonl nlrsive Care Nerceka st have an agroed PlEy 5 SScalalen o care TRl Beesn secondiy s oty Us .
° o include escalaion and. i reaired. prioiisation o ransfers over local eleciive aciivy. st ot et (et epphcoble
Networks fem o record etwork s 11 use, and thal (s s updaied .
© Tcaular > " ) " met / not met / not applicable
m ransfer o oiher ciical care unis fo non-clnical reasons must be avoided where possibi. . ——— . T p—
RECOMVENDATIONS
ard Llocally, based on therr admission and
1 cccupancy data. The capaciy o coe wih e rciced emergency workioad ca thebe managed by ensuring an approprate nuber et/ not met
o b i for ey admissions
e hoaptls o requre o st one el coe b pe 35 et osp1el bt AP ol & ge Ao o SompIex N .
2 maior suraical procedt likely 0 need sianifcanty more than this et 55 origreeter/partellyl o, 55
B Training should be provided (o nursing salfin areas used forcritical care escalaton met twaining plan i place, partially = some raining but not
When using alemative areas of (e hospital (0 provide crilcal care Capaclty, there should be adequate serior nursing and medical WUt . N
4 such that the standards of care provided o those patients meet the standards provided to the patients within et T U A 20 L e e
ward round
Placed signifcant on staffing
Decisions (o proceed with major roisionof ap e
2 et 24 houes. and_at times.of renional nenwerk exealation canacits i neishheurinn i et ot e
iy ind i el (0 develop a tatisical model local ha provies predicable e ot Tumber T smargency
6 p 2uehour period, and g itis safe o | Statement
stortive vk
33 Critical Care Outreach and Rapid Response Systems
STANDARDS
There must be a hospital wide, standardised approach (o the detecton of patient and a cearly
: orocess. met/ not met 18 Paliey and Criical
A hospls st usea adted ok and g0 sy Wamig o syt alows el dloton ofhe s of ey e
teorton i al nonregan st ptnts v 16 years. e tona E Warnng Scre (NEWS-) i e reconmended o
A 5 as the more eficient and effective. Using a common score ensures that staffoperate the same language across the patient |1y
iy and othances the benei f an eay waring ysom. A prtof &l 110561 Y, ther 11009 soch s ine ol
ecuteddney iy alts,causeforconcrn nd palienicarr Cllfor Concen, should b considered s tey il enhane he
RECOMVENDATIONS.
Each Nospital Should have a graded GIcal response SUategy Consistng of (hree [evels:1ow, medium and high. Each [evel of 1esponse
a Should detal what s requird from saffn tenms of observational frequenncy, skils and competence,iterventional therapies and senior ||y
clincal involvement It should define the speed and ugency of esponse, incluing a clear escalaion poly o enure hat an appropriate
18 Policy and Criical
receive care from appropr alcare cufach, 30 esporse of vl
Leams. Th crilal care outreach (CCO)Rapd Response stalf shad have annuslcompetency-based ssessmentof core and wdiona
2 peric comptences o alocal o reionl programme. This Shold ot 15 I i assessment and enventon.beceay | et 247, sy i 5 days per week, his frequency
uined and dosely eec he Depasnentof el (OK) competenie o e ecognon and tesponse  he s i et
18 Policy and Criical
hersShoud b accossble SqucaTona ppor 1o gered and v iered vard S caing o e 2y W pat
B line with recorder and ist responder level as outined i the DH competencies fo the recogniton and response o the acutely il paients |1y
in hospials. Stlf Iooking after Level 1 and ennanced care area palients should be iained following the Ntional Competency Framevork
foc el Land Enhancod Cave v RRAISIRESUS t0 address
as outined by the
4 cpaaiona oty ih elnes e ot o e CCOIRape Response o etelen i wihe i oganson, g 1o s soven | me 2417 patly i 5 days per week, this frequency
PREPARE - Movina towards a Amber/Green svstem
5 Al patients should be reviewed by e CCO team (or equivalen) folowing discharge from th crilcal care unit 0 the vard. o e e e e
(Al CCO tearms should participate n the National Crical Care Outreach Actity Outcome Datasel
b met/not met Data beina colleted but not renorted b
audi ools tisation of (ei fack and Uigger and graded esponse system wilh ciear
& governance procedures for acton of poor compliance healthcare organisation-wide. This should be undertaken in combination with an [0
o complane aglnst e sandads wilin NICE CGSG2 and must e fed back o halrcate organisaon Bards and Crca Care
relevar RRAISIRESUS t0 address
= Each hospra Shold b3 21 1 1ol 2 CCOTap 1339015 eam, o SquvIe, > avasable 24 ot pr Gy, soven G275 & et ot
e S e ey v o S vy order om: ainst local
™ demands and acity. These shoudbe rfleied n th Gperatonal plcy.There should be & omieied e o sepics o et | met ok met
ovaanisation Board level with National standards used 1o assess senvice. Operational polcv in lace. .
34 Infection Control
STANDARDS
a Staff must olow safe msertion and and urinary . and ol requied [met = policy and Gaining i place with @ auoi o
1o minimise the ik of infecrion 0 aurit_not mei = no nolicy
2 procedures must and agreed by eam. e ——
Tie WHO Five Moments of Hand Hygiene must be observed. Hand contamination s often due (o contact with the emvronment raher
3
e s vt e Handwashing audit - Met - < 95%, partily met 95-85%, unmet > B5%
N eaning of the srikonment st be underaken by rned staf s subject 1 audk and gl control Wi pariular s i S ol K BICe M Tegu Uk partally = polices i pi
contact surfaces_Duties of cleanin and nursing siafl. in cleaning soecifc surfaces. shou! 2 hoc audis. n i Credis for Cleaning
rere mus bssumellance ysams npace (o 2ol and oadbac 1 nosocomal mecson 16poring 1o he 1ol Schee Whee N N
5 aopicable lor example repring centel venous catheterelied bloodtea nfcton 0 he Public Healh Enland fecion n il CRCT (O GEEY P )
are Qualy i Checkvith infection control. Ad
5 e princiles of anibiot siewarishi, s be adhered 1 comeulaion Wi T i ooy feam o -
e E) ‘ i ward round. Can call for adhise when needed but n
RECOMVENDATIONS.
e e A e Pt et dare 5 i iy 35557 e, <55 1 r vk v u
Patients wih MRSA cartiage or infection should receive 0pical suppression to reduce shedding and, f possibl, single-room isolaion
2 et/ unmet MRSA protocol commneced. si barrer nursi
Patients wih diaroea and Others in allocaion of singe-1oom isolation. Patents wit
3
susoected o confirmed lacs n sl o, aoomtt o st oo met/not met
et of e o Shouldnclode fecion Sontol Specals o pa o he Banng . n pare 7 & 55T Spacg, PropTn o
4 Snle ro0ms and provion of inks sholdbe considered according o patlent case i, naionas uidelines and prevalence of s | et not et/ notappicable
resisiant infectons.
The intensive care (earm should have access (0 an infection contol and préventon tearm 1ed by & MICIObIOI0giSL Who can ofer mely
5 feview and advie. daly, (i shoud be part of metaled ay g the wee will advise on the | met /not met
timicrohial Iocal formu Weekty rounds and on-call 2477
nfeion conol vaning should be bl o prowl oy .32y a0z o1
6 prevenion of sread ofniecton, solaon iy nd Alocation of patients isolation for[met /ot met
wun or susnected b reviewsed on admission and reauently thereaer
7 e Sholdbo & heansof S Irovet 1 iscionpevenion and sl o e valng Srvellancs and Tedback I e e
35 Interaction with Other Services: Microbiology, Pathology, Liaison Psychiatry and Radiology.
STANDARDS
Tere must be dally mput from miciobioiogy.
! e e e e e Weekly ward rounds. Avilble when neeled?
5 There must be prescrbing guidelines in he principles Stewaroship P
18 Policy
5 Ciear protocols mustbe n pi agement of he e of laboratory senvices. P




(Acutely il patients must have access (0 diagnostic radiology services al all tmes Including timely access (o a radiologisL.

policies.

4 met / not met
A magig ivestgaions mus be eporied v an agreed imeane slevan (o he vsigalon by someons appiopiey aned. Al
° inn investina formal_nermanenth o coeion, e e f e vesitn met/not met
Trore s b soven oy sy o . appre o
6 il i pats. T vl . o el aasound and CT-Scamng 1 o Sopos dingnoss and surce conror and | Tek= ll senoe 717, partaly =77 e
nenroertical ente units_arress to interyentional pies e ST pser ) Occasional times where radiological inervention has ot b
RECOMMENDATIONS
A logy -and onsite,
A Gl o unespected resls o ciical plholg gy or radiological investigations should be 0a
e o local s poiee. 18 Poicy
A and be 0 s o an aproprite speclst and a a0 | e e
ho b it Comacible 6 uopor ins management o autel I oont a1 n
" A1 pont of cre by e used 1 asist cincaldecison makngshold be s o approprate qualy assurance = partally = some QA
by Iaborator and end u Drogess with intermitent audt dard OA process He Polic
5 G roicel for 80005 (0 adciogy sonice ihal 8 o VIS O 51 (63 e Tonal adlogy, WY vonTaed palens) —
should be available. n
Liaison psychiatry senvices should be availabie in all @ single point of referral eath referrals
6 Shoud b 0o witi one ot o e an trget montl nesicar e wihis 24 s f el i e o s |t = aalable and partially = , not met = not available:
Patients who have self-harmed. irespective of the apparent motvation, should have a comprehensive psychosocil assessment. This
7 shouldgenerallybo th respansily o th iison psychity sence and should no b delayed un afer medical reaiment s complee | et/ ot met
niess Ife-SAvinn treatment i nereSSary nr the nafient S uncansriniS o athenyise incanshle af he Paients must he medicaly ft for
2 Liison proessionals Should D avalabe 0 AChe o 5515 a1 el capacty and hers Sould b working aTangerTents eraing
met/ not met
for assessing patients wha mav need der mental health lecisation
36
STANDARDS
N T ehailalon needs ofall paer st b assessed i fotdays of admision (0 ierse cre (0 on dscharge 1 500ne) 1 & [ el ot ieris mer 75 e prtlly mt, < 759 (o1 no i) et
Patens recoing fehabiialon must b ofeed {nrapy by the mull-prlssional e 25705 @ seve-3ay Wk and f  qUarEy and
il rehab needs met 7 days a week = met, allrehab needs met 5 days per week = partilly me, rehab
2 requency appropratetoeach thetapy, i oder tomeet the clnicalneed and reabiltaton plan foran ndual patent. Rehabitaton |2 Gl tnd Conciently < unmet
(Al patents must be screened for delinum at feast dally, and when changes or luciualions in BeNawour 0GCUr, I the event of a posiive
3 deiium srcen aiy shouldbe infomed,sateie 0 facifat patfntoenaion implomented and medicl reviw o ik actors > 859% of patients - met , 75-85% partially met, < 75% ( or no data ) unmet
o
. patk and Language Therapist. |, gy o pasents - met , 75-85% partally met, < 759% (or o data) unmet
y i ngong enabitaton needs
5 d ». i this point, | > 85% of patients - met , 75-85% partially met, < 75% ( or no data ) unmet
Aduhs S Por qualyTcorey must avean s eabRtaion plan cocumerts e o hmdw!mlm when
6 this | > 85%of patients - met, 75-859% partilly met, < 759% (or no data ) unmet
Adults who were in crical care and at risk of poor qualty recovery must be given informaion o explain what they can do o help their |
’ recovery. Thi be brovided. a the laest. before discharae from hosbita. (= Dt (S DR e S (e CC SV
RECOMMENDATIONS
1 [Physitharapy sarices sh met 7 days a week = met, met5 days p = partially met, not met y=
Specialist Toles should . and o .
2 ensure th d e completed and transeere 10 oo services an t met= (Suenionniyze =
The role of therapy support e ssastars shoud be contlred o pert 1 me rolsbitaion mm These roles may
2 e untpolessona ok prdessione 1 ndure e et o nurs g o alled . These may enable enhanced | o omong
delbery and nceased effony o ehabitation Sanico daver, a5 ol angeing reh nmhlhmmn o e deere olowing dacharge
e Euuther work
o Tenanioon otcames shoud be monkore and plogesn e s Oicome meates SpPTopTte T T siage o EEEVEY ab progression moniloring assessments in place nc afer leaving ICU (eg CPAT), partially =
indivelual therany._and densnrent on loral resourens (inchitinn nersonnel _eovinment_and fivance) T Check with Monon and Tom
5 "The rehabiltation plan that forms pat of the handover of care on discharge from critcal care should address al relevant domains for [ oy
individial narients inculina._but not resiricted o, nhusical funciional Social_soirial_nutrtional and nsveholonical
o faciltate the rehabiltation component of the formal handover of care on discharge from criical care o a general ward, weekl
6 beled by ‘and resultin an |met/ not met
undate 1o the Thesa <hould he <ot in comiunction with the natient Anins carer
Expectations of both pations and Taifes should be dentied regulary and addvessed in a consiient manner by the T SpPTOPTES
7 senior member of the team; all patient and met/ not met
o b ll e merers
or s, capiuring atient and famiy In @ manner tha they can reflect upon and engage
i g e e spont n Rospil Should b conciierad. T iy 1k 16 1rm of Gles sthr paper ot decrone, and oy melude
1
photos, videos and wrten information. This maerial may be colleted prospectivey or retrospectively depending on the desite of paient | Mt "%t ™t
e it
37 Intensive Care Follow Up
STANDARDS
Patients wih higher isk of morbidity related to cifcal iness must be given nformation about ongoing rehablfation goals i the
1 oty v 9 9om9 o met = all patients provided with rehab goals, partially = selected patients, unmet = none.
rom the crical care unit must have access (o an  can include review of
2 clinical notes, © and three months' post hospital discharge | met  not met
it recuived o s o
RECOMMENDATIONS
a The ol up oudbe omally and s e patlent and i i om el care, [ ot partaly = sefected pationts, unmot = none
& Yhe v Drogtaiine Sholdensure the daen of SIuctured and supporta self-irecied rehabiaton (o al paderts af el care e e
‘A minimum 20-30 minute follow-up appOIIMEnt ShoUId be offered two (0 (ee Months after hospital discharge f appropriate. The follow-
3 up team should nlude an ntensive care consulant, intensive care nurse, cinical pychologit, physioheraps, detiian an met = jents, partially = selected patients limi apacity . unmet = none
aceunational theranist according ta the individual
z ecion o P o ol up Shoc o s o longi of sy (7rE han e deye) of al creased 1k 63 olowng P —
ananhuiais.or nost-nartim Selt-selection of facitated
5 Folow up hould nvolve acivly scking common physica sequelae, such as e weskoss. w055 Sl Gyt T e
of criical care unitrelated met / not met
Review m input from pharmacy 1 requir
o eve be performed and put from pharmacy i required. —
Peychclogal el (U 5 ey depresson,
= e . ospta ey Daprson Sesle ADS, an LK Pest Tratmais Shess Synerome score (UK PTS% 41T eoua ve | Met = Scteningpracessn plce for pychalogeal se o patets, prtaly = o elcted patni,
faciitated by review of linical notes with patients and family or patient diary, use of screening questionnaires and review by a clinical | unmet = o screening
osuehriist
B 9 eview, appropriate Services may be required and should be arranged where required Sy S———
B x frer of diagn: d i be prow
9 up be offered diagnoses. Support can be provded. F—
The establishment of a ciical care patlent and relaiives Suppor group snould be encouraged.
10 n
et ot vt Established bre COVID but not sustained during
Patients and relatives shoul veguiarly and his information should be Ut vehabiltation and follow-up Serv
= afents and refatives should be sureyed reguiary and this nformation Should be Ulised to assess rehabilation and follow-up servies. | oo oo
38 The Patient and Relative Perspective
STANDARDS
A or pair with analgesic
2 The efects of deliium must be explained to patients and their familis and this should in follow-up t crtcal care. relatives pr info, Partally not
wWriten informat must be orovided e camwes
3 en patients are sedated or unconscious or have deliium and fequire any Intervention or nUrSINg Care, Stafl must explain (o them in | met = Unit
simple terms what thev are doina and is included in_induction training for taff/ not met
o must s elp improve the g Sieep, or example eye masks and ear plugs. Stalf must 1y lace and d ally met
o minimise liaht and noise during the nigh. lied.
Ptletsand s s ol 5 el a0 vk o Vil s it 1l core Gt s i
5 about the patient’s treatment, what tho patient n they le plain [ met h partilly . unmet
it s hppan 10 e o an o migh el e ol vy, ch amk sk v Soch documents eadiy svaiable | it o andio <80% hewng fomal Communicaon
et conely for natients At relatves_Vown visters an their narents wil need sneeific Sunnort
5 Paents must be given help (o communicate (e.g. speaking valves ({or patients wih a tracheostomy, vipe boards or flash cards): met = SLT invoived and have full range s avallable / partially met = Imited
d lanauage / not met
must have polices about foguar
= ust have o safeguard E—
8 in regular Toleam
from and
RECOMMENDATIONS
C nis should fent d
A intensive care patients should have a patient diary. - et
2 Undorstanding T RaRidue v s bacrrs ool A s Mpotar o el Vedimontand rcovey. A T o Wl b o pE—
document for each patient is very beneficial and should be used if possible.
2 e careand ward salf shold hav waning i it menhe cae s 16 Tor PGS A Flaes and el Ghalonges palens ——
while in d during their rehabiltafion. Askina former patients and relafives to helo with this raining i benefcial.
Should le relatives the patient,for example by talking to or reading (o the patient (even i the
o patient is unconscious or sedated), as a familiar voice can be reasstiing. Relatives should also be alloved to help with simple aspects of [ /o
caring for the patients, if they would like o, such as applying hand cream or brushing hair. Writen information should be provided for
relaives.
Intensive care staff should spend time (alking 10 the palient and relatives, seeing how they feel, asking about any worries they have and
5 checing i understanding of ey nfomadn ht s b ghen. Clea nfomation shuld b ghen (0 el egarding hen thy.|me /ot met
i visi
5 room o b proved o eatvs 0wl o hve e vy o the . T4 oo shoul b comforiae and o facies T i i e B 2 e o B i
reqularly revie: It from families whether additonal faciltes and support are e
7 On discharge o e o e uml‘ paions shold be g {hscontactdetals of e heaiheas poiessionls Wha 1 C5 3 anG —
the patients rehabiltation pat unm
5 ‘Al patients should be visited by Al are cueac . whe G e e s fom Gl Care s ward s wansion P
hould have access (o formal by the criical care senice alter they leave. e ciical care folowup
° | outreach servces met/not met
in intensive care of a follow-up meeting with an ICU Staif
o member to discuss any uestions they may have about ther rlatve's e on the unit. Families may be given a eaflel aler their relave [/
dies in order that they can arrange a meeting al a later date ifthey wish to. It can aiso include other sources of suppor. Some units hold
memorial serices for relatves i undenvav to develon onorted by Clinical Psveh
a9 staif Support
STANDARDS
A (Al units must have polcies i place 1o support stafl engagement and retenton. P
5 polices must be for all staff groups. P
5 "100% of new stal must receive a job-specifc nduction (o the unit P
z quity within Staff groups must (e:9-ostering, annual leave polices, ob plans). Saff must be aware of the | " F -




S Sl wel-beig i an organsaiona poty.Unis s monor and 19 of staff well-being as 9 [ quantery  parilly met 1.2y, unmet - not monkered o1 ot 2 yeary et
u C Gevetopment reviews clud ] v
3 Al staff must personal t including met - > 85% of staff appraised / PDP done, Partally met 75-85% not met < 75% of saff
B Al staff working in criical care must be able 1o access he Freedom (o Speak Up Guardian Fy— .
i Tob role, e
s for nutriion and hycraton. adequae equipment Sotene
o | Units must provide adequate workplace faciies for Staf breaks, which are separaied from areas for elaives. T
Need break rooms
RECOMVENDATIONS.
Al staff engaged in a manageralor eadership role should andlor coaching o support
: them n their rol. et {iodvet]
> Al units should promote healihy st and sieep policis for Saf required 1o work overmight ym—
3 TSl mers Shold v s 03 NGGpenGe, prlesonl pyehocgel suppr s, Wi proiescounsling Iy
" Al staff members should have sel-referral access 1o an occupatonal healh senvice and 1apid access physiotherapy Sevices. Iy
e o e Ty s, T somarict, ol - cos Pttt
5 and events | met / not met
debvifing flloving medtical emernencies
A Tl ol news S1gmame cimeal work s i appro s accoss 18 TG 8 GonTa o s Iy
B Al saff should be supporied o maintain a healthy lfesiyle, o.g. provision of advice on diet and exercse. Iy
A Al units should conduct regular (at Ieast annual) reviews of organisational poicy on stafl health and well-being. Iy —
310 Inter and Intra and Hospital Transfer of Crtically Il Patients
STANDARDS
A Transfer 1 olher crlcal care Unis for non-liical easans must be aveded where possile
stbe Safe wansfer and to manage complications/adverse events which may occur
2 dunng atransfer. All eqmpmem used for patent ransfers must confor o the felevant safety standards, be reqularly senviced, and | met/ not met
e immeritely hefore
B i v 1 paens vansfe T B Taned, competan and T Wi e e o Tt ym—
et pler vansirs 6l 1 change fean nanagg 1 Bt duig o 0uing s, o pprorie a1 Gocunenied
4 inuity of care. This should include providing copies of the clinical | met/ not met
record
5 A nam st ake overal responsiblty or he Gecison ( ransier a patient and e level of suppor requred, |
but does not necessariy have to undertake the transfe. C
o Inter-hospital transfers must be undertaken in a tmely fashion according to the patient cnical condilon. ym—
B For nierospal ransiers, here must aways be a named consuliant who il ake tespoTsliy or the paent on airvala e recenang |
hospital. This must be aaréed prior to the transfer being undertaken YA
" ve patients d ong Gan be provided in e patlent’s home, hospital ransier | Percenige occuring viihin 48 hours of decision. Mel > B59%, partaily mel 75-85%, ot met < 76% of
must take place within 48 hours of referal to the receivina hospital
RECOMVENDATIONS.
" advice and in the atest CS wanster guidance. et~ meet siandard, partlly met, dont meet siandard but ik assessmen i place . ot meL. dont
T e o ) Ul e decamarad e ptnts i, T Sho oo st of P o s
2 visks. Transfer mbers, and should also b focumented 95%, partially met 80-95%, unmet <80% of no data or not  consultnat decision
dorymented
An adequately stocked and reguiary checked. 50 shout This bag
equipment f i b requeln sk, The vansfer b b
with log and tagged, = orlogged, unmet
3 chcked rouinely (dealy gy nd 1o of checks mamanca) . ot it o sh ket o e e & niren. chisckac 1o
vansfer bag must be restocked between uses to avoid delays when it s needed. Staif caying out patient transfers should be familiar | 1ecKd € sinfcant deficencies in kit avaiable
with b tavnit and entent ‘Supported by Operating Theatre
The patients prop “Whits i transi. Where possibl, aclion should be taken 1o reme
" e pa wied oin © possible, acion should b oremedy [ o e ———
Standardied ranster documenaon shouid be comIied o A GRS care e Tarsiers Tansier documentaion should b
5 scrutinised vithin a robust auditsystem, allowing eventful o substandard transfers to be invesligated and lessons feart to be shared | met = use of a network wide agreed form or elecironic recording system, unmet = no siandard sysiem
widely 2 well a5 rumhers and asons for transters
T\Whers an-adverse event oceurs during a ransfer, s should be reparied and investigated using the healinoare organisation modent
o feporn sstem a the ansering un. Al lesming should b widel o YA
Every acute healthcare organisation should have a designated d nurse wiho 9
g uanstr of cica care patent, auideine produciion. rainina. Goverance. audi and reportina ueletilearely e oneoinet iole
B Training i ranster d partof et
Where mullple teams are involved in a patient's care, approp Should botween he t o ransfer
° This should ot delay the wansfer. () FEATCs
The paiient, where possible, and their nex.-o-Kin should be informed of the decision to ansfer and an explanalion gven to them of the N
10 The patent, where p B v w gento ! met = 95%, partally = 80-95%, unmet <80% documented
There should be  clear agreed escalation process for any delayed transfer across an operafional delvery nework geographical ar
m The dofinion of ey il vry accoding 10 tn roason or te ransor. Fo paionts bang ransfood fom a spocialis rticlcaro uni .
103 general rical car i he completo o speials are. delay wanser i e hathas o een underaken 48 hours afer
the time of referl t0 the neerl crical e un
oproniat miecion corivel recasions. nladg Scaton, ST B8 rade avalabe o paTers Wik kow Hgh 7ok Tecions or o
are at a high rik of harbouring such infections both during transfer and in the receiving hospita; their avaiabilty should be such that this
2
does not delay a patient transfer. Simiary,fsolation facities must be avaiable for immunocompromised patients who require ther. ELY
C Theirlocal n relation t0 ransport provision for
= e 0 ensue these thrtuahout the entire natient nathwey etlces
m There should be a sysem for monitoring the qualty of nter hospital transfers et~ well csiabished processes, Gaia avaiable, partally mel - reviened, mied data avalable, not met
sunter, ln o sl i, il vonsrs e ucomes, A leaming shoud he widely sharer Al
n .
15 [ T met = bolh / partially met = one or the ofher / not met = neither
Should be given Teams, as these may and
16 ] State
ransfers on ey staff. ment
an Careat the End of Life
STANDARDS
R elfon kg surounding e s e e o, i e alonle o any deciirs. musi b Gooumered e nd et partally = but gaps found in
thek v ones The e boin of vl eleance et ck caosty ol on augic inas in
Decision making surrounding end of
A profossonal gueince ) Mentl Capaciy Ack 2005 (VA 2009, Enland and Wales, b AGUIS wih ncapacy A (G000, ch\land 9 |met/ notmet
Mental Capacity Act (Norihen Irland) 2016, ) Human Tissue Act England, e) General Medical Counci's Good Medical Pracii
Snerifically Treaiment anr Care Teawares the Enr of | fer Gond Practice in Derision Makinn
ritera m vofessional guidan
3 ogical crteria mus be don professional guidance. et motmet
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Consultants in Intensive Care Medicine should actively manage brain stem dead consented donors to optimise organ qually and increase,

3 the number of organs successfully retrieved and transplanted. Donor optimisation care bundles o protocols should be available and met/ not met
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o accuie hogh it
5 AR o ek of ettt
sy
" Unts st 3 . 5
i Bty o e
5 e must 7 met/ not met.
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ey cenced o it ecerion
f
. — e
8 T i met / not met.
it s esterin
° or RRT. met / not met
10 shoud be for AKIWAE | et not met
e Gastrointestinal Supportand Nutrion
StANDARDS
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Delivery Network.
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(Collection of all 34 felds in CCMDS is recommended. This should be done by dedicated trained personnel. met / not met

There should be clinical oversig ubmission met/ not met

Preparation of reference costs should include experienced clinician involvement. met/ not met
Toa patient: ger-stay paients who are kely

home needs. such as includina the igentifcation of a funding package. met / not met

A lead commissioner should be dentiied with a commissioning forum for each crtcal care servie. met/ not met
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STANDARDS
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Introduction

In June 2019, the Intensive Care Society (ICS) and Faculty of Intensive Care Medicine (FICM) released the second edition of Guidelines for the Provision of Intensive Care Services (GPICS). The first
edition of GPICS (2015) built on the earlier Core Standards for Intensive Care Units (2013) and has become the definitive reference source for the planning, commissioning and delivery of Adult Critical
Care Services in the UK. Many units have found the GPICS standards and recommendations to be invaluable in developing successful business cases to enhance their local services and improve
patient care. GPICS has also been used as the benchmark by which local services are peer reviewed and assessed by healthcare regulators, such as the Care Quality Commission (CQC).

The ICS and FICM have worked in collaboration to develop this tool kit to help individual units to compare their services to the latest version of GPICS. The standards and recommendations are
presented in Excel format with a drop down option of ‘met’, ‘partially met’, ‘unmet’ or ‘not applicable to this service’ next to each guideline. The tool kit also allows units to produce a PDF summary page
which provides a useful overview of their responses.

This tool kit is not stand-alone and should be used alongside the full GPICS document which is available via the link below. We recommend that the toolkit is completed in collaboration with members of
the multi-disciplinary team, so that each section is completed by individuals who are best placed to make an accurate assessment. We are aware that defining compliance with standards and
recommendations is difficult and have deliberately left this to the judgment of local clinicians and managers.

We see the further development of this tool kit as an iterative process, working with individuals and networks to improve and refine its functionality. If you have any suggestions or comments please
contact us at info@ics.ac.uk.

We hope you find this tool kit useful.

Click here to go to the full GPICS document online
or double-click on the embedded PDF ( vou mav need to switch to Windows to view after opening)>>
Click here to view the Instructions sheet

(EPICS- V2 - AINAL
8.8.19 (J.pf

© Intensive Care Society and Faculty of Intensive Care Medicine.


https://www.ics.ac.uk/Society/Guidelines/GPICs/Society/Guidance/GPICS_2nd_Edition.aspx
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Instructions

1. To add your unit name to the summary page please enter it here:

Critical care unit name:
Operational Delivery Network (ODN) /Reaion
Date (dd/mm/ivvvy)

2. Filling in the sheet
Do not fill anything in on summary of scores sheet. On every other sheet, every box that is blue requires a number to be inputted as follows:

0= Not met 2 = Fully met 3 = Not Applicable to your ICU

3. Navigating the sheets

To get to a sheet either click on the sheet name tab at the bottom of the screen, or from the Summary of scores,
click on the text that you want to go to.

4. Creating a PDF
To create a PDF summary of the gap analysis of your ICU click on the button below (macros must be enabled for it to work).



Summary of the gap analysis of your ICU compared to the GPICS v2 Report date:

Section Description STANDARDS RECOMMENDATIONS

Partly | Fully Partly [ Fully
Not Met[ Met Met |Not Met| Met Met

1 CRITICAL CARE SERVICES: STRUCTURE

1.1 Levels of Critical Care 0% 0% 0% 0% 0%
1.2 Outcomes 0% 50% 0% 67%
1.3 Level 2 and 3 Physical Facilities 0% 0% 0% 13%
1.4 Clinical Information Systems 0% 0% 10% 0%
1.5 Clinical Equipment 13% 0% 0%
1.6 Cardiothoracic Critical Care 0% 0% 0%
1.7 Neurocritical Care 0% 0% 0% 0% 0% 0%

2 CRITICAL CARE SERVICE: WORKFORCE

2.1 Medical Staffing 0% 20% 0% 0%

2.2 Registered Nursing Staff 20% 0%

2.3 Workforce, Induction & Training of Medical and Nursing Staff 0% 27% 70%

2.4 Advanced Critical Care Practitioners

2.5 Pharmacists 13% 0%

2.6 Physiotherapists 38% 20%

2.7 Dieticians 0% 38% 67% 0%
2.8 Speech and Language Therapists 0% 50% 0% 38% 0%
2.9 Occupational Therapists 0% 0% 0%
2.10 Psychologists 0% 0% 0% 50%

211 Healthcare Scientists Specialising in Critical Care

2.12 Support Staff 30% 40%

2.13 Smaller Remote and Rural Critical Care Units 0% 0% 0% 0%

3 CRITICAL CARE SERVICES: PROCESS

3.1 Admissions, Discharge and Handover 27% 0% 0% 0%
3.2 Capacity Management 29% 60%
3.3 Critical Care Outreach and Rapid Response Systems 0% 0% 0%
3.4 Infection Control 0% 0% 0% 17%
3.5 Interaction with Other Services: Microbiology, Pathology, Liaison Psychiatry and Radiology 0% 0% 29%
3.6 Rehabilitation 29% 14%
3.7 Intensive Care Follow Up 0% 0% 9% 0%
3.8 The Patient and Relative Perspective 29% 10%
3.9 Staff Support 0% 0% 0% 0%
3.10 Inter and Intra Hospital Transfer of Critically Ill Patients 0% 13% 8%
3.11 Care at the End of Life 0% 0% 11%
3.12 Organ Donation 0% 0% 0% 29%
3.13 Legal Aspects of Capacity and Decision Making 0% 100% 0% 0% 100% 0%

4 CRITICAL CARE SERVICES: CLINICAL CARE

4.1 Respiratory Support 0% 10% 0%
4.2 Weaning from Prolonged Mechanical Ventilation and Long-Term Home Ventilation Services 0% 50% 0%
4.3 Renal Support 0% 0% 0% 0%
4.4 Gastrointestinal Support and Nutrition 0% 60% 0%
4.5 Liver Support 10%
4.6 Cardiovascular Support 33% 0%
4.7 Echocardiography and Ultrasound 0% 0%
4.8 Neurological Support 0% 0%
4.9 Burns

4.10 Care of the Ciritically Il Pregnant (or Recently Pregnant) Woman

411 Care of the Critically Ill Child in an Adult Critical Care Unit

4.12 Standardised Care of the Critically Il Patient 0% 0%

5 CRITICAL CARE SERVICES: ADDITIONAL COMPONENTS

5.1 Research and Development 0% 0% 0% 0% 0%

5.2 Audit and Quality Improvement 20% 50%

5.3 Clinical Governance 20% 50% 0%
5.4 Critical Care Networks 0% 0% 0% 0%

5.5 Critical Care Commissioning 0% 0%

6 CRITICAL CARE SERVICES: EMERGENCY PREPAREDNESS

61 |Fire

6.2 Major Incidents

6.3 High Consequence Infectious Diseases: Initial Isolation and Management

6.4 Surge and Business Continuity Planning




11 Levels of Critical Care
T

RECOMMENDATIONS

12 Outcomes.

STANDARDS
involvement, partaly
1 must hold clinical s, including analysis of mortalty and morbidy. e T
2 The unit must participate in a National Audit Programme for Adult Criical Care. See section 1.1
3 Critcal care units must partcipate in a mortaliy appropriate methodology and improvements in care. met / not met
A participate in a p infe monior and benchmark rates of catheter-related bloodstream [\
infections. antimicrobial use and freauency of multiresistant infecti et InCrar Case sy roaramme ICCOIP un
RECOMMENDATIONS
a The UK o9 8 Valkatedmiodology 1 eve el o Tianse cae ad valiate e kD 310 [ vajonal mossue
B Units should develop a consistent approach to patient-centred decision-making, evaluating burdens and benefits of admission to intensive care, and be able to | et ~all d reviewed, partally met, his process, not met - no audit
rouah the audit of pre-admission consultation. aareed ceilinas of therany. and time-linited information /o review of admissions
3 Longer-term mortality should be collected on all patients admitted to crical care. on all patients, partially it review, not met - not reviewed
A The UK 3 meastires of longer-term patient- and famiy-centred outcomes beyond mortalty, o ———
including measures of fu ) abil and carer burden. fational measu
5 The UK p validated measures of qualty toend oflfte National measure
6 of patient and family expe and these are used p . partialy met - 1-2 yearly, not met - not done
13 Level 2 and 3 Physical Facilities
STANDARDS
1 Critcal care faciities must comply vith national standards; met  not met
2 Al new build units must comply with HEN 04-02. met/ not met / not applicable
3 Medicines and fuid storage must comply with HBN 00-03. met  not met
RECOMMENDATIONS
sésting units that do not comply should have a timeline to establish when national standards will be me met- tme fine and . pertially met-timelie but no evrdence of progress, not met
1 Existing units that do not comply should have a timeline to establish when national standards will be met e
2 Large units should be diided into smalle units (e.g. 8-10 beds) to faciitate clinical care. metinot met
3 The unit should have enough beds and resources to obviate the need to transfer paients to other crical care units for non-clinical reasons. met = non clinical transfer <0.5% of admissions, partially met < 196, not met >19 of admissions
4 When planning or redeveloping a critcal care area, Document HBN 04-02 should be considered. met, partally met, not met, not applicable
e e Shouls orborate St ago o medies (Ui egeed ool ), ¥ s (neudng el o)
5 enteral feeds. app contolld for all mediines. CU desins also,need t0 accoun orhow met, partally me, not met, not applicable
ecter mesicings, nclusliny natienrs pun s, il he serurely toret and reati accessible near th
G tis ded g e e panning ane bulig e cotaced o 1 GBI a8 W U 3 hare oD
‘Additional factors that should be considered nclude potential noise and natural ight levels, colour and decoration schemes, privacy and dignity needs, and stall
7 and vsitor areas. Consideration should also be given to the patient's recovery and rehabiltation needs, including the potental for long-stay patients to spend met, partally met, not met, not applicable
5 (Cital are urke Sould be apecis o et of e pesr v process, g he rode ot bukding nd s Fesdback shoul lude any concrns (IR e o e
9 a y both Op: Delivery |Nationairregional measure:
14 Clinical Information Systems*
“If o CIS then Not applicable
STANDARDS
a e CIS st comply Wi he et of common specicatons, T s and Quides that support as specified with the NHS.
Interonerabiliy Toalki
TS rocaements and customisason st nvoe Use, maintain and develop the system.
2 Tis st nclode Input o ond Lewe, e feresenaes o a il Sl 10up), rocramem e, il enginben . e 00 (el el et partally met, not met, not applicable

Information Officen) and ICT snecialists.

