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Consultation Information

Thank you for taking the time to review GPICS V3.
For information, the following additional sections will be included in the final document:

¢ Acknowledgements
e Fulllist of authors and contributors
e List of Minimum Standards and Recommendations to Provide a Quality Service

e Process Table
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Introduction
On behalf of the Faculty of Intensive Care Medicine (FICM) and the Intensive Care Society (ICS),

welcome to the third edition of Guidelines for the Provision of Intensive Care Services (GPICS).

The first edition of GPICS (2015) was a landmark publication, building on the earlier Core Standards
for Intensive Care Units (2013). GPICS V2 (2019) strengthened this foundation, while GPICS v2.1 (2022)

was written to incorporate immediate learning from the SARS-CoV-2 pandemic.

Over the last decade GPICS has become the definitive reference source for the planning,

commissioning and delivery of adult intensive care services in the UK.

Many ICUs have found the standards and recommendations within GPICS invaluable in developing
successful business cases to enhance their local services and improve patient care. GPICS continues
to be used as the benchmark by which local services are peer reviewed and assessed by

healthcare regulators, such as the Care Quality Commission (CQC).

One of the challenges with producing a document such as GPICS can be the lack of a hard
evidence base for some of the standards and recommendations that may be, by necessity, based
on professional opinion and established practice. It is therefore essential that standards and
recommendations are subject to regular review and revision, as new evidence becomes available

and practice changes.

In this version we have undertaken a significant review and revision to GPICS. This has included an
expanded editorial process, with the introduction of a wider Editorial Board and updates to our

terminology.

Standards are now defined as minimum standards. A minimum standard is something we expect all
ICUs to meet, or to record on arisk register if unmet. Minimum standards serve as essential safety
markers. They are ‘must do’ statements. Minimum standards can be viewed as an assurance o
patients, the public and clinicians that performance against these standards is being monitored and
achieved. The chapter authors and Editorial Board have worked carefully to ensure all minimum

standards are realistic, important and deliverable.

Recommendations are now defined as recommendations to provide a quality service. While we
have no doubt they will still often be referred to simply as ‘recommendations’, this shorthand belies
the shift in our thinking. Our vision is that minimum standards and recommendations to provide a
quality service are better aligned with other regulatory and non-regulatory frameworks of the health
services of the UK (see Table 1). Recommendations to provide a quality service act as quality
markers. They are hallmarks of what a high-quality intfensive care service should look like. Good ICUs,
forward-thinking ICUs, will achieve many of them. Over time, we anticipate that most ICUs will meet
all the recommendations to provide a quality service that are relevant to their patient population.

This will ensure equitable and high-quality care for critically ill patients across the UK.

GPICS V3 Consultation Draft | 6
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The recommendations to provide a quality service are therefore ‘should do’ statements, i.e.,
desirable, but not mandatory, markers of quality care. As such they can be used as a means to drive
improvement. Meeting the recommendations should be able to be used as evidence that the
intensive care service is, indeed, providing a quality service. Quality indicators are often aspirational
and sometimes challenging to achieve, as they may involve action across the whole hospital,
healthcare organisation or even wider systems. Nevertheless, it is the intention of the FICM and ICS
that these recommendations to provide a quality service should reflect routine practice within UK
ICUs.

Table 1. GPICS 3 terminology alignment with other regulatory and non-regulatory frameworks

GPICS 3 Terminology Care Quality Scottish Health Improvement

Commission ratfing Intensive Care Scotland
Society
Minimum Standards Inadequate Minimum Requirements
- Standard

Requires
Improvement

Recommendations to | Good Quality Indicator | Good

Provide a Quality -

Service Outstanding

Notes

e Our Editorial Board representatives from Wales and Northern Ireland note that less explicit
frameworks are applicable in their nations.

e Itis possible that, during the lifespan of GPICS V3, the other frameworks listed in Table 1
undergo changes in terminology. However, this does not alter the plain English reading of the
GPICS V3 terminology against these other frameworks. “Good” is still” good”, even if the term

is not used in a formal regulatory context.

Background is now defined as background and explanation. As a deliberate choice in GPICS V3,
only one sentence, and only one ‘must’ or ‘should’ respectively, is allowed in each minimum
standard and recommendation to provide a quality service. This stylistic decision was made to aid
auditability and readability. However, more information is sometimes required to interpret a given
standard or recommendation. To that end, the background and explanation section contains not
only background information and additional explanation as the name suggests but also examples
and extrapolations, that can help interpret a standard or recommendation. This makes the
background and explanation section just as important to read as the standards and

recommendations themselves.

Unless already formalised as a name, critical care is referred to as intensive care throughout GPICS

V3. There is an ongoing broader discussion in the specialty, professional community and services

GPICS V3 Consultation Draft | 7
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about which term better reflects the care we deliver in the UK. The decision of the GPICS V3 Editorial
Board was more limited. This document is titled Guidelines for the Provision of Intensive Care Services.
It is produced by the Faculty of Intensive Care Medicine and the Intensive Care Society. Key Editorial
Board members and stakeholders include representatives from the Scofttish Infensive Care Society,
Welsh Intensive Care Society and the Northern Ireland Intensive Care Society. There are, of course,
board members and stakeholders from the British Association of Critical Care Nurses, and other
critical care organisations, and no reduction in importance is intfended. However, for consistency,
and with a view to the future of a College of Intensive Care Medicine, ‘intensive care’ is the

preferred terminology used in GPICS 3.

For the purposes of GPICS 3, intensive care is defined as Level 3 and Level 2 care (see Levels of Care
for more information). While GPICS V3 does include a chapter on Level 1 - enhanced care, the

emphasis is on how enhanced care should interface with intensive care services.

GPICS V3 is not a clinical guideline it is concerned with service provision. In each chapter, minimum
standards and recommendations to provide a quality service address broad themes such as:

infrastructure, people and high-level processes.

A new development in GPICS was the appointment of Section Editors. The Section Editors played a
crucial role in assisting the Lead Editors by working closely with chapter authors and ensuring

consistency in style across the chapters.

To reflect the importance that both the FICM and ICS place on equality, diversity and inclusion, we
appointed a specific EDI Lead whose remit was to ensure GPICS V3 meets the needs of all those
working in and using intensive care services. GPICS V3 has achieved greater diversity of authorship

than any previous edifion.

For the first time, GPICS V3 includes a chapter on sustainability. We acknowledge the significant role
that healthcare, and specifically intensive care, can play in making small changes that contribute to

addressing the climate emergency we all face.

GPICS V3 is even more intentional in its four nations understanding than any previous version. You will
not find the use of the term ‘Trust’ without mention of ‘Health Board' unless referring specifically to

England or Northern Ireland.

The future of intensive care medical leadership lies with its intensivists in fraining; their involvement in

the Editorial Board and process has been invaluable.

For the first time, patient and lay representatives have been involved on the Editorial Board, and
their involvement has been fundamental in encouraging us to be bold in our changes. Their insights
have helped ensure GPICS V3 reflects the needs of both patients (and their families) and staff

providing intfensive care services.

GPICS V3 Consultation Draft | 8
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To all the chapter authors, both in this version of GPICS and all the preceding versions: you gave of

your time and expertise voluntarily. GPICS V3 could not have been written without you.

Finally, to all of you who work and care for patients in any capacity within the UK’s intensive care
services: thank you. You are part of a team that delivers a standard of care any of us would wish for

ourselves or our families. It is a privilege to work beside you. It is a privilege to work in infensive care.

Dr Dale Gardiner Dr Paul Dean
Faculty of Infensive Care Medicine Intensive Care Society
Lead Editor for GPICS V3 Lead Editor for GPICS V3
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1.1 Scope of Adult Intensive Care
Authors: Daniele Bryden & Steve Mathieu

INTRODUCTION

Intensive care services provide care, monitoring, and therapeutic interventions to patients with life-
threatening conditions or injuries and complex multi-organ dysfunction in and beyond the physical
walls of an intensive care facility. Intensive care services underpin the safe and effective working of
hospital services. High staffing levels, trained staff and closed organisational models are associated

with improved patient outcomes!.

Intensive care facilities incorporate both intensive and high dependency care in stand-alone or
combined units and can be for adults or children. Care needs are defined within the Intensive Care
Society Levels of Care Consensus statement2. Intensive care services can be dedicated to one
speciality/organ e.g. cardiac, liver or neurosurgery/neurology or provide for a general patient
population. Increasingly all ICUs provided in a hospital are integrated under the leadership of a
single intensive care service regardless of whether they are based at one location or in separate

geographical areas within the hospital.