The CIS must have a rigorous business continuily access (BCA) plan and resilence system so thal crilical patient informalion remains avaiable and system

3 downtime must not compromise patient salety in any way. There must be a process to ensure that sufficient staff rained in BCA contingency measures are Met = full BCP p tested, partis i i or BCP untested,
available 2417 Not met = BCp
Where patient data (POIS) or (EPR) systems are used, there must be access (o a dedicated workstation computer for every bedspace pl ions for mobile staff, partally
4 ot nch e space, Anapproprite number of b ol s T workstalons st b medabl o (acikae tily paintcae by melcal, nrsiog end i (b8l ot et 10 e oforataon sty ace (4 K moble a0
staff on ward d hoc absence of
The CIS must have robust \mp\ememaﬂnn and ongeing v "almng Beogeaimes to suppce l 1l 3 lnical and manegement use. These stld be prodd by
5 in p ven 1d b given o how s raining wil be prove 0 new sarters and locum
st Trer shcid be a:\echamsm by which any speciaty Mohed me patents car e on e e andis Bt o s ey g e s, >0 syl bk,
way & critical care ant jav of starting. not met = <B0% irained on dav
RECOMMENDATIONS
1 Critical care units should consider using a CIS. met / not met

CISs should be partof an electronic health ret
2 veniators, cardiac ouput messure

ord. ould m patlen moriorng, usen deices
ent, mmpevamve managememumes nvazort balloon pumps, exua{olnmea\ lfe support (ECLS) devices, bload gas

et = 80-909% of all devices inked, ni
|<80% of devices linked (lewewwlﬂnt expecta i usig 2 ABP a yeat (0 ik them, bt would expecl ez
using them monthiy to link them)

it ebiacoment horany Shoud he ganan alon with glinical notes

The CIS should be connected to the hospita’ formaion sysem for . o laborato . 0 adiology for

o reports and to other key software, e.g. National Crical and Hospital and Medication Administration (HEPMA) for " n
electronic data sharing. The CIS should be able to collect and ! Data MDS) and. J audit data to faciltate M“HY m‘ e saf v 1o . sys::;.:';m to care for fxmm'
ocvons. genraen of epor . it n e ventof rapicing xS C15.# U b possibe 0 access e patent ecerd osr enly fomar e el i e 2

3 mvesuqamn ‘ordering should be fully integrated and recorded, and include electronic prescribing of drugs and fluids and ordering of laboratory and radiology partially met = cnmm swf have to og into 1 regularly, >1

aditionsl svstem to recuired for pai

5 Daily 5ummary plans should capture electronically activity data from the rest of the CIS, with the addition of free-hand text for treating and leqmled data, regarded as essential to review

visiina the oatients. oatient
Taiers, part o

G The CIS should be capable of orming worklss for individual members o the criica care team (0 llow patent-and staff-based It of tasks o be completed. The LIRS ppse e
CIS should include the ability to alert when tasks are near due, due and overdue, and record and audit performance. <olitting) o v
ThereShoudbe & uncionaly i hs Gaabas 6t VAT & St e Tck o copl and spe physiolog

7 \g. These alerts should be within the unit and also via text or email to in real time ir in format req i  pé ly but not all

i or can onlv b orovided n not met = no dashboard facily
5 e 15 Siouts mlude cvstomisbl s scrage summay, P ey ormaton o Gagnoses, anshe cae management, el notes abs g | partly be created accord) already in
edicaon. sustem i 1o saisfagtory standard

o Fexbily through assssing care recods onine or though b deices should b possie e R e e s AL el e o

10 The CIS should handle authentication and authorisaton through Single Sign On, including the use of RFID/smart cards/biometics o] logged in, IR0

1 The system should to P and quality. The CIS should be capable additional configuration by end user, Nz::::\”y
of feeding data to other tele-health solu \g and advice on ey 1t available Y

15 Clinical Equipment

STANDARDS

1 Al equipment must conform to the relevant jced and maintained in the quidance. |met/ not met

2 L power suppl q P hour of continuity of any critical equipment without battery back-up must be provided. met / not met

3 | There must be a programme in place for the routine replacement of capital equipment. met / not met

A Al staff must be appropriately rained and_competent and familar Wil (e Use of equipment. Up-1o-date raining records must be maintained © demonstate thai | mel - >35% ained stlffo al equipmen, partialy 75-85% rained staf all equipment, not met < 75% or 1o clear
2 s1af (medical,nursing. AHP and suonort with his provsion. record.

s replacement of equipmen on the crical car unit n collabortion with he (EBME) provider and g i Met  not met

5 EBVIE support must be avalable efher in-house or on a contracied bass (o ensure equpMENt s appropTalely seniced. Regardiess of he model of support, EBVE |y o
nersonnel mist have ot eaioment e

Equipment must b uniuelydenified and sted on an appropit assetregiste long Wi detas of i e cyce and senvce istorequirement o fcifate

7 met - >85% equipment, partially 75-85% all equipment, not met < 75% or no clear record.
g There musbe Socumenid s prccedures fordecontaminaton (cearing, dsiniecton and strh ‘Gepending or L isk category and
sensilvty of devices). senvices must be provisioned oo amaarts wo o or et eiaason f s d reusable, |met - Dartally 75-85% all eauioment. not met < 75% or no clear record.
9 must be h in pl adequate supply umab Met = <2 incidents of delay to care or procedure in 12/12, parially met = 2-5 incidents, not met >5 incidents
Thre must be (obust mechanin or reporing from the use of Serious incidents involving clinical equipment may.
10 e e vemortet o e o calthoare broducts Roouators Abonos (Mg, met - policy in place, partally met, no policy but can evidence, not met, no policy and / or no evidence

m The MHRA may to medical devices,
mechanism for ensuring that such d to staff and acted upon

m time 0 fime. There must be designated role and robust

met - 100 % alerts received and acted upon, p:

fcent equpment st b avaiale L meet e sece demand to enaleeamen s (B35 and et mondorng, v, el replacemcnt

12 therapy, information technology facilfies et in an appropr Consideration must be given to the need to provide additonal Met = <2 incidents of delay to care or procedure in 12/12, partally met = 2:5 incidents, not met >5 incidents.
caacit in times of surae demand.
Wagneti resonance maging (MR compatile be provded for use where iy patients are to undergo MRI invesiigation. These

2 st b ot ablledsnd sl mus be adenuatel raneg met/ not met/ not applicable
‘Where advanced monitoring techniques are used (e.g. diagnostc moniors, ntracrana

1 neuromaniorg). here must e provsion of oromaiely waied sl 5 acemutey et e rosuks. 1 ety et a1 sl wih ey Met=al 6 hours and provisional reports), Partialy 6-
their use 24h. Not met = areater than 24h delay

15 Immediat o point of care blood Jysis and on a 2417 basis must be provided. Met/ not met
Whero cqupment = 1 bo e on  oan s o evluton pupose, s st st adduste Ddeniy and govrance rangonts s 1 place s

16 ofnuy o eher patnts or sl fom poteily unfamiirequpmes,a e suppler should prvid adequate ranng o ansur corect use. The EGM met/ not met

orovider should faciitate this process by festi safefy as well as evaluating servicing and

e ecuioment 1

catheters can he niaced safely and in a fimely manner_even in emernent

RECOMMENDATIONS
g — — . S — —— - o o e
" Standardisation of equipment should be encouraged both Wi the criial Gare U and i ofher reas Where inense care may need o be delvered. Pty o 3 o . ot 1 R Aot (s opmon o ooy 1 ro
” T 1o f Gl Ui et shoul b G by ey pallet popaton and il xerse vy e v s be i ‘m,mm




Cardiothoracic Critical Care

*Not applicable to non Cardiothoracic Critcal Care:

S
2 |and thev should he inunlved in and the unit et//petet
J trained in d Life be canable of e e
national standards. l'here should be a clear escalation pathwav ive care. n
6 Care Medicine. e e
are) broaramme - \he national clinical sndM n
2 uenersl VLM\ 3) critical care unit. e e
e e
e e 5 o e
*NOT Applicable if non neurocritical care
S
8 the of GPICS. VR
CT: access to MR for ventlated ubjects, and diagnostic engography). b) access Tuid (59, )
8 (including diagnosis and mﬂmmllng) “Access to continuous 24-hour EEG monttoring s eI Ry = S G
5 Al cases requiring immediately lifesaving neurosurgery must be admitted to the local neurosurgical centre irespective of the iniial availability of neurocritical care | fully met - d audited partially pathway, not
met = all patients appropriate for escalation discussed, not met (must allow local clinicians professional lattitude
4 < i i i »
Patients with a Glasgow Coma Scale (GCS) score of < 8 following a head injury at any time must have access to specialist treatment from neuroscience unit. 1o NOT refer those clearly too frail for intervetnion)
= immediz for discharge . partally but
6 In addition to general renabilitation, neurologically impaired patients must have access to specialist neuro-reabilitation sevices. et o : e
: [ ——— T e
met = all patients appropriate for escalation discussed, not met (must allow local clinicians professional lattitude
8 networks for the safe and timely management of patients with subarachnoid haemorrhage. to NOT refer those clearly too frail for intervetnion)
=
o Care of cmully i ne...muguw patients must full integrate involvement of admiting specialies (neurology, neurosurgery, spinal surgery), and
= [ o EemrooTE
RECOMMENDATIONS
R P
e e B o T e e e [ e o ot .t e
5 Regular neurocrtical care morbidity and mortality meetings should be undertaken involving all members of the multidisciplinary team, including the admiting o e e e e e e B s S T

metinot met




Section 2

CRITICAL CARE SERVICES: WORKFORCE

Level descriotion

Level Comments

21 Medical Staffing
STANDARDS
Pailents'care must be 1ed by a consultant i Infensive Care Medicine, who is defined as " a consultant who s a Fellow/Associate
Fellow or eligible to become a Fellow/Associate Fellow of the Faculy of Intensive Care Medicine. A consultant in Intensive Care Medicine [ MEL=24/7 cover by tinicupartallymet d t ks per
1 K covered by 0.2 named *second on call* CM consuitant not
il avedayime Diec il CareProgrammed Acties n nnsiv Care in'their job plan. These pi .
et will ot for & second sneciaity at the same time~ [ME=EpITEsD
et =G conulriswor ook o or more days, i b planned handover e, pstaly met = bocs
2 Consultant work patterns must delver continuityof care. e S e D T
3 The daytime consultant to patient raio must not normally exceed a range between 1:8 and 1:12. Fully met = 7 days a week, partally met = 5 days per week
4 The daytime intensive care resident to patien rato should not normaly exceed L& Fully met= 7 days a week, partlly met = 5 days per week
Al stalf that contrbute o the resident ota must have basic anvay skils. All Giical care units must have immediate 2417 on-sie access to
5 Met/ not met
a doctor or ACCP ainvay skills
6 There must be a designated Cliical Director and/or Lead Consultant for Itensive Care Medicine. Met/ not met
A consutant n Intensive Care Medicine must 2ar7. The ELT Py—
g TR TR TSRS DY 5
8 oy the units sze and remoleness, mustaso have & consulant i for advice 2417, sither by Met/ not met
9 A consuitant in Intensive Care Medicine must undertake ward rounds twice a day, seven days a week. Met = >95% of days 2 ward rounds occur, partially met = 90-95%, it met = <90%
e pramTaCy ey spe— I o -
10 and anguage therapy, occupational thrapy and clinicalpsychology to assit decision making. The nurse in charge should be present in | M- &l Met7 days per week, parally me - define missing groups) or only S days per week, not met - not
1n Rotas for consultants and resident staf must be cognisant of atigue and the risk of burnout o o sl el e S featues ot 9
term. not met = recular locum cover
RECOMMENDATIONS
1 The consultant rota should seek to avoid excessive periods (> 24 hours) of direct patient consutant responsibily |me< /ot met
2 The resident rota should be compliant with working time directives (i. Working Time Directive 2003) |me< /ot met
22 Registered Nursing Staff
STANDARDS
1 Level 3 patients must have a registered nurse/patient ratio of a minimum 1:1 to deliver direct care. met 989% ofthe time or not et
2 Level 2 patients must have a registered nurse/patient ratio of a minimum of 1:2to deliver direct care. met 989% ofthe time or not et
Ech Geigaied i are Uik st v an e ead e Wi e overal esponsoy o e g lmers o e sevice
A met / not met
e.0.2 Band Ba Mat
There mustbe  supermumerary (1 ol ostered o dver drectpalen o met= ot have their own patient >39% of ime, partally met = Supernumerary nurse
4 the supenscrycinal coordiralor rle on ity 247inrical e uns, Uris with ower 1ansix becs Ty Soeige b i for patie . notmet = required Funded establishment can supply 1.n.
arly shifs 1o care for their o
e v crsaterhn o beis e b acion upenpmesary St 165 erod toig Sl ver and SPOVE T STRERVEGTy
5 cinical coordinator to enabie the delivery of safe care (. 11-20 beds +1, 21-30 beds +2, e(c.). The number of additional staffper shiftwill | Met = unit >L1 beds always d ialble, Partaly = avai . not met
b incremena deperigon th iz and layout of th uni (e . uliple podslbays, sinl oams). Consideration r e need of = unit has >11 beds and no additional nurse
additional staf s nees o he aiven durin events Such as nfecti
Each rica car it mus Fave aceicaed Clncal Nrse Educaior vespnnsmne Tor coordinating the education, raining and CPD
s ramewon ation. This should equate to a minimum of 10 WTE per 75 | met - 10 per 75, partially met 1.0 per 100, unmet - o ecucator or less than 1.0 per 100
e i
B Al rrsing i appoied o iensve ca mus: b alocaied a perod ofsupenumeray pracie [0 evableacieverert o s et= ] Tieved. p butmay Tl
ialist Not met = anvhing else
8 Aminimum of 50% of registered nursing staff must be in possession of a post-registration aviard in Criical Care Nursing. met or not met
9 Units must notuilise greater than 20% of registered nurse from barklagency on any one shift when they are NOT their own staf = >059% of shifs, partially =90-95% shifs, not <90%
10 Where direct care is augmented using support staff(including unregistered nursing roles), appropriate training and competence assessmi|met or not met
o I afon 0 eadersip competecies e fead rurselmaon (€S ae synorymous for s putpose) for e crifcal care Ut must mee. | ooy
as a minimum, the same riical care nurse educational arina for Level 3 patients o
RECOMMENDATIONS
Step 1 of National Competencies for Adult Criical Care Nurses shoud a he
1 snecialtv beains workina in Intensive Care Medicine. metinclnet
2 Sieps 203 of NaonalCompsenie for Adu Crica Cre Nursesshuld P 0 acad met / not met
Fould be awarded Tevel 6. To meet the requisie
© tanciard i Standarts for Crical e etz et 030 sticnalcesule Fully met with 2 post reg courses
T forlarger unis, e LOWTE for 75 staf.Cliical N
4 See above.
Registered nurses supplied through an ag: should p pproprate exp
s comoetence to care for cricall il natients metinclnet
“The Best Pracice Princples o Apply When Considering Moving Critical Care Nursing Siaff o a Diferent and Unfamilar Clinical Care
Area should be followed at all imes to enable staf to achieve and maintain competence in intensive care nursing. The potential adverse
° effects on staff morale, rectuitment and b is recurrent. Execuiive Directors of Nursing | ™!~ POl place partaly met - no poliey but followed. not met - no policy and not followed
shouin
hould o 3 additon to teir p dininensive
’ care nursina. metincimet
23 Workforce, Induction & Training of Medical and Nursing Stalf
STANDARDS
Each crt WTE per £}
1 ctilial e s 26
B (Al nursing = TOUSEE0 | oo aove 227
3 ! B et Compeency AU see above 2.2.1 recommendation
4 a See above 228
5 211
Al on-consultant medical taff commencing a post i the critical care unit must have a consultant-led departmental induction o the unit
with formal publshed roammo. Tis st o plco prir o commereing an ciicl dtio,andmist o, ut e o
‘o raise patient . how  bulling and undermining, o) Introduction
o key members of medica. mreing, alled proloeconal and perasone suppor s, 4 Highighing 1 deparmentlgideins and ; .
£ how to access all departmental guidelines, e) Explanation and distribution of the doctor's rostered work pattern, and their roles and = LT A ([T
responsibiles when rostered to work both during the daytime and out of hours, f) Arrangements for access to all IT systems, inciuding
passords, proviiono denifcaon badge an oria o th use ofany cinical T sytems o hedayof duction, and ) Assigning
ench docs Sunervisor
here ek bt regulr (o1 weeky, consUTaR1d faching programe elevant o Al o consulat grade dociors Tme o e
7 this must be protected, with attendance mandatory for all non-consuitant grade doctors rostered to be on duty. These sessions should be | met - meets al elements, partialy met - some elements met, not met - no regular teaching
anen o all members of the MDT
There must be regular clinical governance. moraliy, and open 10 all members of the MOT.
8 nded by d and must have the |met - meets all elements, partally met - not met -
sonoruiytole
Al be recognised by the GMC for s roe and there must be a
2 in the Educalional Supervisor' iob plan to allow 0.25 SPA per rainee pegtaes parlaly pan0.25 peyeines ot el o e ocaied
Al o conulat radedoror mus avea bespokepersona dovelapment pln lvart o et dovlpmental nods, and e docir
10 ust P within the personal d with their Educational | met/not et
Simerusar
Al through an agency n must provide evidence of appropriate experience and competence to care .
n st suppled throu met  not met/ ot applicable  if never using agency) via agency screening
RECOMMENDATIONS
nd
N Clinical Nurse Educators should be in possession of a p award postgraduate — Nopostgrad certined
certfcate cauivalent,
B Nurse education programmes should follow the National Standards for Criical Care Education (2016) and include both cimcal
education N met/ not met
3 ‘Study leave should be provided for all members of the MDT for intensive care-related courses and conferences. = (zyizicn el
st Partilly = stu but unfunded or <4 davs ber vear. Not met = anvhing else
" A creatvearingenironmentshodd b provided o1l sfl oy  ange o fafing expriences o mest e defne earing o designated saning
outcomes for thei coninuina professional develon: oo
S Tt st o  vguiae ol ot vl by  srfor e fh daparimar,where sl b f e T Tond k| et ity foe A M, il et = sce rovsioe i ok o o ncformlsc) ot met = 1o S
any educational or operational issues to the serior medical. nursin an mechanism
N “The hospital and! 1 relevant and up-to-date Intensive Care Medicing journals and books | et = 1CM journals and resources, partaly met = some access
relevant to nursina. medical and AHP satt ini " Not met = no access
7 The critical care unit should provide access to online clinical resources from within the clinical area for all clinical staff, =i i o m%‘e":sms TR, [T 2 = SR D access to onsite libray available
" ‘Al consultans Should provide regular teaching and feedback (o non-consultant grade dosiors, nursing staft and alied health
5 “There should be a regular mulidiscipinary educational programme, including simulation invoiving medical, nursing and alled health | Met= fully evidence simulation and MDT education programme, Partial = some MDT teaching provided but not
orofessional staf. i
o Ieadership competencies (or equvalent) (CC3N, 2018) shauld be comp Serior
Ieader (includ units) and tosuch a ro above
N
n ‘Specialststep 2016) should relevant to he un.For example, ISes | oo e rtally 255096, ot <50%
workina in maior shouid complete the maor
24 Advanced Critical Care Practitioners
STANDARDS
ACGPs musta vifin e frmal ol of corduc o e presnt Saiion equlatr Tranee ACCPS i eqired o pracice ilin e
1 Met/ not met
siructure of the FICM curriculum, with of supenisio
2 All ACGPS | ACPs working on Critcal Care should have completed non medical prescribing Met = >959%, Partally = 75-05%, Not = <75%
AC Knowledge any limitations in heir Knowledge and sKils and Should ot perform clnical acivites they do not feel Skiled or
3 competent to perform. As partof their trining and ongoing prolessional development, they must develop (and continue to develop) a high
level of linical iud  decision making
RECOMMENDATIONS
AFLCH Acch from an ICM consultant an and may provide
2 the onsite 2417 mi cover for patients EeD
An ACCP who entered a aining post ater 5 November 2017 should successllly complete an ACCP specifc wo-year Posigraduate
2 Diploma (PgDip) which metculously follows the FICM ACCP curriculum, and register with FICM a5 a rainee ACCP. ACCPs wha entered | Met / not met / not applicable (1o ACCP)

training pre the above date should ensure their training programme adheres to the requirements of the FICM ACCP Membership criteria.




After successiul completon of inical and academic PgDIp ACCP requirements, incuding Non- Medical Prescribing, ACCP should Z Z
3 anply o the FICM for ACCP Membershin, [EeCT BT
Is recommended that employing units Should orly appoint FICN- associaled ACCPS o ensure a standard knowledge base, minmum B
4 skilset and that FICM ACCP [EeCT i have FICM
5 While working autonomousiy, the ACCP willalways work within a mult-professional team led by  consultant who s ained in ICM.
i AccPs P edures and outcomes, and |y _ _
° that any incidents aro reviewed as part o the uni [ SIS
His ecommended hat i management o ACGPs s 1patt arargemer btweenan [CW consutar, (CU iriclsupovor @70
7 Metinot met
orofessional lead such as a senior nurse or AHP from the ACCP's
" Coninuing professiona dovelopment (CPD/appraisalfo ACGPS sho be underaken accarding o e FICM CROTapprarsl gudance —
) basis
25 Pharmacists
STANDARDS
1 There must be a designated intensive care pharmacistfor every criical care urit. met/ not met
2 ‘There should be 0.1 whole ime equivalent (WTE) pharmacist for every Level 3 bed and 2 for every Level 2 bed for a 5/7 a week service. | met = 0.L/bed, partally = 0.05-0.1 per bed, not <0.05
Clnicalprarmacy senvicesshoid be avalbleseven 6ays per ek, However, a5 @ mnmum, e service mustbe proided v days p
3 |er week -Friday) with d the ward service aweek before 20: met -7 days per week. partially met S days per week.
B Tne most senor o works on a dll basis with critically il patents must b competent 0 al [
e Siaae 1 (oxcollence love n st crca
5 T e R e Fave e iU competenies alon Fem 06555 |t
(Advanced Stane I s have access to an Atvancer intensive ant reterals
As a minimum, attend dail ~ oy (cining bl rlidays): Atond = ips N A N
3 A aminmum, he met- 5 days per week, partially met - 3-5 days per week, not met - less than less or not on ward round
7 There must be sufcient patentfacing pharmacy technicalstalf o provide supportng foles. met/un met
RECOMMENDATIONS
i "o maintain the coniinuity of the service during annual leave, sick eave and raining eave, addiional appropriate be Met = service conti during annual leave, Partally Notmet =1
required is cover or o call tvpe cover onlv
2 Intensive care pharmacists should undergo an independent, recogrised process to verify competence level met/ not met
‘Serior specialst inlensive care pharmacist sUpport should, preferably, be provided wilhin the organisation but may be provided from & -
& tica care network or o a recion basis. [T D
‘A peer-to-peer pracitioner visitshould occur at least once a year 1o ensure aining issues are dentified and o help maintain the B} ; N
4 mall teams and Sole workers. This supoorts General Council (GPhC) revaldation. [ e D A - O Sy
s Where a team of ntensive care pharmacist s in place, there should be a structured range of expertise, flom trainee to Fellow level. | met/ notmet
3 i harmacists ag ive i Statement
26 Physiotherapists
STANDARDS
. Physiotherapists must participate in opportunites fr integrated decision making and dissemination of clinical information. This may et/ ot met
include handovers, consulant-led mulidisciplinary ward rounds, MDT meetings, team briefings or operational and patient saety brifings. | ™t /™
The crical care MDT must have an o wil b bie for V. 9
2 200 mentorsh b ks st g X it sssrce. mecinonss
must ning to interventon
3 i e coe 1i i et el i who 6 ot el cre e bt ae it o of ool covr | e et
4 Physiotherapy saffin mist s adequais o p a2 care, ensuring met - fuly meet standard 7 days per week , partally met - meet standard 5 day per week, not met 5 day rehab working only, underestabi
5 ey sy it Ds v o ohio s e paeis 24 hoirs oy o soven Gays & ek TS meudes e proviion o — Carenty met bt gy vanerable
ottt cal serves ich care staf,
. must ensure the complelon of & comprehensve CTcal assessment o ose a7
s ofor with brihed e and non ook four days of and rom met - 85% patints, partially met 75-85% of patents, not met <759% of patients or no audit data
This showid
Patents receiving rehabiitaion must be ofered therap ¥ 3 a
7 equency appoprate o each hrapy i rder 0 meet e clinical need and an individual patent met -7 days per week, partially met 5 days per week, Rehab i 5 days a week only and often
i be undated accordinaly.
Brymiheraios mik anere 3 foma andover ofcar o e et argingprioerap ean(s) loning Gscharg fom rarsve [y - ; »
s Physiothrapists must ensire aforn ore o me - 85% patients, partally met 75-85% of patents, ot met <759% of patients or no audit data
RECOMMENDATIONS
The e ot s e Beced o el e cse i o s sy, gy andcomplty e
both in knowledge, skils, and number to delver
1 cumpre»enswe respwamvy e ot ehann However, further work is recommended of paramount importance exploring | etL WTE o four level 3 beds ( or equivalentlevel 2), partially met 0.5-1.0 WTE per four level 3 beds, not met < currently 0.4 WTE established funding
0.5 per four level 3 beds
ratios ratio would be one WTE
four 100 1 ovel 3 hes
2 Prysiotragysenics shad pvid asessment and erventon o physia rhabliaion seven days et wesk met7 days per week, partally met  days per week, not met < 5 days per week Rehab s 5 days a week only and often
S The vl and o heapy Suppor Workers o as partof sither [—
avemp all Agenda for Change (AIC) bands applicable to the local service.
4 Ergoont professional Alocal training and development met/ not met
nrnoramme should exist in Al with these tamevris
Clear role ist for have reached the evel of Advanced Pracice according (o
& the Healtn Framevork. [EAEe!
5 The intensive care physoierapy senice shoud have e localoperatona polcy and eore sandards for service rovison W |y
st bon standards and lca variaions.
as partofthe MDT, should have robust and evidence-based ciical
7 Gudeinesiandos oveatg movoees oo d e luding | met/ ot met
natientsin inensive care
T ead pyscherap. o apropaecepuy. Shoul paripate [ el ocl @ i pproite, egona) ereve cre
o operational delive aly I
steams, mrbyand morayevew meotngs, busess ity mecinges oparatonal or inica managerment meetings. This
shouid aiso their renional Crtcal Care O Delvery Networ
ofthe patient: structured rehabilftation plan, should be matched to the acuy,
9 Copamaoney o oty of o paten considring h patens lniclnds and rance o mrventn Th shod algn i e |met ot met Rehab s 5 days a week only with imit
aken across a 24-hour period
S s Tolen  delvery of g plans,
10 including care. Addiionally, hould be a core part of the ot met No structured MDT approach to weani
ol o invesie ventition n
11 Targeted an s oy e in selected patients cated y——
12 Where a local exists, a service met/ not met Limited follow up by telephone by tech
27 Dietetics
STANDARDS
1 Critcal care units must have access to itiian fve days a week during working hours met/ not met
There must e a detianas parto e criical care muliisiplnary e,  th crlclcare diettanis working slone, hey mus e at he
2 feve o avanced pracie d, there must be an diettian of acvanced clincal | met = dedicated named dietician(s) / not met
ure ge of exp and ponsivilty B
Tocal or naional i be able 1o Undertake a nutiion assessment
B and implement an apovaprita ation upport plan for ccaly N pateme.f working o advance lical practe ool dleiane I
app capabilies outined i the mult-professional ramevwork for advanced clnical
oractice in Ennland
mustwork ard rounds, MDT meelings, and have regular
4 ol ks and sl ave discusace 2 ner 6 NICE €GB jnec/hoces
s mustlead on and any local nutton support quideline(s), met / not met
must conibute a . including leading reguiar
6 nutriton-related audits and acting on the resuis, plus undertaking g projects that pactof dietetcs | met /not met
cunlt an efect
Vi = comprehersive iion teaching programme for oher staf, Partaly = evidence of ad hoc teaching by
education and
’ mstp 90ing raiing for other dietcian. Not met led teaching
. ereve cre GTaNs) S provle & SUUEUIEdFadorr 2 Vard G e paers e Scarged O 2 CHIC G U, | g 750 patans,Pataly S0-15%, Not <50
RECOMMENDATIONS
1 There i a stafing levelof atleast 0.05-0.1 WTE per rical care bed to provide the dietetcs service is recommended Met = 0,05, Partally = 0.025-0.05, Not <0.025
B pe p Toles such as nserting feeding tubes, using indrect calorimetry 1o R T
determine enerav scribing where aprobriate.
3 i e undertaking and dissemi jonvrelated i Statement
ntensive care dieian(s) should consider jining national (Critcal Care Specialist Group of the Briish Dietelc Associaion) and
4 international intensive care and nutition-specific societes (Intensive Care Society, European Societyfor Itensive Care Medicine, met/ not met
for Parenteral and Enveral Nurtion. etc)
s national and d Statement
6 Intensive care dietan(s) working at an advanced level shold have or be working towards a master’ level award. Statement
28 Speech and Language Therapists
STANDARDS
1 Critcal care units must have access 1o a speech and language therapist five days a week during working hours. met =5 days, partially =>3 days, not <3 days
2 Alp must and swallowing by a Speech and Language Therapist. | Met = >38%, partally met > 803
= partally seen
s Aty W pars Wt o cmincaion sl swlong Ol (g st ity aecess o ST e | L= S0% ol s A L7550 s 24 s 10
B Al Speech and Language Therapists Working i I(ensive care mustbe approprialely rained. competent and familar wi he use of [ yne0 o Limited amountof SLTs wih appronri

RECOMMENDATIONS

1 ‘ “The critical care SLT service s provided by a minimum of 0.1 WTE (whole time equivalent) per bed met=0.1, partially 0.05-0.1, not <0.05.




simple

2 Patients should have access to a communication aid according to individual need in order to faciltate patien interaction and rehabiltation. ovalaple e advare
Specch and Language non-nvasi g plan for compiex or
3 lona:stay patients. mecinenes
4 SLT are available seven days a week. met 7 days per week, partially met 5 days per week, not met, less than & days or sporadic service:
5 FEES should be available for Speech and Language Therapiss (o use dysphagiain [ T
oatients.
Speechand Language Therapsts shud work s an el member o the syt o th crifal o un, oo o | e .
° teams, clinic audit,research, education and policy development, | Mt~ SLT atend daly ward >
]
- Swllowing e i hout b 1luded iy el Fadover when e palet S |\ (nuded i snderdse handeoverprocess) o netmet.
A o whoaro baing conidered or sk oeding shouid Fave accoss 1 am SLT assessment Tt ordar o larfy ol fovl of aspiration |t SO o 2aho partally met 75-90% seen wilhin 24 hours, not
tisk and optimum oral feedina met< 24 hours We have not had referrals asking for
29 Occupational Therapists
STANDARDS
1 Critical care units must have access oy 5 days a week during working hours. O e e = S e = D B e e iy No dedicated OT, but an OT that cove:
Paiients receiving rehabiiai idiscipi )
2 i to meet the clinical need and See 26.7
R Al occupationa therapy taff working ina riical care environment must adhere {0 the Royal Collge of Occupational Therapists’ Code of [ oy
Ethics and Professional Conduct (COT 2015) and the Professional Standards for Occupational Therapy Practice (COT 2017)
RECOMMENDATIONS
There should be an identiable lead occupatonal therapist with o vl or and
: develooment ot
apy cinical lead should be responsible for supporting learming opportunites, raining and clinical Supervision for
2 iunior staf providin occupationsl therapy services ot
The cricalcar eam sfoud include a senior cccupatona develop rehabiltation
3 nitve and psvehososial needs of the patent cohort o
" ey o e e et Fasient o s o [ (OTIEVad]n afiemest o el ) el =noles o e reviaw fpaers v
o neesent with delium delirium or not met
Oceupational therapists should be involved in intensive care follow-up ciincs to assess and faclfate appropriate referras rehabiltation or
s specialst services and to address any long-term physical and non-physical impairment affecting occupational performance. e Ots followups complex patients within
210 Psychologists
STANDARDS
1 Al patients must be screened daily for deliium using a validated instrument. |me1 = > 95% screened, partally met > 80%, not met - < 80% or no audit data
2 Non-pharmacological strategies must be n place to prevent and reduce delirum, |me1 - there is a local delfium gui i tratergies. Not met
RECOMMENDATIONS
Gelrium s g a validated insirument, and that when defrium is
1 detected, sk factors are revievied and corrected by the MOT. They should advise on non-pharmacological stateies o preventand et /notmet
the ward level thv imnrowin and natent level
a Peyhologisisshoud ensre tha paieis ad s hclogicl impact ofinensve [ oo
A NICE CGB3 and Q that  interventions for wellas physical met = for
oroblems intensive care pattwav. These should be delvered or supervised by aualifed . - il
all awalc, alrt patients n intensive care6 using a validated measure | _ o o vart ;
4 Such as the Intensive Care Psvchological Assessment Tool, e P not <50% (or no aucit data)
Hapant s s ceneda bing ik of e eyhologica by, pyclogcal suppat ol b ofred by poycvlogis
5 other appropriately af (e nurses or psychology ) 10 give patients express their needs and feelings, | metinot met
and ool st ant s
Al e o o b sk ofpychoogcl merity(oloing the hort asessmen) hou receive a camprensiveassessment |, _ . _
5 o phodiitaintii it It~ 750 e bt dschage, ol e = 50756 o s e dischargefom GU, k=
indiidualised Sruotred rohabiiaion rograme that s tomal Gotumented and handed ver athe e of tanelr 1o general wards, |L285€SS4
E e eyl should alvocate (1 coninton i hospial oureac and menal el (€ams) o @ ssem (0 b 1 place 0 &1k |1y ey
intensive care pai uonrt wards [
o witen) patlets and relaives feceive t elp (hem contnue theirpersonal | oo
blans and to know who to contact if thev need sunnort after leavina hosnital [
9 Paychologists should participate in the fllow-up reviews that ntensive care patients receive in the community or at oufpatient clinics. | met=al lable at FU cnic, parally , not met = not avaialble
5 et e cal cte Uit DT pychogs sTodd prove: ) Taing oSl 01 aee rowledge and e o
reactions, deliium,
ity toam o comminieaion, deep, st fsodsion. sy, Svose o, elrm, el ves and ot care lans, |11 _ _ ’
10 ) Psychological support for families. Relatives may need support to cope with the shock of a family member becoming crically il and | M = ll élements, partially = some, not = none (could be spli)
being admitted to the criical care unit, as well s stress and exhaustion from caring for a patient during a long-term admission. They may
2150 need hereavement sunnart fther family member dies n the crical care unit
During patients'rehabiltation and recovery period, the psychologist should provide: a) Consulation wih outreach and general ward staft
regating pylosical spport o nersiv car e, ) Tairod vionce based narvndonsfor perssg oty uch s
ey, depression o PTSD: these shouid be ofered d shou .
1n therapy, ©) s o i e ot v, rfonal of patete ety o popenlogen heapy - |Met= il lment,prtsly = some, ot = e (coud be spi)
Services, ot recommendations or GPs to make refeals o these services,or advice o patents on how t0 access ocal ps
Services, and ) Drop-in support groups for ntensive care patients and their families ater discharge from hospital held n the hospitalor
et
Emloyer e iy ofcar 0 supor Sl vk 1 s oot S erve Gt vt burtod sty
prevalent team and individual evels. Psychologisis should consult with
12 intensive care \eadershlp on ystemic fsues uencing st welrbeing.Addonalypychooists shoud run o oversee sl supor | et =rouinely . partally not = no salf support
reflecive o staf wishes and availabily, as well as
s seasons o st maraaers
"o develop ths coordinated service for patients, familes, and staf, criical Gare Unis Should employ a serior HCPC-registered
13 practoner psycholagst. Larg cifcalcare uns shoid have access 1o WTE, and smalle uis shouid ave access 0. paychologist | metinot et
doiver h h
211 Healthcare Scientists Specialising in Critical Care
STANDARDS
1 Critical Care Scientists must comply with the professional standards of behaviour and practice set out in Good Scientifc Practice (GSP). | metinot met
i Care St esporile o managerrnt o el Gevcs Services must comply
2 standards and the International Organisation for metinot met
) standard (22870:2016)
il CareScintss volnalycistred i e el G Prfesiors Cowil (HCPC) st et e Sandrd o Prrcency [y
3 and comply with the Standards of Conduet, Performance and Et meLare teostered o comply oot met
" Critcal care units receiving trainee orvaining Pl Wil he requiremens for g set for| o
them by the Nalional School of Healh it (NSHCS).
RECOMMENDATIONS
The Critical Care Scientsts should successiully complete an approved raning programme, aither via accrediied specials raining or a5
1 par o theScieistTraring Program (STP)cammissaned by th National Sl fHealfiare Sence (VSHCS) and shul be metinot met
conisteredt with the
The Critcal Care Scientsts should work a ofthe - assisting in the p _ - ’
2 The Crical should work collabora met = embedded i dept, partally = available but not embedded, riot
The Gial Cao Siniss shold draw on speials nonig oo adce o el wrsing 10 vidr miGsopnay eam
3 workig n crica care seting about e Safeand fecive use of medicaldevces used wiin the rica care nvronmen. nclucing | met/ o met
montorinn_ el hesaneuti teehnoioais sinerine, el 1 panents
“The Critcal Care Scientsts should develop and support research activities, including facitating evidence based practice and
4 met/ not met
the Software to the cric
= T Critcal Care Scientiss should provide efective management and support for medical devices, including advising on optmal lrical | o T o ovdence, otmet
settings an resuiting in focused. effcient and hioh-aualiy care.
Jists should
A The il Care contrbute to needs of the - including delvering raining, e Ry s ey
= The Gical Care Scentst  Texbilty and adap LT = PU—
Tne Crcal Care Sienissshod wrk saelyandefecivaly vt i scop o pract and enure ey do o practse n arces
8 metinot met
whee thev are not broficien
=
o - the Criical shouid . PIaInG 313 GOV O | ot oy ovionce g atend dept mestings notmet
crtcal care services.
Tne CialCaro Sinisssholdengeewih he Sty of Crifal G Tedhloes (SCCT) s e prfesioa boy i arder o
10 metinot met
workn collahoration with the Academy fo
212 Support Staff
STANDARDS
1 Al support staff must have clearly identifiable roles with specifc competencies. met/ not met
2 Al support staff must have a period of induction and supernumerary staus. met/ not met
a Al support staff must be appropriately trained, competent and familiar with the use of equipmen. met/ not met
4 Al support staff must be included within the inensive care team and be updated on key unit issues and developments. met/ not met
‘Support staff roles must be clearly ideniifiable o colleagues, paients and visiors o the department, ither by uniform andior name|
s Support met/ not met
er ole e
5 © drect patientcareandin |
maintaining patient safetv.
7 Health rkers must compl are Certicate and ‘ode of Conduct for orkers.  |met/notmet
B Adminisiraive roles must be Geveloped (0 ensure allcnical Saf re ree 0 give drect patientcare, and supporied with essental data | -
collection.
9 Each must o resp 0 met/ not met
Where direct care s augmented sing support staf (ncuding Unregistered nUTSes), appropriate raining and competence assessment of
10 met/ not met
those staff are reauired
RECOMMENDATIONS
1 Al staff shouid be encouraged to attend further training andlor education to support their development. |me< /ot met
2 Each crtcal houd 270 st in delivery of irect patient care. |me< = al shifts covered, partially = 75% covered, not <75%




Each critical care area should have ward clerkireceptionist cover seven days per week.

met =717, partall 517, not = no receptionist

4 Each critical hould fen days per week. met = 7/7, partially 517, not = no dedicated stalf
s Tecogrised it programme (such s ICNARC or SICSAG) and responsibiy Tt e vldaton of hese data. Tre e T TN
[eeognised Bt pro ueh e oSS, i ¢ | dedicated cover
213 Smaller Remote and Rural Critical Care Units Only relevent for small number of units. An autopopulate feature of not applicable would be useful
STANDARDS

1 Network support must be in place to ensure smaller, remote and rural criical units meet these nd in network / not met
2 The critical be led trained in met/ not et
3 ‘There must be access to appropriate advice from a consultant in ICM at all times, met = 24/7 access to advice / not met
4 Dedicated care must be provided by trained in ICM with no other commitments. met = 7/7, partially = 5/7 (or involves covering other areas at same time)
5 ‘There must be a doctor or ACCP with advanced Kill 2401 met/ not et
6 There must be a 247 dedicated resident on the critical care unit met/ not et
7 ‘There must be structured handover between day-time and night-time stalf supported by standardised policies for pracice. met/ not et
8 Appropriate CPD must be supported by the employer and undertaken by all professionals who deliver intensive care. met/ not et
5 Regional transport arrangements (road and air) must be put in place (0 allow timely, safe transfer of patients with an appropriate level of

i talfing and skil etictimed
10 Al critical care units, including Level 2 units, must enter data into national databases such as ICNARC or SICSAG. met/ not et

RECOMMENDATIONS
a ‘Network support should be explicit resourced and supported by all the Healthcare Or tions, Boards, networks and [
and recoanised in iob blannina.
B o making and educational suppor,in conjunction | S
I care units should implement i [ networked units and transfer _
3 i review eriical incicent analveis_and inint erucafional sessions jmetS tomal aiangements with SV in place ot met
tor healthcare professional, such as or dietician, cannot be effectively delivered

4 ocally in a small uit, specialist coll g bodies should [met = formal arrangements with SLA in place / not met

devise and sunnort remate and rural training nosts in critical care




Section 3

CRITICAL CARE SERVICES: PROCESS

Level descriotion

Lovel

Comments

a1 Admission, Discharge and Handover
STANDARDS
N T et ot e et st e duy D = PV —————
2 here must be documentation nthe patent record of te time an decision {0 adit 0 crica cre, <85% met, 75.85 partally met, < 75% or o data 1ok met
B Unplanned ad e crica it four hours of making the decision t0 adi et = >05%,partal = >90%,not <60% or o cata
4 Patents must have a lear and documented teatment escalaton plan. et 595%,partil 80-85%, ot <0 or o uclt evidence
Patents mustbe revieved,n person, by a consuliant i Infensive Care e i ste d aa .
5 it 12 hours of acmisson to el care, [T e LG
B ranster o other for non-linical avoided where p met = non <0.5% of admissions, partlly met < 1%, admissions
‘m Cansaltant i itensive Care Medicineled ward rounds st oscur wice  day (nluding weekends and natonal holdeys), <85% met, 75.85 partally met, < 75% or o data 1ok met
™ e nurse in charge should be present n person forthe ward round. <85% met, 75:85 partally met, < 75% or o data 1ok met
B have access to an et not met
. o o e e v T VA T 0988 T 5D T 05| e ety 60500 106
" There must be a sandardised handover procedure for medical, nursing and AP Saf for patles dscharged fom crcalcar uniswih [0
a formalised anster process. Ths must include their structured rehabilaton oeseriton
Patens undrgong pecstcar st b vt ol organsaion cesor iy e when el PP 0 | -
& itation. and tis must occur withn 48 hours ofthe decison to epatrit 5% e 7 9 VB nlos e o o it (s il
RECOMMENDATIONS
None
32 Capacity Management
STANDARDS
Tiosplal TanageenT ears TSt optTes e ues of el care Capachy atall tmes. The admisson and Gechargs of el care T o P
A patets must e priortsed, such that pat ritalcare suppot are elay (uithin four hours after decisin to| 20" b >
aamit esseniial and patients o longer requiing orica care
e el Gecision on wlsaton f Gical care beds and St (Ve Teiudes oving S 1 elp 1 ciher areas f he ospil a mes of
2 ) s oy VAt corslant v e s 1 g of e crcl e . Unde o chstances Sho il |1t et
i oneraionsl manpotenér 0
st escalaion p 7 ot and T he wsege o
3 Crialcare et not met
Hospita board e e o ol and the proveion of e
8 izl care unit ’ ’ " et not met
A Escalaion plans Tust alance Tk of o Gical anser agaiet Tk of Gars il of 7 il cre U et o -
B st s st et btnon o S T O a8 oA G T GO AR | e
Regior Newors 7 3 ag7ee  hedial recior v ot ST e 0
7 o ey vt v oot an oy e Shng v st 3o of o s b v he et | met ot et o appicabe
Mtualad document
Regional pandemic escalaion Fans must mGude Vigger vl fo agreed crfal care aamisson cera and treshaldsfor resirtion of )
s planned activity met / not met / not applicable o oo
Recional nensive Care Networs musthave an agteed poTEy o eSEaIaion of e & apaTTalon bexween Secondary and orary Ui -
° 1o ncluce escalation and,  requred. prirtisaion of ransfers ove local electve acii: U o
Networks e o re0ord etk s 1 use, and hat T = updted )
© it > " : » met not met  not applcable
o anster o oiher el care unis or o <Ical Fasons s b2 avoded Whre possie [PRT— » e —
RECOMMENDATIONS
Gard Locally,ased on et admsion and
1 ccupancy dta. Th copaiy o opewih ho redicte) emergency workoad can then be manage by ensuring an appropriste number IGUNRGRES
pege i o emvmonis misiane
e hoaptls o requre o st one el coe b pe 35 et osp1el bt AP ol & ge Ao o SompIex - ;
2 maior surica procedures are lkely 1o need sinficanty more than ths i D A6 metical oaints ontv
5 Traning should be prowded to nursing Staf n veas used forcrcalcare escaaton et aining plan n place, parialy = some vaining bt not
Wher usig alermatis arses f he hospial o provils il cars capaciy, ere Shoud 5% aleqte semir Tursng wnd edioal it - n
. such tht e sandards ofcare rovided (0 those patients meet (e standards prowded (0 the patknts Wi i S ST A 042G e
ward ound
Dockins 1 roceed WAl Tl o = e
s nent 24 o a1t of e netueek excataion eavacios n ioprine i et not met
Ty sl 0 devlo sl modl ocaly ht e redctable G o e rumber o eTergEny
6 b 24hour perod, and o s sateto [statement
S
a3 Critica Care utreach and Rapid Response Systerms
STANDARDS
There mst be a hospial vide, sindardied approach 1o the detecion of et and & ceary
8 orocess T ) 1 ey
1 hsple Tt U5 e ek rd e W e Sy ot s 5 G 1501 of ety T
ourrasen . non st pars ver 5y Th o ary W Scor (122 o sconmence o a
) s s the more effcient and effecive, Usig a common score ensures tha tafoperate the same language across he paent | 0/
iy and othances the benei f an eay waring ysom. A prtof &l 110561 Y, ther 11009 soch s ine ol
Scue vy gy s, causo o concenand ptntiarer Cll o Concnn, ol e considerd 3y vl enhace e
resoanion o 8 ol
RECOMMENDATIONS
Each ospial Should have a g7aded Nl (espore SUategy cons=ing o e ovels ow, mediom and igh. Each evel o esporse
. Should detal wha s required rom stalfnterms of obsenvtionsl frequency, sils and competence, nienvntiona therapies and semor |1/
clncal inclvement 1 shod e th sped an ngenc ofe5ponse g clear escalaton oy o ensure hatan approprte
ool
Tecetve care rom approp il car utead, ap s o cquvan
Leams, The rical cae oreach (CCOYRapid Response talfshould have annuzl competency-based s ofcore iona
2 Specic competencies fom a foa ot relonal rogramme. ThisSha et 105, I cal assesomen anl mivenian.be cleary|met 2417, partaly 5 days per week, this frequency
vt and sl et h DeparinntfHealh (O) coptences o 0 ecogton n espnse o e ccuy W paene
8 ol
ere ST 5 accosSble SdUcaonal Support o 18gred and o oGS ed ward S caig or e uily iward paienti
N line withrecorder an st responder el 2 outined i the DH competencies fo he recognion and response to the acutely il patients [\
in hospials. Staf looking after Leve 1 and enhanced cae area paients should be rained flloing the Natonsl Competency Framework
o 2 obance G s o
= ouined by e
4 cpaaiona oty ih elnes e ot o e CCOIRape Response o etelen i wihe i oganson, g 1o s soven | me 2417 patly 5 days per week, this frequency
ccoosptal atnians hvord n discussion
. Al patlents Should be revewsd by the CCO e (or quvlent)folowg Gcharge rom the cical care Ui 1o the ward <5, prtly et 57550, et 75 o1 o
- A GO teams should particpate 1 e Natonal Crilal Care Outreach Acviy Ottcome Dataset P
S o isation of et rack and Wgger and raded 155ponse Syt wil iear
@ qoverance procedures for acton f poor compliance healicare organisation-id. Ths shouid be underaken in combinaion wih an ||/
o complane st e andts Wi HCE CGS02 and st b o o Pescare rgniston s and il Cre
et ™
- e et Shold b 21 1 1ol 2 CCOTap Tpons eam or SquNAIST, > avasabls 24t pr G, 5591 5753 | ex e
e S e ey v o S vy orderto st oo
™ semands and sy, Tese S b el o h ool poly. T s b ominatea oo o sepics o etinsre | metnot et
cxoanisaion Bogrl eue i ccoosptal atniant hvord n aiscussion
a4 Infection Control
STANDARDS
T Sttt st Tollow sfe nserion and and urnary nd ot requred [met = poliey and raining n place wih i
o minimise e ik of fection v i
a procedures must and agreed by e it potey 1 place notmet . o oty
e WHO Fve Moments o Hand Fygiene, must b abserved, Hand comtaminaton 5 Gen au [0 comact i 1 emvronment riner
3
The WHO Fve Moments of Handwashing audi - Vet - < 95%, partly met 95:95%, unmet > 85% o
" 30 of 1 nvronmont St b doren By TGS 70U o UG 3 Uy ol VA A o7 0 - TR =Py I plac i et partally = poles n p v
contact Surinces. Dutis of doaning and oursing saf. incleaning sbeci: iraces. Snoul i i crecits forceaning
rere mus bssumellance ysams npace (o 2ol and oadbac 1 nosocomal mecson 16poring 1o he 1ol Schee Whee - N
B e e B e Y ox v paely . otmet- ey
e vl
p he Bancis of anibole Sewardsh, must be adhered 1 comsaaion WA he rabilogy tear ok ==
RECOMNENDATIONS
8 ettt o8k o s e ot ebmto st G 5 S Pl W S 2 W i O b
Patents it NRSA cariage o infecton Should reGee {opcal SUpPreSS0n o fduce Shecing and,  possbe, Sngle-room olaton
2 M= In accordance with b poiy
Patents wih darmhoea and e m allocaton o Sng-Toom saaton. Patents Wi
3
usnccied o confimed ol ol o ot o ey et T s
i o e ks nuld e fectiosconof spoclS 25 o o 1 pling . b T B3 G, PTOpTn
4 ingle rooms and provison ofsnks shoul b considered according (o patie case-mix, naona quidelines and prevalence o mull- | met /ot et/ not applcable
esitont infaiont
The inensiv care 1am ShouIa have access 1 an ecion contol and prevertion (eam ed by a MIcrobiogst Wh car ofer mely
s e cnd e ey, sl e et o vt o 0 e ek will achise on the | met /ot met
imicsonil Toce toem
iesion conl anng shol be lane 1o proves doy o.day SVEE O
. prvention of s ficon, claon oty ‘Alocation of paenis iolation fo | met / ot met
o o s e izt on aission anel el thereater \ avalabl at vesken
. e Shold b & meas of S Impeowement  Fiscion pesenion and s, o Sl Ty Srelancs s Toodback [ POR—
3s Interaction with Other Services: Microbiology, Patholagy, Liaison Psychiairy and Radiology.
STANDARDS.
0 There st be Galy mput From mTabiaogy. [P — "
S There mustbe rescribing guideines i e princpies Sewardp S
b potey
3 Ciear protocas MBS 1 agement ol e Tle f taboratry servces S
b oroocol




(Acutely il patients must have access (0 diagnostic radiology services al all tmes Including timely access (o a radiologisL.

policies.