In GPICS V3, a consultant intensive care medicine physician (ICM Consultant) is defined as a
Fellow/Associate Fellow or eligible to become a Fellow/Associate Fellow of the Faculty of Intensive

Care Medicines.

MINIMUM STANDARDS

1. Intensive care services must be managerially led by a designated Clinical Director or Lead
Consultant, a Lead Nurse or Matron, and with dedicated operational support from a General
Manager or Service Manager.

2. Where the Clinical Director for the service is not an ICM Consultant, the clinical lead for intensive
care must be an ICM Consultant.

3. Intensive care services must have a dedicated ICM Consultant available 24/7.

Admission fo and discharge from the intensive care service must be determined by an ICM
Consultant.

5. Intensive care services must have an effective clinical governance structure and robust data
collection with participation in national audit programmes for Adult Intensive care.

6. Intensive care services must declare occupancy, physical and staffed capacity and unit stress
data through their relevant networks or reporting structures.

7. Hospital Trusts, Healthcare Boards and Operational Delivery Networks (ODNs) must regularly
monitor intensive care provision for signs of potential intensive care stress as indicated by the

meftrics of delayed admissions, overnight discharges, admissions with four or more organ failures,

GPICS V3 Consultation Draft | 11
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readmissions and capacity fransfers.
8. Intensive care services must ensure that there are robust surge plans in place which align to
published guidance where it exists to ensure services are responsive to changes in demand.
9. Intensive care discharges must be discussed pre-empfively at hospital-wide daily bed

management meetings and given the same level of priority as hospital admissions4.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Guidelines for the Provision of Intensive Care Services should be the blueprint for safe and
effective services®e.

2. Intensive care healthcare professionals should be consulted when acute hospital services are
being reconfigured.

3. Enhanced Care services should be developed to provide flexible patient care, including
provision of non-invasive ventilation, improve patient flow in elective services, support operative
scheduling and release capacity within intensive care’.

4. Provision for the rehabilitation and follow-up of intensive care patients should be built info all
service models of intensive care delivery8?.

5. Individuals appointed to an ICM Consultant post should be on the GMC specialist register for
ICM.

6. Intensive care services should have a workforce strategy and delivery plan in place which
includes multidisciplinary workforce development?o, support for staff health and wellbeing and
implementation of new models of working.

7. Research and quality improvement (Ql) should be an integral part of the work of the intensive
care service evidenced through involvement in NIHR portfolio studies and national
benchmarking data sets and QI programmes.

8. Atintensive care discharge, plans for future freatment should be documented along with
patients’ wishes, values and preferences (if known) and included in discharge summaries to
GPs'1.

9. Full 24/7 intensive care oufreach services should be provided by team members with intensive

care fraining in every hospital with an intensive care unit.

BACKGROUND AND EXPLANATION

A dedicated intensive care physician-led mulfidisciplinary feam that provides collaborative high-
quality intensive care and the use of evidence-based freatment and protocols are key elements for
provision of high-quality intensive care to seriously ill patients. The intensive care team also has a role

in end-of-life care, patient safety, ethics and family support.

There is good evidence that intensivist-led patient management is associated with better patient

outcomes than are achieved in units without intensivist cover. In addition, an intensive care team

GPICS V3 Consultation Draft | 12
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led by an experienced intensivist in a closed-format unit provides quality care more efficiently
ensuring that patients and their families receive appropriate, coordinated management and
consistent communication. Where an individual has been appointed into an ICM consultant post
who is not on the GMC specialist register for ICM, mifigations will be needed to support the new
appointee as outlined by the Faculty of Intensive Care Medicine'0. Intensive care service workforce
strategies need to consider mulfidisciplinary workforce development'!, support for staff health and
wellbeing and implementation of new models of working e.g. development of the Advanced

Critical Care Practitioner (ACCP) role'2,

Intensive care survival, particularly when associated with emergency and prolonged admission (>48-
72 hours), carries significant physical and psychological burdens impacting on future quality of life:
24% of intensive care survivors are re-admitted to hospital within 90-days of discharge from hospital!s.
Advance care planning and shared decision-making protocols allow healthcare teams to know

patient and families’ wishes and help to inform appropriate referrals to intensive care.

Capacity and patient flow through the service is key to safe and efficient management of patients
requiring infensive care and access to adult intensive care services may be impacted during
episodes of unexpected increased demand. Pre-emptive discussion of intensive care discharges
ensures optimal patient flow and allows for new intensive care patients to be admitted in a tfimely

manner.

The core principles of the NHS are for equitable access, standards of care and timely admission to
intensive care. Every effort should be made to facilitate the discharge of ward ready patients from

crifical care to optimise bed capacity and staffing standards.

Intensive care is funded through a combination of specialised and local commissioning models
based broadly on numbers of organs supported. This funding model can lead to inequitable
provision of service for patients. High quality intensive care services ensure consistency of intensive
care service provision for all admitted patients and have a demonstrable culture of continual quality
improvement underpinned by robust data collection and audit e.g. the Intensive Care National
Audit and Research Centre (ICNARC) Case Mix Programme, Scottish Intensive Care Society Audit
Group (SICSAG).

REFERENCES

1. Vincent JL. Evidence supports the superiority of closed ICUs for patients and families: Yes. Infensive Care Med.
2017;43(1):122-3.

Intensive Care Society | Levels of care. Available from: https://ics.ac.uk/resource/levels-of-care.html

w N

Membership | The Faculty of Intensive Care Medicine. Available from: https://ficm.ac.uk/membership

Critical Futures: First Report | The Faculty of Intensive Care Medicine. Available from:
https://www.ficm.ac.uk/standardssafetyguidelinescriticalfutures/critical-futures-first-report

5. GIRFT critical care report outlines steps to help the NHS cope with future COVID-19 surges | GIRFT. Available from:
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/Adult-critical-care-overview.pdf
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1.2 Intensive Care OQutcomes

Authors: Nazir Lone, Joanne McPeake & Dan Harvey

INTRODUCTION

ICUs admit older patients with increasing multimorbidity, many of whom have high-predicted short-
and medium-term mortalifies with or without these therapies. Such admissions are frequently
undertaken in the pursuit of patient-centred outcomes other than mortality; for example, reduction

in pain or other distressing symptoms caused by surgical intfervention, or admission to intensive care

for a period of evaluation", in which both the scope and duration of therapies are limited, not to
restrict their benefits, but to reduce their harm. In such circumstances, the success of medical

endeavour is not the prevention of death at any cost, but the provision of care in which burdens and
benefits are balanced for the individual®. An exclusive focus on mortality outcomes will teach us little

of the value of such admissions’. It may be important to differentfiate between intensive care
outcome metrics designed specifically to guide such decision making, from those designed to

facilitate research, benchmarking, peer review and quality assurance.

MINIMUM STANDARDS

1. ICUs must hold multidisciplinary clinical governance meetings, including analysis of mortality and
morbidity.

2. ICUs must participate in a National Audit Programme for Adult Critical Care.

3. ICUs must parficipate in a mortality review programme using appropriate methodology to
maximise learning and improvements in care4,5.

4, |ICUs must parficipate in a programme of healthcare associated infection surveillance to monitor

and benchmark infection rates.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. ICUs should develop a consistent approach to patient-centred decision making, evaluating
burdens and benefits of admission to intensive care, and be able to demonstrate this through
the audit of pre-admission consultation, agreed ceilings of therapy, and fime-limited treatment
frials.

2. ICUs should support and develop a validated methodology to review referrals to intensive care
which can evaluate decision making and subsequent outcomes relating to intensive care
admission and decline.

Longer-term mortality should be reported on all patients admitted to intensive care.
4. Validated measures of longer-term patient- and family-centred outcomes beyond mortality,

including measures of functional ability, socioeconomic consequences, and carer burden,
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should be included in local and national audit programs.

5. ICUs should support and develop validated measures of quality of care relating to decision
making, end of life care and bereavement.

6. ICUs should consider systematic assessment of patient and family experiences and demonstrate

how these are used to guide improvement.