4 met/ not met
5 AT maging rvesigaions st be tepored wifin an ageed meiame eevant o e Fwesigaion b someon appropaely Taned. A |y
ina invesina formal_ nermanen o1 oo e ciu o o i metlnotnet]
Trore s b soven oy sy o . appr o
6 iy panems s vouldIncluco, or oxample, olrasound and CT-scanng (0 2 sepsws maanusws and source conwo; ana | SRR 0y el Vi e et e s el e e S e
neurmetieal eare e aeress in intenientinnal TN GHET ot a labi
RECOMVENDATIONS
A iology advi Vor liniian, and onsie,
" Gl o unopocied el of ikl oo ay o radiological investigations should be w0a
s o local s poiee. 1B nolcy
3 and e 0 Tiutes o a1 apropre peclst 10 A 000 | et g
ho b it Comacible 6 uopor ins management o autel I oont a1 L
" 1 pon o cro oy e s 0 2t il Gecon Ak St b s o approprate qualy assurance B partally = some QA
by laboratory and end u orocess with intermittent audi dard O brocess
5 e rtocl o accos 1o alopy Soces e 7 ot bl o S 23 e adiogs, VT vt b —
should be availabl. L
Liison psychiatry senvices should be avaiable i all asingle pont of referral ealth referals
5 Shoud b 0o witi one ot o e an trget montl nesicar e wihis 24 s f el i e o s |t = aalable and iteria, partally = , not met = not avaiable
Patents who have sel-harmed, imespeciive of (e apparent matNGlion, ShoUId have a comprenesive psychosocial assessment. This
7 shoud genraly be th responibityof h lison pychiaysenice and shouldnot b deayed unl afer medical veamentiscomplte |t/ nt met
oS o Savin tratmeo i nerpS<ary o the natient i€ unrnSriosS o xheruies incananie of he oatients must be mecficalyfit for eriss team assessment
B Liason professionls Should D avalabe 0 AChe o 5515 a1 el capacty and hers Sould b working aTangerTents eraing
met / not met
for assessing patients who may need der mentl health leasiaton.
6
STANDARDS
N e habiiaton needs ofall paens st e asseseod Vi ot deysof msion 0 eTse A (0 an GRehae 150078 a1 & [ ac o oo s 75 s ptaly et < 7598 (o o dta) et
Patens recoing fehabiialon must b ofeed {nrapy by the mull-prlssional e 25705 @ seve-3ay Wk and f  qUarEy and
i rehab needs met 7 days a week = met, all rehab needs met 5 days per week = partlly met, rehab
2 frequency approprte 1 cac thorapy. i rder tomeot the clial need an rehabifaion lan foran nviual patent Rehabiltaton (£ GeTe MCE IS SGD 2 ey
Al patients must b screened for elium at least daiy, and when changes of UCualions n behawour 0Geur: i he event of  posiive
3 deium srcen aiy shouldbe infomed,sateie 0 faciat patntoenaion implomented and medicl reviw o ik facors. | 859% ofptfent - met 75.85% parally me, < 5% (ot no data) unmet
— — -
4 patk and Language Therapist. |, gy o pasents - met , 75-85% partally met, < 759% (or o data) unmet
Y i angong reabilaion noeds
s o p. T s point, | > 85% of patients - met, 75-85% partially met, < 75% ( or no data ) unmet
Aduhs B ooy oy s e AR A ] Eomnme st
6 this | > 85% of patients - met, 75:85% partally met, < 75% ( or o data ) unmet
Adults who were in ciical care and at isk of poor qualty recovery must be given nformation to explain what they can do to help therr |
y recoverv. This be orovided. at the latest, before discharae from hospital 53 o sbonts et 75,600 pevally et L515% (oo din ) e
RECOMVENDATIONS.
1 e e met 7 days a week = mel, met§ days p = parially met, not met y=
Specalst Toles should © patients, and (o . N
2 ensure h is and e completed and transeere 10 oo services an t et (Suenionniyze =
i i e i e SRR et it TSR ot Torn mm These roles may
8 e untofessonal o ol prdeasonl 1 e e e fom nrs g o lled sl acioraunds: Those may snsls ehanced —
deiery and increaed efcency of ehabitao servcedefvey, s wollas ongoing e nmhlhmmn o e deere olowing dacharge
i Further wekc
" Tenanioon otcames shoud be monkore and plogesn e s Oicome meates SpPTopTte T T siage o EEEVEY ab progression Moniorng assessmens In place G ate 1eawng ICU (o9 CPAT) partally =
inciitnl therany_and denanrent on local resnitces finchuinn nersnanel eninment_and finance T
5 "The rehabiltation plan that forms partof the handover of are on discharge from citical care should address all relevant Gomans for |1 o) oo
indiital natients including. bt no resticted to_nhysial functional Social_snitual. utrional and nsvcholonical
"o faciitate the rehabiltation component of the formal handover o care on discharge from critcal care o a general ward, week
6 beled by a of ‘and resultin an | met/ not met
untate o the Thess should he Set in coninctinn with he natient andior carer
Expectations of both patients and familes shoud be deniiied reqularly and addressed in a consistent manner by the most approprite
7 senior member of the team; all patient and met/ not met
ool bl o etrs
or s, capturing atent and family n & manner hat they can reflect upon and engage.
i g e e spont n Rospil Should b conciierad. T iy 1k 16 1rm of Gles sthr paper ot decrone, and oy melude
8
photos, videos and wrten information. This maerial may be colleted prospectivey or retrospectively depending on the desite of paient | Mt "%t ™t
e i
37 Intensive Care Follow Up
STANDARDS
Patients wih higher risk of morbidty relaied 1 crial liness must be given nformation about ongoing rehabiltation goals n the
1 e fy relate tbe g a 909 goalsn met = all patients provided with rehab goals, partially = selected patients, unmet = none
rom the ciical care unit must have access (o an “which can include revies o
2 clnical notes, © and an threa months’post hospital discharge | met / not met
it it for snecitic nat
RECOMVENDATIONS.
A e oo i e foraly and o e patent and e e Trom il are, [ e Seleced pats, et = e
A Yhe folonup Drogtaiine Sholdensure the daen of SIuctured and supporta self-irecied rehabiaton (o al paderts af el care et =l patets,parlly = seleced patents, unmet = none
A minimum 20-30 minute follow-up appoINIment should be Gifered two (o three monihs after Nospial discharge 1 appropriate. The olow-
3 upteam should nclude an ntensive careconsulant, iense cae urse lnical psychoogs, physherapis, dedcian an met= jents, partially = selected patients limted by capacity . unmet = none
occunions) theranist accordin to the individu oat
7 ecion o P o ol up Shoc o s o longi of sy (7rE an e Gays) o ciased ik (3. olowing o ——
ananhiass. or nost-narum Set-selection of 50 be. acitared
5 Followup shodinvolve acivel seoking common physicalsequcie,such as e weskoss. w055 Sl Gyt T e
o ciical care unitrelated. met /not met
Review i input from pharmacy f requir
B evie be performed and put from pharmacy f requied. et not met
Poychlogial sequdlas i asavaey, GopEsson.
4 e . ospta ey Daprson Sesle ADS, an LK Pest Tratmais Shess Synerome score (UK PTS% 41T eoua ve | Met = Scteningpracessn plce for pychalogeal se o patets, prtaly = o elcted patni,
facitated by review of cinial notes with patients and family or patient dary, use of screening questionnaires and review by a cinical | unmet = no screening
nsvehoionict
B 9 Teview, appropriate Servces may be required and should be aranged where required P ———
~ " e of dagn d i be provi
B m be offered diagnoses. Support can be provided —
The establishment of a critcal care patient and relah hould be encour
™ @ establishment o a critcal care patient and relaiives sUppor group Should be encouraged —
Estabished ore covid but 4
Patents and relaives shoul egularly and this information should be utl Tehabitation and follow-up serv
" ationts and relates Should be surveyed regulary and 1 iformaton souId be Ul 0 assess renabitation and folow-up services. | o
38 The Patient and Relative Perspective
STANDARDS
R for pain whi i E imodal anaigesic
A The effects of deliium must be explained to patients and thei families and this should in follow-up tertcal care. elatives p info, Partally ot
wWeiten informat must be orovided. e camwes
B n patiens are sedated or unconscious or have deliium and require any ntervention or nursing care, tafl must explain (o hem in | met = Unit
simple terms what they are doina and is included in_induction rainina for staff / not met
A must m Tielp improve the q Sieep, for example eye masks and ear plugs. Siaff must oy lace and d aly met
o minimise liaht and noise durina the niah. led.
Pt il b ghn i qualty vl and e, faraon Ve (o pler s 1 el care (s Ffomaion
5 about the patient' treatment, what the pafient n they le splain [ met n partall . unmet
it s hppan 10 e o an o migh el e ol vy, ch amk sk v Soch documents eadiy svaiable | it o andio <80% hewng fomal Communicaon
e ety for natents ant reltives Yowin visiors an their narents wil neert Sneciic ot
B Patients must be given help (o communicate (e.g. speaking valves (for patients wih a racheostomy, vipe boards or flash cards): met= SLT involved and have full :ange ds avaiable  partally met = mited
d lanauage / not met fuly it
must have policies about h feguar
= ust have o safeguard et ot met
B in regular Tolean
rom and
RECOMVENDATIONS
C s should b fent
N Iiensive care patients Should have a patient dary et T TR T
A Undersandig o ndiiduvivohas becascialy s rparar (o Wl o st and recevry. AT o e brd o0 p—
document for each patient is very beneficial and should be use i possible
3 e careand ward salf shold hav waning i it menhe cae s 16 Tor PGS A Flaes and el Ghalonges palens e —
while in  during their rehabiitation. Asking former natients and relaives to helo with 1hs training is benefical
Should let elatives elp the patient, for example by talking to or reading (o the patient (even i the
A patient s unconscious or sedated), as a familiar voice can be reassuring. Relatves sfiould also be allowed (0 help with simple aspects of ||y
cating fo the patients, f they would like o, such as applying hand cream or brushing hair. Wiiten informaton shold be provided for
relaves
ntensive care staf should spend tme aking (o (he paient and relalves, seeing how (hey feel, asking aboul any worres they have and
5 checking hir understandin o any nformacon ht s been gven. Ciear nformaion shouldbe g o el egardng vhen hy | mt/ ok met
n visi
A room SO e profded o elathes o vl o Tave e avey o1 e Uk i oom o e comfoable and s ecHes | Rt @ives (oo, pataly et s (00 it por e, 1 1t 1o Geated oives
requrly revie It from families whether additonal faciies and support are rea
. O Ao o e e e uml‘ paions shold be g {hscontactdetals of e heaiheas poiessionls Wha 1 C5 3 anG —
the patients rehabiitation pat unm:
A el s o i by T o T i v el Wil T Wi o Gl Cor T v T o p—
Tould have access t formal Ty the crlcal care service alter hey leave. 1o rilcal care folowup
° | outreach senvces et notivet]
n ntensive care 01 a follow-up meeting with an 1CU Stalf
w member to discuss any uestions they may have about ther rlatve's e on the unit. Families may be given a eaflel aler their relave [/
dies in order that they can artange a meeting at a ater date if they wish (o, It can also inlude other sources of support. Some urits hold
memoial Services foy relatives i undenviay to develoo b nt suported by clncal psvel
39 Stalf Support
STANDARDS
N Al Units must have policies I place (0 Support stafl engagement and retention. p—
B polices musi be Tor al staf groups. —
3 T00% of new stall must receive a ob-speciic nduction o the Ui —
7 quity within staf groups must (&0 fostering, annual leave polcies, Job plans). Safl must be aware of e[ 0 -




S Sl wel-beig i an organsaiona poty.Unis s monor and 19 of staff well-being as 9 [ quantery  parilly met 1.2y, unmet - not monkered o1 ot 2 yeary et
u C Gevetopment reviews clud ] v
3 Al staff must personal t including met - > 85% of staff appraised / PDP done, Partally met 75-85% not met < 75% of saff
B Al staff working in criical care must be able 1o access he Freedom (o Speak Up Guardian Fy— e
i Tob role, e
s for nutriion and hycraton. adequae equipment Sotene
o | Units must provide adequate workplace faciies for Staf breaks, which are separaied from areas for elaives. T
be laraer
RECOMVENDATIONS.
Al staff engaged in a manageralor eadership role should andlor coaching o support
: them n their rol. et {iodvet]
> Al units should promote healihy st and sieep policis for Saf required 1o work overmight ym—
3 TSl mers Shold v s 03 NGGpenGe, prlesonl pyehocgel suppr s, Wi proiescounsling Iy
" Al staff members should have sel-referral access 1o an occupatonal healh senvice and 1apid access physiotherapy Sevices. Iy
e o e Ty s, T somarict, ol - cos Pttt
5 and events | met / not met
debvifing flloving medtical emernencies
A Tl ol news S1gmame cimeal work s i appro s accoss 18 TG 8 GonTa o s Iy
B Al saff should be supporied o maintain a healthy lfesiyle, o.g. provision of advice on diet and exercse. Iy
A Al units should conduct regular (at Ieast annual) reviews of organisational poicy on stafl health and well-being. Iy —
310 Inter and Intra and Hospital Transfer of Crtically Il Patients
STANDARDS
A Transfer 1 olher crlcal care Unis for non-liical easans must be aveded where possile
stbe Safe wansfer and to manage complications/adverse events which may occur
2 dunng atransfer. All eqmpmem used for patent ransfers must confor o the felevant safety standards, be reqularly senviced, and | met/ not met
e immeritely hefore
B i v 1 paens vansfe T B Taned, competan and T Wi e e o Tt ym—
et pler vansirs 6l 1 change fean nanagg 1 Bt duig o 0uing s, o pprorie a1 Gocunenied
4 inuity of care. This should include providing copies of the clinical | met/ not met
record
5 A nam st ake overal responsiblty or he Gecison ( ransier a patient and e level of suppor requred, |
but does not necessariy have to undertake the transfe. C
o Inter-hospital transfers must be undertaken in a tmely fashion according to the patient cnical condilon. ym—
B For nierospal ransiers, here must aways be a named consuliant who il ake tespoTsliy or the paent on airvala e recenang |
hospital. This must be aaréed prior to the transfer being undertaken YA
" Where patients d ong Gan be provided in e patlent’s home, hospital ransier | Percenige occuring viihin 48 hours of decision. Mel > B59%, partaily mel 75-85%, ot met < 76% of
must take place within 48 hours of referal to the receivina hospital
RECOMVENDATIONS.
" advice and in the atest CS wanster guidance. et~ meet siandard, partlly met, dont meet siandard but ik assessmen i place . ot meL. dont
T e o ) Ul e decamarad e ptnts i, T Sho oo st of P o s
2 visks. Transfer mbers, and should also b focumented 95%, partially met 80-95%, unmet <80% of no data or not  consultnat decision
dorymented
An adequately stocked and reguiary checked. 50 shout Guring al This bag
equipment for i b requeln sk, The vansfer b b
with log and tagged, = orlogged, unmet
3 hecke st fouahy iy o o vtk i or. 1 Sema s s 4 check et th s s . T chisckac 1o
vansfer bag must be restocked between uses to avoid delays when it s needed. Staif caying out patient transfers should be familiar | 1ecKd € sinfcant deficencies in kit avaiable
with b tavnit and entent Supported by operating theare
The patients = “Whits i transi. Where possibl, aclion should be taken 1o reme .
" e pa wied oin © possible, acion should b oremedy [ o e ———
Standardied ranster documenaon shouid be comIied o A GRS care e Tarsiers Tansier documentaion should b
5 scrutinised vithin a robust auditsystem, allowing eventful o substandard transfers to be invesligated and lessons feart to be shared | met = use of a network wide agreed form or elecironic recording system, unmet = no siandard sysiem
widely 2 well a5 rumhers and asons for transters
T\Whers an-adverse event oceurs during a ransfer, s should be reparied and investigated using the healinoare organisation modent
o feporn sstem a the ansering un. Al lesming should b widel o YA
Every acute healthcare organisation should have a designated d nurse wiho 9
g uanstr of cica care patent, auideine produciion. rainina. Goverance. audi and reportina ueletilearely e oneoinet iole
B Training i ranster d partof et
Where mullple teams are involved in a patient's care, approp Should botween he t o ransfer
° This should ot delay the wansfer. () FEATCs
The paiient, where possible, and their nex.-o-Kin should be informed of the decision to ansfer and an explanalion gven to them of the N
10 The patent, where p B v w gento ! met = 95%, partally = 80-95%, unmet <80% documented
There should be  clear agreed escalation process for any delayed transfer across an operafional delvery nework geographical ar
m The dofinion of ey il vry accoding 10 tn roason or te ransor. Fo paionts bang ransfood fom a spocialis rticlcaro uni .
103 general rical car i he completo o speials are. delay wanser i e hathas o een underaken 48 hours afer
the time of referl t0 the neerl crical e un
oproniat miecion corivel recasions. nladg Scaton, ST B8 rade avalabe o paTers Wik kow Hgh 7ok Tecions or o
are at a high rik of harbouring such infections both during transfer and in the receiving hospita; their avaiabilty should be such that this
2
does not delay a patient transfer. Simiary,fsolation facities must be avaiable for immunocompromised patients who require ther. ELY
C Theirlocal n relation t0 ransport provision for
= e 0 ensue these thrtuahout the entire natient nathwey etlces
m There should be a sysem for monitoring the qualty of nter hospital transfers et~ well csiabished processes, Gaia avaiable, partally mel - reviened, mied data avalable, not met
sunter, ln o sl i, il vonsrs e ucomes, A leaming shoud he widely sharer Al
n .
15 [ T met = bolh / partially met = one or the ofher / not met = neither
Should be given i Teams, as these may i« and
16 ] lst g State
ransfers on ey staff. ment
an Careat the End of Life
STANDARDS
R elfon kg surounding e s e e o, i e alonle o any deciirs. musi b Gooumered e nd et partally = but gaps found in
thek v ones The e boin of vl eleance et ck caosty ol on augic inas in what s d d
Decision making surrounding end of
A profossonal gueince ) Mentl Capaciy Ack 2005 (VA 2009, Enland and Wales, b AGUIS wih ncapacy A (G000, ch\land 9 |met/ notmet
Mental Capacity Act (Norihen Irland) 2016, ) Human Tissue Act England, e) General Medical Counci's Good Medical Pracii
Snerifically Treaiment anr Care Teawares the Enr of | fer Gond Practice in Derision Makinn
ritera m n vofessional guidan
3 ogical criteria mus be done professional guidance. et motmet
A Consideration must be made as (o whether organ and tssue donaton can be offered (o every dying paiient, and where appropriate (e | met = consdered wih audi data on referral ates reviewed quariery, parialy = considered but o audit
specilis data or <70% referal rate, unmet = not done
in order (o dentiy dying patients and respond o changes i thei condidon, hose at igh ik of dying must have thei condiion regularly
s reviewed ing or deleriorating i on of reatment and care. Statement
RECOMVENDATIONS.
" Patiens wih capaciy Should be kept formed of e cinical condiion, and ofthe possiily hat they may be dying. Bestpactice [
dictates that those close (o
eison making lte o car a e end o o shoukl,whoreverpoecle. v paertsand eogledose o them, 1 wol s medial
sin st Pover of ey erpnsiey o cerny
2 n
s with hould also be taken e oep),  |met/notmet
RespECT
ot o consaae suppoed oy Seio KU g aqreerent she i Sonyb T 5 e proces o ecermendng ARG o
3 ihhldng remens. Such processes e decidd on case by-cas basis and clay ofcommaricaton can be mproved by oning | e days per week partal et 5 days et vk
ety hurriens and henefis of acts o nmissio
Onoepaens e recogmsed a5 being n {h vl Gy o e, eapout gods ol bo iowsd ad aocodngly dlred o
focus uld be wihdrawn. The discussion of Do Not Aempt
o Cortomuionany Resvamason (NACPR) s oo 1o pas cre DvmcaHy f patent. This houd patients and [met = used 95%, pari unmet no
familes within that conext. If nstuted in patient uld be discussed vih | evidence.
palents surogaie (as dfned by the NCAGr Sauvalont) at tho eamas« apportunty m- e oot assocaton. Rossscaion
CouncilAIK anet Boual Collene of Nursing nce on DNACP:
5 Oymngpatens shoud be managed by e o s and nursing staf from -
erapete pians o e i and atpaony medcations recred for ol plers ek ol oy o oo
6 o anagesi o, ity an gk, Doses shoul b i for [met used 95%,p unmetno
symptom el based on appropr of drugs used should be transparent to patients, | evidence.
Sttt fam
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Consultants in Intensive Care Medicine should actively manage brain stem dead consented donors to optimise organ qually and increase,

3 the number of organs successfully retrieved and transplanted. Donor optimisation care bundles o protocols should be available and met/ not met
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Section 4 CRITICAL CARE SERVICES: CLINICAL CARE Level description Level Comments
4.1 Respiratory Support
STANDARDS
Units must have access to sufficient modern invasive and non-invasive ventilators which will support pressure/volume controlled
1 - L o ) S S met / not met
ventilation, titration of inspired oxygen concentration, support spontaneous ventilation and allow application of PEEP.
Pulse oximetry, capnography, ECG, blood pressure monitoring and ventilator alarms must be used for all ventilated patients
2 g met / not met
whose trachea is intubated.
An accurate height must be measured on admission for every patient requiring invasive mechanical ventilation to calculate
8 predicted body weight (PBW) and corresponding target tidal volume to allow protective ventilation (6ml/kg PBW in those with met / not met
ARDS or at risk of ARDS).
2 Units must have evidence-based, written guidelines covering the use of non-invasive ventilation, the management of ARDS, met - guidelines for all and review date within last 3 years , partially met - one or more gudielines missing or
prevention of ventilator-associated pneumonia and weaning from ventilation (including the use of sedation). not reviewed within the last 3 years, not met - limited guidlines and / or older than 3 years
5 Referral pathways for patients with severe but potentially reversible acute hypoxaemic respiratory failure must be in place with 5 R
Regional Extra-corporeal Membrane Oxygenation-capable (ECMO) Centres.
6 Units must have written guidelines on the indication, risks and practice of prone positioning in hypoxaemic respiratory failure. met / not met
TMETADGS TIMAtTmeE UIm Ut OT Wit T ©aSy UST, Wit d DaCRUp Wit T I TS OT Tt or L TTTIacTe, paruaany =
7 Units must have immediate access to point-of-care testing to enable arterial blood gas analysis. single ABG machine with backup machine 5-30 minutes away or 24/7 on call repairs within 30 mins, unmet =
8 Standard operating procedures, including checklists, should be developed for intubation, extubation, bronchoscopy, prone met - guidelines for all and review date within last 3 years , partially met - one or more gudielines missing or
positioning, tracheostomy and any high risk/invasive procedures. not reviewed within the last 3 years, not met - limited guidlines and / or older than 3 years
9 Non-invasive ventilation must be considered and available for patients with acute hypercapnic respiratory failure. met / not met
10 High flow nasal oxygen must be available for the management of patients with acute hypoxaemic respiratory failure. met / not met
RECOMMENDATIONS
1 Tldgl volume.(.mI/klg PBW), platgag airway pressures and cumulative fluid balance should be monitored and recorded daily in all met - all recorded daily , partially met - one / two not recorded daily, not met - more than two not recorded
patients requiring invasive ventilation.
2 Audit of compliance with ARDS, ventilator associated pneumonia and weaning guidelines should be undertaken quarterly. met / not met
3 Units should have standardised systems to monitor VAP rates and antibiotic resistance patterns. met / not met
There is insufficient evidence at present to inform clinicians about the role of Extracorporeal Carbon Dioxide Removal (ECCO2R)
4 in acute hypoxaemic respiratory failure and ARDS. Patients should only receive ECCO2R within the governance framework set |met/ not met
out in NICE Guidance.
4.2 Weaning from Prolonged Mechanical Ventilation and Long-Term Home Ventilation Services
STANDARDS
Level 3 units must have access to a regional home ventilation and weaning unit. Arrangements must be in place to collaboratively
1 manage patients with weaning difficulties and failure, including the transfer of some patients with complex weaning problems to  |met/ not met
the Regional Centre.
2 Units must hold multi-professional clinical governance meetings, including analysis of mortality and morbidity. met / not met
RECOMMENDATIONS
Patients with potential weaning problems should be identified at an early stage of admission. Most will have significant respiratory
1 . o ; N - N " . ) . . met / not met
or neurological co-morbidities. Patients with slowly deteriorating neurological conditions are at particular risk of weaning failure.
Patients should be managed by a multi-professional intensive care team with specialist expertise and experience in managing
2 patients with weaning problems and consisting of senior medical, nursing, physiotherapy, speech and language therapy, and met = full MDT routinely used, partial = 1-2 MDT professions not routinely involved
dietitian members.
3 These patients should be managed in a consistent manner by the use of structured weaning plans, including sedation met protocols in place and audited, partially met = protocols in place but not audited, not met = no protocols
management, based on agreed protocols. in place/not reviewed in last 2 years
2 Early mobilisation and rehabilitation are likely to prevent weaning delay and failure. Units should have protocols in place and G R S
resources to provide these services as described in the section of this document on rehabilitation (Chapter 3.6).
The use of non-invasive ventilation (NIV) as a bridge to spontaneous breathing should be considered in selective groups.
5 L . X . . N f ) met / not met
Resources and skill in NIV should be available in all units managing patients with prolonged ventilatory needs.
Early discussion with regional domiciliary ventilation services should occur in any patient with chronic neuromuscular impairment,
6 and in those requiring more than 21 days of ventilation. Regional weaning centres should offer advice to referring units to assist |met/not met/NA if no regional weaning service
with weaning .
The transfer of some patients with weaning delay and failure should be discussed with regional weaning/home-ventilation centres . : 5 5
7 X . L met / not met / NA if no regional weaning service
and protocols should be in place to aid these decisions.
4.3 Renal Support
STANDARDS
1 Critical care units must have the necessary facilities and expertise to provide acute RRT for patients with AKI on a 24/7 basis. met / not met
2 Patients receiving acute RRT, where the cause of AKl is unclear or where RRT will be needed on intensive care discharge, must met / not met

be discussed with the local renal team as per the NICE guideline.




Patients receiving acute RRT must be cared for by a multi-professional team that is trained and experienced in delivering and

3 monitoring RRT. met / not met
Acute RRT for patients with progressive or severe AKI must be started before the onset of life-threatening complications
4 . . N met / not met
associated with renal dysfunction.
RECOMMENDATIONS
1 The decision to initiate RRT should be based on the condition and prognosis of the patient as a whole, and not on isolated urea 5 R
or creatinine values as per Kidney Diseases Improving Global Outcomes (KDIGO) recommendations and the NICE guideline.
Where life-threatening complications of AKI occur, such as intractable hyperkalaemia, RRT should be started emergently unless
2 o met / not met
a decision has been made not to escalate therapy.
Patients with end-stage renal failure who are not in a renal unit/dialysis centre and require urgent RRT may require critical care
3 S . . N N ) met / not met
admission. In such cases, there should be close liaison with the regional renal service regarding transfer and vascular access.
Continuous and intermittent RRT should be considered as complementary therapies for AKI. The choice of therapy should be
4 N N - S N met / not met
based on patient status, expertise of the clinical staff and availability of machines.
5 The dose of RRT should be prescribed at the beginning of the RRT session. It should be reviewed daily and tailored to the needs |met = clear standardised RRT prescription with evidence of daily review and audit, partial = done but not
of the patient. clearly evidenced, no audit, unmet = no standardised RRT prescription
The decision to use anticoagulation to maintain circuit patency and the choice of anticoagulant should be based on the potential
6 risks and benefits in an individual patient, the expertise of the clinical team and the options available. KDIGO guidelines suggest |citrate anticoagulation should be available Met/unmet
using regional citrate anticoagulation for CRRT rather than heparin in patients who do not have contraindications for citrate.
7 Bicarbonate, rather than lactate should be used as a buffer in dialysate and replacement fluid for acute RRT. met / Partially met = daily prescription chart but compliance not audited / not met
8 Drug dosing may need adjusting whenever RRT is started or the RRT prescription is altered. Close collaboration with an ) it et
intensive care pharmacist with suitable experience in AKI and the effects of RRT is essential.
Patients treated with acute RRT should receive standard enteral nutrition as long as there are no significant electrolyte
9 i~ X met / not met
abnormalities or fluid overload refractory to RRT.
When discharged from critical care, the accepting team and GP should be informed that the patient had received RRT for AKI
10 I ; - met / not met
while in intensive care so that appropriate follow-up arrangements can be made.
4.4 Gastrointestinal Support and Nutrition
STANDARDS
The type and position of nasogastric feeding tubes (NGTs) used for enteral feeding, hydration and/or drug administration, must
1 N . met / not met
comply with NHS Improvement guidelines.
Intensive care services must have a nutrition support guideline with institutional strategies to promote nutrition delivery and to
overcome EN intolerance. It is suggested that it should include: a) Measures to minimise the risk of EN aspiration, b) Criteria for _ L . - L . .
- - - . . - o ! . met = clear guideline in place meeting these criteria, partial = guideline in place with some omissions or >3y T
2 the use of prokinetic medications, c) Criteria for naso-jejunal feeding, d) Criteria for use of parenteral nutrition, ) Consistent times| . . _ S . L New guideline is underway as part of all wales systems
} X N d . S " since review, unmet = no guideline or fails many of these criteria
for stopping and restarting EN around anaesthetic, surgical or bedside procedures and f) A protocol for initiation of nutrition
without waiting for a dietitian’s plan.
Intensive care services must have guidance in place relating to the identification of, and nutrition support for, those at risk of re- [\ - o0 Foraetie THPIaRE THEEHY HIESE LIHETIa aTith Gt EVIHETIRE, Patict = Jurosiiie T Pt e vt l )
3 feeding syndrome some omissions or >3y since review or no audit evidence, unmet = no guideline or fails many of these Guidance needs updating
Intensive care services must ensure that there is access to a range of parenteral nutrition bags which include vitamins, trace met = all elements listed, partial = TPN available but limited range, unmet = not available or a single -
4 N X " " " L . Limited range
elements and minerals. A ‘standard’ bag of parenteral nutrition must be available within 24 hours. standard bag only available
Intensive care services must have access to a range of enteral nutrition products to include: a) Low electrolyte, b) High protein, c)
5 3 X i | . met / not met
Fluid restricted and d) 'Tolerance' (semi-elemental)
RECOMMENDATIONS
1 Nutritional status and risk should be assessed on admission, and energy, protein and micronutrient needs determined by a critical G R S
care dietitian or clinician with appropriate specialist training or experience.
It is recommended that nutrition support (PN if EN is not possible) should be instigated within 48 hours in patients expected not to
2 N . met / not met
be on a full oral diet within three days.
Nutritional intake targets should be set and compared daily with actual intake. Deficits should be monitored and steps taken to
8 met / not met
remedy them.
Efforts need not be made to cover full energy targets with EN or PN until clinical stability has been achieved. Delivering a calorie
4 load which exceeds energy expenditure appears harmful and should be avoided, whereas hypocaloric nutrition may be safe met / not met
initially.
The energy content from certain drugs (e.g. Propofol, IV glucose and citrate anti-coagulation renal replacement therapy) should
5 . X met / not met
be accounted for to avoid overfeeding.
6 Feeding plans should be adjusted for those with a BMI > 30 kg/m2 according to international guidelines. met / not met
7 Vo_Iume-base_d or cat_ch up’ feeding should be used to allow nursing staff to adjust the hourly infusion rate of EN to optimise i ot Gt Will be part of WICIS
delivery after interruptions.
8 There should be access to nasal bridles to secure NGTs in agitated patients and guidelines for their use and aftercare. met / not met No bridles across the HB
© Nutrition support targets should be included in the rehabilitation of critically ill patients. met / not met
There should be bowel management guidelines which include: a) Regular monitoring and documentation of bowel habits _ - . . _ .
LS o " - met = bowel management guideline and audited, partially met = protocol but not audited, unmet - no - . :
10 (frequency & type), b) Minimising the use of drugs that can cause constipation or diarrhoea, c) The need for rectal examinations videline No guidelines in place for this
and treating faecal loading/impaction, d) When to use laxatives, enemas and suppositories, €) Management of ileus. 9
4.5 Liver Support
STANDARDS
1 Contact with regional liver and or liver transplant centre must be made early following admission to a critical care unit of a patient Statement
with ACUTE liver failure. Advice about management, prognosis and possible transfer can be discussed.
2 Patients with ALF must be managed in a liver transplant centre if liver transplantation is clinically indicated. Statement




RECOMMENDATIONS

Patients with liver failure plus any other organ dysfunction should be managed in a critical care environment. Attention should be

1 . . . X . X
made to cardiovascular support, rapid correction of actual or relative hypovolaemia, early renal and metabolic support. Gt s s
Sepsis is very common in patients with liver failure and intravenous antibiotics should be prescribed in any patient with a
2 suggestion of sepsis on admission to critical care. The choice of antibiotic will be driven by knowledge of local microbiological met / not met
flora and resistance patterns.
The use of prophylactic blood products and other procoagulants products prior to interventions should be avoided. In general,
8 patients with liver failure develop a balanced coagulation disorder. Both pro- and anti-coagulant protein production is reduced. met: thromboelastogrpahy available, partially: principles followed but no TE available, unmet
Viscoelastic tests, such as thrombo-elastography or ROTEM, may help in management.
4 Patients with ALF should have access to plasma exchange therapies. met / not met/ not applicable
T aleTIS WIlT ACT STTOUNT TTave aCTE: TOTETTT nqu\:> USEU U Tracrariar Pl TSSUre arnuaror CeETenrar PUI TOSTOTT, WITIT
5 intracranial hypertension being a recognised complication in patients with ALF. Strategies to monitor and manage ICH should be |met/not met/ not applicable
it i TR
6 Advice should be sought from a specialist hepatologist for help with diagnosis, specific therapies and prognosis. met / not met
7 Centres managing liver failure and liver trauma should have access to interventional radiologists. met / not met / not applicable
Links should be made with regional centre providing transjugular intrahepatic portosystemic shunt (TIPSS) for patients with
8 : - met / not met
bleeding varices.
9 ;J::\tl?ciwat manage patients with liver failure should have 24-hour access to both diagnostic and therapeutic upper Gl endoscopy = S, WIS et eyl 6 e ieaten avElEEe
10 Drug dosing may need adjusting in patients with liver failure. Close collaboration with an intensive care pharmacist with suitable 5 R
experience in liver failure is essential.
4.6 Cardiovascular Support
STANDARDS
1 Electrocardiography, chest X-Ray and transthoracic echocardiography (includes focused echo) although expertise may not be met = all available, partial = echo availability in hospital 24/7 but not always on unit, unmet = no echo
in unit and could be provided by other specialty such as cardiology. must be available at all times at the patient’s bedside. available
2 A consultant cardiologist must be available at all times either locally or through a formal network. met / not met
3 Adults with acute heart failure must be reviewed within 24 hours of admission by a dedicated specialist heart failure team (or ) it et
equivalent), and their management should follow the guidelines detailed in the NICE Quality Standards.
Protocols for immediate transfer to a facility able to provide percutaneous revascularisation of patients presenting a myocardial
4 ) ! - met / not met
infarction must be in place.
5 The intensive care team must facilitate the implementation of national standards, guidelines and pathways pertaining to the ) it et
patients with a cardiac disease, to be delivered in addition to the other organ support being provided.
The advanced management of patients with acute valvular insufficiency or acute heart failure secondary to valve disease must
6 N . . ) S - . f h . met / not met
be guided in consultation with a local cardiologist and the specialist cardiothoracic surgical unit.
RECOMMENDATIONS
A validated method for advanced haemodynamic assessment with a skilled operator in both the practical use of the device and
1 . . . - . X met / not met
interpreting the data it provides should be available at all times.
2 An intra-aortic balloon pump should be available (in consultation with local/regional cardiology team). This may require transfer to G R S
another centre.
3 Local protocols in the use of vasoactive drugs should be in place, although there is little evidence to support the use of any single ) G Gt
agent in practice.
4.7 Echocardiography and Ultrasound
STANDARDS
1 The gold standard investigation is a comprehensive study, performed and reported by a fully trained clinical specialist. Statement
A more limited study, focusing on a specific clinical question, is appropriate in many instances. This must be performed by a
2 - P met / not met
trained and competent practitioner.
3 Individuals who scan and report independently must be trained to a level that is appropriate for their clinical practice. met / not met
4 The service must have a nominated lead consultant with dedicated time in their job plan that is sufficient to reflect the demands of met / not met
the service and associated governance processes.
Ultrasound equipment must be readily available, serviced regularly and up to date. There must be sufficient equipment to ensure |met= immediate availability (ie on unit) of ultrasound machine for vascular access and rapid access of
5 immediate access for ultrasound guided vascular access at all times. Linear, curvilinear and phased array probes are required to |machine for focused echo/lung ultrasound / partially = not all elements eg only 1 machine on a large unit /
provide a comprehensive ultrasound service. not all probe types/ not met
6 Infection control measures must be adhered to at all times. met / not met
The disinfection an r f tran. hi | echocardiography pr must follow national guidelines. A record m .
7 e_dnsu ) ‘ection al d sto age o tral soesophageal echoca diog aphy p obes must follow atlc_) al guu_de ines ecord must be met / not met / not applicable ( no TOE)
retained in order to identify and track patients after device usage in the event of future complication/infection.
8 All images must be securely stored for quality assurance purposes with appropriate data governance. Reliance on the ultrasound [met = all images are stored, reviewed by trained echo specialist and uploaded to PACS, partial = uploaded
machine storage capacity is not a secure method. but not reviewed or reviewed but non centralised storage, unmet = images not safely archived in PACS
9 Whenever scans are performed to inform clinical decision making, a structured report must be generated and stored in the met = structured report and audited, with > 90% compliance, partially met reported but not structured, not
patient record. audited or < 90% compliance , not met = < 50% reported/documented in notes
10 Training scan reports must not be stored in the patient record unless someone suitably trained verifies the document first. met / not met
11 Quality improvement, audit, and peer review activity must occur regularly. Fully met = peer review process at least monthly, partially ‘met = peer review less frequently, not met = no
regular system of peer review (excludes ad hoc peer review)
12 Transoesophageal echocardiography (TOE) must be immediately available in all cardiothoracic critical care units and those units met / not met / not applicable ( no TOE)

providing extra-corporeal circulatory support.




RECOMMENDATIONS

1 All critical care units should be able to ensure the provision of point-of-care ultrasound. met / not met
2 The service should be supported by a fully trained link-person within the cardiology and radiology departments, as appropriate. met / not met
3 Individuals who participate should regularly attend their institutional ultrasound meetings. met / not met
4 Individuals who scan and report independently should keep a personal logbook of their images and reports. met / not met
Individuals should not report scans beyond their level of accreditation, but should participate in a training programme, leading to
5 o met / not met
more advanced accreditation.
Images and reports should be uploaded together to the same archive used by the host institution’s cardiology or radiology
6 department, as appropriate. Reports should identify the focused nature of the investigation and the clinical context. Scans met / not met
undertaken as part of training should not be archived before they have been verified by a trainer.
Regional networks and electronic image transfer systems should be created to allow for prompt access to review scans by a
7 P I . L . met / unmet
specialist with Level 2 accreditation, or equivalent, when this is required.
Consideration should be given to the development of fully qualified physiologists with dedicated intensive care commitment and .
8 . . - ) N . 2 . met / not met / not applicable
experience under joint supervision to deliver echocardiography services within intensive care.
Regular replacement of ultrasound equipment is required to ensure it remains up to date. Normal guidance states that electrical
9 equipment is replaced every seven years, however ultrasound equipment may need to be updated more frequently to keep up met / not met
with technological advances.
4.8 Neurological Support
STANDARDS
1 Adult patlents wuthl refractory convulglve status epllep}lcus must bg admlltFed to critical care and have EEG monitoring established; met - continuous EEG or processed EEG available on unit, not met, no EEG / Processed EEG available
the primary endpoint of treatment being the suppression of epileptic activity on EEG.
Adults who are unconscious after (out of hospital) cardiac arrest caused by suspected acute ST segment elevation myocardial
2 : - X . . . - T met / not met
infarction must be considered for coronary angiography with follow-on primary percutaneous coronary intervention if indicated.
Following traumatic spinal cord injury, a specialist neurosurgical or spinal surgeon at the major trauma centre or trauma unit must
& . ) . . ) . N ; met / not met
contact the linked spinal cord injury centre consultant within four hours of diagnosis to establish a partnership of care.
2 Previously fit adults, admitted to critical care following a primary intracerebral haemorrhage, must be referred to specialist 5 R S
neurosurgical centres for consideration of surgical evacuation.
5 Adults under the age of 60 with middle cerebral artery infarction admitted to intensive must have access to a decompressive ) it et
craniectomy service at a specialist neurosciences centre.
Declaration of death by neurological criteria must be conducted as per the Academy of Medical Royal College’s Code of
6 Practice met / not met
7 Prognostication in hypoxic-ischaemic brain injury after resuscitation from cardiac arrest should follow the European Advisory met - able to fully follow partially met - able to undertake some additional testing beyond CT, unmet - unable
Statement on Neurological Prognostication in comatose survivors of cardiac arrest. to meet any additional investigations
RECOMMENDATIONS
Protocols should be available to deliver post-resuscitation care to comatose survivors following cardiac arrest as per the
1 - : - met / not met
Resuscitation Council (UK) guidelines.
2 The management of traumatic brain injury should follow national and international best practice guidance. met / not met
8 Management of patients with prolonged disorders of consciousness should follow national guidance. met / not met
Patients with perceived devastating brain injury should be admitted to the critical care unit to aid prognostication as per national
4 ) met / not met
guidance.
Intracerebral haemorrhage should be managed in accordance with international guidance with particular attention to the reversal
5 N - met / not met
of anticoagulation and acute control of blood pressure.
6 The management of suspected viral encephalitis or acute meningitis in adults should follow national guidance. met / not met
7 The management of patients with ventilatory insufficiency due to neuromuscular disease should follow BTS/ICS guidelines. met / not met
8 The management of decompensated acute inflammatory neuropathy should follow best practice guidance. met / not met
Autoimmune encephalitis should be suspected and investigated in all adults presenting with the internationally described criteria
9 ; N met / not met
proposed to identify this disease.
10 Adults admitted with an acute neurological problem should have access to daily consultation or advice from neurology specialists, [met - as per recomendation, partially met - less frequently than daily consultation, no telemedicine, unmet -
if necessary by telemedicine. difficult to access neurology advice
1 Critical care units caring for patients with neurological pathology should have agreed venous thromboembolism (VTE) policies G R S
that balance the risk of recurrent haemorrhage with the need to provide prophylaxis against VTE.
12 Fever contrql to normotherm|a following traumatic brain injury, aneurysmal subarachnoid haemorrhage, ischaemic stroke, or atemperature controling device with a closed feedback loop must be available met / not met
haemorrhagic stroke may improve outcome.
13 Appropnz—lne lpat|enFs with acute ischaemic stroke should be referred for mechanical thrombectomy in accordance with national met - referal pathway in place 24/7 partially met - referral pathway les than 2477, unmet - no referral pathway
commissioning policy.
4.9 Burns
Burns units only
STANDARDS
Staffing models must promote joint care between burn and critical care teams as this may improve safety and confer a significant
1 . " met / not met
survival benefit.
2 A burns theatre must be located in immediate proximity (preferably within 50 metres) to any service providing critical care for burn 0 GRS
injured patients.
Burn injured patients who require critical care must be managed by consultants in Intensive Care Medicine who have an
3 met / not met

appropriate level of training in this field and have acquired the relevant knowledge and skills needed to care for these patients.




Burn injured patients must be cared for in an appropriate service as determined by the National Burn Care Referral Guidance.

met / not met

5 Transfer of critically ill burn patients between services must comply with Intensive Care Society guidelines. met / not met
RECOMMENDATIONS

1 All burns over 20% total body surface area (TBSA) should have access to thermally controlled single-bedded cubicles. met / not met

2 Fibre-optic bronchoscopy should be used to assess inhalation injury. met / not met
Services providing centre level care should be co-located with a major trauma centre. Where this is not the case, mechanisms for

3 : 2 ; . ’ met / not met
ensuring appropriate integration with trauma centre care should be in place.
In specialist centres, clinical guidelines should include: a) Fluid resuscitation and management of associated complications, b)
Assessment and management of burns to the face and airway, c) Management of smoke inhalation injury and its sequelae,

2 including carbon monoxide and cyanide poisoning, d) Recognition and management of the acutely unwell and deteriorating burn  |met - all guidelines and reviewed within 3 years, partially met - one / two missing guidelines or not reviewed
injured patient, including burn specific criteria for the diagnosis of sepsis, €) Management of hypothermia and hyperpyrexia, f) within 3 years, not met - more than two missing or not reviewed within 3 years
Management of burn wound infections including antimicrobial stewardship, g) Nutritional assessment, h) Rehabilitation. These
quidelines should be subiect to periodic review and update.
The implementation of end of life care as a result of burn injury should only be made following assessment by at least two

5 e met / not met
consultants, one of whom should be a specialised burn care surgeon.

6 There should be a nominated lead consultant for burns, who participates in network and national morbidity and mortality audit 5 R
meetings.

4.10 Care of the Critically Ill Pregnant (or Recently Pregnant) Woman
STANDARDS

Any critical care unit that admits antenatal women over 20 weeks’ gestation must have rapid access to obstetric and paediatric

1 services able to attend in an emergency. There must be a clear plan and equipment immediately available for performing a peri- |met / not met
mortem caesarean section in the event of maternal cardiac arrest, with appropriate neonatal resuscitation equipment.
An obstetric team (normally a consultant obstetrician, a consultant obstetric anaesthetist and a midwife) must review all pregnant . e .

2 N - N - met - as per standard, partially met - less frequent, unmet - difficult to achieve
women admitted to critical care at least once in every twenty-four hour period.

3 In antenatal ICU admissions, when fetal viability is a possibility, a health care professional trained in neonatal resuscitation must i Gt Gt
be available within 10 minutes and a senior neonatologist or paediatrician must be able to attend within 30 minutes.
Al critical care units that admit pregnant or recently pregnant women must have a named lead clinician for maternal critical care

4 (MCC). The main function of this role is to be the point of liaison between critical care and obstetric services (including obstetric  |met/ not met
anaesthesia).

5 Breast feeding (including the use of breast pumps) must be encouraged and supported in all post-natal women admitted to critical 5 R S
care.
Women who require care that falls outside Enhanced Maternal Care (EMC) must be referred as soon as possible to the general

6 " . ) - - N met / not met
critical care service. The route of escalation to critical care services must be clearly defined.

7 Critical care outreach or equivalent must be available and provide clinical support and education into EMC. met / not met

8 Critically ill pregnant or recently pregnant women who undergo intra- or inter-facility transfer must be transferred in accordance G R S
with standards equivalent to the Intensive Care Society’s Guidelines for the transport of the critically ill adult

RECOMMENDATIONS

Level 3 antenatal ICU admissions and post-natal admissions that are anticipated to last more than 48 hours should be

1 . . . " L . X met / not met
considered for transfer to a regional or supra-regional critical care unit with experience in MCC.
Physical contact between a mother and her baby should be maintained during post-natal critical illness, even if the mother is

2 unconscious. This contact and other events of the admission should be recorded in a critical care diary which can be used in met / not met
psychological rehabilitation after critical care or in bereavement counseling.
All women admitted to critical care should be offered an appointment in a critical care follow-up clinic or a post-natal review, which

3 . . i . - L met / not met
includes input from a clinician with experience in critical care follow-up.

2 Recognition of EMC should be incorporated into midwifery pre & post registration curricula and feature in obstetric, anaesthetic ST
and critical care training programmes.
Healthcare professionals looking after critically ill women should undergo regular, cross-specialty, multidisciplinary team training,

5 - : X g met / not met
to encourage sharing of knowledge and skills and to promote teamwork and effective communication.
Simulation-based learning should be considered to assist healthcare professionals to develop the technical and non-technical

6 y met / not met
skills for EMC.

7 Critical care networks should consider nominating specific units as the nominated regional or supra-regional unit for MCC. met / not met

8 Obstetric units delivering EMC or level 2 critical care should be members of a regional MCC network which itself should have a G R S
formal relationship with the local Critical Care Operational Delivery Network and Strategic Clinical Networks.
MCC quality indicators should be monitored, using data reported through the ICNARC Case Mix Programme and the Scottish

9 - ) X . met / not met
Intensive Care Society Audit Group and used to improve local performance.

4.11 Care of the Critically Ill Child in an Adult Critical Care Unit
STANDARDS

Critically ill children under 16 years old must only be admitted to and stay on an adult critical care unit if a PICU bed is

1 ¥ R . " S met / not met
unavailable, or when there is an expected short duration of critical care e.g. an older child with overdose or alcohol excess.

2 Admission must be discussed and agreed by the local consultant in Intensive Care Medicine, local consultant paediatrician and met / not met
the consultant in paediatric Intensive Care Medicine (this may be the regional paediatric transport team consultant).
A nominated lead intensive care consultant and lead nurse in the adult critical care unit must be responsible for intensive care

3 . - ’ met / not met
policies, procedures and training related to the care of children.
An adult critical care unit that may provide care for critically ill children must have an appropriately equipped area for providing

4 S met / not met
paediatric critical care.
Medical staff with responsibility for the resuscitation and airway management of the critically ill child on an adult unit must have up-|

5 to-date competencies in advanced paediatric life support and advanced airway management. This medical cover may be met / not met

provided by anaesthetists or consultants in Intensive Care Medicine according to local arrangements.




Protocols for resuscitation, stabilisation, accessing advice, maintenance and transfer of critically ill children and the provision of

6 A . met / not met
paediatric critical care must be available.
Escalation, end of life and organ donation decisions must be discussed in collaboration with the regional consultant in paediatric
7 intensive care (this may be the regional paediatric transport team consultant), under a shared care and shared responsibility met / not met
model.
8 There must be collaborative working between the adult critical care unit and the regional PICU to ensure that staff are supported 0o 65 e aTEh rertl e o Gelinr] R e S, (iR e A e es e REean,
to work outside their normal core competencies. There must be 24/7 access to paediatric medical and paediatric nursing advice. p ol Y 9 ! p pp
9 A local consultant paediatrician and consultant in paediatric Intensive Care Medicine must be available for advice at all times. met / not met
10 There must be 24-hour access for parents/carers to visit their child. met / not met
RECOMMENDATIONS
1 A registered paediatric nurse should be available at all times to support the care of the child. met / not met
2 The child should be reviewed by a consultant paediatrician twice a day during their stay on the adult unit. met - as per standard, partially met - visited as requested / required , unmet unlikely to acheive standard
3 There should be access to specialist paediatric healthcare professional and pharmacy advice at all times. met - as per standard, partially met - visited as requested / required , unmet unlikely to acheive standard
4.12 Standardised Care of the Critically Ill Patient
STANDARDS
- - - — ) . . e - - S - e -
1 Patients must be assessed daily for risk of thromboembolic disease and receive appropriate prophylaxis. - 'gwdellne il el dita @ show compllance_ S0, [PEWUEY (il = EUEEe (UG o EUE e
compliance < 90%, un met = no guideline or compliance < 50%
2 Patients undergoing controlled mechanical ventilation must receive tidal volumes based on predicted body weight (PBW). met = guideline and audit data to show compliance > 90%, partially met = guideline but no audit or
Patients with ARDS must receive a tidal volume of less than or equal to 6 ml’/kg PBW. compliance < 90%, un met = no guideline or compliance < 50%
8 Ventilated patients must have respiratory function evaluated daily and undergo spontaneous breathing trials where appropriate. |[met/ not met - no SBTs
4 Sedation must be individualised to patient needs and the appropriateness of a sedation hold considered daily. met / not met
5 All patients must be assessed regularly for evidence of pain, with analgesia optimised to minimise sedation requirements. met / not met
6 All patients must be screened daily for evidence of delirium using a validated method such as the Confusion Assessment Method ) it et
for the ICU (CAM-ICU) or the Intensive Care Delirium Screening Checklist (ICDSC).
7 Indwelling intravascular catheters must be inspected daily for evidence of infection using a suitable scoring system e.g. Visual met = guideline and audit data to show compliance > 90%, partially met = guideline but no audit or
Infusion Phlebitis Score (Jackson 1998) to guide necessity for removal. compliance < 90%, un met = no guideline or compliance < 50%
S = = > - =T =
8 The continued need for indwelling catheters (intravascular or urinary) must be considered daily. p— _gmdellne e el diita ® show compllance_ > St [FEIE Y el = EIEIEIS (i e el @
compliance < 90%, un met = no guideline or compliance < 50%
9 Monitoring of invasively ventilated patients must include continuous waveform capnography. met / not met
Care bundles must be in place for Intubation Associated Pneumonia (IAP) prevention, Central Venous Catheter (CVC) insertion
10 . N . N ; met / not met
and maintenance, and Peripheral Venous Cannula (PVC) insertion and maintenance.
RECOMMENDATIONS
1 For patients without ARDS, a tidal volume of 4-8 mis/kg PBW and a peak/plateau pressure (depending on mode) of below 30 met = guideline and audit data to show compliance > 90%, partially met = guideline but no audit or
cmH20 should be targeted. compliance < 90%, un met = no guideline or compliance < 50%
2 A ventilated patient care bundle should be in place with appropriate mechanisms for ensuring adherence. met / not met
Ventilated patients should receive H2 receptor blockade (e.g. ranitidine) or a proton pump inhibitor for gastric protection until
3 " " met / not met
established on full enteral nutrition.
4 Unless clinically contra-indicated, ventilated patients should be nursed in a semi-recumbent position at 30 to 45 degrees. met / not met
5 Where there is no contraindication, enteral nutrition (EN) should be initiated within 48 hours after admission to the ICU. met / not met
When EN is not feasible or insufficient, parenteral nutrition should be started as soon as possible in patients with (or at high risk
6 of) malnutrition, (which maybe a combination of cachexia (disease related) and malnutrition (inadequate consumption of met / not met
nutrients)).
7 All sedated patients should have sedation levels monitored hourly using a scoring system such as the Riker Sedation-Agitation |met = guideline and audit data to show compliance >90%, partially met = guideline but no audit or
Scale or the Richmond Agitation—Sedation Scale to ensure sedation is minimised. compliance < 90%, un met = no guideline or compliance < 50%
8 Noise levels and patient interventions should be minimised overnight to facilitate natural sleep. met / not met
A tr_ansfus_lon thre_sho_ld of YQgIL _should be_ used in general |ntenS|ve_care _pa_tu_ants. A higher target Hb may be beneficial in met = guideline and audit data to show compliance > 90%, partially met = guideline but no audit or
© patients with sepsis (in the first six hours), ischaemic stroke, traumatic brain injury with cerebral ischaemia, or acute coronary ; _ S .
compliance < 90%, un met = no guideline or compliance < 50%
syndromes.
10 Critical care units should consider standardisation of drug concentrations in line with FICM/ICS guidance. met / not met




= T
e
A R vRIals paricpaing " RED aciiy s have completed Gond Cical Pracice (5GP Gaing T rosorch and eep 15 [t nol s I
P e s should Dammpale in research networks, which are organised at Local Clinical Research Nework (LCRN) level ¥
throuah the reaional National Institute of Healthcare Research (NIHR) Critical Care research network lead. e e
: "m e e e i o o
;
ma« mlmmamn in a timelv manner. =Y EESIE G
T
T T B e A
e
g recoanising the necessitv for a te and ition of all staff arouns. T Q! o9
“Audits should be linked to QI programmes. Units should have Systems in place of - s -
L e e e e
5 e hased on mmh:nm national star e likelv to inchide other are aoreed locally. WE DY e D
6 48 hours ofdischarge, a5 2.525‘1".?1 .‘.".:lc‘:‘" ° ':L :“e:::ce pressures. It s tecommended tha unis should also R e e b o ptured by
ST
not be the clinical lead or clinical director for critical care. VAT L
There must be a robust system in place for reporting, investigating, and learning from all patient safety incidents. Appropriate action
: :
e e e oy st ate 1o met = mortaity review process that includes all deaths in ICU. / not met
6 Al units must maintain a risk register that is regularly reviewed and updated by both senior managerial and clinical staff. - in place, quarterly review, partially met, in place less than quarterly review, unmet - ot in place
o and local learning (or example from patient safety incidents, excellence reports, palient concerns and compliments). Staff mustalso [ oo
be able to easily access important information to inform patient care (for example information about medications and unit policies)
ettt
8 sensitivel \ and constructively. Similarly, effective quality met / not met
(mclunmg nacneusmmy bronchoscopy, central line and chest
review and ev\snnnu best practice around h: of ¢ s vine) et
P o et e = o of rteri s miored.
qunc\e& mclndlnu 'he external the oversight of g 1g¢ Dbetween DU B D [T R e T i3
;
nv approoriatelv. lvamed s!aﬂ B
———
1 way, qus mm‘fm on an of clinical practice. They provide a mecnzmsm for peer| met / not met / not applicable
a ottt h andig 1 h ocal OON i antlorly ot mechaniom: i & cutty 0 1% COUN o s, bt . RO Unsure of fundin
may be by local e \de it key stakeholders through the ODN Executive/Oversight =T A TR "
:
The intensive care team in provider t engage, contribute and participate in . including audit -
activity. peer review and auality imorovement orocesses. =T S TR D
saten at n e st and eouie of acsess o senoe pousion e lcisoplca
2 Y n n
of care for nelwmked pmv\smn of services. Yms will allow for move local determination, innovation and efficiency across the =T A TR
well as resources s o support acutely unweH patients on general wards. This includes rehabiltation of patients recovering from critcal | et/ 10t Met / not applicable
7
requrermens| hy the local ODN (for examn\e GPICS V2 slandards and Such supplemental standards should be | ™€t/ N9t met / nat applicable
develomnu their service to its maximum potential by imoleme b met / not met / not applicable
S
9 care location ((healve data emvy shaum only obcur when & paﬂem has care fora outside of designated critical care area / not

Delivery Network.
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There should be clinical oversig ubmission met/ not met
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Section 6

CRITICAL CARE SERVICES: EMERGENCY PREPAREDNESS

Level description Level Comments

available, c) adopting small bays rather than open areas and d) splitting ICU departments into separate clinical and non-clinical areas.

6.1 Fire
STANDARDS
1 All units must have well marked fire call points, fire extinguishers and oxygen shut-off valves. Met or unmet
Each unit must have a specific fire evacuation policy in place, which takes account of: a) the layout of the building, including any need to
negotiate stairs during an evacuation, b) the provision of ventilatory support, intravenous therapies and invasive monitoring for patients
2 during such an evacuation, c) the fact that critical care staff may themselves be affected by a fire and therefore be unfit to continue Met or unmet Departmental fire plans currently being updated to include guidance from the Association of /
working. Action cards summarising the evacuation procedure should be displayed within the unit, ideally next to fire call points, so that
thev can be referred to in an
Recommendations for the safe use of oxygen cylinders must be adhered to at all times and include: the safe use of oxygen cylinder bed
3 brackets, b) the safe storage of oxygen cylinders and c) following the recommended sequence of events when turning on an oxygen Met / unmet
cvlinder.
. p - —— - -
4 Units must comply with current D of Health regarding the nature of , bedding, flooring and Met / unmet.
curtains.
New units must be designed using Department of Health guidance and in conjunction with the Trust fire safety officer, with consideration
5 given to the provision of: a)multiple exit routes, b) ski pad, ski sheets or other evacuation aids for all bed spaces which are readily

met / not met / not applicable

Units must have a major incident plan in place which allows for the transfer in of multiple critical care patients from a neighbouring

Adult critical care units (in England) must submit twice-daily information on their bed capacity through NHS Pathways Directory of

met / unmet / NA ( if non English units)

e Services (DoS).
2 Each organisation with an adult critical care unit must have their own escalation plan and business continuity plan.

met / unmet
RECOMMENDATIONS
Unit managers and senior clinical staff should develop plans and checklists for scenarios such as: a) supply chain disruption (road/fuel
1 crisis, extreme weather, industrial action or civil b) failures (i power cuts or ‘brownouts’, failure of T TR
water or heating), c) interruption of normal staffing patterns (e.g. transport disruption, school closures). Checklists should include, for
example. which druas and would run out first if supplies are disrupted.
Plans should also include options for: a) Unit evacuation, both internally and externally to other sites in the event of major infrastructure
2 failure, or other events (e.g. fire) which threaten the ongoing operation of intensive care facilities, b) Capability for accommodating met / unmet ( repetition ) Limited options

intensive care patients from another site.

As lack of critical care capacity s frequently the bottleneck i other surge-events, managers and clinicians should have identified areas

Hospital plan

3 within their acute hospital sites to allow for expansion of critical care capacity. This may include use of operating theatres, recovery and met / unmet

augmented higher care areas, or upgrading Level 2 critical care areas to permit mechanical ventilation and Level 3 care.

If increased activity is anticipated, the increase in requirement for consumables should be quantified using the concept of ‘days of supply’ it ~
4 (i-e. what is needed to run one intensive care bed for a 24-hour period). This should include consideration of oxygen and air supplies. |t " Within plan , unmet - not in plan
5 Expansion may also require i ion of essential equi and possible

met - within plan , unmet - not in plan

6 hospital's crifical care unit should it need to carry out an emergency evacuation. Met / unmet Major Incident plans in place, along with Business Continuity plans. Activity 18 relates to the
7 Any problem with oxygen cylinders and associated equipment must be reported immediately to both the medical gas supplier and the e
Medicines and Healthcare products Regulatory Authority (MHRA).
All staff must undergo regular training in fire prevention and fire procedures, to include training in-situ in the specific clinical areas in which
they work. All staff must know: a) the location of fire call points within their own unit and how to operate them, b) the location of fire _ 7 q . PP .
8 extinguishers within their unit and which type to use in the event of a fire. Medical and senior nursing staff must also know the location of met = > 90% of staff compliant , partially met > 75%,, not met < 75% Fire training is mandatory. Arranging unit specific training
the medical gas pipeline shut-off valves in their unit, how to operate them and the ions of doina so.
9 All intensive care staff must be given basic training regarding the safe use of oxygen cylinders. met = > 90% of staff compliant , partially met > 75%,, not met < 75% Sandra confirm details please
Local unit evacuation policies must be drawn up, with consideration for: a) other locations within the hospital where critical care might be
provided on a temporary basis; b) provision of equipment and drugs; c) evacuation case at each bed space; d) triage of patients (the least
unwell patients being evacuated first and the most unwell patients last); e) possible co-existing power and/or equipment battery failure; f) . . o
10 use of transport ventilators and hand ventilation if needed; g) temporary discontinuation of renal replacement therapy; and h) transfer of Met / unmet Departmental fire plans currently being updated to include guidance from the Association of £
hospital notes especially if electronic patient monitoring is in use. In a major fire, it is possible that serial evacuations will be required with a
staged move to the outside, and that the whole hospital may need to be evacuated.
RECOMMENDATIONS
Evacuation policies should include liaison with the Bronze (Operational), Silver (Tactical) and Gold (Strategic) commanders in conjunction
1 with the senior fire officer on scene. Timing of evacuation is crucial: if evacuation occurs too early, then patients may be harmed by a Fire evacuation plan discusses Liaison with hospital fire response team.Patients evacuated o
transfer: if ion occurs too late. then patients and staff mav be harmed by fire and smoke.
2 t?::\‘ fl‘:e evacuation policies should be tested regularly, ideally as part of a simulation scenario. Evacuation at night should also be m:tléstlesztir;:,r;nually , partially met tested daytime only and / or less than annually, unmet, not tested in Fire evacuation exercises have been requested from the fire team. Current Covid situation m:
Units should have a system whereby staff involved in a traumatic incident, such as a fire in the critical care unit, receive debriefing and are
3 followed up for signs of a trauma stress reaction or Post Traumatic Stress Disorder (PTSD). The Trauma Resilience Management (TRiM) |Met - system available / unmet - no system in place to do this Included in Fire Plan
system is a screening tool used in the military and more recently used in which could be i
Critical care networks should develop systems to support planning for, and management of, a major incident in one critical care unit within
the network, so that other units can cooperate to accommodate all critically ill patients in this type of situation. A retrieval team approach, o ’
4 with staff from neighbouring units travelling to the affected unit to transfer patients, should be planned. Liaison with neighbouring units and IE: W e i T B 2D Local BCP and Major Incident plans apply
local services at an earlv stage is advised.
6.2 Major Incidents
STANDARDS
All hospitals designated receiving hospitals with Level 3 critical care capability must be prepared to double their normal Level 3 ventilated |Met - plans in place to do this - partially met - plans in place but dont meet this standard ( comments box i isti
= capacitv and to maintain this for up to 96 hours. here) unmet - no plans in place to meet this standard innadequaute logistics to double capacity
2 All nominated supporting hospitals with Level 3 critical care capability must be prepared to double their normal capacity for Level 3 beds ~ |Met - plans in place to do this - partially met - plans in place but dont meet this standard ( comments box Inadequate logistics to double capacity
for general use and to support the decant of patients from other receivina hosbitals. here) unmet - no plans in place to meet this standard
All hospitals with intensive care capacity must have in place plans to support the retrieval or transfer of patients; supporting hospitals
3 must have to support patient transfers by providing suitably skilled transfer teams for each patient needing to be moved within Critical Met / unmet
Care Ot Deliverv Network areas and bevond.
4 All hus_p\lals_ must have an evacuation and She!ler p|§n that includes evacuation and shelter of highly dependent patients, including but not (Vi OTiE Patients will be taken to Theatres/Recovery or the day surgery unit depending upon the locati
exclusively intensive care patients, should the intensive care areas become unusable for any reason.
5 All hospitals must have a lock down plan that includes all intensive care areas, preventing unauthorised access. met / unmet Yes to Critical Care
6 All hospitals must have a recovery plan to ensure a rapid return to normality once the incident is closed. This must include adequate rest A/ O Business Continity plans in place.Dedicated Pschologist working in Critical Care Team
and psychological support for staff.
7 Action cards must be available for use on activation of plan and must include information and communication routes that are to be used.  [met / unmet Action Cards included in major incident and fire plans
RECOMMENDATIONS
1 Intensive care leads should work closely with the Healthcare Of i ilig and Resp (EPRR) e nmen
leads and clinical colleagues to create the intensive care response to a major incident, husplla] evacuauon or mass casualty plans.
2 Intensive care should have access to emergency planning and response training including strategic/crisis leadership. met / unmet
3 Intensive care service staff should participate in the \ocal and regional mu\tldlsc\pllnary exercises including ‘table top’ and ‘live’ exercises to met / unmet - within the last 2 years
further refine local and reaional plans and com routes between and networks.
Intensive care leads should work with their EPRR team to facilitate exercises in the evacuation of very dependent patients from any part of
4 their hospital. This should include practical use of ski sheets, and other patient handling aids, as well as rehearsing the decision making  [met / unmet - within the last 2 years
and forward plannina reauired bv shift leads to suoport a controlled. staced
5 !ntens\v? care staff should be prepared to take a central Ieadersh\‘p role in any major incident and should be prepared to send teams met - plans in place to enable to do so, unmet - o plans Would participate as designated in local major incident response
forward’ to the Dy as well as anv hold areas and recoverv.
The plan to double the number of intensive care beds should include an inventory of where equipment is to come from, where the beds
6 should be located and who should staff them. This should be near the permanent critical care unit, where possible allowing the normal met / unmet Inadequate logistics to double capacity
ina of the hospital around it.
= Advance consideration of staff workforce requirements, including mutual aid from colleagues in neighbouring hospitals should form partof [ -
the intensive care service planning.
8 f;:frf‘sv\;i::‘a‘;e should be actively supported during an incident and critical care staff access to informal, immediate debrief or later formal met - plan in place , unmet - 1o plan in place
Clinical standards should be maintained as long as possible, critical incident reporting encouraged and contemporaneous note kept to o e
2 enable quality post-incident lessons to be investigated, communicated and learnt. B P ouaen
6.3 High Consequences Infectious Diseases: Initial Isolation and Management
STANDARDS
1 Each critical care unit must ensure there are local contingency plans for the initial isolation and management of critically ill patients with Met - plan in place and tested within 2 years, partially met - plan in place but not tested within 2 yrs, unmet
suspected HCIDs. These plans must be regularly practiced and reviewed, including the use of table-top exercises and simulations. - no plan
P Units must liaise with local Directors of Infection Prevention and Control to ensure the correct personal protective equipment (PPE) is T TR
procured and sufficient stocks are readily available for use by appropriately trained intensive care staff in the event it is required.
RECOMMENDATIONS
A consu\lanl in Intensive Care Medicine should have responsibility for intensive care aspects of local emergency planning and resilience
1 met / unmet
plans for the isolation and of patients with HCID.
5 A clinical area where critically II_I patients y\_lllh suspected high consequence infectious diseases may be isolated, either }Mlhln the unit or A/ O Limited side rooms
elsewhere, should be prospectively identified. Ideally plan to utilise negative pressure rooms with anterooms where available.
3 All clinical equipment used in the management of a patient with a HCID should be dedicated to that patient alone. Equipment should be met - within a plan to do so, unmet - no plan
sinale use where possible.
Training should be provided on a regular basis to ensure critical care staff are familiar with using and safely removing the PPE provided. _ . o ~ . q
4 This should incorporate annual fit testina of respiratory protective (e.a. FFP3 masks). LI At OO S KA
5 Critical care staff providing care for a patient with a suspected or confirmed HCID should be dedicated to the care of that patient on a T = s e (6 e 8, O = AT
clinical shift and should not provide care for other patients. thus limiting the risk of cross-infection. P : P
Contit planning should it plans for holding securely the large volume of clinical waste resulting from clinical care including _with . Hospital pl
g discarded contaminated PPE. Once a HCID is confirmed, further advice on correct disposal of the waste wil be provided. L3S L0 D R T 3R 22 ospital plan
Patients with a suspected viral haemorrhagic fever should be risk assessed in accordance with the Advisory Committee on Dangerous
7 Pathogens Viral Haemorrhagic Fever (ACDP VHF) Risk algorithm and i to exclude malaria promptly met - local procedure in place, unmet - no local procedure
undertaken. in keepina with local
8 Patients with suspected airborne HCIDs should be risk assessed according to natlonal guidelines where they exist (disease-specific e.g. met - local procedure in place, unmet - no local procedure
MERS aquidance 3.4 or aeneric airborne HCID auidelines. as
Following recognition of a patient with a suspected HCID: a) local mfectlous disease and/or microbiology and virology services should be
notified and advice sought, including guidance on obtaining diagnostic clinical b) Local clinicians should liaise with
9 the Imported Fever Service (note this service is available to clinicians across the UK) for further clinical advice and to facilitate access to | met - local procedure in place, unmet - no local procedure
specialist diagnostics as required, and c) all suspected cases should be reported immediately to local health protection authorities (e.g.
the local Health Protection Team).
Critical care units accepting international medical transfers should perform a risk assessment prior to transfer if a patient is being
10 transferred from a country with known HCID outbreaks or countries where there is a significant risk of specific HCIDs; refer to national met - local procedure in place, unmet - no local procedure
quidance (disease-specific or aeneric HCID quidance).
6.4 Surge and Business Continuity Planning
STANDARDS
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Instructions

1. To add your unit name to the summary page please enter it here:

Critical care unit name:
Operational Delivery Network (ODN) /Reaion
Date (dd/mm/ivvvy)

2. Filling in the sheet
Do not fill anything in on summary of scores sheet. On every other sheet, every box that is blue requires a number to be inputted as follows:

0= Not met 2 = Fully met 3 = Not Applicable to your ICU

3. Navigating the sheets
To get to a sheet either click on the sheet name tab at the bottom of the screen, or from the Summary of scores,
click on the text that you want to go to.

4. Creating a PDF
To create a PDF summary of the gap analysis of your ICU click on the button below (macros must be enabled for it to work).



Summary of the gap analysis of your ICU compared to the GPICS v2 Report date:

Section Description STANDARDS RECOMMENDATIONS
Partly | Fully Partly | Fully
Not Met| Met Met [Not Met| Met Met
1 CRITICAL CARE SERVICES: STRUCTURE
1.1 Levels of Critical Care 0% 0% 0% 0% 0%
1.2 Outcomes 0% 25% 0% 67%
1.3 Level 2 and 3 Physical Facilities 0% 0% 0% 13%
14 Clinical Information Systems 0% 0% 10% 0%
15 Clinical Equipment 6% 0% 0%
1.6 Cardiothoracic Critical Care 0% 0% 0%
1.7 Neurocritical Care 0% 0% 0% 0% 0% 0%
2 CRITICAL CARE SERVICE: WORKFORCE
2.1 Medical Staffing
2.2 Registered Nursing Staff
2.3 Workforce, Induction & Training of Medical and Nursing Staff
2.4 Advanced Critical Care Practitioners
25 Pharmacists
2.6 Physiotherapists
2.7 Dieticians
2.8 Speech and Language Therapists
2.9 Occupational Therapists
2.10 Psychologists
211 Healthcare Scientists Specialising in Critical Care
212 Support Staff
2.13 Smaller Remote and Rural Critical Care Units
3 CRITICAL CARE SERVICES: PROCESS
3.1 Admissions, Discharge and Handover 27% 0% 0% 0%
3.2 Capacity Management 29% 0% 60%
3.3 Critical Care Outreach and Rapid Response Systems 0% 0% 0% 29%
3.4 Infection Control 0% 17% 0% 0%
35 Interaction with Other Services: Microbiology, Pathology, Liaison Psychiatry and Radiology 17% 0%
3.6 Rehabilitation 0% 57% 29%
3.7 Intensive Care Follow Up 50% 0% 9% 0%
3.8 The Patient and Relative Perspective 14% 0%
3.9 Staff Support 0% 13%
3.10 Inter and Intra Hospital Transfer of Critically Ill Patients 25% 8%
3.11 Care at the End of Life 0% 0% 0%
3.12 Organ Donation 0% 0% 0% 0%
3.13 Legal Aspects of Capacity and Decision Making 0% 100% 0% 0% 100% 0%
4 CRITICAL CARE SERVICES: CLINICAL CARE
4.1 Respiratory Support
4.2 Weaning from Prolonged Mechanical Ventilation and Long-Term Home Ventilation Services
4.3 Renal Support
4.4 Gastrointestinal Support and Nutrition
45 Liver Support
4.6 Cardiovascular Support
4.7 Echocardiography and Ultrasound
4.8 Neurological Support
4.9 Burns
4.10 Care of the Critically Ill Pregnant (or Recently Pregnant) Woman
411 Care of the Critically Ill Child in an Adult Critical Care Unit
4.12 Standardised Care of the Critically Ill Patient
5 CRITICAL CARE SERVICES: ADDITIONAL COMPONENTS
5.1 Research and Development 0% 0% 0% 0%
5.2 Audit and Quality Improvement 20% 33%
5.3 Clinical Governance 0% 33%
5.4 Critical Care Networks 0% 0% 0% 0%
5.5 Critical Care Commissioning 0% 0%
6 CRITICAL CARE SERVICES: EMERGENCY PREPAREDNESS
6.1 Fire
6.2 Major Incidents
6.3 High Consequence Infectious Diseases: Initial Isolation and Management
6.4 Surge and Business Continuity Planning




Section 1

CRITICAL CARE SERVICE

TRUCTURE

Choose level Comments

11

Levels of Critical Care

STANDARDS

met/ ot met

Levelof

met/ not met

RECOMMENDATIONS

Nore.

Outcomes

STANDARDS

ement

National

See section 1.1

met/ not met

Mt/ unmet

RECOMMENDATIONS

The UK

7 W be able (0

The UK

ncluding

The UK

National measure

. partially met- 1-2 yearly.

Level 2and 3 Physical Facilities

STANDARDS

Crifcal care faciltes must comply with national standards.

met /ot met

Allnew buikd urits must comply vith HBN 04-02.

et/ not met / not applcable

Medicines and flid storage must comply with HEN 00-03.

met /ot met

RECOMMENDATIONS

La (e.9.8-10 beds) to

metiot met

obviate the

e met = non ciinical ransfer <0.5% of admissions, partaly met < 19, ot met >19 of admissions

Document HEN 04-02

me partiall met, not met, not appicable

W hids W enteral

feeds.

met, partiall met, ot met, not appicable

me. partiall met, ot met, not appicable

met, partiall met, ot met, not appicable

inspected as part of

met - peer reviewed,

review, no feedback,

Nationalregional measure

Clinical Information Systems*

“If no CIS then Not applicable

STANDARDS

1

ook

<

Y “This must

i al siaff
21T snecintiss

rtially met, not met, not appicable

The

lable 2417

BCP untested, Not

o basis

absence of

“There should

Thisis

distinct.

RECOMMENDATIONS

1

Criical care units should consider using a CIS,

et/ ot met

ventiators,

The orapt

X resuls, to radiology for
electroni

. eg. d

:

ata sharing

patients,
‘addtional

o g
generation of ]

Inthe event.

laboratory and

‘addtional

the patiens.

near due, due and overdu

The Cis.

o akrt, Tack of compic

re undesirable or Ife threatening. Thes

medication

Tabs and

data security

ially met

Clinical Equipment

STANDARDS

’s guidance. et/ not met

pot of continuity of

met/ ot met

in place for the

met/ ot met

il

T ot met < 75% or 7 Cear

of equipment.

record.

T
imerieal ursint AHP At sunort

procareTeT:

provider

- Met /ot met

Regarde: EBVE

in-ouse or

fine et/ ot met

planned

met- >85% equipment, partaly 75-85% all equipment, not met < 75% or no clear record.

il

Dot met < 75% or no clear record.

consumables.

rally met,

be report
The MHRA
for

ot

These must

Cavitalbid

=[5

their

Partialy 6-24h,

Met /ot met

in place n case of
E

injury o either patents o staff
faciitate ths orocess

hould | met/not met

A A

RECOMMENDATIONS

[ met=ai L3 areas of
i Li

st tors

i [

Cardiothoracic Critical Care

“Not applicable to non Cardiothoracic Criical Care.




STANDARDS
1 Consutants, met/ not met
2 Ropanand |y ot met
3 the service. et/ not met

o The
4 resident team must ife Sunoort (CAL e/t et
s e et/ not met
The care of

6 e et/ not met
7 1:1 10 deliver direct care. et/ not met
8 oy quate fo p

] pharmacist for . met/ not met

For example, for England, Wale: n

10 e et/ not met
1 et/ not met

RECOMMENDATIONS
N nagenerl |
2 d. y
3 E
4 Accps, ini i fothoracic cri Statement

Eachd: post-ope o
s oy et/ not met
6 Perfusion services should be readly availabe. et/ not met
7 part MDT shouid have an et/ ot met
17 Neurocritical Care*

*NOT Appicableif non neurocriical care:

STANDARDS

a Consutants,

Lo Met /ot met

access 0CT,

o continuous 24-hour iy .

dosiranie

3 Allcases dmitted notmet-

NOT refer

s s por NIGE 057 > et ot et

7 1PG 548, met- 2417, partally - 57 per veek, not met - availabl less than less.

NOT refer

B bya

1 the tragus.