BACKGROUND

Mortality rates in intensive care have been falling for two decades. However, one in five patients
admitted to ICUs dies during their hospital admission. Benchmarking of mortality through the
reporting of standardised mortality ratios (SMRs) remains an important focus for outcome
measurement. The link between SMRs and quality of care, however, remains elusiveé. Furthermore,
pafients referred to, but not admitted to intensive care, are not currently captured in ICU databases

and variation in admission practices between units may impact the SMR.

In contrast to SMR measurement, process of care measures, patient experience, research activity,
and long-term outcomes provide information which can be directly incorporated to improve
practice, and which is therefore empowering to the staff. Crucially, the development and reporting
of validated and reliable functional outcome metrics after intensive care will facilitate patient-
cenfred, individualised decision making by patients, families and clinicians?. This will be of critical
value for an increasingly ageing and multimorbid population8. Such outcomes may indeed lead to
the prioritisation of interventions which maximise maintaining functional independence, even at the
expense of mortality, reflecting preferred treatment goals for many older patients with multiple long-

term conditions?.

Process of care measures include audits of the reliability of delivery of best practice (for example,
lung-protective ventilation, adherence to sedation policies, consistency of weaning plans) and
adverse event monitoring (ICU-acquired infection rates, unplanned extubation, and out of hours
discharge from the ICU). Established national audits, such as the Intensive Care National Audit and
Research Centre Case Mix Programme and the Scottish Intensive Care Society Audit Group, play a

central role in benchmarking quality of care across a range of process measures and outcomes.

Experiential measures include patient and family satisfaction surveys, which provide an important
opportunity for organisational reflective learning and important insights into the quality of care in
critical care units. Setting up and maintaining satisfaction surveys require investment in staff
resources and tools for survey distribution, collation and analysis10. They may usefully be
supplemented by staff and medical frainee surveys. Feedback of results and monitoring of actions
taken require ownership by senior members of staff and a regular forum for dissemination.
Combining this with the establishment of a patient and family group for the ICU provides an

important vehicle for constructive change.

GPICS V3 Consultation Draft | 16



396
397
398
399
400

401
402
403
404
405
406
407
408
409
410

411
412
413
414
415

416

417
418
419
420
421
422
423
424
425
426
427
428
429
430
431
432
433
434

Research and audit activity are important indicators of an aspirational and learning environment.
Engagement in research generally improves healthcare performance. Participation in a research
group is associated with lower burnout rates amongst intensive care nursing staff. The research
environment for intensive care has been improved substantially by co-ordinated professional

organisations.

In the last decade, a growing body of research has revealed the profound burden that an episode
of critical illness can impose on individuals and their family11,12. Furthermore, emerging evidence
suggests that bereaved relatives of ICU patients may experience long-lasting, high levels of
complicated grief, and adverse mental health outcomes, which may be amenable to
intervention13. Evaluating the post-intensive care period in hospital may provide insights into the
quality of intensive care rehabilitation, the timeliness and appropriateness of intensive care
discharge, the quality of care on the wards and the quality of end-of-life care provision. Assessing
care needs and evaluating outcomes over the longer-term requires a funded infrastructure 14, with
delivery models usually centred around an intensive care follow-up clinic, although the ideal model

of care delivery remains uncertainl5.

As society ages and the proportion of frail elderly patients presenting with acute iliness increases, we
will need to develop and report a broader set of outcomes and risk-prediction strategies which will
enable informed decision making about the benefits and burdens of intensive care. The focus of
intensive care will shift more towards the preservation and restoration of physiological reserve and

enabling those who survive to rehabilitate to their maximum potential.
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1.3 Physical Facilities

Authors: Kate Tantam, Tom Best & Ganesh Suntharalingam

INTRODUCTION

Intensive care brings together patients, staff and visitors in one of the most hyperacute,

multiprofessional, and emotionally demanding settings in UK healthcare. It is important that the

quality and design of the ICU built environment is not seen as merely a technical backdrop but

rather as a key component of a clinician-directed, evidence-based treatment pathway. This

chapteris a clinical call fo armes.

Guiding principles are as follows: all users of an ICU are equally important. Firstly, patients need a

safe, humanised environment which delivers timely tfreatment, seamlessly early access to imaging

and necessary interventions, early recovery, and active rehabilitation; all in an environment that

maximises orientation, socialisation and healing. Secondly, staff are what makes intensive care, and

unit design needs fo maximise communication, collaboration, mutual support, health at work and

wellbeing. Thirdly, families and visitors deserve equal respect as building users in their own right, and

as a major part of the patient experience and recovery process.

This chapter considers the physical facilities for ICUs whether they be Level 2, Level 3 or mixed.

MINIMUM STANDARDS

1.

Intensive care facilities must meet all relevant UK healthcare building standards (see background
and explanation for further details).1

Derogations must be approved at Trust/Health Board executive level with documented reasons
and (where appropriate) resolution plans with an agreed timescale.

Adaptation or extension (colloquially, ‘refurbishment’) projects must be planned and
benchmarked against the same standards as new buildings.

Where compliance is impossible, adaption or extension projects must demonstrate best intent
and closest possible approximation to those standards within the constraints of the site.

The physical facilities of an ICU must be reviewed at (as a minimum) 5-yearly intervals for
confinued fitness for purpose.2

The layout and circulation must be optimised for collaborative staff working and shared visibility.3
Clinical, operational and staff areas must comply with national workplace standards and Health
and Safety guidance and legislation.4,5

Requirement for single rooms and isolation rooms must be carefully evaluated against projected
case-mix and future staffing impact.

Unit layout must mitigate the impact of single rooms on patient and staff isolation, including staff

safety.
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10. New projects must comply with NHS Net Zero guidanceé and consider the whole-life

environmental impact of the building.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Inthe case of major ICU projects, Trusts/Health Boards should involve clinicians in key decision-
making including representative clinical leadership at Project Board level.7,8,9

2. ICUs should be designed with best use of natural and artificial light10,11, control of noise12 and
emerging concepts of biophilic environments13 in mind.

3. Design of clinical spaces should minimise the visual and audible impact of clinical equipment for
all users, and provide familiarity, communication and entertainment to maximise cognitive
engagement for patients.

4. Facilities for families and visitors should be planned respectfully and fo a standard comparable
with other high-consequence facilities such as cancer centres or children’s hospitals.

5. Spaces for staff retreat, quiet working, and on-duty training and education should be positioned
to maintain immediate clinical availability.

6. ICUs should be designed for maximum resilience and unit safety, considering future infection
control and pandemic compartmentalisation requirements, along with fire safety and
emergency evacuation features in line with recent Intensive Care Society and Association of

Anaesthetists guidelines14.

BACKGROUND AND EXPLANATION

Scope and purpose

The current UK healthcare building standards are:
e NHS Estates Health Building and Technical Notes (2013-2014) (1)
e HBN 04-02 (critical care)
e HBN 00-01 (general design guidance for healthcare buildings)

An ICU built now will be in service beyond 2050. Physical facilities need to keep pace with evolving
clinical practice and both reflect, and help to shape, a forward-looking multidisciplinary intensive
care team, its culture and its ways of working. In addifion, developments in other clinical specialties
will offer future opportunities to reshape the intensive care pathway: for example, emerging imaging
technology such as virfual support tools and intelligent CT scanners will allow less specialised staff to
perform scans with remote senior radiography support, addressing workforce challenges and
making ICU-based or adjacent scanners more workable. Taking advantage of such developments

tomorrow will require vision and forward planning today.

Reviewing units every five years ensures they remain fit for purpose, and this can be undertaken

using patient and carer feedback, staff concerns and sickness rates, and insfrumental environmental
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monitoring (such as temperature variation and noise levels), with defects identified and disclosed to
local governance pathways, regional (ODN) peer review, and Care Quality Commission

inspections2.

The challenge to clinicians and design teams is to deliver a flexible and dynamic intensive care
design that supports innovation and best-practice care in the face of operational and financial
pressures, a changing workforce and tfechnological obsolescence. This is not straightforward but is
achievable, and the opportunities o get it right are too great to miss. This is particularly important
given that the greatest single sustainability impact of a new ICU is likely to be in its construction,

which puts a high environmental price on any lost opportunities or missed benefits.