RECOMMENDATIONS

1 Consutants providing out of met /ot met

riay

be part of patients for ot met- no.
exists. network

7 outcomes six met/ not met

metinot met




Section 2 CRITICAL CARE SERVICES: WORKFORCE Level describtion Level Comments
21 Medical Staffing
STANDARDS
Pallens'care mustbe led by a consullant i Iniensive Care Medicing, who is defined a5 . a consullant who 1s a Fellow/Associale
. Fellow or eligible to become a Fellow/Associate Fellow of the Facuty of ntensive Care Medicine. A consulant in Intensive Care Medicine | Me4=247 % o) tinicupartallymet Mmes covere ‘,se faripl “g':'s"gf'
will have daytime Direct Cllmca\ Ccare Programmed Activities in Intensive Cave Memcme identified in their job plan. prog K & """" LU L
activities will i ICM and the C: will ot iy at . MEi=EyimEEs
et =oyimeconoutans ok locs o 5o e G, vih 0 plad Pndover e partaly et ~blocs
2 Consuitant work patters must deliver continuity of care. et~ days 01 3 o mere daye, wih job planned hendover
3 The daytime consultant o patient ratio must not normally exceed a range between 18 and 1:12. Fully met = 7 days a week, partaly met = 5 days per week
4 The daytime intensive care resident to patient rato shoid it normally exceed 18 Fully met = 7 days a week, partally met = 5 days per week
st et conit o s Gent 1 st ave b vy Kl Al e ar s s v et 247 an st s o
B Met/ not met
adoctor or ACCS w skl
3 There must be a designated Ciincal Director andior Lead Consultan for Inensive Care Medicine. Met/ not met No Lead Consuitant
‘A consultantn ntensive be i 2. responsible for hours
’ must be able o attend within 30 minutes. [
RS O e it e i orermg oy oy
8 by tho units size and remotencss, m in Intensive Care Medicine available for advice 247, ither by ocal Met/ not met
9 A consultant n Intensive Care Medicine must undertake ward rounds twice a day, seven days a week Met = >95% of days 2 ward rounds occur, partially met = 90-959%, niot met = <90%
e oS m e o — -
10 and anguage terapy, ccupatonal herapy and clnica psycholooy o assst “The nurse e resent e
Met = stalf confrm rota s resiien, partally o
1 Rotas for consultants and resident staff must be cogrisant offatigue and the risk of burout, = artally mt = ian
RECOMMENDATIONS
1 vota should seek to avoid b 24 hours)of direct patient |me< /ot met
2 The resident rota should be compliant with working time directives (i.e. Working Time Directive 2003) |me( ot met
22 Registered Nursing Staff
STANDARDS
1 Level 3 patients must have a registered nurse/paent rao of a minimum 1:1 to deivr direct cae, met 989% ofthe time or not met
2 Level 2 patients must have a registered nurse/patient rato of a minimum of 1:2 o deliver direct care. met 989% ofthe time or not met
N Each designated criicalcare Uit mus have an Ideniied lead nurse who has overall fesponsbily fo e nursing elements o he senvce [0
e.0. Band 8a Matron, L
There must be a supernumerary (.. not rostered to deliver direct paient care (o a speciic patien) senior registered met= ot have heir own patient >39% of ime. partally mel = Supernumerary nurse
4 the supervisory cincal coordinator fole on duty 2417 in criical care unis. Units with fewer than six beds having a for patient hifis, not met = required
conrtingtor 0 necvide Auinn neak aetviv nerinds o n_eary shtts i cave to the cn natient >50% shits
Units with greater than ten beds must have addiional supernumerary senior registered nursing stafl over and above the supenvisory
s cal coordinator to enable the delivery of sale care (i.. 11-20 beds +1, 21-30 beds +2, etc.). The number of adiional staff per shit vil| Met = unit >11 b Iole, Partilly = . not met
b nremena depending an e sze and lyou of h i e mulip podibays, single oams).Consderaion or e need of A e s
aiional stat aisn needs i he aiven durinn
Each aiial a6 uit must have a decicated Ciical Norse Eductor respons b for conrdnating e sducaion, 7aring and GPD
s ramework for nursing staff an student allocaton, This mirimum of LOWTE per 75 | met - 10 per 75, parilly met 1.0 per 100, unmet - no educator o less than 1.0 per 100
ot
= Al nursing stall appointed (o ntensive care mustbe allocated a period of supernumerary practce to enable achievementof basic et= untl competence achieved, partially = provided but may have own [
/ Notmet = anvhina eise
s A minimum of 50% of registered nursing staff must be in possession of a post-registration award in Critcal Care Nursing met or not met
o Units must notutse greater than 20% of registered nurse from bankagency on any one shiftwhen they are NOT their ow staft. Met = >959% of shifs,partally =90-95% shifs, not <90%
10 Where direct care is augmented using support staff(including unvegistered nursing roles), appropriate training and competence assessmi{met or not met
the lead v Synomymous for s purpose) for the critical care uni must meet,
" 25 a minimum,. the same standards as the staf carina for Level 3 patien [N
RECOMMENDATIONS
Siep 1 of National or Adul Critical C: urse wilh he
: specialty beains workina in Inensive Care Medicine. [TETEE!
2 Steps 2 and 3 of National Competencies for Adult Critcal Care Nurses should be incorporated met/ not met
i awarded a minmum of 60 Credi af Lovel 6. T0 meel e requisie
3 standard. courses e in the National Standards for RERTIREE Fully met with 2 post reg courses
tional Cln e LOWTE for 75 s, iiical
4 should besen See above.
Reiser eses supplie ough an o in o and
s | comoetence o cae for ricll i patents meticlnet
T BesPatcs Prncie oy Wher Codeig Vo il Cre i S D Ut Gl e
Area shouid be followed at al tmes
6 effects on staff morale, recruitment and retention should . pi e recurrent. p Nuvsmg epoiclib = lPatabi =t P D o= polcan ot oved
shouid take recuisie stens to minimise thi
. dinators should Pleted Step 4 7 awardinintensive [ o Woking towards
care nursing
23 Workforce, Induction & Training of Medical and Nursing Stalf
STANDARDS
P Wi por 75 s, resp e
Allnursing staf for registered
2 nurses for acriically il patient. o
B Allregistered towards Step 1 of the Nat Tor Adult "
in Criical Care.
4 A minimum of 50% of See above 2.28
s and 21
Al non-consultant medical stalf commencing a postn th criical care uni must have a consultant led departmenal induction o the unt
with a formal published programme. This must take place prior o commencing any clncal dutes, and must include, but s not imted to:
2) Insructions o how 1 raise patientsafety concerns, b) Instructons on how to raise ises of ulling and undermining, ) Introduction
o ey membersof meicl. g, e proessioa nd speaonl supor sl ) Hiighin ke deparenil qieines and
J planaton 2nd the doclor's rostered work pattern, and ther roles and SR EELERE:
Testere 0 work bothcurin the daytime and ot of o, ATangoments o actess 0 ol I syserms, ncluing
passvors,poviion o cenifcaion adges and ol on e use of any cirical T sysiems o hedayof nducion, and ) Assgag
each doetor an Festions! Snervisns
There Mmust be a regular (2. weekb teaching prog wal Time o atiend
7 his must b protected, with atendance mandatory for all tered to be on duy. should be.|met - meets al elements, partaly met - some elemens met, not met - no reguar teaching
anen 0 all members ofthe MDT.
Thre mst b egasclincalgovtnace, oty and moraly, ax eraur eview TEeigsope 0l s of e VT
8 meetngs must b atended b bt conslans doctors and all lements, partialy met - not met -
conerturin i oo
B Al consultants vespnnsmle forhe sducatonl upenion of Fanees s e 1eoAised by 5 GNC 01 110 a0 118 TS 523 | ey 25 pr e, partly met s 1 025 porvan, ot met, e alocaed
s iob plan to allow 0.2 SPA p
Al non-consu eevante e needs, and the doctor
10 i g s poTIRY 1 i 10 S A e e Jeelonen o o e it i Ecumasn [ metnotmet
Sunervisor
Al staff supplied trough an agency to work n d comp .
& for criically il patients. met / not met / not applicable ( if never using agency) via agency screening
RECOMMENDATIONS
Ciiical bein a din
E N &
1 certifcate in educaion or equivalent met / not met o post grad certin Ed
5 Nurse education programmes should fllow the National Standards for Crtal Care Education (2016) and nclude both clnical —
competence and assessment
. et = (may be from 10 days per year
3 Study leave should be provided for all members of the MDT fo intensive care-related courses and conferences i e P D v oS
B ‘A creaive learing environment should be provided for all taf offering a range oflearing experiences to mee the defined learming J—
outcomes for their continuina
s There should be a regular monihy forum cheaired by a senior member of the depariment, where all members of he MDT can feed back | Met = montly forum for fll DT, partal ot formalised, Not met = no ccenty restared
cational or operationa ssues to the senior medical. nursina and mechanism
B “The hospital andior departmenta ibrary shouid provide access o felevant and up-to-date Intensive C Journats and books | Met = ICM journals and resources, partlly met = some access pE—
relevant to nursing. medical and AHP staft ini " Not met = no acce:
7 should p resources areafor al clinial saf. = app e T S T (TR ISCETOCEED access to onsite lbray available
B Al consultants should provids regular eaching and feedback to non-consultant grade doctors, nursing saff and allied health
Drofessionls.
5 There should be a regular mulidiscipinary educaional programme, ncluding Simuation involing medical nursing and alied health | Met= DT teaching provided but not
brofessional st
Step 2018) shoud by all senior
10 200 <o above Discuss with Sandra
Specalist (CC3N, 2018) should be completed when the unit. For example, nurses _
& workina in rital care units in maior rau; complete the maior rauma step [ME=EEEOCE TCE R ATV EIETD
24 Advanced Critical Care Practitioners
STANDARDS
CCPo mustat i ol cod f conduet f st S eglir.Tahos ACCPs e e o pracice win o
1 Met ot met
sructure of the of supervision.
2 All ACCPs 1 ACPS working on Critcal Care should have completed non medical prescribing = >059%, Partally = 75-95%, Not = <75%
ACCH Timiatons in their Sills and should do ot feelskiled o
3 Compeent 1o pefom 3 par of waing andonging ) professional developmen, they must develop (and continue o develop) a high
judoment and decision makin
RECOMMENDATIONS
~ AcC ch Tesident and may provide
! |me onsite 2417 for patients. EEEED




An ACCP who entered a training post after 5 November 2017 should successfully complete an ACCP specific two-year Postgraduate

2 Diploma (PgDip) which metculously follows the FICM ACCP currculum, and register with FICM as a rainee ACCP. ACCPs who entered | et/ not met / not applicable (f no ACCP)
raining pre the above date should ensure their raining programme adheres fo the the FICM ACCP
After successful completion of cinical and academic PgDIp ACCP requirements, including Non- Medical Prescribing, ACCPS should _ _
3 apoly o the FICM for ACCP Membership. [E=CT HEETAE
s rommendes rat cploying s sheddarlyappi IO assoced ACCPS 0 ensure & sandasd rorledgebase, mnmm _ - ) _
4 s recommended that amploying unis Met = all ACCPS have FICM competencies partally met > 50% have FICM competencies, not met = <50%
5 tile the ACCP will away team led by a consultant who i trined in ICM.
tis recommended that crical Gare units employing ACCPS have fransparent ACCP standard operaiing procedures and outcomes, and |y _ < _
s that any incident: ved as part of the units P o SO
= agement of ACCP forms a between an GV cansultan,ICU clrical supervisor and oo
orofessionsl lead such as a senior nurse or AHP from the ACCP's
" Continuing professional development (CPD/appraisal) for ACCPS shoud ding to the FICM [Ee—
n an annual basis.
25 Pharmacists
STANDARDS
1 There must be a designated intensive care pharmacist for every crifcal care unit met/ not met
2 There should be 0.1 whole time equivalent (WTE) pharmacist for every Level 3 bed and 2 for every Level 2 bed for @ 5/7 a week service. | met = 0.L/bed, partally = 0.05-0.1 per bed, not <0.05
Clricl pharmay senis shldbe avalale seven dyspe wedk Hovever 23 o, 7 envie mus b provide e G p
3 o ek o i o o ot ki sv e 2 vk bt metz7/days perweekipartaly met Soays perweakd
The most serior pharmacist wi on il patients must be competent to at
4 Jeast Arvanced St I excolincelovel in acul nica cre oharmace [
Other cinical service arcas and 1o allow them (0 40 50
° (Advanced Stae 1 must b 10 an Advanced Stage I oharmaist fo advice and referrals |t/ 1oL Mt
4.2 minimum, i pharmacis must atend day founds on weekdays (excluding public holidays). Atiend = dips - .
° into ward round(s) d discusses issues week, partially per fess or not on ward round.
7 There must be suficent patient-facing pharmacy technical staft to provide supporting roles: met/un met
RECOMMENDATIONS
A ¥ ‘annualleave, sick leave and training leave, additonal resources wil be ot =seioocorliuesas el Gl eave: Pty ~somecover bt 1t rrml s Not et~
required (20% minimum cover or on call tvoe cover
2 Intensive care pharmacists shouid undergo an independent, recognised process to verify competence level, met/ not met
Serior specialist intensive care pharmacist support should, preferably, be provided within the organisation but may be provided from a
3 crical care networl or on a reqiona basis. met/ not met/ not applicable
A peer-to-peer praciiioner visit should occur afleast once a year {o ensure raining issues are identiied and to help maintain the 3} . )
4 competence of small teams and sole workers. This supports General Counci (GPhC) revalidation, e e e e et o a3 Yo
5 Where a team ofinensive care pharmacist i in pace, there should be a structured range of expertise, from rainee o Fellow level. | met /ot met
6 b Statement
26 Physiotherapists
STANDARDS
Cparicp formegraed Cinicalinformation. This may
1 y 5, MDT meetings, team briefings or operational and patient safety met/ not met
hrieinns
st have an C Cinical o g
2 and mentorship to unior satf, and oversee clinical aovernance and auaity assurance. meticlnet
Al ust ‘raining
3 “This wrainina must include staff who are not critcal St bt s oot o f porsion-callcovr [
py stafing st be adequat o provide the resp and f care, ensuring -
4 compliance with both cincal and professional auidelines and standards. meGTU et sandarldaye ey ek pertaly/mt ot Sand 0 5 covper peckohoL el
5 piatory be car plrts 24 hour a Gy and soven Gys e, s ndes e POWSEN S| ot g
ancut il may taf.
, must ensure assessment of tose at
s visk of or ith |dennhed phys\cal and non-physical morbidity within four days of admission to o met partally met 75-85% of patiens, not met <75% of patiens o o audit data 100% of patients assessed on samefic
his should include ed rehahiltarion aoals
et recening renafaion st be offered hrapy by the muliacpinar team across a seve oy week. a4 o quanty and
7 equency appropia 0 cach herepy nrder 10 meet h ciriclnee and eabitao planfor anncvicual ptien. Rebabilation | e daysper ek, partaly met S days per week, No reguiar OT input nto ITU patients.
i he 1ncatert accorcinaly
Physiotherapists must ensure a formal handover of care ongoing ) following discharge from intensive - - -
8 care. This should include the holistic. <tructured rehabilitation plan. met - 85% patients, partially met 75-85% of patients, not met <75% of patients or no audit data. Due to no dedicated ITU Physiotherap
RECOMMENDATIONS
The e ot shoul b baced s o vl ot cas i o oo sty depeecyandconplnty o e
clinical case-mix. St oth in knowledge, skils, and number (o deliver
1 Comprehencie respiratory care and e et ion However, further work s recommended ofparamount imporance eplring e e WGH has up to 6 ITU patients for the |
0.5 per four level 3 bed
demand-capacity g ratos in ted ratio would be one WTE
four ICU Level 3 beds
2 Physiotherapy services should provide assessment and intervention for physical rehabiltation seven days per week: met 7 days per week, partialy met 5 days per week, not met < 5 days per week
3 role of | orkers or Rehabl CoEnS Statement Whie Band 4 Tec siaff exstin other si
fould be n i all Agenda for Change (AIC) bands applicable to the local service.
4 This shouid reflect relevant national competency and professional development framevworks. A loca raining and development met/ not met
st 10 aion wih
clar hould exdstfor he level of Advanced Pracice according (o
° Enaland Framework. et/ not et ‘Specifications exist, but stalf do not cu
A oo nersvs cae physeineapysence shol Tav o ol aperatona oy andcore Sandads for senvce POvSn WIS |y 1y Nolocal paiy as o decliated TU BT
reflects both national avidzr d local variations.
e o e senvico or. s o appropriae. 2 part of e VDT, sl Fave robustan avidence-based cirica
7 operating rehabiltaton interventions including | met/ ot met Nolocal policy as no dedicated ITU P
oatients in
T s hysctrrans. o sttt ey, Sakdprte 1 ll vt ol e rre oo ) e cre
a pertorl der orance v ings, service mprovementwork- [ Atend asable, many o these meeting
streams, y review meetings, business , operational or clinical This
<hould sl incluie act jth thei recions) Crien Core Oopraional Delivere Network
The physiotherapy intervention(s), as part ofthe patient’s individuaised, sruotured rehabilfation plan, should be matched to the acuity,
] dependency and complexity of the patient, considering the patients cinial needs and tolerance fo infervention. This should align with the [met /ot met
individualised, patient-centred rehabiltation goals and a holistic rehabilfation approach should be taken across a 24-hour period.
houid pay a key and g pians.
10 including d Addiionally, shouid partof met/ not met Physiotherapy service heavily involved
delivery of in
Targeted nselected p
" clearance theran for 2l i met/ not met
12 Where a local follow-up , should contibute to this servce. met/ not met Physiotherapy service not ncluded int
27 Dietetics
STANDARDS
1 Criical care units must have access (o dietiian five days a week during working hours met / not met
There must be a dietian as part of the critcal it is working alone, they must be at the
2 fveof achance pracce Where more than o itiani equrodthere mstbo an bl lad ittan of chanced il et =dodiatd ramed diicin() ot et
practice level 4t appropriate range of and to have overall responsibilty or the service provision
must Tocal or national d nutrtion assessment
and implementan approprae utrion suppor pian o cricaly panenls Y working at acvanced crica practice eve, ieans must
3 met/ not met
be able of advanced clinical
oractice in Enoland
mustwork niibuing Ward rounds, MDT meeiings, and have reguiar
4 nsuant risks and ol a5 ver the NICE CGB3 met/ not met
5 mustlead on nd of any local quideline met  not met
st meetings and cirical tvites, including leading reguiar
5 pustion-rlted audts and acirg on th resuls, impact of dietelcs | met /ot met
sty
= teaching prog other staff, Partally= evidence of ad hoc teaching by
7 i
Intensive care ditiian(s) must provide ongoing education and training for ther healthcare professionals. N e H
ntensive care dietian(s) must provide a siructured handover 1o a ward dietiian when patients are discharged from the crifical care uni, | .. _ .
8 considering nuition-related morbidity as per the NICE Ouality Standard. = i o 3 (ST
RECOMMENDATIONS
1 There s a saffing level of at least 0.05.0.1 WTE per crical care bed to provide the dietetcs service s recommended. = >0.05, Parilly = 0.025.0.05, Not <0.025
A o pe o Teeding tubes, using indirect calorimetry to Ty
d scribing where appropriste.
3 Intensive care dietian(s) should consider undertaking and research Statement
eriv ar Gitants) shoudconides Fring naonel (CialCateSpeilt Group ofthe Bh Dietetc Asoraon) ard
4 internatio Care Society, European Society for Intensive Care Medicine, met/ not met
e iens o Sosentnat e s s
5 ) and international society Statement
6 Intensive care dietian(s) working at an advanced level shouid have or be working towards  master's level award. Statement
28 Speech and Language Therapists
STANDARDS
1 Critcal care units must have access o a speech and language therapist five days a week during working hours, met= 5 days, partlly =>3 days, not <3 days
2 Al patients with st W swallowing assessed by a Speech and Language Therapist. | Met = >089%, partially met > 80%
3 Al crtcally il patients who have communication andlor swallowing difficulties (dysphagia) must have timely access to an SLT service, | e > 9070 of eferals seer within 24 hours (excluding weekenc) partally met 75-90% seen withn 24 hours, not
" ‘Al Speech and Language n be approp - competentand famitar with e use of [ Limied amountof SLT' with appropi

relevant equipment.




RECOMMENDATIONS

1 The criical care SLT service is provided by a minimum of 0.1 WTE (whole time equivalent) per bed met= 0.1, partially 0.05-0.1, ot <0.05
2 Patens shot v e 0 et ad cering  ehidel eed 1 rdr ot ptenneractonand e, [ 848/ Ve 16 avance Gvice:parly - avalable bt may 1 v san Gy accss o sl
3 Speech and Language Therapists Should conirbute 10 a sutable acheaslomy o non-vasive ventiaton weaning plan for complexor [ oo/

lona-stav patients
4 SLT are available seven days a week. met 7 days per week, parialy met 5 days per week, not met, less than 5 days or sporadic senvice
FEES should be avallable for Speech and Language Therapists (o use in assessment and management of dysphagia in intensive care
° patients i yshveek; partialy
ind Language Therapists should work as an integral member of the multidisciplinary team on the crtcal care urit, contributing to | _ i o e
U all muliisciplinary ward rounds, tracheostomy teams, clinical governance groups, aud, research, education and policy development. | et~ SLT attend daily ward SIS CRES I =SIDEE R
= Sulowingand rrecommendaions and SHouId D nchuded n any medical Pandover When e PAISHLES [\ (e cn e or ot met
B Paiens who are being considered for isk feeding should have access to an SLT assessment in order to lary ther level of aspiralion | met > 90% of eferals . partally met 75-90% Tours, ot
visk and optimum oral feedina < 75% seen within 24 hours We have no had referrals asking for
29 Occupational Therapists
STANDARDS
1 Criical care units must have access to occupationl therapy services 5 days a week during working hours. B e i = = D e I ey
apy by andoraq
2 eq and for rehabilitation See26.7
accordinaly
All occupational therapy staff working in a citcal care environment must adhero to the Royal College of Occupational Therapists’ Code of
3 Ethics and Professional Conduct (COT 2015) and the Professional Standards for Occupational Therapy Practice (COT 2017) ] On tmes when have ineached (o cril
RECOMMENDATIONS
b "
N There should be an identiable lead occupational herapist with appropriate experience, who wil e —
development.
= The oecupatonlerapy cncl ead should b esporsile o Supporing o ing opprtrie, Vaingard el Supervion o |t et
iunior st rovidin occupational therapy services i infensive c:
3 Tne il car ea should nl  senor occupaional mevap\sl il e xperenc 0 conibie 1 and Gevelop ENBIAIRN |1 oyyror ey
that address the complex functional. coanitive and psvchosocial needs of the patient
" Gocupatonal herapy safon e crical cre i should e abe 1o ssess and o met (OT involved in management of deffium in ICU) partially = involved buf o routine review of patients with
who bresent with deliium delirim or not met
s Occupational therapists should be involved in referalsrehabiltation or [
ectis o dees ke s sy lon st e el Frnon o oo eaton pereapee,
210 Psychologists
STANDARDS
1 Al patients must be screened daily for delirium using a validated instrument |me< = > 950 screened, parially met > B0%, not met - < 809 or no audit daia
2 Non-pharmacological strategies must be in place to prevent and reduce deliium. |me1 - there is a local delfium gui i tratergies. Not met
RECOMMENDATIONS
Psychologists should ensure that delium is accurately assessed by nurses using a validated instrument, and that when delirum s
1 detected. sk acor v reviewed an coreied by he MDT. They shod adviseonnen pharmacologcal sategie o preventand | mt/ ot et
e ward level (by imoraving the environment) and natient eve (o acilate orientation an
Pychologits should enure i patnts and elaves v pychologcal educaton o cxplai he pyhological past o anaE
2 dnns ut eisnement This can b delivereet in nersnn or via information leaflet meCince
3 NICE CO83 an 95158 st hl et o eceie assesements s merveions o poychologial 2 Wl 2y et = iggred or e assesemen avalaefor l pallents,partally =ty avalble oo poris
e intensive care pathwav. These should be delivered or supervised by auaiied ot met = not available at
" eyholoiss Shodl rgancs st pasga sesemes ol anake, At st o n e v uaing 3 vaaed RS [—— o AT
such as the Intensive Care P: Tool.
fa patient g at sk of morbidiy. t should be offered b
5 iver pproprialy raned St (0. rses o pepenology o0 give patients the opp o ds and feelings, | metinot met
andto valicated and normaised
Al patients found to be at risk of g the short en) st _ )
6 before discharge from critcal cae. included i the fEoeC P Co e A i B i
iniidsareod Svure el prog e tht oty G0esmemes o ove b s of e o Gonera VAT
hould
= advocatc ospital outreach and mental healfn eams) for @ system (0 be n place for abrisk [0
intensive care batients tore on aeneral ward:
" Paycholost shod conribute (0 e normatin (erbaland witer) paints 3 TSaives receve 1o el hem corinus i persanal ——
10 know who to contact if they need support afte leavina hospital, [
o Psychologists shouid partcipate in the follow-up reviews that et in at outpatient clinics. | met = al ilable at FU cinc, partall , not met = ot avaialble
5Bt of e rical e it VDT, e peychologis 1000 provide ) Traing o Sal 1 ass rcviedge ndurcersandig o
reactions, deliium, outcomes of crical iiness, b) Consutation with the
mulidisciplinary team on communication,sleep, effects of sedation, anxiety, stress, mood, delirium, familyissues and holstic care plans, |yc: _ _ _ ’
o <) Psychological support or familis. Relatives may need support to cope with the shock of  family member becoming criically fland | M = ll élements, partially = some, not = none (could be spli)
being admitted to the crtcal care urit, as wel as Siress and exhaustion from caring for a patient during a long-term admission. They may
150 oot heauement st et s membe e in i) cae it
utg alns rhabilaionand rocveryperid proide: 3 Consulaion Wi odcacand gorcrl wad it
regar b) Tailored evid persisting
oy, S TS0y s Shot sl oy peyohtogea i v oo ol e s hdt O e
1 fouse cogitve bl heray. o) Whero i fo s 1o vl s of paeis recty 0 pycolgclhoray et =l s, pataly =5, 1t =none (i b
e o patients on how to access local psychosocial
onices, ad ) D1op-n supportoups o enevecarepasens and hl il ardseharge fom sl ek n e nspital or
Emloer e iy ofcar 0 ugpor S orkg 1 ess eionTert uch 2 Ter car Wi burnou sy
prevalent. and individual levels. Psychologists shouid consult with
12 ensiocare Ieadersmp ooy sses uencig st vl e Adional peyhologss shoud rn o oversee sl supor | Vet =rouinely . partally ot = no salf support
ing drop-in groups or 10 stalf wishes and availbilty, as well as
oo sesions o seie manpaee
To develop ths coordinated service for paients, familes, and siaff, riical care Units should employ a serior HCPC-registered
13 practiioner psychologist. Large critcal care units should have access to a WTE, and smaller units should have access 1o a psychologist | metiot met
time for the noints ahove
211 Healthcare Scientists Specialising in Critical Care
STANDARDS
1 Critcal Care Scientists must comply with the professional standards of behaviour and practce set outin Good Scientic Practice (GSP). | metiot met
Crilcal Care Scientsts responsible for management of medical devices and por of care diagnostic Services must comply with e,
2 standards set by the Medicines and Healthcare Products Regulatory Agency (MHRA) and the nternational Organisation for metinot met
1501 standard (27070161
Critcal Care Scientists voluntariy registered with the Health and Care Professions Council (HCPC) must meet the Standard of oeren:
3 Erofieny s complyith he S of Condct. ermance and s met = are registered and comply / not met
Ciitcal car for waining Tustcomply q for raining setfor
4
e b he Natonal Schoo o Healhcre NSHCS) mecineimes
RECOMMENDATIONS
The Criical Care Scientists should successfully Complete an approved UaINING programme. eiher via acrediied Specalis raining or a5
1 partof the Scienist Training Program (STP) comissioned by the National Schoolof Healthcare Science (NSHCS) and should be metinat met
recistered with the HCPC
2 The Critical Care Scientsts should work collaborafivly t be a dynarmic member of team, assisting in he provision of Po—p—— o
hinh iy are within the critcal care ervironmen e
The Crical o provide - nursing and wider 2
3 working in a about the safe and al devices ,including | met/ not met
monitoring. diagnostic and theraneuic itcally il patents
The Criical develop and including based praciice and
4
the latest d software to the crical care environmen met/rotmet
The Critcal C pport for . including advising on optimal ciical
° settings and resulting in focused. eficient and hiah-quality care. fo<s logs or avaiable /p (eI
The Critcal needs of am, incuding delivering raining. _
6 Eemmshm it et o met = evidence of involvement i teaching and training / ot met
The C ap pathways of patient care and lincal
’ senvices that are both routine and highiy specialised. SEEmer
The Critcal work safely and heir scope of pracice and ensure they do not practse in areas
8 where thev metootinet
o s parof e mliiscipinay 5am, he rileal Care Sconists should coriibite o h staiege drecion, plaing and doveryof e e
o The Crital Core Sieni'sShouldengage i e Soety f Gl Gt Techndogie (SCCT) e ek pofesion 5oy 10000 |y g
the Academy for Healthcare Science and the NSHCS.
212 Support Statf
STANDARDS
1 Al support staff must y met/ not met
2 Al support saff must have a period ofinduction and supernumerary status. met/ not met
3 Al support staff must be appropriately rained, competent and familiar vith the use of equipment met/ not met
4 Al support saff must b included within the intensive care team and be updated on key unitissues and developments. met/ not met
Support taf roles must be clearly identihable o colleagues, patients and visitors t the depariment,either by uniform and/or name
5 Suppor met/ not met
areas i nurses i delvering direct paent care and in
© maintainin patient safetv. met/ not met
7 Healthcare support workers must complete the Care Certficate and adhere to the Code of Conduct for healthcare support workers met/ not met
A Adminisiraive rols must be developed 0 ensure alcirical il are fee (0 give et paien care, and Suppored with essental data -0
collecion,
o areamust responsible or th cleaniiness of the environmen. met/ not met
o Where irectcare s augmented sing supportstfl (nouding Unregistered nurses), appropriale raning and competence assessmentof [ 1o
those staff are reauired




RECOMMENDATIONS

1 Al st should be encouraged to attend further training andfor education to support their developmen. met/ not met
2 n should have rkers 24/7 o staftin delvery of direct patient care. met = allshifs covered, partally = 759% covered, not <75%
3 Each critcal care area should have ward clerkirecepiorist cover seven days per week. met = 717, partally 517, not = no recepionist
4 Each critcal care area should have a dedicated housekeepericleaner seven days per week met = 717, partally 517, not = no dedicated staft
T AT O A T SO ST TS O ST T ey = =
met = full cover wit leave cover, partally eror ot met = no
5 recognised audit programme (such as ICNARC or SICSAG) and y these data e e cover
213 Smaller Remote and Rural Critical Care Units Only relevent for small number of rits. An autopopulate feature of not applicable would be useful
STANDARDS
1 Network support must be in place o enstrre smaller remote and rural crical units meet these standards and met in network / not met
2 The critcal care service must be led by consultans trained in Intensive Care Medicine (ICM). met/ not met
3 There must be access to appropriate advice from a consuitant in ICM at alltimes. met = 24/7 access to advice / not met
4 Dedicated daytime crical care must be provided by a consultant trained in ICM with no other commitmens met = 717, partially = 5/7 (o involves covering other areas at same time)
5 There must be a doctor or ACCP with advanced ainway skils resident within the hospital 2477 met / not met
6 There must be a 24/7 dedicated resident on the crical care unit. met/ not met
7 There must be structured handover between day-time and night-ime staff supported by standardised policies for practice. met / not met
8 Appropriate CPD must be supported by the employer and rofe: s who deliver met / not met
Regional ransport arrangements (road and ai) must be put i place o allow Tmely, safe iransfer of paients wih an appropriae level of
5 met / not met
monitoring. staffing and skils.
10 Al critcal care unis, ncluding Level 2 units, must enter data ino national databases such as ICNARC or SICSAG met/ not met
RECOMMENDATIONS
Network support should be explic, resourced and supported by al he Healihcare Organisations, Boards, networks and regions involved,
N met / not met
and recoanised i iob plannina
consider iques for cimcal
2 with their recional network. [
B Femot il are units soudmplement aproprit o crcal overhanoeprocedures Vihboh nevorked unis and Va1set | v (rmal arrangements wifh SUA nplac et met
Where harmacist or P . such as dietician, cannot
4 locally in a small urit,advice should be accessible from specialist colleagues thogh network support. Appropriate raining bodies shouid | met = formal arrangements with SLA in place / ot met

devise and sunnart remote and riral training noss in eritical care.




Section 3 CRITICAL CARE SERVICES: PROCESS Level descrintion Comments
31 Admission, Discharge and Handover
STANDARDS
N The decision 10 admit o ‘and the management plan must be discussed with in e e ———
Medicine.
2 There must be documentation n the patient record of the time and decision to admit {0 critcal care. < 5% me, 75-85 partaly met, < 759% or no data not met
3 Unplanned admissions to the criical care unit must oceur within four hours of making the decision to adrit Met = >95%, partal = >90%, not <80% or no data
4 P have a clear plan. Met >955%, partial 80-95%, ot <80 or o audit evidence
S Palients mus be reviewed. in person, by a consuliantn Iniensive Care Medicne as urgently 2s the cinical siale dciales and aWAYS | ggog ot i et oco or no data - not met.
within 12 hours of adission to criical care.
6 “Transfer to other critical care unit for non-clinical reasons must be avoided where possible. met = non clinical transfer <0.59% of admissions, partaly met < 1%, not met >19% of admissions
7a Gonsultant n Intensive Care Medicine-led ward rounds must occur twice a day (including weekends and national holidays). < 85% me, 75-85 partialy met, < 759% or no data not met
m “The nurse in charge should be present n person for the ward round. < 85% me, 75-85 partaly met, < 759% or no data not met
s Patients discharged from citical care must h intensive care follow-up programme. met / not met
N Do o el a0 Gl erd St oo WY Tout T o 1 decs and Tt ot Betwee G701 Mo = (O (T,
o ‘There must be a standardised handover procedure for medical, nursing and AHP staf for patients discharged from crifical care units with | oo+
ol nsfr o T st il el sctued habitaton oescrton
Patnts undergong specils care s b repalriated 0 2 closer (o their appropriae o | . -
* ottt cnastiaon.an st cecr of the decision to repatrate Scivet et pertelh et ek oo s neiney
RECOMMENDATIONS
None
32 Capacity Management
STANDARDS
ospiel ranagementeats mus piise e use f Gl crscapacty atall e, The adssionand discharge f ol care YRS o —
N p . such tca car upporare acitd wlhout dely (vt fur hours afrdecsion oG 3
admit and completon of essential within four hours.
e final decision on uliisation of crilcal care beds and Stafl(which Includes moving S 16 help in olher areas of the Rospital al imes of
2 nced) et iy with e duty conslantan the uty urse ncharg f e crifal care uni. Under nocicumsiances shoudciical |t/ ot met
b non-elinical anerational m
8 i sae s sk havs documen ecclauon pane sutablefor e Fosptal Taciles and st aud and revew T Usage o [ —
these plans.
Hospital boards must demonsirate regular oversight of the use of crifical and the provision of the
4 Hospial board: o o P met/ not met
Escalation plans must balance rsks of non-cincal ransfer aganst fis of care outside of the criial care uni.
° e ' " ot ! metfnotmet tant & ttant discussion
Escalation plans must dfferentiat betwoen escalation during ‘norma o ind escalation during major Incidents or pandemic
5 Escalalon plrs s rsnte etween sscllon durg peration and escalation during major incidents or pander [E—
Regional and agrecd a medial drecorand hifexecut vl 1
d i he. nurses in usane of intensive carn h ek | ™Me4/ 10t met/ not applicable Mt sid document
Regonalpandenc callon plans must il gger el o sgreed crlclcare s creraand esholss o esron o
° sist neiahbouring crical care units met/ not met  not applicable olan
Rogionlnense Cre Neios st ave n a0 Py o eScaaio of cre 2 ep i b seconday and Ut
° o inclu . i reauired. prioriisation of transfers over local elective activi. met/ not met  not applicable
o Roghna insie Cre Neworks Ust e il 3y 1 1eord Gapacty ctoss 1 nework .1 se Wt 1515 Uil |y e et e appleble
oinical
1 Met = non clinical transfer <0.5% of admissions, partially met < 196, not et >196 of admissions
RECOMMENDATIONS
il care U sl dlorin 1 o rgerey capacty ey v o et Stnrd 1 ecaly, based on el adien 10
1 ancy data. aciy 0 cope withihe predictd emergency wakioadcan then b managed by ensurng an appropriate number met/ ot et
e hospcls il Tequre ot ioas ne el cae bod pr 5 st hospiel beds” ROSPIAS UNGBTaKng  TgE AU o ol oy
2 maior surtical likely 10 need sianificantv more than ths. met = 1:35 or grester, partlly 1:451:35 medical natients anly
N Training should be provded (o nursing staffn areas used for criical care escalation i [ butnot
" When sig dlfemaiive sas of 1 hosptal 1o provde rikalcare capacty,hers Shoul]be adsquals seir nrsig and edal mput registar iy
h that f care. oroviderd mex in the erical care unit  round ficant staffng
S Decsions o f:’.fff, Tn:: o lcivesurgryshold ak o accoun curent nccup::::;‘ Ipl:‘u:’!:?n of emergency capaciy over he |0
Ciical cars ks may i usefl 1o evelop  stafistical Todel ocally ha prowes prediiabi cata o 78 TUTEGr T Sgency
6 admissons they should plan 0 accommodate i each 2+-hour perid.and us this model 10 asist decision making on when s sfe o | Statement
nianned clertie.
33 Critical Care Outreach and Rapid Response Systems
STANDARDS
There must be a hospital wide, standardised approach (o the detection of the deteroraling paent and a clearly documented escalation
* orocess. metintiner 18 noliey
Al hospitals must use a validaled rack and tfigger early warning score system that allows rapid detection of the signs of early ciinical
deteroration n all non-pregnant adult patients over 16 years. The National Early Warning Score (NEWS-2)is the recommended for call
7 systems as the more efficient and effecive. Using a common score ensures thal stff operate the same language across the patient | oo
pathwiay and enhances the benefis of an early warning system. AS part of a mult-urgger system, other tiggers such as urine outpUY
acute kidney injury alets, cause for concern and patienticarer Call for Concern, should be considered as they will enhance the
oaient HB nolicy
RECOMMENDATIONS
i ded cincal Of three fevels: low, mediuim and high. Each level of response
should detail what is requited from staff i terms of observational frequency, skils and competence, nterventional therapies and senior
1 met/ not met
clincal invlvement, It shoud define the speed and urgency of response, including a clear escalaton polcy 1 ensure thatan appropriate
s ok 247 Health Board bolicv and Criical
Each organisation should ensure pali wained crical ireach, rapid response or equialent
Leams.The crical v uteac (CCOVRpd Response sl Snoud roe anmualcompetoncy-baced setessment o s and aalonal
2 ol campeences rn a ca o fegionalpogranme: T shaud e st 1 il assessment ad nenenr, bo lary | 24, ataly 5 days per week,
Health (DH) comp:  response to the acutely il patients in
Health Board bolicv and Criical
Trers ST 5% 231 SHLEAONT SUppOT o ey S ard Sl o e Sty T vrdptert
5 line with recorder and first responder level as outined in the DH competencies for fon and response 1o the acutely il patients |
inhospials. Staflooking aferLevel 1 and enhance are ara patents shld be Vaied tlowing he Nadonal Comperency Framowork
forlewl 2 RESUS TEAM
janisations should ai (o deliver Comprehensive Crilcal Care Oureach as oullined by the Seven core elements and have an
4 operaionalpokcy tht dines the (ot of e CCO/Rapia Responce o uvalont eam i . in regard met 2477, partially 5 days per week,
Amber Green status
5 ‘Al patients should be reviewed by the GCO team (or equivalent) following discharge from the crlcal care unit (0 the ward. et o i (e s
'AlTCCO teams should partcipate i the National Crical Care Oulieach Activiy Outcome Datasel.
i metintney Data recorded but not reported nationally af present as not
e rganation sl Gevelo aud s o 25565 Usalon o ek rack and Y er and graded esparse syt Vi lar
& governance procedures for action of poor compliance I .
i of compliance agains the standards wihn NIGE G505 and must e f back (o healthcars rganisatin Boards and Crital Care
RESUS IRRAILS TEAM
= Each hositalshoud b ale 1 ol CCOTap fespons (eam, fecele, hl = avdble 24 U P . SV G853 | vty
e S e g o maich Tocal
™ demands and aciiy. These shuld b rfleced i Ve operatonal plcy. e shoud o naminaod o o enice uhetncre | met ot met
oraanisarion Board National standard used to assess service. OP in olace. Leads in olace.
34 Infection Control
STANDARDS.
3 st an inavascular and . and remove them when not requred gin i audit gata, partally = no formal
ininise he ik of nfecion 0 Aot met = no noliey.
Infection control nd agre .
2 fection control and agreed by team met - policy in place not met - no policy
The WHO Five Moments of Hand Hygiene is often due the
3 Met-
e v ot Handwashing audit - Met - < 95%, partily met 95-85%, unmet > 85%
2 Cleaning of by vained st and s | wih particular attention (o high- | met = policy n place with regular audit d partially = poicies n p
fact Surfaces Duti of coaning and nursing saf. inceani deined ad hoe audits credits for cleaning
There st b survellapce systems n lace o audl and feedba of ncsocorialecion, eporing o he ATl Ssheme Where )
5 applicable, for example, reporting central venous catheter-related bloodstream infection to the Public Health England Infection in Crical F (or equhelent), p ot me - ot reguery
monitored
Gare Quality Imnrovemen Pronramme ICCOIP)
5 “The principles of antbiotc stewardship must be adhered (0 in consultation vth the micrabiology team. e
RECOMMENDATIONS
a Palnts Shold b screenedlorCtia f VRSA anda Carbapeninaseproducing oariams acoordng 1 local deemined the time , p the time, o data of not done
Patients wiih MRSA cartiage of nfection should receive (opical Suppression (0 reduce shedding and, i possible, single-1oom fsolation
2 meliinne in accordance with hb nolicv
5 Patints wih darhosa andatore ml‘eclmnns‘  shod :.:; recedene overahers 1 allocalon o sle-Toom solaon Paents W |t v et
Design of ontrol ihe planning team. In particular, the bed Spacing, proporion of
4 sngle tooms and proviion o ks should e conacired scsorci 10 palien ca e nton il anprvence of |t ot et ot sppcale
rosistant infee
e ianahe cae e SToa e 26005 o Teclon G nd v e T 6 & TIogt o can ofer Ty
s teven and adce. el i shouldbe part o tmetbled mrobioogy rounds duing th week. The microbiologist il adiseonthe |t ot et
choice and duration of an il formilaries a5 3 nart of antibiotic <
infcton contol rursingsalf o insihecar urses wih nlecion ool e sho 1 oe Balabi 1o prows day T2y BEE 07
6 revenion ofsread offecion,slaon prry and procedures and decontaminaton. Alocaton ofpatens (0 sigle-room slson o |t/ ot et
Knewn o smctod infaton ahld b seieuset an oo 1 ayailable at weekend:
2 There Shoula be & means of ConRUGLS Mprovement i ecich revention and conis Tor SmFIe Ushg Survllance and eedback e T
35 Interaction with Other Services: Microbiology, Pathology, Liaison Psychiatry and Radiology.
STANDARDS
A There must be dally Input from microbioiogy. i oy G e D .
imicrobial Stevardsh
3 There must be local antimicrobial prescribing guidelines i [E—
b oolicv
5 E must be n place for he role y [E—
b orotocol
A ‘Acutel il patients must have access (o dlagnostc radioiogy Services at al tmes including Umely access (0 & radiologis [E—




8 imaning ti wa Qmma\ nermanently .»mnm renart covering the entirety n! ML
S e e,
ll service 7/7, partiall rvice but some demmts not always available (eg 7/7 reporting
6 tr2 ine ing u!
rtclly il patets. Thi would e, o sl dhasand ond T scamng 1 4 sapss dagnels and soces contol and e e o .
ErIEEmEE
1 hECITEE, ‘Met / not met
;
accordina to local fail-safe policies. e e e e e HB nolicy.
N R e T e B AU O S
e e o o =
B Clear protocls for acces 1 radlogy soves ha 7 oL AVBIG o 46 2§ esenionlrdiiogy, VAT veriaied ) S
should be available. met /ot m
6 should be seen within one hour of referral and urgent mental healthcare referrals within 24 hours of referral (within the liaison team's met = available and meets time criteria, p: <24h,
ST
e e o T o i e SO0 8 ot s e 7559ty <197 o ) e
Patients receiving rehabilitation must be offered therapy by the multi-professional team across a seven-day week and of a quantity and
2 equency approprte 0 ach hrapy. i order 0t th lnial nd and enablaton pla o an ndiual patent. Rehabitation e e
ha undated acearinaly 'S not met consistent
4 “I P "m s [ Eeoad sl Dermpiet > 85% of patients - met , 75-85% partially met, < 75% ( or no data ) unmet
lty
5 addressed . or in ing, care. AL this point, | > 85% of patients - met , 75-85% partially met, < 75% ( or no data ) unmet
Z ey
6 'ﬂnﬂe«uiﬁumumrj n-emlnmﬂlmrd Al m«:mmemm must be aware of this. Patient involvement in sﬂmnm > 85% of patients - met , 75-85% partially met, < 75% ( or no data ) unmet
L ToE e
v recoverv. This infc should be provided. at the latest. from hosoital. e e e P e s (ool sl el
ErEEmEE
1 20 =l | et 7 met, met 5 days per . not met =
2 releua\s and d transferred to_ nnumnu services and ts (6g senior — other roles, uniriet = dognst st
The m\e rapy w
9 i m nursing o allied e bnckgrwnds “These may enable enhanced S
delivery and mcmnsnd efficiency of rehabilitation service delivery, as well as ongoing rehabilitation to be delivered following discharge
8 5 g pent in hospi ay pap y
hotos, videos and written information. This material prospectively e ‘the desire of patient [ ECIES
37 Intensive Care Follow Up
e
1 cﬂmm:mwl gt ity fo it o ati 't ongeing Hation g met = all rehab goals, p: ly unmet = none
RECOMMENDATIONS
1 L s o ol B eare < et met = all patients, partially = selected patients, unmet = none
3 up !eam shonld mclude an intensive care consultant, mlensw care nurse, clinical nsycnmoglsx nhysmmevamsl menc\an and met = all appropriate patients, pz by capacity not need,
3 Se\ecmn H Daﬂems ::;v follow up should be based ‘\1 l‘i:g.:? r::“s::x{ more than (ree days) or at ncreased 1k e folowng e
G teview of current medication should be performed and rationalised with input rom pharmacy i required. [E———
o ollowing structured review, appropriate referrals (o other services may be required and should be arranged where required. S ——
9 be offered of diagnoses, treatments and support can be provided. [E——
w a 2 group should be encouraged
metinained Established ore covid but
1 atients and relaives sould be surveyed regularly and this informaion should be uiised (o assess rehabiltation and follow-up services. | oo
S
: . I
A
. e e — = S ——
ot S ot e e e
G Pationts rmus be o given help to communicate (e.g. speaking valves (for umnli with a tracheostomy, wipe boards or flash cards). ‘met = SLT involved and have full range of communication aids available / partially met = limited access
S ol
o in order to leam
ErEEEmEE
1 tensive care patients should have a patient diary. ‘met = >90% patients >48h stay, partial = only longer stay or <90%, unmet no diary
;
document for each patient is verv beneficial and should be used if possible. iy
e e G o H .
6 Aroom should be pmwded lav relatives to wait in or have time away from the unit. This room should be comfortable and its facilities ‘met - relatives room, partially met, relatives room but poor facilities, not met - no dedicated relatives
/ outreach ser LA e
. i oy Bk b ey e o, IR
S
T = AT e

sickness rates).

met - quartierly , partially met 1-2 yrs, unmet - not monitored of mroe than 2 yearly intervals




Al stalf must

3 P annual appraials met - > 85% of saff appraised / PDP done, Partially met 75-85% not met < 75% of saff
S Al staff working i criical care must be able 0 access the Freedom to Speak Up Guardian Ep— e
Stalf must o Job rol, e.9. adeqy o
° ratos, access o faclies or nutrion and hyarat Siieier]
o Staif rostering must comply with Health and Safety Executive recommendations fo sleep and rest Ep—
o Units must provide adequate workplace faciltes fo stff breaks, which are Separated from arcas for relaives. pm—
be laraer
RECOMVENDATIONS.
Al staff engaged n & manageralor leadership role ShoUId have access 1o approprate menioring and/or coaching Senvices 1o support
1 met /ot met
them in ther rol.
> Al units should p Test and sieep quired (0 vork overnigh. —
3 ATl ers S v 5ces 03 DGopenGert. prfssonl Py egal suppor s Whch proescounslig pm—
" Al staff members should have sellreferal access (o an occupational heallh senice and rapid access physiolerapy senices, pm—
Al unis should ‘and reflecion, 1o reduce professional sclaion
s s mctuden oine St pacice (o9, matschlinay oo, orely and orsan) meein. o5 el spa o v |t i met
fes Scvuns Coee v debrfin ilwinn medical eersenc Jready set up
5 Al staff should I work areas with approp: o light and conirol of noise. pm—
- Al staff should be supported (o maintain & healthy fesiyle, &.. provision of advice on diet and exercise. pm—
Tor (atToast Fsational policy on s e
" Al organisaiional polcy on siafl health and wellbeing pm— —
310 Inter and ntra and Hospital Transfer of Critically il Patients
STANDARDS
A [Transter (0 oher cilcal care Uit for non-linical easons must be avoided where possile.
Agopite caupment must e vl o undeake a af ansler and 1o managecompliaionfadvrseevers uhichmay oot
2 during a ransfer ’ e , an met/ not met
checked
3 AT Sta kv n P arsTerFSL 2 RS, cor i oy W T 058 f S, —
Not al staff uaining
Where patient ransfers resultin @ change of team managing the paiient during of folowing a transfer, an appropriate and documented
4 handover must be undertaken between the teams to ensure good continuity o care, This shold include providing copies of the clinical | met /ot met
tecod
Anamed Stiake overal decision to ransfer a paiient and the level of support required,
° but does o 1 underike the ansier petlictnes
5 -hosptal n according to the Gonditon —
For interhospial ransiers, there must always be & named » Tat the recening
! o s st e v o e e b e petlicnes
. can be provded In the patients home, hospial ransfer | Percentge ocouring wihin 48 hours of decision. Vet > 659, partaily met 75-85%. ot met < 75% of
sttt place i 48 hoursof refrrl  the recshin hosoial
RECOMVENDATIONS.
" Transters should follow the advce and protocor i the atest CS wansfer guidance. et et s, il . Gon e andard bt K ssessent 1 place, 1ot et Gt
meet standard an
The reason nihe T shou e an potenia
2 risks. Transfer d ould only be made by d his met . partally met 80-95%, unmet <80% of o data or not a consulina decision
dorymented
An ey soced ad gy chcked, Jedcated anslerbag Houbs avaiele o s durng l paten ansiers T ag
shoud o transit. The transfer bag contents should be checked with log and tagged, partially = daily check but not tagged or logged, unmet = no
3 ‘and a log of check: . Sealed Wi g, hen a iy check hat the seal s unbroken. T, | ek hecked il 0g and taggd, parlly = da
ancerbag e e restocked beveen uses o i dolays ‘when i is needed. Staf canrying out patent ransfers should be famiiar DTN
st s o Supported by operating theare
B The paients vil 5gns & whit i transi. . acton should be taken 1o remedy
v bhveilocical aesaoraon dring e anslr Esteione]
‘Standardised transfer documentation should be completed for all niensive care patient ransfers. Transfer documentation should be
s scruised withina 00Ut aud ysiem. alloving eveniu o substandard ansiers o be vestgated and fessons ot o be shared | met=use ol a form
ity 5wl o fo transiers
e an adverss v ocursduing a e, s SHld e 1epoTed a1 vestgaed g e e g saion noden
5 . KA " o 9 9 " |met/ not met
at unit Alearnina shoul
ey i heaiears organstion snoudhave & dshyrte st and T8 W 7 g To A S o N
2 wansfer of criical care patients. quideline production.trainina. qoverance, audit and reportina [t (i oG (AT =D
. Training i trar be an ntegral part of for doctors and nurses. —
Where muliple teams are involved in a paient's care, appropriae handover should be Underlaken between the teams prior (o ransfer.
° This should not delay the ransfer, [T 3
“The paient, where possible, and their next-of-kin should be informed of e decision o ransfer and an explanation gven ta them of the
) i, where possi ek i E erplanaion gien to met = 559%, partally = 50.95%, unmet <60% documented
“There should be a clear agreed escalation process for any delayed an operational aea
Th Gfinion o daay il v acerdin o o reson or patients care unit
1
care unit at , a delayed transfer i o that has not been undertaken 48 hours after | et/ "9 Met
e o notal o ths ol il o
‘Appropriate infection control precations, ncluding solation, must be made avaiable fo patients with known high-isk nfections or who
. are at a high rsk of harbouring such infectons both during transfer and inthe receiving hospital; theiravaiabilty should be such that this
does not delay a patient ransfer, Simiarly,iolation available for q feizS
Gl care uns o ove i herfocal o in relaiion o
= met throvinhot othuny mefilviet
m Toers chold be s oysom o ooty gty of i hespie uansfevs and Fich nclud processes, daia avaiable, partilly met - eviewsd, Tmied daia avaiable, not met
mibers. indication for ransfer_incidents_delavex! transfers and outcomes. Audt measires and | ould he widely shored rarel underaken or not at al
15 g rogannes met = both / partlly met = one or the other / not met = neither
formaton of earms, y d
16
orevent ke staff. Sy
an Gare atthe End of Life
STANDARDS
N Decion makin itoundng e a e ard o, nudig e el oy docsors. must b dooumered ey and et = 58%% wih =
jonts and theirloved ones. The later beina of paricular elevance i (beiow). on audi unmet
Do mlong surmundmg o e S oL e b B e T S requomers rd
a ntal Capacity 2005), England and Wales, b) Aduls ih Incapacity Act 2000), Scolland. o) [
oo Capachy e (Nonar rtand) 2016 Hoan Tssue et Enqand ) Gonea Hodial ounces Good Hsgeat Prociee
Snecifically Trentment an Care Towares the End of L fer Goer Practicn in Nerision Making
3 Declaration of death by cardiorespiatory or neurological ciria must be done in accordance wih professionl gudance. —
" Consideration must be made as to whether organ and fissue donation can be offered o every dying patient. and pproprate the it data on referal parally = considered but no audit
donation (SNOD) should be contac o or <7004 el e
n order tochange i thekrcondion Wose st g ko g P ek condion sy
s reviewed deteroraing, enabling early Statement
RECOMVENDATIONS.
Pationts wih cap e keptinformed Condiion, and o e p may be dying. Best pracice
1
dicta close 0 the paient should also be informed jpetiots?
Decision making related (o care at he end of Ife Should, wherever possibe, Imvolve patients and people cose fo hem. as well a5 medical
a professionais. f the patent acks capaciy and there is no incividual with Lasiing Power of Atorey. respensibiiy for determining P
resmens st ithvoaing ciicians. Provis decsions should 15 b ke o account .. et scalaon pans (TEP).
Emernency Care and Treatment)
supported S——T o e process of
3 witmeking et "Such ded on and clariy can b mprove b otining |Met~7 days per week,partally et 5 days per veek,
v burdens and henefis o arts o omissinns Oni 1 1CU Consltant
e pates ar recognised s being n her fral Gerhours e, rapeuscJos shou b eveved nd ceordinly shered o
digniy a ould be withdraw. The discussion of Do Not Atempt
A Sopuimonary Resutixadon (ONACPR) & e 1o patiate care cmu:ally i paeis. T ol be th patens and used 959%, partilly 90.959% or no systematic documentation, unmet ol
{amlegwatn ot comet. | matured patients, DA be evidence
paints suragates (s defned by the MCAorsquialnt) t the cries apporonty Tho Bt gl pesocion Resuscioion
e Nursing issie renulari uniafed suidance on DNAC
G :—zm "p"alvgv':vs::wnlﬂ oo managed by mul-rfessoal eams hat inclue s medcal and TS sl oM IenSHe o 000 | ey e
prescrbed fo al patients in thei fmal hours/days of e, enabling
o prompt sympom ool T ncludes ierapeute ntons for kAo eproen ety and sgtaton Doses snad b0 i r |t ~ystematc douretan usx 94, paraly 095 o 10 ysemat coentaton, et o
sympiom drugs used shoul evidence
o ity
Gare should address dying patients' need for sprtual and emolional support, and iclude hat o i famies and ofhers close o them
7 The needs of oved ones to be with, care for and ofherwse atien {0 dying paients should be met asfar as s possble. If appropriate, |/
rlious o soculr exoris should o saugh (e ofora o chapiancy,peylogcal socs o patas GPe). Salfsoul iso
i desth s consired out ofthe crfical care unit less 17 o faciate (v
8 iscusson with patntsand ioved ones) sifcant mprovements T care W practicl .40 5o, patent should be gven the opporniy (et ot met
i e ot hoene o in 2 heice. 1 wriue 2 handoer of nlans and anas of care
irencie cars Siclans o v a responsily for dedion making an care f sl unwell 7 GeeTTAIng PATOTS SUe o
9 me ra aro unt. When owingsueh patin for pfenalreatmont scafaton, oy should work wih pations ol oams 0| met/ ik met
‘that dericions ane et care o the
312 Organ Donation
STANDARDS
7 patient s close 1o death, dociors Those clos iews abaut organ o Tssue [0 e "
1 donaion Doctors must o any o acedures o dentyng penta organ donors o, appropitecases. o oy CT CTicty
‘Snerialis Nirse-Orman Donarin (5 i sl uunelErooy oics)
The Natarl st o sl o Gl Excallonce Gudance equies ol he Wenshe car e caing or e pnt sl
organ donation with th for undertaking th tests, to . .
2 confirm death using neurumgma\ crora orvhon o s an menion o i i Svsaning veament n pasons wih a e [ S D T i B B D I T et e 5
it ction which wil or i exnectedt
N Ciical care unis mustcomply with th ciera or Gagnosing death usig neuraogicl o TeTetr cera as 5 by re Acadery o By—
cal Roval Colleaes. et
B Al units must contrbute data to the natonal potental donor AU [Epp—
RECOMVENDATIONS
Each acute hospial should have an Organ Donafion Commie o oversee all aspect of deceased organ donation a5 recommended
1 e Daparmon of Hosth'sOrga Donston Tatores. Funcing o 1 corvitoss acoios & pronsed y NS Blaad ans ranspan, | met ok met
isrmy
2 E3ch acule oS v ave 3 il ead o organ donaion (CLOD) onded by NASST_ il esporsbiy 0 pEment oG | e v e
donsrion oolices. oromte the adontion of best ines and to adress any local b HB Lead
o ccal o ould v an ey o signed SO eyt by NESBT 1 prosde e on A ESUES aIng 0
3 donation, organise donor coordination, support the intensive care staf in donor management, complete the potenial donor aud, engage |met/ not met
£t o v, sy donc s SSNOD 2 hared across fourhospitals
o lfe care of lfe-sustaning Should be compliant wih the Mental Capaciy Ac
5005 anebese o he gukdance prodded y he Gener sl ol andshu bl respecte of sy potrtl fororgan
4 Gonaion. Detaminng bos res at the and o s Sheul mcude a patient’s preferences and wishes regarding | met/ not met
organ donaton. Guidance o deisions regarding WLST  patnts i v i oy (5 should e ased on
ey fessional
5 R ianned and colaboaid a3 e ey o o GONGION DSSS T e car aam and T SNOD am Shauig be Sy
toutne oracice  NICE in 2016, o=t
em dead ualiy and increase
6 e ioes o rgan sdccessly viow and aneplames, Donorapiisatoncore bl r Dot ol e v - [met/ ot met
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onation andor end of e care for patients oulside the.
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1 T, s whre dop oy e — |
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8 does n Scotland. thev are likely to be hiahly persuasive to the court). [Siatstont
4 i EEERRE K Statement
—— -, S —
- = . —
-
v (family and friends). Siatstont
Lobs = = .
g i the treatinn clinician must not act unilaterally. Statstont
e e o e,
s
different clinical teams or between team and familv/fiends. [y Hosnital olicy (from famiiv)
'ADRT that does not meet the criteria ly legally hould into account as part of the best
3 indication of d i ST
3 Wales)/Court of Session (Scotland). NHS Resolution or the Civil Mediation Council provide access to individual mediators or recognised | Statement
Independent Mental Capacity Advocates (IMCA) should be consulted (in England and Wales) when a patient is ‘unbefriended’. This only
4 family or friends. IMCAs should not be consulted Statement.




Section 4 CRITICAL CARE SERVICES: CLINICAL CARE

Level descriotion Lovel

Comments

2 the use of prokinetic medications, ¢) Criteria for naso-jejunal feeding, d) Criteria for use of parenteral nutiton, e) Consistent
imes o stoppingand rstring EN round ansesthtc, urgica r edside procedures and ) A prtoco i of

I
253 8100 Tevew e < 10 Gurllte e ey o thece it

without witing for a

“ Reslaor Suppor
SO0
R o st v s 0t modem e e o
ariaion, Bk of Sl iy connakin Supr Sponahcou it o sppiat of PEEF
. e it oy GG, o s o s v s st e o e s |
e ot o e o T T S o T
3 predicted body weight (PBW) an target tidal rote (6ml/kg PBW in those with met / not met
s o ok o A
. S e s, wnd TSy ity e
i i s s i it e s o s o e s e
Rt o o i s sy T
8 MO) Centres. e
6 Units must have written guidelines on the indication, risks and practice of prone positioning in hypoxaemic respiratory failure. met / not met
TR v o=
. onks st e e — S 53 e wih o orzaTonan et
. S ot e g R O o T o OB, SR DY P ond Tty s
iy pchebb n s i e et et o 4 Sty ines tt ot s v
9 Non-invasive ventilation must be considered and available for patients with acute hypercapnic respiratory failure. met / not met
w0 i fow sl oygen must b sl for o managemen o patnts Wi et ok
RECOMENDATONS
TGl (i P e S oS s i T b Shou 5 o ad oo Gy
B - - -
natients reauiring invasive ventilation. met - all recorded daily , partially met - one / two not recorded daily, not met - more than two not recorded
2 i ofcompiance i ARDS enitr ot peumon and vesning s s be uncerake avaery.__|met/ ot et
s Unts shouts v stndardse syt o montor VAP s and bt essiance s et ok et
e G e e 1 T dvErs bou e o S ]
. e ypoemic A i o et e
B Wearing tm raonged Mechacal Ventlaion and LongTerm Home Vetlation Seices
savomcs
oS w o St o e
1 s e e mcading h vander o e Pt i corpes | et/ ot
i sdrorb i
2 Unks st Pl roessonl il govemance metge, udin anls of mortyand mory et ot
RECOMMENDATIONS
Faer i T e TS o b Heried o ey g o o Vsl v Sarcart
1 ey Pesens i o metlogea condns e o paiouar k| e/t et
e i
Ty e R o
2 paintswih veaning roblems and consiing o . nursing, ‘speech and py, and | met = full MDT routinely used, partial = 1-2 MDT professions not routinely involved
P
. Thetens oo e s e 7 5 S e s e 0n e s e rormano
o raen et vt
. oty s and taion o WaY 0o VS e T U SR v o3 s 3o ot
e b oo i o oo o v (s
Trevsest Gy s rcanng o ;
8 Ry el skill in NIV shauld he natients with nrolonned ventilatons needs etinodney
oo o e s ot
o I, 1 NS LA a2 s o AR, ROl A G S e i (et et el e s
s e vrir o ot e oy S B G 1O PO ENSY v v
s ena Supprt
soos
1 must have the and expertise. ide RRT for patients with AKI on a 24/7 basis. met / not met
PR e e T W e oAy T 5 oo T 3 e,
2 with the local renal team as oer the NICE et otmed
Pairs At orova Bt o pereread Gkt 0
3 monitorina RRT. et otmed
. ot VT o1 oo Vi oS5 o s I e S s ot o e st o Gaions et et
e it
RECOMMENDATIONS
. T deoson 0 it RRY U e based o he congi an pragncs of e et o v, and noon st wea |1
or creatinine values as per Kidney Diseases Improving Global Outcomes (KDIGO) recommendations and the NICE guideline.
2 ot o resionn anplesions o e 3 s RRY o e saned P
s Paerts o s o ke ot ot iy corts rd o egn Ty et |
i S o, e S o o A 4 ren 17 S GBI Ao 3
" e T o Therapes o AT Th choce o ey T2 |yt et
<o o e sttt xeris ol e i s ans avataply o machines
. The dose of RRT Shald b pesrbed 1 egiving o the RRT seson. | aholy b Feveved Gy it v [Tmet= R e o=
Dt e st i edgenes. o e R restrnion
e decionto - gt sl e s o e pocrl
6 risks and benefits in an individual patient, the expertise- D’ the clinical !eﬁm Bndt ti ilable b
Wi anl o nicoagun o CRAT Tt 1 e o ot v CONT SO o S
7 Bicarbonate, rather than lactate should be used as a buffer in dialysate and replacement fluid for acute RRT. met / Partially met = daily prescription chart but compliance not audited / not met
. D o vy e g T S T T pion o G oo W 31| e
Dosscis a0 e et of AR & st
s Pt v v St TSk i Sandard st 5o 5 hr a1 7o S S [
ol or il oad eaion s AT
m Iw.m g i, h st 0 G Sl b o r 1 e T A |y
ke e g 50t
a4 Gastrointestinal Support and Nutrition
somos
a The ype and posiion of nasogasir eeding tubes (NGTS) used or eera eeding, hydraion andor rug adminsizaton, must
Ji s et ek
i Vi Rl ST o T U Gohy 1 5
overcome EN intolerance. It is suggested that it Shwlﬂ include: a) Measures to minimise the risk of EN aspiration, b) Criteria for
met = clear guideline in place m

T e
S e i g o e o U o, R AT o s - i e ———
feedina svndrome. - (e S i s "
" o Crsonies it rr e s 033 DTl oG W e s, 7o [mt= 0 e, pr = TP vlal ot e g, = o vl o 1o
 minerle. A standers bas ofserstesmiion st b el e
5 Inensive care snices must Nave acces 0 2 range ofenera o products 0 nclude 3 Low decuaie, B Figh proen. —
o i e an & Tleance (somiiementa
RECOMMENDATIONS
N Nationalsus and 1ok Should b 25535520 o s, and Gnergy, 1 and mEonutrent 150 S9mnsa 52 [mat non s
i icin i atootts soeeiaet winn orepetence.
Itis recommended that nutrition support (PN if EN is not lig: 48 hours in not
2 P
to be on a full oral diet within three davs. etinot e
S T ik g 1008 o ot OO0 Y A T, G 00 3 T S0 T |t e
| Effons need ot be rade 1o cover Tall snergy targets Wil EN or P oril Gnical sibily i boan achieved. Dalvering 3 caiors
. Toad which excaads anercy pendiur appeas paiu and S b0 v, shets hyocaloc oy be st [met ot met
fesh
S ey e o g o, Pl e G o A e B |
s eeing plans shoi b aused o frose i 2 V1 3 kg2 acearding o et guideines T
Volume-based or ‘catch up' feeding should be used 1o allow nursing staf 1o adjust the hourly infusion rate of EN 1o optimise
7
deliverv after interruptions. et et
s ere shouid b acces o nasal B 0 secure NGTs agfated patens and qdeines for e e and afrcre T o brlesacoss e
B Nation support argets should e ncludd it rehabitaon of ccaly il patents T
ere shoid b bovel management [E— [S—
10 (frequency & type), b) Minimising the use of drugs that can cause constipation or diarrhoea, c) The need for rectal examinations met T L (i ]2 = No guidelines in place for this
uaine
s e foal 0aGGHTBACHon. O W 10U Iives, enemas and Sopposioes, & Management o ovs.
i e
StavoRDS
o o e 5 | l
n o
e s [smament
T Tramear - ey s = | |
RECOMMENDATIONS
n o e poyppe
s & vy oo oo s o B e SO Shol B osenoe o povee
2 suggestion of sepsis DH wm\ss\ul\ to critical care. The choice of antibiotic will be driven by knowledge of local mlcmbmlog\:a\ met / not met
[opriibaipepi
s o srommysci Wood roTuEs T o roEagnts oAU oo ieenions o 5 ded T generl
3 patients with liver failure develop a balanced coagulation disorder. Both pro- and anti-coagulant protein production is reduced. |met: , partially: but no TE available, unmet

Viscoslastic fests. such as M. mav heln in management

a Patents wih AL should hae acces 0 pesna exchange hercpie met / not met / not applicable
5 \mraclama\ ypertension being a recognised complication in patints with ALF. Strategies 1o monitor and manage ICH should | met /ot met / not applicable




6 be sought from st hepatologist or help with diagnosis, specifc therapies and prognosis. met / not met
7 tiver failure and Iver have access radiologists met / not met / not applicable
o Links should be made wih regional centre p ransjugular hunt (TIPSS) for patients with [
bleedina varices.
5 Uit hat manage paen' i s it shuld have 2-hour therapeutic upper e
o Drug dosing may need adjusting in patients with fver aiure. Ci with an ith sutable [
livr faiure is essental.
a6 Cardiovascular Support
STANDARDS
a Chest X-Ray and (ncludes focused h experise may ot b Il available, partial = echo availabilty in hospital 24/7 but not always on unit, unmet = no echo
in unit and cold he nrovided by rther snecialty such a8 eardioloay must b o 2t it the vnilahie.
2 A consultant cardiologist must be available at al times either locally or through a formal network. met / not met
5 ks vl acats Bt ki st e reved i 54 Tours o sy daclcated speciletneat e s (o RS
cauivalent. ant follow the auidelines detailed in the NICE Ouality.
Protocols for toafacilty able i resenig 2 e
4
intarction must be in ol met/not met
5 Th tsnss car e st o the Enpermentaton of sl sandarts.guielnes nd patumys penaing othe RSN
oatients wih in additon to the other oraan suooort beina orovided. n
G The advanced management of patients vith acue vahula insufficiency or acue heart faiure secondary 1o valve disease must | P -
be auided in consultation with a local d the specialst cardiothoracic suraical unit n
RECOMMENDATIONS
A A valdaied meth for achanced haerodynan assessment vl sl aperto i b the practicluse of e deve and [y gy
interoreting should be available at all imes n
o mcacori baloon pump should This may req:
2 to another centre. met/not met
Local protocols in the use of vasoactive drugs should be in place, although there is itle evidence o support the use of any
3 sinale agent in pracice. met/not met
a7 Echocardiography and Ultrasound
STANDARDS
1 . performed and reported by a fully rained cinical speciast Statement
3 A more lmded study, ocusing o & specic ical quesion, i appoprate i many instances. Thi mus be peromed bY | oot ey
rained and comets
3 Individuals who scan and report independently must be trained to a level that is appropriate for their clinical pracice. met / not met
) The s st v o ol e oot i G o 1 e [ ot & slfcint et e derancs [N
Ultrasound equipment must be readily available, serviced regularly and up (o date. e on ani) of
s s o etee o siraeoun o el et 4 o s Liven, colitat o s ot e a1 | PG o (oo S oS prtoy =k e 6 o o o g il
ecuiredt tn neovi Senica it ll nrohe vnes/ nat
6 Infection control measures must be adhered to at al imes. met / not met
g b quidelines. A record must be
i retained in order to dentit and track patients after device usage in the event of met/ not met/ not applcable (no TOE)
5 Al images must be for quality appropr Rellance on the et =il images e sicred, efewed by Vakd achospesalisand uploaded 0 PACS, partel = pioaded
ultrasound machine storage canacity is not a secure method v b non centalsed so archived in PACS
5 /nenever scans are performed to inform clinical decision making, a structured report must be generated and stored n the = o, vih > 0% camplce, paraly et 1o not
oatient record. udited or < iance . not in notes.
10 Training scan reports must not be stored in the patient record unless someone sutably trained verifies the document first met / not met
Fully E
o Y impr - audi, and peer occur reguieey. o e e
= rachy (FOF) mus avaiable i al cardiotoracic cricalcare Unis and ose | ool e
RECOMMENDATIONS
1 Al ciicalcare units should be able o ensure the provision of point-of-care ulrasound. met / not met
2 The senvice should be supported by a fully rained link-person within the cardiology and radiology departments, as appropriate. | met / not met
3 Indiiduals who particpate should reguarty attend their nsttutional ultrasound meetings. met / not met
4 Indiiduals who scan and report independently should keep a personal logbook of their images and reports. met / not met
5 Rl shod ot eport s by e vl o scedhaion, bt Should parispate 1 aking pregram,endig o RGO nEY
Images and reports should be Uploaded (ogether (o by he or radiology
6 department, as appropriate. Reports should identify the focused nature o the investigation and the clinical context. Scans | met /ot met
undertaken a¢ nart of traininn shouid not he archiver hefere the haue hesn veriisr by » irainer
Regional newarks and electonic mago transfer systems should b created 1 allow for pompL aceess (0 review scans by a
7
soecialist with Level eauivalent. when this i reauired. met/unmet
8 should be gen (o the a physiologists it dedica met/ not met / not applcable
Regular feplacement o ulasound cqupmen i equited 0 ensure i remains p o dte. Nomal guidance et dlctical
9 ry seven years, be upd = met/ not met
b irperiined
48 Neurological Support
STANDARDS
efactory conwisive Tepicus must be admited to crical care and have EEG monitoring
a g
e o e P or processed EEG , not met, no EEG | Processed EEG available
2 s who are unconscious aftr (out of hospital) cardiac arrest caused by suspected acute ST segment elevation myocardial [
o ot b coneore for Sty angorephy i oo o piny prcnantovscoranan memenion e
Folowing raumatc spvl ord ry,aspecls eurosurgiclor spnalsurgeanaf e major rauma cenve ofvaura i
3 st contact the linked sninal cord ihin fou howirs. f disnnosis 10 establish A narnershin of care. | M2t 1%L Met
a Provously sl admited o Grlal are flowin a pAmary Inacerebal haerohage, st be rand 1 speciaet F—
centres for
5 Adults under the age of 60 with middle cerebral artery infarcton admitted (0 ntensive must have access to @ decompressive ||
craniectomy service at a soecalist
G Deckraton of death b neurlogcl e must b condcle a pe he Acadery of el Royl Cllege’sGode of F—
7 Prognosicalon nyposcchasi bran njry e (esusaon rom G aiest shold folw he European Advsory | mel~ met - testing beyond CT, unmet -
tatement on Neurological Proanostication in comalose surviors of cardiac arrest ditional investiaations
RECOMMENDATIONS
e available 1o deliver following cardiac arrest s per the
: ‘Council (UK) auidelines. et ot vt
2 The injury should and interational best practice guidance. met/ not met
3 Management of patients with prolonged disorders of consciousness should follow national guidance. met/ not met
a Patients wilh perceived devastating brain njury should be admitted to the ciical care unit o aid prognostication as per national [
uidance
5 Invacerebral haemornage shoud be managed i accordance wih tematonalguidance Wi paricula aenton fo e F—
reversal of of blood oressure.
6 The suspected viral adults quidance. met/ not met
7 The management of patients wih ventiator follow met/ not met
8 The P met/ not met
9 Autommuns encephaltis Shoukbe uspected and vesigalsd n al adls presening Wi e tematonaly descrbed F—
ideniif ths disease.
o dults admitied with have access o daily consultation or advice from neurology g partially met - less frequently 3 . unmet
Soecialists. if necessarv by telemedicine. difficul o acces:
o rclcarsunks caingfor patlets Wi nur il paogy S ave greed 10U FOr0embols (VTE) o195 | o et
that balance the risk of recurrent haemorhage with the acainst VT
o sl s omthermia oloving e Ak 1y ey subachned heomoAge BN ke o
12 o a closer lable met / not met
uoke mayv morove outcome.
B be referred in national | met - referal pathway in place 24/7 partally met - referral pathway Ies than 2417, unmet - no referral
ool pathway
a9 Bums
Burns units only
STANDARDS
1 Safing modls mustpromote burn and crtical may and confer a Eey——
a (A bums theatre must be located n E o e lor | motmet
burn inlured atients.
g Bur injured patients who require criical care must be managed by consultants in Intensive Care Medicine who have an .
appropriate level of taining in this field and have acquired the relevant knowledge and skils needed to care for these patients.
4 Bur injured patients must be cared forin an appropriate service as determined by the National Burn Care Referral Guidance. | met / not met
5 Transfer of ciicaly il bun patients between senvices must comply with Intensive Care Society guidelines. met / not met
RECOMMENDATIONS
1 Al burns over 20% total body surface area (TBSA) should have access to thermally controlled single-bedded cubicles. met / not met
2 Fibre-opic bronchoscopy should be used to assess inhalation injury. met / not met
Servces proviing cent e care shuld b colocled wih & majr3uma cee. Where s 1t e case,mechanims
3 met / not met
ration with trauma centre care should be in plac
I Spocials:cemen. s guleine Should e Fok eseeaion e Tamagement o ssocated Somplkatons.
Assessment and management of bums to the face and ainway, c) Management of smoke inhalation injury an its sequelae,
kg carban monideand cyarde poaring ) Recognéion d managermert ofthe sty el snd deerortng two missing guidelines of not reviewed
4
bum nured pant,incucing burn sepsis, &) e e s
) atiicobil sevardshp. o) Nutiional esesamens, 1)
eriotic teview and
5 The impementaonof end of e cae 5 e of bun njry shld only e mad Tlowing assessmen by AR E—
sultants. one of whom should be a soecialised burn care suraeor n
o e ould e a nomintes 88 consunant o b e paripsies ¥ FaV ard maona ory and Ay a0 E—
410 Care of the Criically ll Pregnant (or Recently Pregnant) Woman




STANDARDS

Any critcal care unit that admits antenatal women over 20 weeks' gestation must have rapid access to obstetric and paediatric

1 senvices able 1o attend in an emergency. There must be a clear plan and equipment immediately avaiable for performing  per| met / not met Patients transfered out sraght away.
mortem caesarean section in the event of maternal cardiac artes, vith appropriate neonatal resuscitation equipment
P bt s [ommaly & corlantobtaican,  Corslnt chee sraeaetst s 3 Ao T o 3
2 B arially met - 3
anant women admitted to critical care at in every twentv-four hour period. otees pegstandan Tparaly e e e e o o Sch )
5 m anenata 0 acmissons,when eal bl i posbityahoth s pfosson Caned 7 ool ST T p————
d a senior ot paediatiian must be abi o atend within 30 minutes.
i cacrs unES U i reghon  ocoly pegnarwomen ot N & name ad e o MAGrT
4 (MCC). The main function of this role is point of liaison between (\ncludmu ohs!emc met / not met
ih
5 reast feeding (ncluding e use ofeastpumps) mustbe encouraged and supportd i all pot-raal omen a0THEd © e ot e
'Women who require care that falls outside Enhanced Maternal Care (EMC) must be referred as soon as possible to the general
6 met / not met
ciica care service. The route of escalation o Gitcal care services must be cleary defined.
7 Jent must be avalable and p support and education into ENC. met / not met
Crically Il pregnant o recently p X n accordance
L o /s Guidelines for the transnort of the crifically ill adult VDS
RECOMMENDATIONS
Lovel 3 antenatal ICU ad d postnatal ad et are antcipated 48 hours should be
1
Physial contact between a mather and her baby should be maintained during post-natal cical lness, even 1 e mather s
2 nconscious. Thi contctand other eveisof h admissionshoud b recorded i il care iy whih can be sed n | me/ ntmet
hahilission atererieal care. or in hereavement counseling
Al be offered an a crcal care a postnatalreven,
& which mc\udes t fr i with experience in critical care Mlm -uD. e
i into midwifery z Teature in obstetic, anaesthec
4 3
|and critical care trainina proarammes. SmEm=
5 Healthcare protessionals looking aiter cricaly il women should undergo regular, cross-specialty, multdiscplnary team et ot met
trainina. to encouraae sharina of knowledae and skills and to oromote teamwork and n
5 Simulation-based learning should be considered 1o assist healthcare professionals to develop the technical and non-technical
met / not met
skls for EMC
7 Criical care networks should consider nominating specifc uits as the nominated regional or supra-regional unitfor MCC. | met / not met
5 Gbsietrc units delvering ENC orfeve 2 il care should be members of a egional NCC netvork which fself should have a [0
foml s th e ol CriclCae Ooertons Dl Netuk and St Cinca Networs
5 MCC qualty ndicators should be monitored, using data eported though the ICNARC: Case Mix Programme and the Scotish [ -
Intensive Care Societv Audit d used to imorove local performance. n
411 Care of the Critcally I Child in an Adult Ciitical Care Unit
STANDARDS
A Crically I chiren unde 16 yarsdd mustorly b dited 1 and sty on an adlt el ca unt 12 PCU bed —
unavailable_or when there s an exnecied short duraion of e.a_an older chid
S dmssion musibe dscussed nd areed by e locel cmsnl\sm in m:n;n: e edine, local consulant paediaicin 10 |1 ey
Anominated wm v e consutant and e s i n a il cre ui o b responail o aTENS TS
8 oolicies. d trainina related to the care of children. et otmed
. o S it s ks el e o Sl B S v 3 S aPEy SqUPed R o oG et ot et
Wiedical stalf with resp e crtally Tl hid on an adult it must have
s upo-dat competenciesnadvanced pacdatc o Suppm and adhanced avy management This medcal cover may be | me nk met
consuanis in Py
5 oo i esssiaion: Sabisaion. accessig advics, marenance and anstor ofctcaly Il chidven and e provion o et ot et
Escalation, end of Ife and organ donation
7 poadin v Gas (s b the regionel paccatrc Tansport (A cansulan. e a shered cae and shrsd met / not met
resnoncihiity midel
g betveen Care unit and the regional PICU 1o ensure (il staf are
8 PP normal 24/7 access and paediatric met - as per standard, partially met - no formal arrangement, unmet - not anticipated to happen
h
) Alocal consultant pacdatrician and consultant in pacdiatric Intensive Care Medicine must be avalable for advie at alltimes. | met / not met
10 There must be 24-hour access for parentsicarers to vsit ther chid. met / not met
RECOMMENDATIONS
1 A registered pacdaric nurse should be available at alltimes to support the care of the chid met ot met
2 The chd should be reviewed by a consultant paediatrician twice a day during thei stay on the adultunit met - as per standard, partially met - vsied ed / required , unmet
3 There should be access to specialit paediaiic healihcare professional and pharmacy advic at al times, met - as per standard, partially met - vsied ed / required , unmet
412 Standardised Care of the Critically Il Patient
STANDARDS
b pliance > 90%, partally
1 Patients must for sk of oo aud
5 Patients undergoing contrlled mechanical ventiation must receive da valames based on predicted o pllance > 90%, partally
Patients with ARDS must receive a idal volume ofless than or eaual to 6 milka PBW/. 0% un met =
3 Ventiated patients must have respiratory function evaluated daiy and ials whe met / not met - no SBTs
4 Sedation must be indidualised to patient needs an the appropriateness of  sedation hold considered daly. met / not met
s Al patients must be assessed regularly for evidence of pain, with analgesia optimised 1o minimise sedation requiremens met / not met
Al patients must be screened dail for evdence of delrum using a validated method such as the Confusion Assessment
s Method for the ICU (CAM-ICU) or the Intensive Care_ Checklist (ICDSC). EEEE
5 Indwellng nravascular catheters must be inspected dail for evidence o nfecton using a g system e.g. Visual pliance > 90%, partally
Infusion Phlebitis Score (Jackson 1998) to quide necessitv for removal. compliance < 90%. un met = compliance < 50%
0%,
s " . . parially
The continued need for indweling or rinary) must e e el e
9 Monitoring of invasively ventilated patients must include continuous waveform capnography. met / not met
P Car bunles mus e lcefor b Ssocted Prouria () proveriion,Cerrl Verous Calhte (V) M2t | ey et
and maitenance. and Perioheral ) inserton and maintenance.
RECOMMENDATIONS
a For patients without ARDS,  tidal volume of 4-6 misikg PBW and pressure ‘mode) of below 30 pl > 90%, partially
20 should be taraeted compliance < 905, un met = compliance < 50%
2 A ventiated patient care bundle should be in place with appropriate mechanisms or ensuring adherence. met / not met
5 Verited gt Shouk e 2 s bokads (.. o0ane) o & o pmp VRS for gt proecion 8|t oy
4 Unless clinicaly contra-ndicated, ventlated patients should be nursed in a semi-recumbent posiion at 30 to 45 degrees. met / not met
5 Where there is no contraindication, enteral nutrition (EN) should be initiated within 48 hours after admission to the ICU. met / not met
When EN i ot easible o sufier,patenieral niiion sod b siaed assoon a possble i padents v o at igh sk
5 of) malnutrion, (which maybe a combination of and malnuriion of met ot met
nurents))
> At sotodpalntsshould hove sl el e oty U e syl 521 8 e > 90%, partilly
Scale or the Richmont Scale to ensure sedaion is minimised compliance < 905, un met = compliance < 50%
8 Noise levels and patient nterventions should be minimised ovenigh to faciltate natural sleep. met / not met
s e UL shoud b ol el e o ptrts AT st sy o bt N
9 (in the fi ischaemic stroke, injury with cerebral ischaemia, or acute coronary ‘900, o e ssipartal/mes e sudts
svndrumes . un met s
10 of drug in line with FICWICS guidance. met / not met




Delivery Network.