Statement of need

Among hospital patients, the critically ill occupy the most technology-focussed clinical area: but
being bedbound and dependent for often prolonged periods, they are also the most in need of a
compassionate, supportive environment that actively drives their recovery. All aspects need to be
considered including sensory environment, communication, cognitive stimulus and re-socialisation,
physical comfort and, as much as possible, autonomy over immediate environment. Most
importantly there is now improved understanding that provision of physical rehabilitation - historically
under-recognised in HBN 04-02 and other past guidance - is fundamental to the intensive care

patient journey and fo long-term outcomes.

The importance of addressing NHS staff welfare is now well-recognised’s, and the ICU environment
needs to be carefully designed and curated to actively drive open communication, strong team:s,
safety culture, and staff well-being.1¢ 17 All staff spaces would ideally provide natural light, a quiet
environment and human centred design, taking full account of ergonomics and Occupational
Health assessments in the layout of clinical spaces and placement of equipment and display
screens®. The quality of the environment for staff needs to receive the same attention and
consideration as that for patients and families, with private areas within the unit footprint available

for staff support meetings and reflection.

For families and visitors, units may consider including extended bedside presence, appropriately

sized and private waiting areas, sensitive discussion space, and consideration of end of life needs.

Design process and clinical engagement

To achieve all of these requirements, building projects need an opfimised and empowered design
tfeam!8 with strong leadership, a clear vision of future care and engagement across all professions,
and representative patient involvement. Designs need to consider optimal collaborative working
and shared visibility, ensuring adequate formal team spaces as well as informal communication and
chance encounters (‘corridor conversations’), which directly correlate with quality of care3. Clinical
leaders need to have clear responsibilities, support mechanisms, fraining?, and remunerated time.

The project budget might include funds for clinical engagement exercises, as well as post-
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occupancy evaluation and post-occupancy optimisation processes. The physical design and

facilities of an ICU ought to be understood as an evidence-based clinical intervention with clinicians

seen as leaders and drivers, not merely stakeholders
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1.4 Clinical Information Systems

Authors: Annemarie Docherty, Amar Javaid, Michael Lympany, Anthony Smith & Tamas

Szakmany

INTRODUCTION

Clinical Information Systems (CIS) can be broadly defined as a computer-based system that is
meant to gather, store, manage and access patient related health information. CIS can manage
and process massive amounts of high-resolution data, allowing time and activity efficiency for
doctors, nurses, and all intensive care staff. Examples of CIS installations have shown a reduction in
medical error rates, improvement in compliance with unit standards of care, and better clinical
notes recording, as well as improved reporting data. The challenge for the future of CISs is to add

value to healthcare delivery.

MINIMUM STANDARDS

1. AllICUs must have a CIS or a strategic plan for the implementation of one.

2. Procurement: CIS procurements and customisafion must involve a mulfidisciplinary collaboration
of stakeholders who would typically use, maintain or develop the system.

3. Compliance: The CIS must comply with applicable national guidelines, regulations, clinical and
technical safety standards.!-4

4. Business Continuity: The CIS must have a rigorous business confinuity plan, with staff trained in its
implementation available 24/7, always ensuring access to crifical patient data; with no
prolonged periods of routine downtime for planned updates or maintenance.

5. Hardware: There must be a dedicated workstation at each bed space, and an appropriate
number of mobile and fixed devices on the ICU to meet the needs of medical, nursing and allied
health staff.

6. Implementation: The NHS organisation and vendor company must have a robust plan for
implementation of the CIS that supports all staff in its clinical and management use.

7. Training: The NHS organisafion and vendor company must ensure the CIS is accompanied by a
rolling programme of fraining for all end-users and stakeholders; prior to, during and after
implementation; supported by clinical super-users and a multi-platform approach, with due
consideration for temporary, rotating and ad-hoc users.

8. Post-implementation: The NHS organisation and vendor company must commit fo ongoing
product maintenance and development, to ensure the CIS keeps pace with the changing
needs of infensive care, with 24/7 access to fechnical support available.

9. Integration: The CIS must automatically capture data from ventilators, patient monitoring and

have interoperability with the core hospital patient administration system.
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10. Scalability: The CIS must be scalable to accommodate surge capacity in multiple clinical
locations.
11. System Safeguards: The CIS must have safeguards and warnings in place to prevent incorrect

patient record entries.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Through a single sign-on, the CIS should be capable of bidirectional communication with key
hospital systems involved in delivering patient care.

2. The CIS should be capable of prescribing and administration of medicines, including complex
infusions, either directly or through integration with HEPMA.

3. CISs should include automatic data capture from electronic devices used to deliver patient
care, such as infusion pumps, renal replacement therapy (RRT) devices and cardiac output
monitors.

4. The CIS should populate Critical Care Minimum Data Sets (CCMDS) and ICNARC/SICSAG data
sets to facilitate benchmarking and governance.

5. The CIS should include embedded decision support tools and warning systems to ensure
compliance with care bundles and alert staff to deteriorating patients.

6. The CIS should be developed to support activity related to intensive care, such as quality

improvement, rehabilitation and post-ICU follow-up, and intensive care outreach services.

BACKGROUND AND EXPLANATION

In a world of ever-increasing data, a focus for the future must include how to reduce information
overload, how to improve efficiency and quality, and how to reduce medical error. There is an
evolving evidence base around the use of CISs to improve patient safety and quality.s The
infroduction of a CIS has been proven to reduce length of stay,é errors in decision making,’8 and
errors in drug prescribing.? Using CISs has proven to be time efficient. However, poor system design is
linked to clinician stress and increased rates of burnout:10 being mindful of the user experience and

Human Computer Interaction (HCI) is of vital importance.

A patient in the ICU may require over 200 clinician-led, evidence-based decisions a day. The
potential for error is real. The functions of a CIS that make it an invaluable tool include the capture of
complex high-resolution physiological recordings, data from devices used during the patient care
process, fluid and medication prescribing and administration, staff activities and decisions in ICUs,

together with administrative data for commissioning.

Hospitals may opt for a specialised CIS or one that forms part of a wider electronic health record
(EHR). If a CIS is a component of an EHR, these clinically focused systems infegrate a wide variety of
applications within a monolithic architecture. Long-term sustainability and modernisation of CISs

should be factored in. A well-designed integrated customised CIS can reliably standardise and
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reduce variation in this decision-making process and deliver a more consistent experience for all
patients.’! Evidence is well established for the superiority of CISs in care bundle compliance? and in
alerting for specific patterns of disease, e.g. early detection of sepsis'2 and ARDS!3. CISs help improve
the delivery of evidence-based strategies to achieve high rates of compliance, e.g. low tidal

volume ventilation and central line care bundle delivery.14

Translation of real-time data into alerts or summary intelligence about performance of individuals,
teams and clinical services, with instant feedback via dashboards and automated alerts to mobile
devices, modifies decision-making practices and improves the clinical effectiveness of clinicians as
well as enhancing patient safety and quality.213 Moving to a digital platform will enable remote
access and support across sites. There are unique opportunities to collate and mine large sets of

granular data, leading to better prediction of outcomes and allocation of resources.!s

Successful CIS procurement and customisation will be achieved by involving a multidisciplinary
collaboration of stakeholders who would typically use, maintain or develop the system. The
stakeholders can include, but not be exclusive to a project manager, dedicated clinical
representation, procurement officers, clinical engineering, the CCIO (chief clinical information
officer) and ICT (information and communication technology) specialists. CISs need to be compliant
with applicable national guidelines, regulations, clinical and technical safety standards e.g., the set
of common specifications, frameworks and implementation guides that support interoperability. -4
Implementation will be enhanced if the CIS supports all staff in its clinical and management use;
including eHealth, medical physics, clinical, management, technical and support departments.
Additionally, the CIS could benefit from being designed to allow bidirectional communication with
key hospital systems involved in delivering patient care, such as point of care testing, Hospital

Electronic Prescribing and Medicines Administration (HEPMA), laboratory and imaging systems.

If one consistent message has emerged from the literature on improving quality and safety in
healthcare, it is that high-quality intelligence is indispensable. Intensive care as a specialty must now
embrace more formal processes to balance rising costs, complexity of care and patient safety.
Application of systems engineering principles to CISs in the intensive environment will further

enhance the safety and quality of care of our patients.
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1.5 Clinical Equipment

Authors: Ari Ercole & Ciara Collins

INTRODUCTION

The modern ICU is a high-tech area with diverse clinical equipment requirements for diagnosis,

monitoring and delivering tfreatment. Such equipment must be available on a 24/7 and emergency

basis, although the precise requirements will be determined by the characteristics of the anticipated

patient population. The safe use of a wide variety of patient-facing technology requires staff to

acquire and maintain their skills and knowledge. Guidance has been published by the Intensive Care

Society'.