= T
e
A R vRIals paricpaing " RED aciiy s have completed Gond Cical Pracice (5GP Gaing T rosorch and eep 15 [t nol s e ]
P e s should Dammpale in research networks, which are organised at Local Clinical Research Nework (LCRN) level ¥
throuah the reaional National Institute of Healthcare Research (NIHR) Critical Care research network lead. e e
: "m e e e i o o
;
ma« mlmmamn in a timelv manner. =Y EESIE G
T
T T B e A
e
s oot necesi .Z.,“ e o ¢ e ey et/ unmet EQUP Programne salale
“Audits should be linked to QI programmes. Units should have Systems in place of - s -
L e e
5 e hased on mmh:nm national star e likelv to inchide other are aoreed locally. WE DY e D
6 48 hours ofdischarge, a5 2.525‘1".?1 .‘.".:lc‘:‘" ° ':L :“e:::ce pressures. I recommended that unis shoud alsa e e TRV B
ST
There must be a robust system in place for reporting, investigating, and learning from all patient safety incidents. Appropriate action
: o
care. be taken whenever mevemable factors are found. met lity review process that includes all deaths in ICU. / not met
6 Al units must maintain a risk register that is regularly reviewed and updated by both senior managerial and clinical staff - in place, quarterly review, partially met, in place less than quarterly review, unmet - not in place.
o and local learning (or example from patient safety incidents, excellence reports, palient concerns and compliments). Staff mustalso [ oo
be able to easily access important information to inform patient care (for example information about medications and unit policies)
ettt
8 sensitivel \ and constructively. Similarly, effective quality met / not met
(mclunmg nacneusmmy bronchoscopy, central line and chest
9 artm met / not met Crical care LocSSIP in place
review and ev\snnnu best practice around h: of ¢ s vine) et
feedh: \d et ‘all he monitared met nwem:nlmmmnmlmed
qunc\e& mclndlnu 'he external the oversight of g 1g¢ Dbetween DU B D [T R e T i3 e o
;
nv approoriatelv. lvamed s!aﬂ B
———
1 way, qus mm‘fm on an of clinical practice. They provide a mecnzmsm for peer| met / not met / not applicable
a ottt h andig 1 h ocal OON i antlorly ot mechaniom: i & cutty 0 1% COUN o s, bt . RO Unsure o fundin
may be by local e \de it key stakeholders through the ODN Executive/Oversight =T A TR 9
:
The intensive care team in provider t engage, ib d participate in |, including audit o
activity. peer review and auality imorovement orocesses. =T S TR D
naﬂe 1t patt th e aualitv and eat m access la service Drovision. T S TR D
2 Y n n
of care for nelwmked pmv\smn of services. Yms will allow for move local determination, innovation and efficiency across the =T A TR
well as resources s o support acutely unweH patients on general wards. This includes rehabiltation of patients recovering from critcal | et/ 10t Met / not applicable
7
requrermens| hy the local ODN (for examn\e GPICS V2 slandards and Such supplemental standards should be | ™€t/ N9t met / nat applicable
develomnu their service to its maximum potential by imoleme b met / not met / not applicable
S
9 care location ((healve data emvy shaum only obcur when & paﬂem has care fora outside of designated critical care area / not




(Collection of all 34 felds in CCMDS is recommended. This should be done by dedicated trained personnel. met / not met

There should be clinical oversig ubmission met/ not met

Preparation of reference costs should include experienced clinician involvement. met/ not met
Toa patient: ger-stay paients who are kely

home needs. such as includina the igentifcation of a funding package. met / not met

A lead commissioner should be dentiied with a commissioning forum for each crtcal care servie. met/ not met




Section 6 CRITICAL CARE SERVICES: EMERGENCY PREPAREDNESS Level description Level Comments
6.1 Fire
STANDARDS
1 All units must have well marked fire call points, fire extinguishers and oxygen shut-off valves. Met or unmet
Each unit must have a specific fire evacuation policy in place, which takes account of: a) the layout of the building, including any need to
negotiate stairs during an evacuation, b) the provision of ventilatory support, intravenous therapies and invasive monitoring for patients
2 during such an evacuation, c) the fact that critical care staff may themselves be affected by a fire and therefore be unfit to continue Met or unmet Departmental fire plans currently being updated to include guidance from the Ass
working. Action cards st i the evacuation pi should be displayed within the unit, ideally next to fire call points, so that
they can be referred to in an
for the safe use of oxygen cylinders must be adhered to at all times and include: the safe use of oxygen cylinder bed
3 brackets, b) the safe storage of oxygen cylinders and c) following the recommended sequence of events when turning on an oxygen Met / unmet
cvlinder.
- p 5 - — -
4 Units mus_t comply with current of Health regarding the nature of bedding, flooring Y TR
and curtains.
New units must be designed using Department of Health guidance and in conjunction with the Trust fire safety officer, with consideration
5 given to the provision of: a)multiple exit routes, b) ski pad, ski sheets or other evacuation aids for all bed spaces which are readily met / not met / not applicable
available, c) adopting small bays rather than open areas and d) splitting ICU departments into separate clinical and non-clinical areas.
Units must have a major incident plan in place which allows for the transfer in of multiple critical care patients from a neighbouring (V=5 UGTER Major Incident plans in place, along with Business Continuity plans. Activity 18 rel
hospital's critical care unit should it need to carry out an emergency evacuation.
7 Any problem with oxygen cylinders and associated equipment must be reported immediately to both the medical gas supplier and the (V=5 UGTER
Medicines and Healthcare products Regulatory Authority (MHRA).
All staff must undergo regular training in fire prevention and fire procedures, to include training in-situ in the specific clinical areas in
hich they work. All staff must know: a) the location of fire call points within their own unit and how to operate them, b) the location of : .
8 W =
fire extinguishers within their unit and which type to use in the event of a fire. Medical and senior nursing staff must also know the met = > 90% of staff compliant , partially met > 75%, not met <75%
location of the medical aas pipeline shut-off valves in their unit. how to operate them and the of doina so.
9 All intensive care staff must be given basic training regarding the safe use of oxygen cylinders. met = > 90% of staff compliant , partially met > 75%,, not met < 75%
Local unit evacuation policies must be drawn up, with consideration for: a) other locations within the hospital where critical care might be
provided on a temporary basis; b) provision of equipment and drugs; c) evacuation case at each bed space; d) triage of patients (the
least unwell patients being evacuated first and the most unwell patients last); e) possible co-existing power and/or equipment battery . . . . .
10 failure; f) use of transport ventilators and hand ventilation if needed; g) temporary discontinuation of renal replacement therapy; and h) Met/ unmet Departmental fire plans currently being updated to include guidance from the Ase
transfer of hospital notes especially if electronic patient monitoring is in use. In a major fire, it is possible that serial evacuations will be
required with a staged move to the outside, and that the whole hospital may need to be evacuated.
RECOMMENDATIONS
Evacuation policies should include liaison with the Bronze (Operational), Silver (Tactical) and Gold (Strategic) commanders in
1 conjunction with the senior fire officer on scene. Timing of evacuation is crucial: if evacuation occurs too early, then patients may be Fire evacuation plan discusses Liaison with hospital fire response team.Patients
harmed bv a transfer: if ion occurs too late. then patients and staff may be harmed by fire and smoke.
P Lccal_ fire evacuation policies should be tested regularly, ideally as part of a simulation scenario. Evacuation at night should also be mz!l;;t‘eszu‘elz:;nua"y . partially met tested daytime only and / or less than annually, unmet, not tested in Fire evacuation exercises have been requested from the fire team. Current Covic
Units should have a system whereby staff involved in a traumatic incident, such as a fire in the critical care unit, receive debriefing and
3 are followed up for signs of a trauma stress reaction or Post Traumatic Stress Disorder (PTSD). The Trauma Resilience Management |Met - system available / unmet - no system in place to do this
(TRiM) system is a screening tool used in the military and more recently used successfully in healthcare which could be considered.
Critical care networks should develop systems to support planning for, and management of, a major incident in one critical care unit
ithin the network, so that ulher units can cooperate to accommodate all critically ill patients in this type of situation. A retrieval team . . .
4 W Local BCP and Major Incident plans appl
with staff from units travelling to the affected unit to transfer patients, should be planned. Liaison with met/not met/not applicable I P! apply
units and local ambulance services at an earlv stade is advised.
6.2 Major Incidents
STANDARDS
1 All hpspuals desn_gnated receiving hospitals with Level 3 critical care capability must be prepared to double their normal Level 3 Met - plans in place to do_ this - partially met_ - plans in place but dont meet this standard ( comments box innadequaute logistics to double capacity
ventilated capacitv and to maintain this for up to 96 hours. here) unmet - no plans in place to meet this standard
All nominated supporting hospitals with Level 3 critical care capability must be prepared to double their normal capacity for Level 3 beds |Met - plans in place to do this - partially met - plans in place but dont meet this standard ( comments box y
2 " o " ) Inadequate logistics to double capacity
for aeneral use and to support the decant of patients from other receivina hosnitals. here) unmet - no plans in place to meet this standard
All hospitals with intensive care capacity must have in place plans to support the retrieval or transfer of patients; supporting hospitals
3 must have to support patient transfers by providing suitably skilled transfer teams for each patient needing to be moved within Critical ~ |Met / unmet Network call
Care O i Deliverv Network areas and bevond.
All hospitals must have an evacuation and shelter plan that includes evacuation and shelter of highly dependent patients, including but (V=5 UGER Patients will be taken to Theatres/Recovery or the day surgery unit depending up
not exclusively intensive care patients, should the intensive care areas become unusable for any reason.
5 All hospitals must have a lock down plan that includes all intensive care areas, preventing unauthorised access. met / unmet Yes to Critical Care
6 All hospitals must have a recovery plan to ensure a rapid return to normality once the incident is closed. This must include adequate rest, R/ OGER Business Continity plans in place.Dedicated Pschologist working in Critical Care
and psychological support for staff.
7 Action cards must be available for use on activation of plan and must include information and communication routes that are to be used.|met / unmet
RECOMMENDATIONS
1 Intensive care leads should work closely with the O and Response (EPRR) G OIS
leads and clinical colleagues to create the intensive care response to a major incident, hospital evacuation or mass casualty plans.
2 Intensive care should have access to emergency planning and response training including strategic/crisis leadership. met / unmet
3 Intensive care service staff should participate in the local and regional mu\ﬁld\sclp\mary exercises including ‘table top’ and 'live’ exercises met / unmet - within the last 2 years
to further refine local and reaional plans and communication routes between and networks.
Intensive care leads should work with their EPRR team to facilitate exercises in the evacuation of very dependent patients from any part
4 of their hospital. This should include practical use of ski sheets, and other patient handling aids, as well as rehearsing the decision met / unmet - within the last 2 years
makina and forward plannina reauired bv shift leads to suport a controlled. staaed
5 ]ntensrve care staff should be prepared to take a central \eadershwp role in any major incident and should be prepared to send teams met - plans in place to enable to do so, unmet - no plans Would participate as designated in local major incident response
‘forward’ to the Emeraency Department. as well as anv hold areas and recoverv.
The plan to double the number of intensive care beds should include an inventory of where equipment is to come from, where the beds
6 should be located and who should staff them. This should be near the permanent critical care unit, where possible allowing the normal  |met / unmet Inadequate logistics to double capacity
of the hosbital around it.
7 Advance consideration of staff workforce requirements, including mutual aid from colleagues in neighbouring hospitals should form part G OIS
of the intensive care service planning.
8 f;if:\ ;i:;aqre should be actively supported during an incident and critical care staff access to informal, immediate debrief or later formal met - plan in place , unmet - no plan in place
Clinical standards should be maintained as long as possible, critical incident reporting encouraged and contemporaneous note kept to . .
9 enable quality post-incident lessons to be investigated, communicated and learnt. eto NG WE - MEAID D
6.3 High Consequences Infectious Diseases: Initial Isolation and Management
STANDARDS
1 Each critical care unit must ensure there are local contingency plans for the initial isolation and management of critically ill patients with |Met - plan in place and tested within 2 years, partially met - plan in place but not tested within 2 yrs,
HCIDs. These plans must be regularly practiced and reviewed, including the use of table-top exercises and simulations. unmet - no plan
Units must liaise with local Directors of Infection Prevention and Control to ensure the correct personal protective equipment (PPE) is
2 met/ unmet
and sufficient stocks are readily available for use by trained intensive care staff in the event it is required.
RECOMMENDATIONS
A consunam in Inlensnve Care Medicine should have responsibility for intensive care aspects of local emergency planning and resilience
1 met/ unmet
plans for the isolation and. f suspected patients with HCID.
2 A clinical area where critically ill patients with suspected high consequence infectious diseases may be isolated, either within the unit or 1O
elsewhere, should be prospectively identified. Ideally plan to utilise negative pressure rooms with anterooms where available.
3 A_II clinical equipment u_sed in the management of a patient with a HCID should be dedicated to that patient alone. Equipment should be met - within a plan to do so, unmet - no plan
sinale use where possible.
4 Training should be provided on a regular basis to ensure critical care staff are familiar with using and safely removing the PPE provided. met - annual fit testing done unmet - not annual fit testing
This should annual fit testina of respiratory pre (e.a. FFP3 masks).
Critical care staff providing care for a patient with a or HCID should be to the care of that patient on a .
s cllmcal shift and should not provide concurrent care for other patients. thus limitina the risk of cross-infection. =BT EDEm W= W
planning should plans for holding securely the large volume of clinical waste resulting from clinical care ~withi . H | plan
g |nclud|n:| PPE. Once a HCID is further advice on correct disposal of the waste will be provided. U CDER (R GDEEN ospital pla
Patients with a suspected viral haemorrhagic fever should be risk assessed in accordance with the Advisory Committee on Dangerous
7 Pathogens Viral Haemorrhagic Fever (ACDP VHF) Risk Assessment algorithm and investigations to exclude malaria promptly met - local procedure in place, unmet - no local procedure
in keepina with local
8 Patients with suspected airborne HCIDs should be risk assessed according to national guidelines where they exist (disease-specific e.g. met - local procedure in place, unmet - no local procedure
MERS auidance A4 or generic airborne HCID auidelines. as
Following recognition of a patient with a suspected HCID: a) local mfecuous disease and/or microbiology and virology services should
be notified and advice sought, including guidance on obtaining clinical b) Local clinicians should liaise
9 with the Imported Fever Service (note this service is available to clinicians across the UK) for further clinical advice and to facilitate met - local procedure in place, unmet - no local procedure
access to specialist diagnostics as required, and c) all suspected cases should be reported immediately to local health protection
ities (e.a. the local Health Protection Team).
Critical care units accepting international medical transfers should perform a risk assessment prior to transfer if a patient is being
10 transferred from a country with known HCID outbreaks or countries where there is a significant risk of specific HCIDs; refer to national [met - local procedure in place, unmet - no local procedure
(d specific or aeneric HCID auidance).
6.4 Surge and Business Continuity Planning
STANDARDS
a ;S\ZuwnI fe'i'?SL csa‘re units (in England) must submit twice-daily information on their bed capacity through NHS Pathways Directory of et/ unmet/ NA (  non English urits)
2 Each organisation with an adult critical care unit must have their own escalation plan and business continuity plan. met / unmet
RECOMMENDATIONS
Unit managers and senior clinical staff should develop plans and checklists for scenarios such as: &) supply chain disruption (road/fuel
1 crisis, extreme weather, industrial action or civil disturbance), b) Infrastructure failures (intermittent power cuts or ‘brownouts', failure of GG/ R
water or heating), c) interruption of normal staffing patterns (e.g. transport disruption, school closures). Checklists should include, for
example. which druas and consumables would run out first if suplies are disrupted.
Plans should also include options for: a) Unit evacuation, both internally and externally to other sites in the event of major infrastructure
2 failure, or other events (e.g. fire) which threaten the ongoing operation of intensive care facilities, b) Capability for accommodating met / unmet ( repetition )
intensive care patients from another site.
As lack of critical care capacity is frequently the in other surg It and clinicians should have identified areas
3 within their acute hospital sites to allow for expansion of critical care capacity. Th\s may include use of operating theatres, recovery and |met/unmet
augmented higher care areas, or upgrading Level 2 critical care areas to permit mechanical ventilation and Level 3 care.
If increased activity is anticipated, the increase in requirement for consumables should be quantified using the concept of ‘days of
4 supply’ (i.e. what is needed to run one intensive care bed for a 24-hour period). This should include consideration of oxygen and air met - within plan , unmet - not in plan Hospital plan
supplies.
5 Expansion may also require consideration of essential equipment and possible alternatives. met - within plan , unmet - not in plan
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Background

The work undertaken on the Critical Care Service as part of the Clinical Services Plan
reviews activity data between 15 August 2018 and 31%' July 2023 and includes activity from
Withybush, Glangwili, Prince Phillip and Bronglais Hospitals.

This data is accurate as of quarter 3 2023/24.

Temporary Service change:

On 25th July 2022, an operational decision was implemented to amend the admission
protocols to the Critical Care Unit at Prince Philip Hospital. From this date, admission
protocols to the unit were amended to patients requiring Level 1 and 2 Critical Care, with
patients requiring Level 3 care to be admitted/transferred to neighbouring Critical Care units,
appropriate to their clinical needs.

This adjustment to the admission protocol was intended as a temporary measure, with
restoration of the previous arrangements dependent upon an improvement in consultant
level Critical Care staffing resources.

Critical Care Admissions

Bronglais Hospital admissions August 2018 to July 2023

Wardin 201872019  2019/2020 2020/2021 202172022 2022/2023 202372024 Total
BGH - Intensive Care Unit 147 249 220 233 236 g% 1,174
Total 147 249 220 233 236 &9 1,174

2019 2020 2021 2022 2023

Glangwili Hospital admissions August 2018 to July 2023

Wardin 201872019 201972020 2020/2021 202172022 202272023 202372024 Total

GGH - Critical Care Unit 342 473 455 501 483 126 2,428
Total 342 478 488 501 453 156 2,428




Prince Philip Hospital admissions August 2018 to July 2023

Wardin 2018/2019 2015/2020 2020/2021 202172022 2022/2023 2023/2024 Total
PPH - Intensive Care Unit 63 107 200 236 278 g2 976
Total 63 107 200 236 278 92 976

20

Withybush Hospital (High Dependency Unit) admissions August 2018 to July 2023

Wardin 2018/2019 201972020 2020/2021 202172022 202272023 202372024 Total
WiH - High Dependency Unit 147 173 245 2e1 240 70 1139
Total 147 173 248 261 240 70 1,139

20

2019 2020 2021 2022 2023

Withybush Hospital (Intensive Care) admissions August 2018 to July 2023

Wardin 201872019 2019/2020 2020/2021 202172022 2022/2023 202372024 Total
WiGH - Intensive Care Unit 7a 98 122 137 137 40 812
Total 78 98 122 137 137 40 612

20

2019 2020 2021 2022 2023

HDdHB Ciritical Care admissions August 2018 to July 2023

Wardin 201872019  2019/2020 2020/2021 202172022 202272023 202372024 Total
BGH - Intensive Care Unit 147 245 220 233 236 8% 1,174
GGH - Critical Care Unit 342 478 453 501 483 156 2,428
PPH - Intensive Care Unit 63 107 200 236 278 92 976
WiGH - High Dependency Unit 147 173 245 261 247 70 1,139
WGH - Intensive Care Unit Ta 93 122 137 137 40 612
Total TiT 1,105 1,278 1,368 1.354 447 6,329
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Breakdown of admissions by levels of care by hospital

The breakdown by admissions for levels of care is reflected for a wider reporting period and
the data has not been able to be broken down to match the timeline and scope of the

Programme. The data in this section relates from 2018 — 2023.

Bronglais Hospital by level 2018 - 2023

Metric 2018/19 2019720 2020/21 2021722 2022723 2023/24 Total
Critical Care Admissions 305 340 235 241 247 97 1465
Level 0 Admissions a 0 0 LH 17 2 19
Level 1 Admissions 6 30 41 39 44 17 177
Level 2 Admissions 230 219 129 140 121 49 BaB
Level 3 Admissions 69 ] 65 62 &5 2% 381
Missing Levels 0 0 0 1] 0 [ 1]
Missing NHS 1 3 0 0 1. 0 4

2018/19 2019/20 2020721 2021722 2022/23

Glangwili Hospital by level 2018 - 2023

2023724

Metric 201819 2019/20 2020/21 2021722 2022723 2023/24 Total
Critical Care Admissions BE3 B35 473 502 463 135 2912
Level O Admissions 0 o o L 0 L 0
Level 1 Admissions 4 7 14 13 25 7 70
Level 2 Admissions 488 433 2459 300 257 73 1848
Level 3 Admissions 195 195 162 189 173 73 994
Missing Levels 0 0 0 0 0 0 L1]
Missing MHS u] 2 a0 0 0 0 2

@ Critical Care Admissions
@ Level 0 Admissions
®Level 1 Admissions
@Level 2 Admissions

@ Level 3 Admissions

@ Missing Levels

® Missing NHS
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2018/19 2018/20 2020/21 2021722

Prince Philip Hospital by level 2018 - 2023

Metric 20M&M19 2019720 2020421 2021722
Critical Care Admissions 189 197 202 232
Level 0 Admissions Q o] 0 1
Level 1 Admissions 0 0 0 5
Level 2 Admissions 132 113 157 150
Level 3 Admissions 57 o4 43 T4
Missing Levels i) 2
Missing NHS a 0 0 0

300

200

100

2018/19 2019/20 2020/21 2021/22

Withybush Hospital (Intensive Care) by level 2018 - 2023

Metric 201819 2019/20 202021 2021722
Critical Care Admissions 447 386 277 3o
Level O Admissions 4] 0 0 L
Level 1 Admissions 0 7 3 3
Level 2 Admissions 332 2682 189 218
Level 3 Admissions 115 117 85 89
Missing Levels 0 0 0 0
Missing NHS 1 0 0 [

400

2018/19 20158/20 2020721 2021722

2022/23 2023,

2022/23 2023/24
273 9

Q 0

22 12

172 43

a7 L3

0 0

2022/23

2023/24

2022723 2023/24
285 &0

3 2

4 0

172 43

a5 23

7

0 Q

2022/23

2023/24

@ Critical Care Admissions
@Level 0 Admissions
®Level 1 Admissions
@Level 2 Admissions
@®Level 3 Admissions
@®Missing Levels
®Missing NHS

24

Total

1184
1

61
772

P

@ Critical Care Admissions
@ Level 0 Admissicns

® Level 1 Admissicns
®Level 2 Admissions
@Level 3 Admissions

@ Missing Levels

® Missing NHS

Total

1765

17
1221
514

@ Critical Care Admissions
@®Level 0 Admissions

@ Level 1 Admissions
®Level 2 Admissions

@ Level 3 Admissions

@ Missing Levels
®Missing NHS



Hywel Dda by level 2018 - 2023

Metric 2018719 2019720 2020/21 2021722 2022723 2023724 Total
Critical Care Admissions 1626 1558 1189 1285 1245 423 7326
Level 0 Admissions o v 0 1 20 2 25
Level 1 Admissions 10 44 5& &0 117 3k 325
Level 2 Admissions 1180 1027 774 808 722 218 4729
Level 3 Admissions 436 487 357 414 385 158 2237
Missing Levels 0 o 0 2 1 T 10
Missing NHS 2 5 0 o 1 1 g9
2,000

1626 1558

1285
1180

o7 1189

1,500 @ Critical Care Admissions

®Level 0 Admissions

®Level 1 Admissions
1o ®Level 2 Admissions

®Level 3 Admissions
500 @ Missing Levels

® Missing NHS

2018119

2019720 2020421 2021422 2022/23 2023724

Admissions by source — Overview

The table below illustrates the location of referrals before admission into a Critical Care Unit.
This data covers the period of August 2019 — July 2023.

Routes of Admission (1st August 2019 - 31st July 2023)

AS&E / AMAU (Front Daor) Internal (InPatient) Inside HDdUHB External (Transfers) Outside of HDdUHE

Site Emergency % Ward Y Theatre % Other routes Y% c"ﬁ::::‘re Y :::E %
Bronglais Hospital 79 36% 197 19% 428 41% 40 4% 7 1% 1 0.1%
Glunivdll Hospital 637 32% 557 28% 621 31% 47 2% 142 7% 10 0.5%
Prince Philip Hospital 184 20% 395 42% 299 32% L] 1% 45 5% 2 02%
Withybush Hospital 477 41% 367 31% 308 26% 0 0% 19 2% Q 0.0%
Totals 1677 32% 1516 29% 1656 32% 93 2% 213 4% 13 0.3%
Grand Total 1677 3265 226

HDdUHB - Admission Routes Analysis (as at 1st August 2019 - 31st July 2023)

ASE | AMAU (Front Door) Internal (InPatient) External (Transfers)
Total % 32% 63% 4%

Key:
IARE Accident and Emergency Department
|AMAU Accute Medical Admissions Unit - this is specifcally relevant to Prince Philip Hospital
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Background

As per the approved Clinical Services Plan methodology, Incidents reported between 1
August 2018 and 31 July 2023 have been recorded for Withybush Hospital, Glangwili
Hospital, Prince Philip Hospital and Bronglais Hospital. Due to data formatting across the
current Datix system and historical records, data has been visualised within two dashboards
representing the implementation of the current system. Data tables and graphics reflect the
dates of this change.

Temporary Service change:

On 25th July 2022, an operational decision was implemented to amend the admission
protocols to the Critical Care Unit at Prince Philip Hospital. From this date, admission
protocols to the unit were amended to patients requiring Level 1 and 2 Critical Care, with
patients requiring Level 3 care to be admitted/transferred to neighbouring Critical Care units,
appropriate to their clinical needs.

This adjustment to the admission protocol was intended as a temporary measure, with
restoration of the previous arrangements dependent upon an improvement in consultant
level Critical Care staffing resources.

It should be noted that the incident data is recorded by the patient’s treatment code as such
there maybe complaints data from other services or sites outside of the scope of the clinical
services plan in the analysis below.



Incidents All sites (15t April 2021 — 315t July 2023)

All sites (1st August 2018 — 31st March 2021)
40
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By Location (1st August 2018 — 31st March 2021)

Glangwili General Hospital
Withybush General Hospital
Bronglais General Hospital

Prince Philip Hospital

[=]
-
=1
=1

200 300 400

Glangwili General Hospital 389
Withybush General Hospital 205
Bronglais General Hospital 97
Prince Philip Hospital 54

By Location (1% April 2021 — 315t July 2023)

Glangwili General Hospital

Withybush General Hospital

Bronglais General Hospital

Prince Philip Hospital

o

100 200 300 400

Glangwili General Hospital 386
Withybush General Hospital 201
Bronglais General Hospital 58
Prince Philip Hospital 57




By Severity/Level (1st August 2018 — 31st March 2021) By Severity/Level (1% April 2021 — 315 July 2023)

1- None 1-None

2- Low Harm 2 - Low Harm

3 - Moderate Harm 3 - Moderate Harm

4 - Severe Harm
4 - Severe Harm

5 - Catastrophic Death

5 - Catastrophic Death

100 200 300 400

[=1

100 200 300 400

=]

1 - None 408 1 - None 171
2 — Low Harm 250 2 — Low Harm 443
3 — Moderate Harm 83 3 — Moderate Harm 79
4 — Severe Harm 1 4 — Severe Har.m 7
5 — Catastrophic Death 5 5 — Catastrophic Death 2




By Type (1st August 2018 — 31st March 2021)

pressure Ulcers |
Medication/Biologics/Fluids | N RN

Medical Devices, Equipment, S... ||| AR
accidents/Falls || TGN
Patient Accidents,/Falls -

nfection Control Incident (He...
Diagnostic Processes/Procedu...
Administrative Processes {Excl...
Behaviour (Including Vielence..,
Therapeutic Processes/Proced...
Service Disruptions (environm..,
Behaviour [
communication [Jij
Documentation [JJj
Exposure to Environmental Ha... i
Blood/Plasma Products [l
Angesthesia Care ]
security of Organisation's Pro... [
Nutrition Food/Meals from Kit... ||
Unexpected Deaths or Severe ... |
Fires, Fire Alarms and Fire Proc... |
Medication, IV Fluids |

Personal Property/Data/Infor.. |

Pressure Uclers 263
Injury of know origin 125
Medication/Biologics/Fluids 93
Medical devices. Equipment, supplies 43
Accidents and falls 33
Patient accidents and falls 23
Infection Control Incident (Healthcare Associated

Infection) 22

Diagnostic Processes/Procedures

17

Administrative Processes (Excluding Documentation) 16
Behaviour (Including Violence and Aggression) 16
Therapeutic Processes/Procedures- (except
medications/fluids/blood/plasma products

administration) 15
Service Disruptions (environment, infrastructure,

human resources) 11
Behaviour 10
Communication 10
Documentation 10
Exposure to Environmental Hazards 10
Blood/Plasma products 9
Anaesthesia Care 6
Security of organisations property, data and buildings 5
Nutrition/Meals from kitchen 3
Unexpected death or severe harm 2
Fires, Fire alarms and fire procedures 1
Medication/IV fluids 1
Personal Property/Data/ Information 1




By Type (15 April 2021 — 315t July 2023)

Pressure Damage. Masure ... |

Accident, Injury | IEEG——
Medication, IV Fluids |
Equipment, Devices _
Treatment, Procedure -
Behaviour (including violence ... -
Infection Prevention and Cont... -
Infrastructure (including staffi... -
Communication -
Menitoring, Observations -
Assessment, Investigation, Dia... -
Il health (work related) I
Records, Information I
Transfer, Discharge ||
Nutrition, Hydration I
Patient/service user death I
Access, Admission I

nformation Governance, Conf... I

0

u
&
=]
=]
w
=1
]
=1
=

Pressure Damage, Moisture Damage 276
Accident injury 140
Medication IV fluids 82
Equipment, Devices 52
Treatment, Procedure 28
Behaviour (including violence and aggression) 27
Infection prevention control 26
Infrastructure (including staffing, facilities, environment) 15
Monitoring & Observation 13
Communication 13
Assessment, investigation, diagnosis 2
[l Health work related 4
Records, Information 4
Transfer, Discharge 4
Nutrition & hydration 3

Patient service user death 2
Access, Admission 1
Information Governance, Confidentiality 1




Bronglais Hospital (1%t August 2018 — 31 March 2021)

By Severity/Level

1- None

2 - Low Harm

3 - Moderate Harm

1 - None 49
2 — Low Harm 39
3 — Moderate Harm 9
4 — Severe Harm 0
5 — Catastrophic Death 0

Bronglais Hospital (15 April 2021 — 31%' July 2023)

By Severity/Level

1- None

2 - Low Harm

3 - Moderate Harm

10 15 20 25

=1
[0

1 - None 15
2 — Low Harm 33
3 — Moderate Harm 10
4 — Severe Harm 0
5 — Catastrophic Death 0




Bronglais Hospital (1%t August 2018 — 31 March 2021)

By Type

pressure Ulcers |

Injury of unknown origin _
Medication/Biclogics/Fluids | A RN
gehaviour (Including Violence... || R
Medical Devices, Equipment, S... [ G
Administrative Processes (Excl... _
eehaviour |
Exposure to Environmental Ha... -
service Disruptions (environm... [N
Accidents/Falls [T
Diagnostic Processes/Procedu... -
Documentation -
patient Accidents/Falls [
Anaesthesia Care .
communication [Jij
nfection Control Incident (He... [}
Personal Property/Data/Infor..
Security of Crganisation's Pro..

herapeutic Processes/Proced,

Jnexpected Deaths or Severe ..

[=]

"
o
o
&%)
=]

Pressure ulcers 35
Injury of know origin 11
Medication/Biologics/Fluids 9
Behaviour including violence & aggression 7
Medical devices. Equipment, supplies 6
Exposure to Environmental Hazards 3
Administrative Processes (Excluding Documentation) 4
Behaviour 4
Service Disruptions (environment, infrastructure,

human resources) 3
Accidents & falls 2

Diagnostic processes and procedures 2
Patient accidents and falls 2
Infection control incidents (healthcare associated

infection 1
Personal property/data/information 1
Security of organisations property, data and buildings 1
Therapeutic processes/procedures (except
medications/fluids/blood. Plasma products

administration 1
Unexpected death or severe harm 1




Bronglais Hospital (1%t April 2021 — 31%' July 2023)
By Type

Pressure Damage, Moisture D...
Accident, Injury

Medication, IV Fluids
Equipment, Devices
Treatment, Procedure

Behaviour (including violence ...

Assessment, Investigation, Dia...

Communication -
Il heatth work related) [
Infection Prevention and Cont... -

Nutrition, Hydration -

Records, Information -

o
w
o
-
wn
o
=]

N
o

Pressure Ulcers

Accident/Injury

Medication 1V Fluid
Equipment/Devices
Treatment/procedure

Behaviour (including violence and aggression)
Assessment, investigation, diagnosis
Communication

[l Health (work related)

Infection prevention and control
Nutrition , Hydration
Records/information

=
w
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Withybush Hospital (15 August 2018 — 315t March 2021)

By Severity/Level

1- None
2 - Low Harm
3 - Moderate Harm

5 - Catastrophic Death

20 40 60 &0 100

=]

|Severity [ Count]
1 - None 111
2 — Low Harm 67
3 — Moderate Harm 26
4 — Severe Harm 0
5 — Catastrophic Death 1

120

Withybush Hospital (1%t April 2021 — 315t July 2023)

By Severity/Level

1- None

2 - Low Harm

3 - Moderate Harm

35

o
w
-
=]
wn
)
(=]
r
w
w
=1

|Severity [ Count]
1 - None 15
2 — Low Harm 33
3 — Moderate Harm 10
4 — Severe Harm 0
5 — Catastrophic Death 0




Withybush Hospital (15 August 2018 — 315t March 2021)

By Type

pressure Uicers |

Medication/Biolagics/Fluids _
Medical Devices, Equipment, S... || N | A
ntection Control Incident (He... ||
Patient Accidents/Falls -
Documentation -
service Disruptions (environm... [l
Accidents/Falls [
communication [l
Diagnostic Processes/Procedu... -
Expasure to Environmental Ha... -
Administrative Processes (Excl... .
Behaviour .
Blood,/Plasma Products i
Security of Organisation's Pro... .
| Therapeutic Processes/Proced... .
Anaesthesia Care I
Fires, Fire Alarms and Fire Proc... I

a 10 20 30 40

50 60

Pressure Ulcers 64
Injury of unknow origin 44
Medication/Biologics/Fluid 26
Medical devices. Equipment, supplies 19
Infection Control Incident (Healthcare Associated

Infection) 10
Patient accidents/falls 6
Documentation 5
Service disruption (environment, infrastructure,

human resources 5
Accidents/falls 4
Communication 4

70

Diagnostic process/procedure 3
Exposure to Environmental hazards 3
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Glangwili Hospital (1%t August 2018 — 315 March 2021) Glangwili Hospital (15t April 2021 — 31s* July 2023)
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Glangwili Hospital (15t April 2021 — 315t July 2023)

By Type
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Prince Philip Hospital (1% August 2018 — 31 March 2021) Prince Philip Hospital (15 April 2021 — 31s* July 2023)
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Background

As per the approved Clinical Services Plan methodology, Complaints reported between 1*
August 2018 and 31 July 2023 have been recorded for Withybush Hospital, Glangwili
Hospital, Prince Philip Hospital and Bronglais Hospital. Due to data formatting across the
current Datix system and historical records, data has been visualised within two dashboards
representing the implementation of the current system. Data tables and graphics reflect the
dates of this change.

Temporary Service change:

On 25th July 2022, an operational decision was implemented to amend the admission
protocols to the Critical Care Unit at Prince Philip Hospital. From this date, admission
protocols to the unit were amended to patients requiring Level 1 and 2 Critical Care, with
patients requiring Level 3 care to be admitted/transferred to neighbouring Critical Care units,
appropriate to their clinical needs.

This adjustment to the admission protocol was intended as a temporary measure, with
restoration of the previous arrangements dependent upon an improvement in consultant
level Critical Care staffing resources.

It should be noted that the complaints data is recorded by the patient’s treatment code as
such there maybe complaints data from other services or sites outside of the scope of the
clinical services plan in the analysis below.
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Bronglais Hospital (1% August 2018 — 31°' March 2021)

By Grading
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Bronglais Hospital (15 August 2018 — 31 March 2021) Bronglais Hospital (1% April 2021 — 31%' July 2023)
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Withybush Hospital (15 August 2018 — 315t March 2021)
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Glangwili Hospital (1%* August 2018 — 315 March 2021)
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Glangwili Hospital (1%* August 2018 — 315 March 2021) Glangwili Hospital (1% April 2021 — 315* July 2023)
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Prince Philip Hospital (1%' August 2018 — 31 March 2021) Prince Philip Hospital (15" April 2021 — 31%' July 2023)
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Background

As per the approved Clinical Services Plan methodology, Patient Experience data captured
has been included for Critical Care Services at Bronglais Hospital, Withybush Hospital,
Glangwili Hospital and Prince Philip Hospital.

Due to data formatting across the current Civica system and historical records, data has only
been analysed from 1% April 2021 to 31%' July 2023. Historical records, pre-April 2021,
cannot be assigned to particular Services in their entirety and so the methodology was
updated to only analyse the current Civica system data.

Data that has been analysed includes All Wales Patient Experience data, Friends and
Family Test data and Compliments data. The Big Thank You has been discarded in its
entirety as the formatting of the data follows the same structure as pre 2021 data and
therefore cannot be assigned to a particular service.

In April 2021, Datix Cymru, a Once for Wales Concerns Management System, was
introduced. Hywel Dda UHB were the first Health Board in Wales to adopt the new system.
Prior to implementation of Datix Cymru work had been undertaken to develop a system
which made reporting of Patient Experiences simpler and therefore this may account for the
rise in Patient Experience reports seen in April 2021.

The thematic analysis was undertaken using Microsoft Copilot and has been used to provide
a summary of themes per Service per year based on the patient feedback received.

Service Changes

The temporary service change in July 2022 to amend the admission protocols to the Critical
Care Unit at Prince Philip Hospital. From this date, admission protocols to the unit were
amended to patients requiring Level 1 and 2 Critical Care, with patients requiring Level 3
care to be admitted_or transferred to neighbouring Critical Care units, appropriate to their
clinical needs.



Patient Experience
All Wales Experience — Health Board Survey (1%t April 2021 to 315 July 2023)

No data available for Critical Care from the All Wales Experience.

Patient Experience
Friends and Family Test (15t April 2021 to 31t July 2023)

Date Recorded
1.0
0.5
0.0
Jan 2022 Apr 2022 Jul 2022 Oct 2022 Jan 2023 Apr 2023

During this visit overall, how was your experience in this department?
80%

60%

40%

23.08%

20%

0%
Very good Good




Theme

The themes arising are that staff delivered kind and professional care and provided comfort to
the patients while communicating well about the care they received.

Patient Experience
Compliments (1% April 2021 to 315 July 2023)

No data available for Critical Care.
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Glossary of terms

ESR Electronic Staff Record — This is the National recording system within the NHS that houses all staff information. The majority of the
workforce information contained within this report will have been extracted from the reporting functionality within the system.

Bwrdd lechyd Prifysgol
Hywel Dda
University Health Board

WTE Whole Time Equivalent — For the medical workforce 1WTE equates to 10 sessions or above. For all other staff working in the NHS
under AfC terms and conditions 1WTE equates to a full time position of 37.5 hour working week.

AfC Agenda for Changeis the current NHS grading and pay system for NHS staff across Wales, with the exception of doctors, dentists,
apprentices and some very senior managers.

Cost code The Health Board Budget is structured to take into account all areas that incur a costand is therefore broken down into different
directorate areas. The cost code is the lowest level of organisational hierarchy which would denote the department/service/ward
e.g. Ward 1

Staff group There are 9 staff groups to which workforce will belong, dependent on their role. These are:

Additional Professional Technical & Scientific; Additional Clinical Services; Administrative & Clerical; Allied Health Professionals;
Estates & Ancillary; Healthcare Scientists; Medical & Dental; Nursing & Midwifery Registered and Students

TRAC NHS Recruitment system

SLE Single Lead Employment model —Since 2019, all Junior doctors are now under an SLE contract and co-located within NHS Wales
Shared Services Partnership (NWSSP) ESR data to allow doctors to rotate across health boards easily.
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Workforce Data Methodology overview

As part of the Activity Modelling workstream of the Clinical Services Plan the Strategic Workforce Planning team has provided the following report to assist
the Workforce picture for the issues paper.

For the 9 Service areas noted, it is agreed that the Workforce data supplied will be based on the staffing consisted within the defined cost codes provided
for each area. Where needed, additional information will be discussed with Service Managers as part of the current Task & Finish groups for each service.

As the scope of the projectis to look at potential configuration changes for specific services, the workforce supporting the wider pathway will not be
included within the data.

The data will focus on the clinical roles within the services i.e. Medical and Nursing workforce, but where available all professional group data from the cost
codes will be presented.

To ensure any interdependencies are highlighted, any known workforce risks for the service will be included.
On the following pages the supplied cost codes for the service area are noted along with the intended outputs from each data set.
Due to the complexity of the workforce breakdown of some cost codes which can cover a number of service areas, where we may have not been able to

disaggregate the specific workforce aligned to the service. Where these issues are raised within the data, this has been noted within the information
provided.
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Workforce Data Sources and outputs

Current Workforce ESR Staff In Post for: Table/Graph denoting current Budget, Actual and Vacancies for each of the service areas
315t July 2023 based on cost codes supplied. This will be by Professional group and where possible by
role and location (this will be determined by data availability for each area). Where
possible this will also include details of any Temporary Workforce utilised.

Bwrdd lechyd Prifysgol
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Workforce Risks Risk Register / Datix: Information on Current Service specific Workforce risks and any known interdependent
315t August 2023 service risks associated.

Historic Workforce Trend ESR Staff in Post for Table/Graph denoting current Budget, Actual and Vacancies for each of the 9 service
15t April 2018, 15t April 2019, areas based on cost codes supplied for the period April 2018 to 2023. This will be by
15t April 2020, 15t April 2021, Professional group and where possible by role and location (this will be determined by
15t April 2022, 15t April 2023 data availability for each area).

Starters & Leavers ESR Staff Movements Yearly data for 15t Table/Graph denoting number of Starters and Leavers across each of the service areas. As
April to 31t March for each year above, where possible additional information will be provided for role and location

however we are aware for leavers some of this data is not available within ESR.

Recruitment Issues TRAC / Recruitment Team Information in table or narrative format detailing any known targeted campaign activity
for each of the service areas across the time period 2018—-2023. Additional data were
available on volume of vacancies advertised in the last 12 months for each service.
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Critical Care Workforce: Medical Workforce

Location / Site Consultant m Additional Information

Glangwili & Prince  YES 3WTE Consultant Funded for 9 Consultants for 24 hour coverage and 2 SAS
Philip General 3WTE SAS doctors.
Hospital 5 Substantive Rota covered From CT2 to ST4 2WTE FTC All staff, bar 1 Consultant, have both Theatre and Critical
1 Locum by additional participate in 24/7 Care in their job plans.
hours rots in GGH ICU. A ST6 Intensive Care Medicine Trainee works exclusively
ST6 in addition in ICU.
Withybush YES YES NO
General Hospital No Vacancies All have Theatre and Critical Care in job plans.
5 Substantive 8
Bronglais General  YES NO NO 1WTE Consultant Consultant led service - Flexible Theatre and Critical Care
Hospital in Job plans.
Consultantled
service

The above table shows the Medical workforce covering critical care across all 4 sites. The medical workforce sit within a
combined theatres and critical care budget and support critical care on a rota basis across each site.
There is an ongoing vacancy challenge for consultantswith a critical care interest within Carmarthenshire.
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Critical Care Workforce: Costcodes 0053, 0060, 0457 & 0701 (as of 31t July 2023)

Location/Site

Glangwili | Prince |Withybush

ST Bronglais General General Philip General Grand Total
Hospital Hospital | Hospital | Hospital
Additional Clinical Services Assistant Practitioner Nursing 1 1 1 0.6 3.6
Healthcare Assistant - Band 3 1 1
Health Care Support Worker - Band 2 2.84 5.54 1 2.8 12.2
Additional Clinical Services Total 4.84 6.54 2 3.4 16.8
Administrative and Clerical ICNARC Data Clerk 1 1.4 0.4 2.8
Project Support Officer 1 1
Ward Clerk 2.4 0.5 0.5 3.4
Administrative and Clerical Total 1 4.8 0.5 0.9 7.2
Nursing and Midwifery Registered Senior Sister 1 3.8 1.2 2 8
Charge Nurse 9.3 18.6 4 7.4 39.3
Staff Nurse 5.2 33.9 14.2 23.1 76.4
Nursing and Midwifery Registered Total 15.5 56.3 19.4 32.5 123.7

The table above shows the workforce within Critical Care by role and location as of 315t July 2023.
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Critical Care Workforce continued (as of 315 July 2023)

Staff Group

ADDITIONAL CLINICAL SERVICES
ADMINISTRATIVE & CLERICAL

ESTATES AND ANCILLIARY

MEDICAL AND DENTAL

NURSING AND MIDWIFERY REGISTERED

ke
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Vacancy

Grand Total
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Budget overview as of 31st July 2023

ADDITIONAL
CLINICAL SERVICES

ADMINISTRATIVE  ESTATES AND MEDICAL AND NURSING AND

W Budget m Actual
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The table and graph show the Budget, Actual workforce
WTE in post and the vacancies within Critical Care as of 315t
July 2023.

At this time there was a total of 18.8WTE vacancies within
the service with the majority within the Nursing workforce,
18.3WTE.

The budget for the medical workforce sits across a number
of different cost codes within the health board. The
support for critical care is undertaken from these
centralised medical workforce budgets as noted on slide 6.

During this period an additional 41.9WTE of temporary
staffing was utilised. The majority (19.93WTE) was through
Agency usage with the remainder utilisingBank and
overtime.
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Workforce Risks
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The below Workforce themed risks appeared on Datix (as of 315t August 2023).

Service Risk Linked

Current Risk

Previous Risk

Movement ({1, P

RAG Rating

t0 1649 Directorate Risk Statement Workforce Themes Workforce Control Mesaures in place Score Score 8 e3)
There is a risk Inability to support a safe roster to maintain safe Consultant Adverts out for Consultant vacancies
/Anaesthetic cover of Critical care provision across PPH and GGH. Current staff backfill
Requests with Agency for Consultant cover
This is caused by Vacancies and long-term sickness across Consultant cadre in
Carmarthenshire Anaesthetics. The current roster is not sustainable as is impacting
on wellbeing of remaining Consultant body.
This will lead to an impact/affect on Timely and appropriate supervision and decision
making of critically ill patients. Potential clinical delay resulting in deterioration of
. i i ini i Recruitment & retention, rota
1363 Scheduled Care: Critical Care |Patient care. Impact on wellbeing of remaining consultants who are already working ruitme ¢ 9 20 3
o full capacity. There is no capacity to support further emergent consultant sickness sustainability, health & wellbeing
which could result from work related pressures.
Risk location, Glangwili General Hospital, Prince Philip Hospital.
There is a risk of inability to support asustained roster to maintain safe Consultant Current staff backfill - Locum x 2, existing staff supporting
/Anaesthetic cover of Anaesthetics and Critical Care provision in BGH as additional sessions, and Medical Bank.
Staff from other sites picking up occasional shifts.
This is caused by by vacancies across the Consultant cadre in BGH Anaesthetics. Requests with MEDACs agency to support vacancies.
There is funding for 11 Consutlant Anaesthetists, (146.5 sessions) with current Continue to work with MEDACs in support of temporary
substantive of group of 8 (90.75 sesisons) +2 Locum Consultant (23 sessions). There backfill whilst working towards sustained recruitment.
is a short fall of 30.75 sessions, which have been recurrently out to advert.
. This will lead to an impact/affect on the absence of adequate anaesthetic cover, Roster sustainability, Recruitment issues,
1374 Scheduled Care: Critical Care |there are limited options to backfill for emergent leave, which after assuring safe 9 12 g

cover for critical care and emergency theatre would lead to cancellation of elective
surgery.

Risk location, Bronglais General Hospital.

locum sessions.

Staff Group/ Groups
affected

Medical

Medical
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Workforce Risks continued

Service Risk . . . Current Risk| Previous (Movement (4 RAG Staff Group/
Linked to 1649 Directorate Risk Statement Workforce Themes Workforce Control Mesaures in place Score Risk Score 1 aed) i || e

There is a risk of of patients not receiving appropriate care due to Band 7 Sisters coveringdeficits.
insufficient skill mixinITU BGHand lack of senior staff.
Band 6Sisters from ITU GGH have covered night
This is caused by staffbeing offon long-term sick, maternity shifts.

|leave, Band 5 vacanciesand onboarding.
Block booked agency nurses.
This will lead to animpact/affect on senior support on shift to

take charge ofthe unit. Resultinginalack of experienced staff to Earlyescalationto TNS agency
support junior members ofthe team. This mayhave animpact on
the quality of patient care and safety of the unit. Consultants covering the unit made aware when

there are deficits.
IThis may affect patient flow due to nonurseincharge.
Site alsomade aware.

1663 Scheduled Care: Critical [This mayalso affect the other ITUs within the HBas they will Vacancies, Long-term 8 Nursing
Care provide senior supportwhenable. sickness/absences Dailyreview of off duty.
This will have aneffectonthe Band 7 Senior sister workload Appointed Band 6 secondment

whilst managing the roster/covering clinically.
Appropriate staffsickness management e.g. regular

Junior members of the team will feelincreased pressure due to contact whilst off, returnto workinterviews,
the possibility of less support on a shift. Occupational healthetc
IThe band 6 Sisters currentlyinwork will feel pressure to cover Seniornurses can provide cover when necessary

extra s hifts and maybecome overworked.

Risklocation, Bronglais General Hospital.
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Critical Care Workforce Overview
Historic picture
April 2018 — April 2023
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Historic Workforce

The data below shows a historic picture of the ESR Staff in post for the Critical
Care cost codes as at 1%t April each year.

An increase in workforce can be seen in 2020 of

Critical Care Cost codes 2018 2019 2020 2021 2022 2023 Jul-23

Additional Clinical Services 10.4 9.3 22.7 12.2 14.2 18.1 19.4 25.6WTE however this followed with a decrease

Administrative and Clerical 6.0 6.0 7.2 6.5 8.0 6.3 7.2 to the service in 2021 of 122.4WTE. There was a

Nursing and Midwifery Registered 127.4 126.0 137.1 125.9 129.2 119.4 123.8 ionifi ti foll db d f
TOTALWTE 143.8 141.4 167.0 144.6 151.4 143.8 150.5 significant increase followe Yy a aecrease o

170.0

165.0

160.0

155.0

150.0

145.0

140.0

135.0

130.0

125.0

2018

2019

167.0

2020

2021

2022

2023

Jul-23

Health Care Support Workers at this time with an
addition of 13.4WTE during 2020. An increase can
also be seen in Nursing roles during this period.
This workforce increase during 2020 could be due
to the significant impact on critical care during
covid.

Additional service insights

ANY ADDITIONAL SERVICE INSIGHTS CAN BE
ADDED HERE - As there aren’t many new starters
in 2020, where the additional staff from
individuals being transferred from other areas to
help the service?
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2018 2019 2020 2021
2018 2019 2020 2021 2022 2023
Starters 7.4 6.6 8.2 17.3 26.3 10.8

Nursing and Midwifery

Registered

Additional Clinical

Services

-

Administrative and
Clerical

Nursing and Midwifery

Registered

-

Additional Clinical
Services

Administrative and
Clerical

2023

Nursing and Midwifery g

Registered

Q G IG Bwrdd lechyd Prifysgol

b

NHS

Location/Site

Hywel Dda
University Health Board

v

m Bronglais General Hospital

B Glangwili General Hospital

M Prince Philip Hospital

Withybush General Hospital

The largest increase in new starters was seen in 2021 in Nursing
and Midwifery across the sites. The highest increase of staff
across the five year period with 14.4WTE starting in the year, the
majority in Glangwili hospital (10.8 WTE).
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Clerical Worker

2022

staff Nurse - |INEEEEE

Sister/Charge Nurse [l

2023

staff Nurse il

The majority of leavers across Critical
Care have been within the Nursing &
Midwifery staff group (denoted in Blue).
The highest number of leavers were in
2022 with 8.5WTE leaving in this period
with an additional 6.7WTE leaving in
2021.

This corelates with the increase seen
across 2021 and 2022 in starters (14.4 &
12.2WTE) within nursing & midwifery
across the same time period.
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Targeted Campaigns across the period 2018 — 2023:

No targeted recruitment campaigns were noted during the period for Critical Care however a Full page print was placed in the British Medical Journal for

the below Consultant Anaesthatist with an interest in Critical Care postthat has been advertised over the last 12 months.

Vacancy /Recruitment overview:

Vacancy Information (last 12 months)

Role

Outcome

100-MED-GGH-236

Specialty Doctor

3 offered - 3 withdrawn (offered posts elsewhere / salary)

100-MED-GGH-236-A

Specialty Doctor

No candidates attended interview

100-MED-GGH-236-B

Specialty Doctor

3 offered - 2 withdrawn (Personal circumstances)

100-MED-GGH-236-C

Specialty Doctor

2 offered - 2 withdrawn (extended with current employer / salary)

100-MED-GGH-236-D

Specialty Doctor

3 offered

100-MED-GGH-253

Specialty Doctor

1 offered - 1 withdrawn (Personal circumstances)

100-MED-GGH-253-A

Specialty Doctor

1 offered - started in post

100-MED-WGH-120

Specialty Doctor

2 offered - 1 withdrawn (location), 1 started

100-MED-WGH-145

Specialty Doctor

2wte Currently in shortlist

100-MED-GGH-140-A

Consultant Anaesthetist with an
interest in Critical Care

1 WTE, no applications received, service confirmed they were going to have
further discussion first before deciding to go back out to advert.

Headhunting:

Targeted headhunting has taken place with 3 doctors headhunted via Linkedin for a Consultant in Anaesthetics with interestin Critical Care but with no interest.
Very hard to headhunt as service confirmed for ICU Substantive/Locum, doctors would need to be on a specialist register. Also need FRCA and ICU experience as
well as ideally UK experience. Very hard to find this overseas. Option to bring them in as Senior Specialty doctors to then grow own into consultant level through

CESR.



C14 - Critical Care Equality Impact Assessment

Hywel Dda University Health Board
Equality Impact Assessment (EqlA)

Please note:

Equality Impact Assessments (EqIA) are used to support the scrutiny process of procedures / proposals / projects by identifying the impacts of
key areas of action before any final decisions or recommendations are made.

It is recognised that certain proposals or decisions will require a wider consideration of potential impacts, particularly those relating to service
change or potential major investment. For large scale projects and strategic decisions please consult the Health Board’s Equality and Health

Impact Assessment Guidance Document and associated forms.

The completed Equality Impact Assessment (EqlA) must be:

. Included as an appendix with the cover report when the strategy, policy, plan, procedure and/or service change is submitted for
approval.
. Published on the UHB intranet and internet pages as part of the consultation (if applicable) and once agreed.

For in-house advice and assistance with Assessing for Impact, please contact:-

Email: Inclusion.hdd@wales.nhs.uk
Tel: 01554 899055



mailto:Inclusion.hdd@wales.nhs.uk

Form 1: Overview

Admission to and management of patients in the four critical care
departments across Hywel Dda University Health Board, which are based in:
Bronglais General Hospital

Glangwili General Hospital

Prince Philip Hospital

Withybush General Hospital

The aim of this document is to ensure the safe and equitable care of any and
all patients that require level 2 (high dependency) and level 3 (intensive care)
treatment and interventions across Hywel Dda University Health Board.

Alex Walsby, Head of Nursing

Diane Knight, Service Delivery Manager
Nerys Davies, Senior Nurse Manager

Abbi Daniel Thomas, Senior Nurse Manager
Sarah Carmody, Service Manager

Intensive Care Society https://ics.ac.uk/guidance.html

Acutely ill adults in hospital https://www.nice.org.uk/guidance/cg50

Rehabilitation after critical illness in adults Overview | Rehabilitation after critical
illness in adults | Guidance | NICE

Intravenous fluid therapy in adults in hospital Overview | Intravenous fluid therapy in
adults in hospital | Guidance | NICE

Adult Critical Care https://gettingitrightfirsttime.co.uk/medical specialties/adult-
critical-care/

Population of Hywel Dda University Health Board- patients and relatives
Staff working within the Critical Care departments

Staff aligned to critical care departments (therapies, radiology, microbiology
etc)

Colleagues referring patients into critical care services



https://ics.ac.uk/guidance.html
https://www.nice.org.uk/guidance/cg50
https://www.nice.org.uk/guidance/cg83
https://www.nice.org.uk/guidance/cg83
https://www.nice.org.uk/guidance/cg174
https://www.nice.org.uk/guidance/cg174
https://gettingitrightfirsttime.co.uk/medical_specialties/adult-critical-care/
https://gettingitrightfirsttime.co.uk/medical_specialties/adult-critical-care/

The EqlA reflects the current position and working processes of the existing critical
care provision in the health board. Any alteration to the existing provision will
require a review of the EqlA.




Form 2: Human Rights

Human Rights: The Human Rights Act contains 15 Articles (or rights), all of which NHS organisations have a duty to act compatibly with and to
respect, protect and fulfil. The 6 rights that are particularly relevant to healthcare are listed below.

Depending on the Policy you are considering, you may find the examples below helpful in relation to the Articles.







Population Data

Year (data
was
collected)

Hywel Dda University Health Board Population — 2021 Census

County

Carmarthenshire

Ceredigion

Pembrokeshire

Total

Measure
Age

value | percent

value

percent

value | percent

value

Percent

Total: All
usual
residents

187,895 100

71,468

100

123,366 100

382,729

100.0

Aged 16 to
19 years

7,799 4.2

4,129

5.8

4,890 4

16,818

4.7

Aged 20 to
24 years

8,821 4.7

6,366

8.9

5,621 4.6

20,808

6.1

Aged 25 to
34 years

20,692 11

7,106

9.9

12,907 10.5

40,705

10.5




Aged 35 to

49 years 31,801 16.9 | 10,145 14.2 | 19,459 15.8 | 61,405 15.6
Aged 50 to

64 years 40,905 21.8 | 15,256 21.3 | 27,335 22.2 | 83,496 21.8
Aged 65 to

74 years 24,605 13.1 | 9,942 13.9 | 17,444 14.1 | 51,991 13.7
Aged 75 to

84 years 15,246 8.1 | 6,095 8.5 | 10,855 8.8 | 32,196 8.5
Aged 85

years and

over 5,615 3| 2,348 3.3 4,044 3.3 | 12,007 3.2

Service demand is linked to an aging population, with the number of people aged 75 and over increasing by
around 19% between 2009 and 2020. This trend is expected to continue. Between 2020 and 2032 across
Wales the number of people aged 75 and over is forecast to grow by a further 27%. (Source: Audit Wales

2023)

Patient Data

Patients are assessed on the appropriateness of admission to critical care depending on their clinical
condition, including their medical history. Older patients are more likely to, but not definitively, have co-
morbidities that could impact on viable treatment options available. Age is not considered a factor in
determining ceilings of care, but age associated conditions might factor into the decision making.

Staff data

This information was not available for Critical Care

Positive Impacts:

All health board staff undertake equalities (including Safeguarding Adults, Safeguarding Children and

Dementia Awareness) training relating specifically relating to age as part of mandatory competency
training.



https://hduhb.nhs.wales/about-us/governance-arrangements/board-committees/audit-and-risk-assurance-committee-arac/arac-21-february-2023/item-43-orthopaedic-services-in-wales-tackling-the-waiting-list-backlog-hdduhb-comparative/
https://hduhb.nhs.wales/about-us/governance-arrangements/board-committees/audit-and-risk-assurance-committee-arac/arac-21-february-2023/item-43-orthopaedic-services-in-wales-tackling-the-waiting-list-backlog-hdduhb-comparative/

All health board staff undertake equalities training as part of mandatory competency training.
There is a car transport service available for patients families to use.

Hospital sites across the health board are located close to public transport routes and links.
All sites will have accessible toilets either directly in the service area or nearby.

Wheelchairs are widely available at hospital entrances to be used by patients family where required for
those who have difficulty walking.

When required, clinical staff will support the patients family acting as a chaperone for visiting.

On each site, staff will have access to facilities to provide the patient with basic drinks and biscuits. Larger
sites have access to meals.

Negative Impact

At this time no negative impact has been identified on age. This will be reviewed in line with any proposed
service changes.

Disability
Those with a
physical
disability,
learning
disability,
sensory loss or
impairment,
mental health
conditions,
long-term
medical

Population Data

Carmarthenshire | Ceredigion | Pembrokeshire | Total

Disabled under the Equality
Act: Day-to-day activities
limited a lot 21255 6686 12522 | 40463

Disabled under the Equality
Act: Day-to-day activities
limited a little 21897 8951 14651 | 45499

43152 15637 27173

How life has changed in Carmarthenshire: Census 2021 (ons.gov.uk)

How life has changed in Ceredigion: Census 2021 (ons.gov.uk)

How life has changed in Pembrokeshire: Census 2021 (ons.gov.uk)



https://www.ons.gov.uk/visualisations/censusareachanges/W06000010/
https://www.ons.gov.uk/visualisations/censusareachanges/W06000008/
https://www.ons.gov.uk/visualisations/censusareachanges/W06000009/

conditions such
as diabetes

Patient data

Patients are assessed on the appropriateness of admission to critical care depending on their clinical
condition, including their medical history. There is potential that patients with disabilities may not respond
to the high levels of interventions provided in critical care, or admission to care may not improve their
clinical outcomes or quality of life. Therefore, disability is considered as part of the holistic patient
assessment, but not in isolation.

Positive Impacts:

All health board staff undertake equalities (including Safeguarding Adults, Safeguarding Children and
Dementia Awareness) training relating specifically relating to age as part of mandatory competency
training.

Adjustments may be necessary to allow for appropriate communication with patients / families. This could
include support from occupational health for communication devices, liaison with Learning Disability
services, support from sensory loss services.

All hospital sites adhere to minimum accessibility standards.

Wheelchairs are widely available at hospital entrances to be used by patients families who have difficulty
walking.

Hospital transport has cars to support patients family with different types of mobility concerns.
Negative Impact

At this time no negative impact has been identified on Disability. This will be reviewed in line with any
proposed service changes.

Gender
Reassignment
Consider the
potential impact

Population Data

Year (data was
collected) Hywel Dda University Health Board Census Data - 2021

County Carmarthenshire | Ceredigion Pembrokeshire Total




on individuals
who either:

eHave
undergone,
intend to undergg
or are currently
undergoing
gender
reassignment.
*Do not intend to
undergo medical
treatment but
wish to live in a
different gender
from their gender
at birth.

Measure value percent | value | percent | value percent | value percent
Gender

All persons 187,897 100 | 71,475 100 | 123,360 100 | 382,732 100.0
Male 91,685 48.8 | 34,963 48.9 | 60,071 48.7 | 186,719 48.8
Female 96,212 51.2 | 36,512 51.1 | 63,289 51.3 | 196,013 51.2
Gender identity the

same as sex

registered at birth 144,924 93.2 | 55,874 91| 95,794 93.4 | 296,592 92.5
Gender identity

different from sex

registered at birth

but no specific

identity given 210 0.1 84 0.1 121 0.1 415 0.1
Trans woman 93 0.1 73 0.1 58 0.1 224 0.1
Trans man 90 0.1 62 0.1 66 0.1 218 0.1
Non-binary 60 0 143 0.2 40 0 243 0.1
All other gender

identities 38 0 66 0.1 32 0 136 0.0

In Carmarthenshire, 0.32% of people reported identifying with a gender different form the sex registered at

birth.

In Ceredigion, 0.70% of people reported identifying with a gender different form the sex registered at birth.

In Pembrokeshire, 0.31% of people reported identifying with a gender different form the sex registered at

birth.

Gender identity - Census Maps, ONS

Patient Data

e There is no available information for Critical Care patients regarding gender reassignment.




Positive Impacts:

All health board staff undertake equalities (Equalities, Diversity and Human Rights) training relating

specifically relating to gender identity as part of mandatory competency training.

Negative Impact

Where a patient gender is not the same as was assigned to them at birth, the service is conscious for this to
remain confidential however is some cases will effect the course of treatment required. However incidents

may arise where this information is required.

Mitigation
Patient
confidentiality is
maintained
using health
board guidelines
regarding
confidentiality.

Marriage and
Civil
Partnership
This also covers
those who are
not married or
in a civil
partnership.

Population Data

Year (data was
collected)

Hywel Dda University Health Board Census Data - 2021

County

Carmarthenshire

Ceredigion

Pembrokeshire

Total

Measure

value

percent

value

percent

value

percent

value

percent

Marital Status

Total: All usual
residents aged
16 and over

155,488

100

61,389

100

102,551

100

319,428

100.0

Never married
and never
registered a
civil
partnership

50,384

32.4

23,766

38.7

32,566

31.8

106,716

34.3

Married or in a
registered civil
partnership

73,529

47.3

26,468

43.1

48,487

47.3

148,484

45.9

Married

73,191

47.1

26,292

42.8

48,264

47.1

147,747

45.7




In a registered
civil
partnership 338 0.2 176 0.3 223 0.2 737 0.2
Separated, but
still legally
married or still
legally in a civil
partnership 3,157 2| 1,029 1.7 2,210 2.2 6,396 2.0
Divorced or
civil
partnership
dissolved 16,309 10.5| 5,681 9.3 | 10,912 10.6 | 32,902 10.1
Widowed or
surviving civil
partnership
partner 12,109 7.8 | 4,445 7.2 8,376 8.2 | 24,930 7.7

In Carmarthenshire, 32.4% of people never married or registered a civil partnership, against 47.3% of
people who are married or on a civil partnership. The remaining 20.3% either had their legal partnership
status dissolved, are separated or are surviving their partner. How life has changed in Carmarthenshire:
Census 2021 (ons.gov.uk)

In Ceredigion, 38.7% of people never married or registered a civil partnership, against 43.1% of people who
are married or on a civil partnership. The remaining 18.2% either had their legal partnership status
dissolved, are separated or are surviving their partner. How life has changed in Ceredigion: Census 2021

(ons.gov.uk)

In Pembrokeshire, 31.8% of people never married or registered a civil partnership, against 47.3% of people
who are married or on a civil partnership. The remaining 21% either had their legal partnership status
dissolved, are separated or are surviving their partner. How life has changed in Pembrokeshire: Census
2021 (ons.gov.uk)

Patient Data
Marriage and civil partnerships are of no impact when considering admission to and treatment in, critical
care departments.



https://www.ons.gov.uk/visualisations/censusareachanges/W06000010/
https://www.ons.gov.uk/visualisations/censusareachanges/W06000010/
https://www.ons.gov.uk/visualisations/censusareachanges/W06000008/
https://www.ons.gov.uk/visualisations/censusareachanges/W06000008/
https://www.ons.gov.uk/visualisations/censusareachanges/W06000009/
https://www.ons.gov.uk/visualisations/censusareachanges/W06000009/

Staff Data

Positive Impacts:
All health board staff undertake equalities training as part of mandatory competency training.

In 2020, 52.74% of staff in the Health Board were married, 1.44% were in a civil partnership, 31.37% were
single, with 9.44% reporting being divorced, separated or widowed, and 5.01% not recorded on ESR.
HDUHB EQUALITIES DUTIES REPORTING - Staff In Post (nhs.wales)

Negative Impact

At this time no negative impact has been identified on Marriage and Civil Partnership. This will be
reviewed in line with any proposed service changes.

Form 3 Gathering of Evidence and Assessment of Potential Impact


https://hduhb.nhs.wales/about-us/governance-arrangements/equality-diversity-and-inclusion/equality-diversity-and-inclusion-documents/workforce-equality-annual-report-2019-20-11-8-20/

In 2021, there were 29,007 births registered across Wales.
Maternity and birth statistics: 2021 | GOV.WALES

Patient Data

Pregnant parents or those on maternity would not be a factor on admission to, and treatment
in, critical care departments if clinically indicated.

Staff Data

e The Health Board has clear policies to address any pregnancy and maternity related
highlighted risks, and Workforce and Occupational Health teams who can support with
specific concerns.

Negative Impact

Where a patient is pregnant this may change the course of treatment that would normally be
considered may not be an option.

Mitigation

Support and
input would be
sought from
relevant
specialist
teams, e.g.
maternity,
obstetrics etc.

Population Data

Year

(data was

collected) Hywel Dda University Health Board Census Data - 2021

County Carmarthenshire | Ceredigion Pembrokeshire Totals

Measure | value percent | value | percent | value percent | value percent



https://www.gov.wales/maternity-and-birth-statistics-2021-html

Ethnicity

Total: All
usual
residents | 187,898 100 | 71,473 100 | 123,359 100 | 382,730 100

Asian,
Asian
British or
Asian
Welsh 2,321 1.2 | 1,096 1.5 1,159 0.9 4,576 1.2

Black,
Black
British,
Black
Welsh,
Caribbean
or African 455 0.2 366 0.5 244 0.2 1,065 0.3

Mixed or
Multiple
ethnic

groups 1,756 0.9 867 1.2 1,162 0.9 3,785 1

White 182,652 97.2 | 68,776 96.2 | 120,375 97.6 | 371,803 97

Gypsy or
Traveller 450 0.2 55 0.08 585 0.5 1,090 0.3

Other
ethnic
group 714 0.4 368 0.5 419 0.3 1,501 0.4

In Wales, 93.8% of the population identified as White, 2.9% as Asian, 0.9% as Black, 1.6%
identified as ‘Mixed or multiple ethnic groups’ and 0.9% as ‘Other ethnic group’.
https://www.gov.wales/ethnic-group-national-identity-language-and-religion-wales-census-
2021-html

In Hywel Dda, 86.22% of staff identified as White, 0.91% as Black or Black British, 3.92% as
Asian or Asian British, 0.48% as Mixed, 1.40% as ‘Any other ethnic group’ and 7.07% did not



https://www.gov.wales/ethnic-group-national-identity-language-and-religion-wales-census-2021-html
https://www.gov.wales/ethnic-group-national-identity-language-and-religion-wales-census-2021-html

record their ethnicity on ESR. It is unlikely the staff ethnicity, race or nationality will impact or
be impacted by these changes in the service.
HDUHB EQU

Positive Impacts:
All health board staff undertake equalities (Equalities, Diversity and Human Rights) training
relating specifically relating to gender identity as part of mandatory competency training.

Race, ethnicity or nationality is not a factor considered on admission to, and treatment in,
critical care departments if clinically indicated.

Negative Impact:
Where a patient or their family are non English or Welsh speaker may be unable to
communicate to staff.

Mitigation

The
Healthboard
has access to a
translation
service for
patients who
are unable to
communicate
in English or
Welsh.

Adjustments
may be
necessary to
allow for
appropriate
communication
with patients /
families, for
which,
translation
services are
available and
accessible.



https://hduhb.nhs.wales/about-us/governance-arrangements/equality-diversity-and-inclusion/equality-diversity-and-inclusion-documents/workforce-equality-annual-report-2019-20-11-8-20/

x | Population Data
Year
(data was
collected) Hywel Dda University Health Board Census Data - 2021
County Carmarthenshire  Ceredigion Pembrokeshire Totals
Measure | value percent | value | percent | value percent | value percent
Religion
Total: All
usual
residents | 187,899 100 71,476 100 123,363 100 382,738 100.0
No
religion 83,409 44.4 30,749 43 52,998 43 167,156 43.5
Christian 89,378 47.6 33,409 46.7 60,174 48.8 182,961 47.7
Buddhist 557 0.3 378 0.5 462 0.4 1,397 0.4
Hindu 419 0.2 158 0.2 161 0.1 738 0.2
Jewish 103 0.1 75 0.1 58 0 236 0.1
Muslim 1,026 0.5 515 0.7 587 0.5 2,128 0.6
Sikh 177 0.1 35 0 32 0 244 0.0
Other
religion 1,127 0.6 677 0.9 746 0.6 2,550 0.7
Not
answered | 11,703 6.2 5,480 7.7 8,145 6.6 25,328 6.8
In Carmarthenshire, 44.4% of people declared not having a religion, 47.6% are Christian and
6.2% did not answer; 1.2% were Buddhist, Hindu, Jewish, Muslim or Sikh and 0.6% replied with
‘other’. https://www.ons.gov.uk/visualisations/censusareachanges/W06000010/
In Ceredigion, 43% of people declared not having a religion, 46.7% are Christian and 7.7% did
not answer; 1.5% were either Buddhist, Hindu, Jewish or Muslim and 0.9% replied with ‘other’.
How life has changed in Ceredigion: Census 2021 (ons.gov.uk)



https://www.ons.gov.uk/visualisations/censusareachanges/W06000010/
https://www.ons.gov.uk/visualisations/censusareachanges/W06000008/

In Pembrokeshire, 43% of people declared not having a religion, 48.8% are Christian and 6.6%
did not answer; 1% were either Buddhist, Hindu or Muslim and 0.6% replied with ‘other’. How
life has changed in Pembrokeshire: Census 2021 (ons.gov.uk)

Patient data

Religion or belief is not a factor considered on admission to, and treatment in, critical care
departments if clinically indicated. However, when the service is aware of a person's religion
or beliefs, adjustments to the care are made. Every patient is treated in an individual basis
according to their needs.

Staff data

In Hywel Dda, 39.94% of staff reported being Christian, 11.06% atheist, 19.01% did not disclose
their religion and 19.92% did not record their religion on ESR. The remaining 10.07% recorded
other religions.

HDUHB EQUALITIES DUTIES REPORTING - Staff In Post (nhs.wales)

Religion \ Headcount

Atheism 1,281
Christianity 4,627
| do not wish to disclose my religion/belief 2,202
Other 1,168
Not Recorded on ESR 2,308
15,586

Positive Impacts:

e All health board staff undertake equalities training (including Equality, Diversity and Human
Rights) as part of mandatory competency training.

e Any staff or patient needs related to their religion or beliefs would be accommodated
following an assessment of what is required and included on the patients notes.

e Provision of protected prayer space/time or belief room on request

e The Health Board has a Jehovah's Witness specific consent form which can be used if
necessary.



https://www.ons.gov.uk/visualisations/censusareachanges/W06000009/
https://www.ons.gov.uk/visualisations/censusareachanges/W06000009/
https://hduhb.nhs.wales/about-us/governance-arrangements/equality-diversity-and-inclusion/equality-diversity-and-inclusion-documents/workforce-equality-annual-report-2019-20-11-8-20/

Positive Impacts:
All health board staff undertake equalities (Equalities, Diversity and Human Rights) training
relating specifically relating to gender identity as part of mandatory competency training.

Negative Impact:

A non-English or Welsh speaker may be unable to communicate to staff.

Mitigation

The Health
Board has
access to a
translation
service for
patients who
are unable to
communicate
in English or
Welsh, and
Health Board
leaflets are
available in
different
languages.

The specialist

pharmacy
service can

support when
managing
situations
where a
patient is
known to be
unable to be
administered
specific drugs



https://www.sps.nhs.uk/wp-content/uploads/2020/10/QRMG_Handling-Qs-about-excipients_FINAL_v1.14_Clean_Sept20v2.pdf#:~:text=excipients
https://www.sps.nhs.uk/wp-content/uploads/2020/10/QRMG_Handling-Qs-about-excipients_FINAL_v1.14_Clean_Sept20v2.pdf#:~:text=excipients
https://www.sps.nhs.uk/wp-content/uploads/2020/10/QRMG_Handling-Qs-about-excipients_FINAL_v1.14_Clean_Sept20v2.pdf#:~:text=excipients

Population data




Year
(data was
collected)

Hywel Dda University Health Board Census Data - 2021

County

Carmarthenshire

Ceredigion

Pembrokeshire

Total

Measure

value

percent

value

percent

value

percent

value

percent

Gender

All
persons

187,897

100

71,475

100

123,360

100

382,732

100.0

Male

91,685

48.8

34,963

48.9

60,071

48.7

186,719

48.8

Female

96,212

51.2

36,512

51.1

63,289

51.3

196,013

51.2

Gender
identity
the same
as sex
registered
at birth

144,924

93.2

55,874

91

95,794

93.4

296,592

92.5

Gender
identity
different
from sex
registered
at birth
but no
specific
identity
given

210

0.1

84

0.1

121

0.1

415

0.1

Trans
woman

93

0.1

73

0.1

58

0.1

224

0.1

Trans
man

90

0.1

62

0.1

66

0.1

218

0.1

Non-
binary

60

143

0.2

40

243

0.1




All other
gender
identities 38 0 66 0.1 32 0 136 0.0

Patient data

Sex is not a factor considered on admission to, and treatment in, critical care departments if
clinically indicated.

Staff Data
As of 2020, 77.7% of staff in Hywel Dda were female and 22.3% were male. It is unlikely staff

sex will affect or be affected by these changes in the service.
HDUHB EQUALITIES DUTIES REPORTING - Staff In Post (nhs.wales)

Gender Headcount
Female 45

Male 39
Grand Total 74
Positive Impact:
e All health board staff undertake equalities training (including Equality, Diversity and Human
Rights) as part of mandatory competency training.

e There are male and female staff in the service and where possible, if a patient requests a
specific gender of staff for their review, this will be provided.

Negative Impact:

At this time there is no negative impact has been identified under the characteristic of sex.
This will be reviewed in line with any proposed service changes.

Population data



https://hduhb.nhs.wales/about-us/governance-arrangements/equality-diversity-and-inclusion/equality-diversity-and-inclusion-documents/workforce-equality-annual-report-2019-20-11-8-20/

the opposite sex or to
both sexes.

Year (data

was

collected) Hywel Dda University Health Board Census Data - 2021

County Carmarthenshire | Ceredigion Pembrokeshire Totals

Measure value percent | value | percent | value percent | value percent
Sexual

Orientation

Total: All

usual

residents

aged 16

years and

over 155,486 100 | 61,391 100 | 102,551 100 | 319,428 100.0
Straight or

Heterosexual | 139,511 89.7 | 51,998 84.7 | 92,094 89.8 | 283,603 88.1
Gay or

Lesbian 1,845 1.2 941 1.5 1,093 1.1 3,879 1.3
Bisexual 1,500 1| 1,617 2.6 1,050 1 4,167 1.5
Pansexual 202 0.1 225 0.4 149 0.1 576 0.2
Asexual 79 0.1 140 0.2 52 0.1 271 0.1
Queer 23 0 49 0.1 12 0 84 0.0
All other

sexual

orientations 19 0 16 0 7 0 42 0.0

Patient data

Sexual orientation is not a factor considered on admission to, and treatment in, critical care
departments if clinically indicated.

Staff Data

In Hywel Dda, 65.27% of staff reported being straight, 1.06% reported being gay or lesbian,
0.03% undecided, 0.46% bisexual, with 20.07% not recorded, 13.08% refused to answer, and
0.03% ‘Other sexual orientation not listed’.




HDUHB EQUALITIES DUTIES REPORTING - Staff In Post (nhs.wales)

Sexual Orientation — All Staff \ Headcount

Heterosexual or Straight 7,562
Not stated (person asked but declined to provide a

response) 1,516
Other 183
Not Recorded on ESR 2,325
Grand Total 11,586

Positive Impact
All health board staff undertake equality training (including Equality, Diversity and Human
Rights) as part of mandatory competency training.

Negative Impact:

At this time there is no negative impact has been identified under the characteristic of sexual
orientation. This will be reviewed in line with any proposed service changes.

Population data

Carmarthenshire | Ceredigion | Pembrokeshire | Totals

Previously served in
the UK regular
armed forces 5610 1851 4654 | 12115

Previously served in
UK reserve armed
forces 1334 537 930 | 2801
Previously served in
both regular and

reserve UK armed
forces 336 137 248 721

7280 2525 5832 | 15637



https://hduhb.nhs.wales/about-us/governance-arrangements/equality-diversity-and-inclusion/equality-diversity-and-inclusion-documents/workforce-equality-annual-report-2019-20-11-8-20/

could be through
‘unfamiliarity with
civilian life, or frequent
moves around the
country and the
subsequent difficulties
in maintaining support
networks, for example,
members of the Armed
Forces can find
accessing such goods
and services
challenging.’

For a comprehensive
guide to the Armed
Forces Covenant Duty
and supporting resource
please see:
Armed-Forces-
Covenant-duty-
statutory-guidance

Patient Data

No impact. Armed Forces are not relevant to the decision to admit into critical care, and would
not affect treatment options.

Negative Impact:

At this time there is no negative impact has been identified under the characteristic of armed
forces. This will be reviewed in line with any proposed service changes.

Socio-economic
Deprivation

Consider those on low
income, economically
inactive, unemployed or
unable to work due to
ill-health. Also consider
people living in areas
known to exhibit poor
economic and/or health
indicators and
individuals who are
unable to access

Population Data

Information to inform on Socio-economic deprivation is hard to obtain. However, economic
activity information is available on the 2021 census. We are aware that there are areas within
the health board footprint of considerable deprivation. The below table notes economic
activity within the health board footprint

Year (data

was

collected) Hywel Dda University Health Board Census Data - 2021

County Carmarthenshire | Ceredigion Pembrokeshire Totals

Measure value percent | value | percent | value percent | value percent



https://www.gov.uk/government/publications/armed-forces-covenant-duty-statutory-guidance
https://www.gov.uk/government/publications/armed-forces-covenant-duty-statutory-guidance
https://www.gov.uk/government/publications/armed-forces-covenant-duty-statutory-guidance

services and facilities.
Food / fuel poverty and
personal or household
debt should also be
considered.

For a comprehensive
guide to the Socio
Economic Duty in Wales
and supporting resource
please see:
https://gov.wales/more-
equal-wales-socio-
economic-duty

Economic
Factor

Total: All
usual
residents
aged 16
years and
over

155,487

100

61,392

100

102,551

100

319,430

100.0

Economically
active
(excluding
full-time
students)

83,262

53.5

29,845

48.6

54,182

52.8

167,289

51.6

In
employment

79,927

51.4

28,718

46.8

51,697

50.4

160,342

49.5

Unemployed

3,335

2.1

1,127

1.8

2,485

2.4

6,947

2.1

Economically
active and a
full-time
student

2,612

1.7

2,119

3.5

1,352

1.3

6,083

2.2

In
employment

2,025

13

1,401

2.3

1,068

4,494

1.5

Unemployed

587

0.4

718

1.2

284

1,589

0.6

Economically
inactive

69,613

44.8

29,428

47.9

47,017

45.8

146,058

46.2

Retired

43,170

27.8

16,997

27.7

30,306

29.6

90,473

28.4

Student

6,422

4.1

6,150

10

3,544

3.5

16,116

5.9

Looking
after home
or family

6,296

2,119

3.5

4,755

4.6

13,170

4.0

Long-term
sick or
disabled

9,710

6.2

2,730

4.4

5,632

5.5

18,072

5.4

Other

4,015

2.6

1,432

2.3

2,780

2.7

8,227

2.5



https://gov.wales/more-equal-wales-socio-economic-duty
https://gov.wales/more-equal-wales-socio-economic-duty
https://gov.wales/more-equal-wales-socio-economic-duty

In its vast majority, Carmarthenshire, Pembrokeshire and Ceredigion areas have been ranked
‘Least deprived’ or as second ‘least deprived’ in Wales. There is a number of areas identified as
being nearer ‘most deprived’, which seem to be concentrated around Pembroke, Pembroke
Dock, Milford, Cardigan, Llanelli and Kidwelly.

(Welsh Index of Multiple Deprivation 2019).

Welsh Index of Multiple Deprivation (WIMD) 2019: results report (gov.wales)

Patient data

Socio-economic deprivation is not a factor considered on admission to, and treatment in,
critical care departments if clinically indicated.

There may be some impact on the families of patients who are likely to have longer admissions
to hospitals which may affect them with travel costs, parking costs, cost of food and drink while
visiting which maybe for prolonger periods, ability to work.

Staff Information
There is currently no data available on socio-economic status for staff.

Staff’s socio-economic status should not impact or be impacted by changes in the service, as
any expenses incurred as part of travelling and education are reimbursed by the Health Board.

Negative Impact
Hywel Dda University Health Board covers a very large geographical area, which may impact

service users families and staff when trying to access certain parts of the service that might
only be delivered from sites which are not immediately local.

Mitigation
The Health
Board has
adopted
savings
schemes for
staff to use,
such as the
Hapi app
benefits for
everyday
discounts, the



https://www.gov.wales/sites/default/files/statistics-and-research/2019-11/welsh-index-multiple-deprivation-2019-results-report-024.pdf

Leasing Car
Scheme and
Pool Car
scheme,
amongst many
others.

Hywel Dda
strives to
deliver care
closer to home
whenever
possible, which
helps in
reducing the
amount of time
the patients
spend
travelling, or
unpaid work
time the
patients or
their
carers/family
members need
to take off to
attend hospital
care.

Population Data

According to Welsh Census 2022 data, it is estimated that 29.5% of people aged three or older
were able to speak Welsh. This figure equates to around 900,600 people.

The Health Board adopted the Welsh Language Standards in 2019 across all directorates
including Mental Health & Learning Disabilities Services. Following on from this a Welsh
Language Services Report is produced annually.

Mitigation




Positive Impact

In March 2021 the Bilingual Skills Policy was introduced across the health board. The main aims
of the policy are as follows:

To increase the use of Welsh within the workplace.

To enable everyone who receives or uses our services to do so through the medium of
Welsh or English, according to personal choice, and to encourage other users and providers to
use and promote the Welsh Language within the health sector.

To ensure staff are able to enact their right to receive services through the medium of
Welsh within our internal administrative systems.

The health board uses its ESR system to capture Welsh Language information with 92% now
showing an identified Welsh skill set. The skills set ranges from 0-5 with 0 being no welsh
language skills to 5 being fluent orally and written. Staff members identified at Level 3 and
above can provide bilingual services to patients and carers.

All service users and patients are offered a proactive service offer of Welsh language, which is
recorded.

The health board has developed a range of Welsh Language learning opportunities for all staff
to learn and develop their skills, and time is given from work to attend. Since the Pandemic,
these opportunities have been made available online which has seen an increase in uptake.

Negative Impact
Patients who would like to converse in Welsh may have to communicate in English.

Mitigation

Welsh
language
standards
applied to all
health board
staff

Patient
information
available in




English and
Welsh

Welsh
language
speaking staff
are available

The Health
board has
accessto a
translation
service for
patients who
are unable to
communicate
in English or
Welsh. With
planned
appointments,
prior
knowledge a
translator will
already be
available.




Form 4: Examine the Information Gathered So Far

Yes

This EqIA reflects the current service provisions.

Yes

None

N/A




Form 5: Assessment of Scale of Impact

This section requires you to assign a score to the evidence gathered and potential impact identified above. Once this score has been
assigned the Decision column will assist in identifying the areas of highest risk, which will allow appropriate prioritisation of any
mitigating action required.

Protected Evidence: Potential Impact: Decision:
Characteristic Existing Information to suggest Nature, profile, scale, cost, numbers Multiply ‘evidence’ score by
some groups affected. affected, significance. ‘potential impact’ score.
(See Scoring Chart A below) Insert one overall score (See Scoring Chart C below)
(See Scoring Chart B below)
Age 1 0 0
Disability 1 0 0
Sex 1 0 0
Gender Reassignment 1 0 0
Human Rights 1 0 0
Marriage and Civil 1 0 0
Partnership
Pregnancy and 1 0 0
Maternity
Race/Ethnicity or 1 0 0
Nationality
Religion or Belief 1 0 0
Sexual Orientation 1 0 0




Socio-economic -2 -4
Deprivation
Welsh Language -1 -1

Scoring Chart A: Evidence Available

3 Existing data/research

Scoring Chart B: Potential Impact

Scoring Chart C: Impact

2 | Anecdotal/awareness data only

1 No evidence or suggestion

Form 6 Outcome

-3 High negative -6to-9 High Impact (H)
-2 Medium negative -3to-5 Medium Impact (M)
-1 Low negative -1to-2 Low Impact (L)

0 No impact 0 No Impact (N)
+1 Low positive 1to9 Positive Impact (P)
+2 Medium positive

+3 High positive

You are advised to use the template below to detail the outcome and any actions that are planned following the completion of EqlA.
You should include any remedial changes that have been made to reduce or eliminate the effects of potential or actual negative
impact, as well as any arrangements to collect data or undertake further research.

Will the Policy be adopted?

N/A- the EqlA reflects the current provision of critical care services

If No please give reasons and
any alternative action(s)
agreed.




No, however critical care services are subject to the Clinical Services Plan programme

Admission data is routinely collected and monitored.

The data is subject to analysis and scrutiny as part of the Clinical Services Plan programme.

N/A




Where the potential for
negative impact on one of
more group has been identified
please explain what mitigating
action has been planned to
address this.

If negative impact cannot be
mitigated and it is proposed
that HDUHB move forward
with the plan / project /
proposal regardless, please
provide suitable justification.

The most significant negative impact score is for socio-economic deprivation and is based on assumed
and anecdotal information. This score will vary for individual patients and families based on their
deprivation status and the clinical status of the patient which will influence the duration of time spent
in critical care and as an inpatient in hospital. Support will be offered, where possible, to relatives to
adjust visiting times to suit with transport arrangements (e.g. if they are reliant on lifts to reduce public
transport costs) and signposting will be given for financial support from local and county support
services.

The second, potential negative impact relates to Welsh language. Where possible at least one Welsh
speaking nurse is rostered onto each shift, however with a smaller pool of nurses in the smaller units
this can be more challenging to achieve. Historically there has been a reliance on temporary workforce
which provide no guarantee of Welsh speaking. Welsh speakers from other staff groups can be asked
to support, for example, Allied Health Professionals. In rare and extreme circumstances, translation
services are available.

Form 7 Action Plan

Actions Assigned to Target Review | Completion Date Comments / Update
(required to address any potential negative Date

impact identified or any gaps in data)

Reviewing of staff training compliance levels to Service Line Annually Rolling annual

ensure that all training is up to date. Managers review as part of

PADR review




EqlA Completed by:

Name

Ben Rogers & Rian Furlong

Title

Transformation Programme Office

Team / Division

Strategy & Planning

Contact details

Ben.Rogers@wales.nhs.uk Rian.Furlong@Wales.nhs.uk

Date

04MAR24

EqlA Authorised by:

Name

Diane Knight & Alex Walsby

Title

SDM & Nursing Lead

Team / Division

Critical Care Service

Contact details

Diane.knight2@wales.nhs.uk alex.walsby@wales.nhs.uk

Date

04MAR24

Seen by Diversity & Inclusion Team:

Name Eiddan Harries
Title Diversity and Inclusion Manager
Team Partnerships, Diversity & Inclusion

Contact details

Eiddan.harries@wales.nhs.uk

Date

06.03.2024



mailto:Ben.Rogers@wales.nhs.uk
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