MINIMUM STANDARDS

1.
2.

X & N o

10.

All equipment must conform to the relevant safety standards.

All equipment must be regularly serviced and maintained in accordance with the
manufacturer’'s guidance.

An uninterruptable power supply must be provided, adequate to provide at least one hour of
continuity of any critical equipment that does not have battery back-up.

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.

Sufficient equipment must be available to meet the service demand for patient care in a
clinically appropriate timescale, including in periods of surge.

ICUs must have appropriate systems in place to ensure an adequate supply of consumables.
There must be a designated equipment clinical lead for intensive care.

All staff must be appropriately tfrained, competent and familiar with the use of equipment.
Electro-biomedical engineering (EBME) support must be available either in-house or on a
confracted basis to ensure equipment is appropriately serviced.

There must be appropriate sterile services and documented procedures for decontamination of

equipment

. There must be a robust mechanism for reporting adverse incidents resulting from the use of

clinical equipment and responding to national safety alerts*®
ICUs must have the facility to store clinical and point-of-care ultrasound images in an
appropriate picture archiving and communication system, so they form part of the clinical

record’.

. Clinical information systems must automatically capture data from ventilators, patient monitoring

and have interoperability with the core hospital patient administration system.
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RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Eguipment, wherever possible, should be standardised, both in ICU and across intensive care
services that have more than one unit, and in other areas where elevated levels of clinical care
may need to be delivered.

2. There should be an appropriate archiving system for diagnostic images which can be safely
retained and be available for clinical review for the same duration of the patient record.

3. There should be indemnity and governance policies in place for loan equipment.

BACKGROUND AND EXPLANATION

Clinical equipment in infensive care typically involves high-cost capital items. Patient, institutional
and staffing considerations will guide exactly what equipment needs to be purchased and available.
Clinical needs dictate equipment specification, but a competitive tender will be required for sums
greater than a set institutional threshold for equipment not available through the NHS supply chain.
The institution’s purchasing department as well as the clinical engineering department has an
essential role in ensuring compatibility with existing infrastructure, that servicing is feasible and so that
any dependencies (e.g. on IT infrastructure) have been considered. A robust programme for the
routine replacement of capital equipment is of paramount importance. Equally, the appropriate
provision of an adequate supply of consumables is no less important than the equipment itself.
Consideration and planning are required to provide any necessary additional capacity in both

equipment and consumables in times of intensive care surge.

Equipment, once purchased, requires regular service and maintenance in accordance with the
manufacturer’s guidance and needs to be checked by clinical staff (medical, nursing, AHPs and
support staff) immediately before use. Staff require a robust fraining and skills assurance process to
ensure the safe and appropriate use of clinical equipment. The keeping of training records is an

important aspect of risk assurance.

The decontamination (cleaning, disinfection, and sterilisation as appropriate, depending on

equipment risk category and sensitivity of devices]) relies on staff fraining and the appropriate

provision of sterile services. This will include the adherence to national standards for the re-sterilisation

of endoscopes and other reusable equipmen12'3.

The designated equipment clinical lead for intensive care can be supported by the EBME provider
and works within the organisatfion’s overarching equipment governance framework. The EBME
support can be either in-house or on a confracted basis to ensure EBME personnel have the
appropriate skills and equipment o service the equipment used. While the equipment lead may not

lead on intensive care governance, they have a vital role in ensuring there is a robust mechanism for

reporting adverse incidents resulting from the use of clinical equipmenf4. Serious incidents involving

clinical equipment may also need to be reported to the Medicines and Healthcare Products
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Regulatory Agency (MHRA)5. Similarly, when the MHRAS issues safety alerts pertaining fo medical
devices, or alerts by the device manufacturers the equipment lead has a vital role in ensuring that

such alerts are cascaded to staff and acted upon as appropriate.
Specific equipment considerations to meet local service demand:

¢ Immediate access to point of care blood gas analysis and glucose/ketone analysis on a 24/7

basis is an expectation for any ICU.

e Magnetic resonance imaging (MRI) compatible equipment for use where mechanically
ventilated patients are to undergo MRI investigation. Clear labelling of MRI compatible

equipment and staff fraining is required.

e The provision of diagnostic ultfrasound equipment is best guided by the likely patient population
and staff expertise. At very least, patient care in ICU requires immediate access to sufficient
ulfrasound equipment to ensure that intravascular catheters can be placed safely and in a

fimely manner, even in emergent circumstances

REFERENCES

1. Standard for Equipment in Critical Care. https://ics.ac.uk/resource/equipment-in-cc.html Intensive Care Society.
[Accessed 29 Mar 2019]

2. HTMO01-06 Decontamination of flexible endoscopes. https://www.england.nhs.uk/estates/health-technical-memoranda/
Department of Health; 2016. [Accessed 3rd Mar 2024]

3. HTMO1-01 Management and decontamination of surgical instruments (medical devices) used in acute care.
https://www.england.nhs.uk/estates/health-technical-memoranda/ Department of Health; 2016. [Accessed 3rd Mar
2024]

4. Standards for critical incident reporting in critical care. https://icmwk.com/wp-
content/uploads/2014/02/critical_incident_reporting_2006.pdf Intensive Care Society. [Accessed 3rd Mar 2024]

5. DB2011(01) Device Bulletin Reporting adverse incidents and disseminating medical device alerts.
https://www.gov.uk/drug-device-alerts/medical-devices-safety-bulletin-mdsb-2020-01 Medicines and Healthcare
Products Regulatory Agency; March 2011. [Accessed 3rd March 2024]

6. Alerts and recalls for drugs and medical devices. https://www.gov.uk/drug-device-alerts [Accessed 3rd March 2024].

7. Records Management Code of Practice [Internet]. NHS Transformation Directorate. Available from

https://transform.england.nhs.uk/information-governance/guidance/records-management-code/records-

management-code-of-practice/#section-1-scope-of-the-code

GPICS V3 Consultation Draft | 29


https://transform.england.nhs.uk/information-governance/guidance/records-management-code/records-management-code-of-practice/#section-1-scope-of-the-code
https://transform.england.nhs.uk/information-governance/guidance/records-management-code/records-management-code-of-practice/#section-1-scope-of-the-code

828
829

830

831
832
833
834

835
836
837

838

839
840
841
842
843
844
845
846
847
848
849
850
851

852

853
854
855
856
857
858
859
860
861

1.6 Cardiothoracic Intensive Care

Authors: Tony Vassalos, Mike Charlesworth & Ollie Dare

INTRODUCTION

Across the UK, a variety of cardiothoracic ICU models exist, ranging from standalone supra-regional

tertiary referral centres to smaller units supported within a large general hospital sefting. Following

the COVID-19 pandemic delays to patient pathways have resulted in patients with more complex

physical, social and medical comorbidities presenting urgently and in a more morbid condition.

This has led to an increasingly challenging cardiothoracic intensive care environment in which

patients with acute and advanced heart failure, heart and lung transplantation and mechanical

circulatory support are commonplace.'-3

MININUM STANDARDS

1.

There must be a resident doctor or ACCP (Advanced Critical Care Practitioner) and a resident
cardiac surgeon with on-site 24/7 access to advanced airway skills.

Clinical perfusion services, theatre staff and appropriate facilities must be readily available for
emergency resternotomy and cardiopulmonary bypass 24/7.

Those on the resident medical rota must be frained in Cardiac Surgery Advanced Life Support
(CALS) and capable of chest reopening 24/7.4

Transoesophageal echocardiography (TOE) must be immediately available in all cardiothoracic
ICUs and those units providing extra-corporeal circulatory support.

The care of patients within each cardiothoracic intensive care area must be directed by a job-
planned consultant frained in cardiothoracic intensive care through a structured bedside ward
round that involves access to multidisciplinary input 7/7.

The postoperative care for all cardiothoracic surgery patients must meet the clinical and staffing

requirements of similar patients cared for in a general ICU as per GPICS standards.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1.

2.

Cardiothoracic ICUs should have local acute heart failure patient pathways to provide 24/7
access to multidisciplinary review and consideration for advanced heart failure therapies.é
There should be an Enhanced Recovery after Surgery (ERAS) lead nurse or consultant within
cardiothoracic intensive care to drive enhanced recovery protocols.”- 8

Cenftres in which primary percutaneous coronary interventions (PCI) are performed 24/7 or
designated heart attack centres should develop exiracorporeal cardiopulmonary resuscitation
(eCPR) protocols to ensure appropriate patient selection and efficient clinical management.?
Prehabilitation of frail or high-risk cardiothoracic surgical patients should be available from a

multidisciplinary allied health professional feam.10.11
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5. Multidisciplinary decision making that includes advanced care planning should be undertaken
with high-risk or complex cardiothoracic surgical patients as part of the consent process prior to
surgery.?

6. Transfer policies should be developed within tertiary referral centres to facilitate efficient
repatriation of cardiothoracic surgery and cardiology patients back to base hospital for ongoing

care.

BACKGROUND AND EXPLANATION

The cardiothoracic surgical landscape continues to evolve to now include many forms of open,
closed, minimally invasive, robotic and hybrid procedures. The nature of cardiothoracic surgery
demands that all patients are cared for postoperatively in a unit that conforms to the GPICS
standards of Level 2 or 3 infensive care facilities. Patients may frequently have complications and
require rapid escalation of their level of care. ICUs therefore need to be flexible and responsive to

the needs of the patient.13

At the same fime the complexity of cardiothoracic patients is increasing with many patients
presenting late, urgently and with significant measures of frailty. This is having a detrimental impact
on patient outcomes emphasising the need to mitigate risks and determine if surgery is appropriate
or ‘redlistic medicine'.2 Cardiothoracic prehabilitation has been slow to develop compared to other
surgical specialties but a recent increased awareness has demonstrated the potential benefits within
a high-risk or frail pafient cohort.101" Enhanced recovery protocols need to be promoted together
with advanced care planning to adapt patient pathways, personalise the care given and drive

clinical excellence.’812

The development and success of advanced heart failure therapies and ongoing work with
extracorporeal cardiopulmonary resuscitation has further highlighted the emergent need for
cenfralisation and organisation of our cardiogenic shock networks across the UK.¢ The success of
such therapies has had a significant impact on the cardiothoracic intensive care environment with
multidisciplinary team working required throughout the entire week to maintain patient standards of

care. Similar service expansion within interventional cardiology has further added to this burden.

Medical and nursing staffing challenges have led to new models of care provision. This has included
the integration of ACCPs, clinical perfusionists, cardiologists and general intensivists with interests in

cardiothoracic intensive care.
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1.7 Neurocritical Care

Authors: Lara Prisco, Charis Banks & Sandeep Lakhani

INTRODUCTION

Neurocritical care describes the specialist care required in the management of patients in intensive
care with neurosurgical or neurological disorders. Its provision in specialist neurosciences centres has

been shown to reduce mortality and improve functional outcomes for patients!.

The consultant-led multidisciplinary team requires understanding of the individual neuroscience
condition along with full general intensive care expertise. While the guidelines for the provision for
general intensive care services also apply to neurocritical care, specialist additional requirements

are needed for the delivery of standard neurocritical care.

Early integration of specialist rehabilitation vital. In addition to in-hospital mortality, long-term function
is a key outcome metric. Deciding on the best interests or overall benefit of freatment may be

challenging due to loss of capacity which is frequent in neurocritical care patients.

MINIMUM STANDARDS

1. ICM Consultants providing out of hours neurocritical care and advice must have regular
timetabled sessions in neurocritical care2.

2. Neurocritical care units must have access to appropriate clinical expertise from the following
specialist services: neurosurgery, spinal surgery, neurology, stroke, diagnostic and interventional
neuroradiology, neurophysiology and neurorehabilitation 3.

3. Patients must be cared for by a multi-professional intensive care team with specialist involvement
of admitting specialfies, diagnostic/interventional specialties, and neurorehabilitation using
agreed protocols, national, and international guidelines and recommendations3.

4. Neurocritical care units must have access to appropriate equipment and facilities and clinical
expertise in their use and interpretation4.

5. All patients requiring immediate lifesaving neurosurgery must be admitted to the local
neurosurgical cenftre irrespective of the initial availability of neurocritical care bedss.

6. AllICUs which may manage patients following traumatic brain injury must have up to date
policies which follow national and international guidance, including discussion with specialists
and, if required, transfer to a specialist centres?,

7. Neurocritical care must have resources to support and be part of regional networks for the safe
and fimely management of all patients with relevant brain and spine pathologies, with agreed

rational transfer and repatriation policiess.
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8. There must be processes in place within regional critical care networks to request advice from
their respective local neuro intensive care services(in addition fo neurosurgery and neurology),

which is documented and forms part of the patient record.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Neurocritical care units should seek to develop expertise in additional specialist equipment and
facilities4.

2. Neurocritical care units should have access to specialist clinical expertise from neuropsychology.
Neurocrifical care patients’ long-term outcome should be assessed at three months or later, in alll
needed adults who were admitted for more than four days, ideally in specialist neurocritical care

follow-up clinics? 10,

BACKGROUND AND EXPLANATION

Since the publication of GPICS V2.1 in 2019, we have seen the conclusion of CENTER-TBI project with
over 250 publications to date!!, the widespread expansion of 24/7 access to mechanical
thrombectomy services'2 and advances in multimodal monitoring in neurocritical care!3. The COVID-
19 pandemic has also formalised the regional critical care fransfer network enabling safer

movement of patients for both escalation of care and repatriation4.

In developing the new standards and recommendations for GPICS V3 we have attempted to
provide clear guidance on the facilities and equipment needed in the freatment of critically il
neurosciences patients. Acknowledging the fiscal pressures faced across the board, the
recommendations allow for some nuance whilst recognising the importance of using individualised
care parameters for our patients. Concurrent monitoring of cerebral electrophysiology,
haemodynamic, and oxygenation can provide valuable insight into the true interpretation of the

patient’s underlying condition and may help guide prevention of secondary brain injury13.

The emphasis on the breadth of specialist services neurocritical care patients require is recognifion
tfo the complexity of this cohort. By ensuring patients being managed in neurocritical care units have
availability of expertise from neurosurgery, spinal surgery, neurology, stroke, diagnostic and
interventional neuroradiology, neurophysiology and neurorehabilitations we willimpact the long-

term functional outcomes.

Table 1 outlines the minimum expectation for a neurocritical care unit’s in-house access to
appropriate facilities, equipment which would include the necessary clinical expertise in their use

and interpretation 10,
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984  Table 1

Facilities Equipment

Diagnostic and interventional radiology | Intracranial pressure monitoring
(CT, CTA, CTP, MRI, DSA)
Neurosurgical operating theaftres 24/7 intermittent
electroencephalography and evoked
response monitoring

Cerebrospinal fluid biochemistry and 24/7 processed EEG monitoring
microbiology laboratory

Neurorehabilitation equipment (tilt-table,
specialist chairs, etc.)

985

986  Neurocritical care units should seek to develop expertise in additional specialist equipment and
987  facilities. Table 2 outlines example facilities and equipment which may form part of providing a

988  quality service“.

989  Table 2
Facilities Equipment
Blood- and CSF- based proteomic and Continuous 10/20
metabolomic biomarkers laboratory (or | electroencephalography
clinical pathway)
Drug levels testing laboratory Brain Tissue Oxygen (PbO2)
Transcranial doppler ultrasound
(neurosonography)
Pupillometry
Near Infrared Spectroscopy
Cerebral micro-dialysis
Optic nerve sheath diameter (US/CT)
990

991 Finally, the standard that patients requiring life-saving neurosurgery must be admitted to the local
992  neurosurgical unit irespective of the availability of neurocritical care beds — made in January 2017 in
993  the Coroners’ Regulation 28: Report to reduce further deathss — remains an essential standard of

994 neurocritical care provision.
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025 1.8 Smaller Remote and Rural Intfensive Care Units

1026  Authors: Jack Parry-Jones & Catriona Barr

1027 INTRODUCTION

1028  Whilst other chapters in the GPICS also apply to remote and rural ICUs, this chapter is intended to
1029  describe the steps small geographically remote units can undertake, with assistance from their local
1030 networks to develop sustainable solutions to maintain intensive care service for their local

1031 population.

1032  There remain some differences in opinion about how best to define‘ small >’and ‘remote’. For

1033  intensive care services, remote, defined as more than 30 km away from the next nearest ICU, is
1034 deemed more useful practically than small, defined as a unit serving a population of fewer than
1035 200,000 people 1,2,3. As intfensive care has evolved in the UK, remote may also be usefully seen as
1036 how far away the nearest tertiary services are: cardiology intervention, neurocritical care,

1037  interventional radiology etc. Travel times, as opposed o distance, are also more useful but vary
1038  according to the fime of day, time of year and weather conditions. The positive fransformation of
1039 critical care transfer and retrieval services has changed the way remote is perceived. In future,

1040 digital and remote access are likely to be paramount.

1041 This guidance only applies to a minority of ICUs in the UK. Using the definitions of small (catchment
1042 population of less than 200,000), or remote (more than 30 km from the next nearest emergency

1043 department):

Unit type England Scotland Wales Northern Ireland

Small 28 12 3 2

Remote 24 15 6 2

Small and 18 (10.7%) 11 (33%) 3 (23%) 2 (22%)

Remote

1044

NHSE Stocktake 2023 22 units in England defined as  [Fewer than 8 level 2 and 3 beds
small

Nuffield Trust 12 Hospitals in England defined |Remote being more than 60
as remote minutes to the next nearest

hospital
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MINIMUM STANDARDS

1. Ciritical Care Network (CCN/regional network support must be provided to ensure small and
remote units meet GPICS.

2. The intensive care service must be led by a consultant frained in intensive care medicine.

3. There must be access to advice from an intensive care consultant at all times.

4. Dedicated daytime intensive care must be provided by an intensive care consultant, with no
other commitments (see Chapter 2.1 Consultant Staffing).

5. AllICUs must have immediate 24/7 on-site access to a clinician with advanced airway skills.
There must be a 24/7 dedicated resident medical rota for the ICU.

7. Regional transport arrangements (road and air) must be agreed to allow timely, safe transfer of
patients with an appropriate level of monitoring, staffing, and skills.

8. ICUs, including Level 2 units, must participate in a national patient outcome benchmarking audit.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Network support should be explicit, resourced and supported by all stakeholder healthcare
organisations, including Trusts, Hospital Boards, Critical Care Networks and regional structures.

2. ICUs should consider the development of felemedicine (digitally enabled remote intensive care)
techniques for clinical decision making and educational support, in conjunction with their
regional network and specialist centres.

3. Remote ICUs should implement appropriate joint clinical governance procedures with both
networked units and fransfer services.

4. Where an intensive care pharmacist, psychologist or other AHP, cannot be effectively delivered
locally in a small unit, advice should be accessible from specialist colleagues through network
support.

5. Training bodies should devise and support remote and rural fraining posts in intensive care.

6. Small and remote units should, where practical and feasible, implement cross site working for all

multidisciplinary staff to maintain retention of skills and fraining.

BACKGROUND AND EXPLANATION

Small and remote hospitals continue to provide an essential acute service to their local communities
and often to tourists. Without intensive care many acute hospital services would not be possible.
There is evidence that cenfralising some acute care services improves outcomes but there is also
increasing recognition that patients benefit from care closer to home.45 This means acute in-patient

care, and therefore intensive care input, is likely to remain part of many small and remote hospitals.

In providing the necessary on-site intfensive care to this cohort of patients, the smaller volume of
patients necessitates different staffing patterns. The challenge is to implement a system which allows

a combination of task-based skills available 24/7, within an overarching strategic support structure.
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Networked solutions are therefore embedded into these standards and recommendations. Three
key areas that need local and network decisions are: recruiting and retaining staff including
consultants and residents, the maintenance of core nursing skills and competencies, and overall
service sustainability. Of these, multidisciplinary staffing remains the single biggest issue raised by

small and remote units themselves.

Residents

There must be a 24/7 dedicated ICU resident staff member. This will normally include a person
dedicated to the ICU, however currently in very small, remote hospitals it may be necessary to

combine roles, provided that processes are in place to call additional staff when required.

Within current workforce constraints and fraining requirements, a dedicated ICU resident tier
comprised of combinations of SAS, clinical fellows, IMTs (internal medicine frainees), ACCS (Acute
Common Care Stem), ACCPs (Advanced Critical Care Practitioners), with necessary basic airway
skills combined with support from a doctor (e.g. emergency medicine, anaesthesia, intensive care)

with advanced airway skills, also resident within the hospital, is acceptable.

The on-call team would then usually comprise a hospital resident anaesthetist and an ICU resident
without advanced airway skills. The residents would work together so both are involved with intensive
care patients. The skill-mix of the resident overnight team may vary, and the amount of on-site

consultant presence needs to reflect this.

Consultants

Staffing structures reflect the smaller volume of patients and, in common with many specialties, it
can be difficult to achieve separate consultant on-call rotas. Evidence points to the importance of
dedicated intensive care consultant presence but evidence for dedicated overnight intensive care
consultant cover is less clear. The limited evidence available from the UK suggests that patient
outcomes are not worse when consultants combine out-of-hours activity in ICM with another
specialty.” The standard of a consultant in ICM directing care is key to achieving the best outcomes,
and this can be met in small or remote units by 7/7 daytime cover with trained intensivists and
access to out-of-hours advice from intensivists when needed. This could be by local or network

arrangement.

Maintaining competencies

In providing a service in small and remote hospitals, intensive care staff may be faced with looking
after patients of any age with the full range of life-threatening emergencies. Furthermore, individual
pathologies or age groups may be seen infrequently. Maintaining safe levels of technical skills for
such a broad range of patients requires increased training resources for both medical and nursing
staff. This may involve funding cross-site working with larger or specialist centres where geography
allows, or by periodic attachments to other units. ‘Telemedicine’ and more modern video linkage,

both for clinical input and continued professional development, can help improve collaboration
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and needs to be encouraged and developed.8 Utilising Network experience in using online

communication platforms allows successes to be consolidated and built upon.

Transfer services

Patients may need fransfer from remote and rural units because of the need for a higher level of
care or for specialist care, and it is particularly important for remote and rural units that fransport
arrangements are timely, comply with intensive care transfer standards, and where at all possible,
do not deplete remote and rural units of their essential staff. Some patient groups need particular
fransport arrangements which need to be incorporated into planning: examples include those with
infectious diseases, bariatric patients, patients referred for time critical interventional radiology
procedures, and secondary fransfers for major trauma patients. Patients may also need to be

transferred back to small and remote units for care closer to home and families.

Sustaining the service

Recruiting and retaining medical staff fo work in small and remote hospitals hinges on work-life
balance combined with suitable on-going training so they are equipped to work confidently as
generalists. Utilising a wider group of doctors-in-training (DiT) to participate in intensive care provides
a key to their fraining as well as a sustainable rota. Support from national bodies is important so that
staff feel their work is regarded as equally valid when compared to large tertiary centres. Lastly,
there needs to be a focus on increasing medical ICM training attachments to remote and rural
hospitals. DIiT are more likely to return as consultants to hospitals where they have training
experience. Units themselves benefit; having DiT keeps a unit vibrant, and the connections help
guard against professional isolation. Organisations which supervise training would do well to be
mindful of the needs for generalist consultant cover when developing curriculum content and

sefting learning outcomes.

Level 2 only units

A subset of small and remote hospitals provide only Level 2 beds accompanied by a stabilisation

and transfer service for Level 3 patients.

The absence of Level 3 patients on site presents challenges in recruitment and retention of medical
and nursing staff, and care may not be directly provided by a consultant in ICM. A supportive
network structure is therefore essential for all staff to feel confident in dealing with an intensive care

patient.

Such units require immediate access to telemedicine advice from a linked Level 3 unit or retrieval
service. Resourcing in a linked Level 3 unit needs to reflect the support, advice and educational role

that it has for partner Level 2 units.
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1.9 Enhanced Care
Authors: Jack Parry-Jones, Stephen Webb & Tim Wenham

INTRODUCTION

A gap has existed between intensive care services and ward care for a wide variety of different

patient groups. The development of better Critical Care Outreach Team (CCOT) services and wider

recognition of the deteriorating patient does nof remove this gap; rather, the CCOT may provide

clearer recognition and data for the need to develop enhanced care units. Some services e.g.

coronary care, respiratory support, weaning, stroke and renal units already recognise this gap and

provide enhanced care for their patients. There is also a wide increasing recognition that enhanced

care for other select patient groups, for example maternity! can provide safer more effective care.

MINIMUM STANDARDS

1.

Enhanced care services must sit within a designated lead directorate, engage in appropriate
national data collection, and utilise patient, carer and service user feedback to improve
services.

There must be a clear leadership structure with a designated lead clinician and lead nurse.

To promote a cohesive well-functioning unit, all specialties and clinical leads interfacing with the
Enhanced Care service, including intensive, must meet on a regular basis.

There must be clear operational Standard Operating Procedures (SOPs) covering admission,
daily operations, fransfer and discharge.

There must be twice daily senior clinical decision maker documented review with one being a
consultant-led ward round with the nurse-in-charge with input from other appropriate MDT
members.

There must be clear clinical escalation procedures to Level 2 or Level 3 intensive care in the
event of patient deterioration.

Enhanced care units that do not have on-site intensive care services must have the ability to
freat and stabilise patients, with an established agreement with the local intensive care service
and transfer services to move patients when escalation to intensive care is deemed appropriate.
There must be regular multidisciplinary governance meetings.

There must be clear policies on the level of monitoring and treatment appropriate to the needs

of the patient group and the enhanced care unit.

. There must be a robust handover policy, including documentation of clear parameters for further

escalation.

. All patients admitted to an enhanced care unit must have a documented and agreed

Treatment Escalation Plan (TEP).
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12. The TEP must be reviewed at the fime of discharge, including suitability of re-admission for

enhanced care and/or intensive care.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Enhanced care units should refer to the relevant curriculum and published guidance to
determine the grade of doctor or Advanced Non-Medical Practitioner most appropriate to
deliver care. There may be a requirement to provide additional education and training. 1234

2. Registered practitioners working in Enhanced Care areas should meet the ‘Nationall
Competency Framework for registered practitioners: Level 1 and Enhanced Care Areas’. 2

3. Theregistered nurse:patient ratio should match patient acuity, skill mix, volume of work and the

variety of services offered.

BACKGROUND AND EXPLANATION

It is difficult to provide a set of universal standards and recommendations for enhanced care
services because local needs and the solutions to those needs can be very variable. There is also an
increasing recognition of the need for enhanced care units covering acute medicine, respiratory
medicine, post-operative care and immunotherapies including CAR T (Chimeric Antigen Receptor T
cell therapy). The number of patients receiving immunotherapies, with its attending risks of e.g.
cytokine release syndrome, immune effector cell-associated neurotoxicity and sepsis is set to

increase considerably in the next 5-10 years.

Stand-alone enhanced care units that don't have on-site access to intensive care services such as in
elective ‘cold’ surgical sites, need to pay particular attention to recognition of the deteriorating
patient, the ability to stabilise and freat patients prior to safe and fimely transfer to critical care, and
the decisions over where elective surgery is best undertaken by regular review of morbidity and

mortality.

These standards and recommendations borrow heavily from published work by the Faculty of
Intensive Care Medicine, the Society of Acute Medicine, the Intensive Care Society and the British
Thoracic Society 1234, Depending on what type of enhanced care service is being developed or
envisaged, we recommend the references provided at the end of this chapter. We also
recommend speaking directly with those who have already developed such enhanced care
services for lessons learnt in their delivery. Others’ experience regarding operational structures,
clinical processes and governance arrangements will be invaluable to the development of new

services.

By first describing the service and then defining the required skills, it will be easier to identify the
personnel best equipped to deliver this safely. The team will consist of a variety of medical and non-

medical staff based on local factors and will vary both within and between organisations. Data
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arising from the implementation of Martha's Rule may have an additional effect on driving future

changes in the local provision of enhanced care services.

Enhanced care services need not necessarily sit within intensive care services, but the intensive care
service needs fo be directly engaged with, to provide the necessary safety and governance if an

increase in the level of care is deemed necessary.
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1.10 Critical Care Networks

Authors: Claire Horsfield, Kujan Paramanantham, Mark Blunt & Mike Carraretto with
conftributions from NHS Wales Executive Critical Care, Trauma and Emergency Medicine
Network, Andrew Mackay, Jon Silversides and the National ODN Managers & Medical

Leads Group

INTRODUCTION

Adult Critical Care (ACC) networks have been in existence since 2000 and have evolved to meet
service needs and expectations’2. They were established to support delivery of a collaborative
model of care for critically ill patients within defined geographical regions, improving equity of
access, experience, and health outcomes. Service standards have redefined their function and
governance; ACC networks support the monitoring and consistency of service delivery, irrespective

of the responsible commissioner, to deliver high quality patient-centred care.

The standards and recommendations are based on the NHS England ACC Clinical Network
Specification3: Whilst this specification was developed for the Networks within England, the standards

taken from this document would be relevant for all networks across the four nations.

MINIMUM STANDARDS

1. Networks must develop, agree, and implement best practice pathways across the network that
support improved patient flow.

2. Networks must monitor demand and capacity; working with network member organisations to
have oversight of pathways and develop services.

3. Networks must work to reduce unwarranted variation in pathways and processes, including by
working with other related networks.

4. Networks must monitor and improve quality, safety, experience, and outcomes according fo the
standards of the network service specification.

5. Networks must benchmark services nationally and with other networks to identify good practice
and innovation though peer review and other network governance activities.

6. Networks must increase network effectiveness through training and development; identifying
opportunities aligned with the network plan and assessing future workforce needs for the team.

7. Networks must identify and manage service risks through regional and system quality structures,
following agreed escalation processes through their annual work programmes.

8. Networks must engage, link and share best practice with all partners locally, regionally and
nationally identifying opportunities for shared solutions and resources, enabling and empowering

collaboration via agreements with clear roles and delegation.
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RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Networks should support the development and implementation of extended health and
wellbeing measures that enable staff to practice safely.

2. Networks should plan for capacity management at times of increased demand, including surge
planning and mutual aid within and between networks.

3. Networks should confribute to the design of measures of quality, safety, and patient experience
(through metrics that are SMART and widely captured).

4. Networks should evaluate the impact of any changes on quality, safety, experience, and
outcomes across whole pathway and identify vulnerable groups experiencing gaps in access,

experience, and outcomes.

BACKGROUND AND EXPLANATION

ACC networks are clinically driven and support a culture of collaboration. Their success relies on the
engagement, inferaction and commitment of stakeholder members and participating member
organisations to deliver agreed outcomes. These non-statutory organisations create climates for
innovation and improvement that lead to the delivery of safer, high-quality, equitable patient-
centred care. Networks have an important role to play in support the development and
implementation of extended health and wellbeing measures to enable staff to practice safely. This

includes psychological support that is easily accessible to intensive care staff.

ACC networks across all four countries of the UK have been established with broadly similar objectives. Although
there has been national recognition of the positive impact of ACC networks, the structures, funding
arrangements, prioritization and reporfing processes for the networks remain varied. It is important,

that networks are resourced and supported to facilitate effective stakeholder engagement to deliver

network plans, support continuous quality improvement and meet expectations.
England

In England, NHS England has produced an ACC network specification3, which sets out
expectations and the governance/accountability for ACC networks. They have also produced the
adult critical care service specification4 which providers are expected to adhere to as part of the
NHS Standard Contract. This document reinforces the need for critical care networks and will
require that their members engage with their local network and comply with the functions and

work plans of the network.
Scotland

Networks with formal management responsibilities do not exist in Scotland. Management of
intensive care services in Scotland sits with each of the 14 territorial health boards. The Scottish

Critical Care Delivery Group was formed from the clinician chairs of each acute Trust and,
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1321 subsequently, the Health Board's Critical Care Delivery Group. This group has links to the Scottish
1322  Government through a senior medical officer and is being assimilated into the Centre for

1323  Sustainable Delivery (CfSD) using their national specialty delivery group model. The CfSD will play a
1324  key role in the recovery and redesign of NHS Scotland, and through this work, ensure ongoing

1325  delivery of sustainable critical care services across Scotland.
1326  Wales

1327  The NHS Wales Executive was infroduced to drive improvements in the quality and safety of care
1328 and improve population health across Wales. In 2021 the National Clinical Framework heralded a
1329 significant change in the role and operations of networks, making them clinically led and strategic,

1330 rather than operational (the network can establish an operational network if one is required).s

1331 The Critical Care, Trauma and Emergency Medicine Strategic Clinical Network launched in

1332  October 2023 with the expectation to provide strategic direction to the services and provide

1333 national direction on how best to organise, deploy and develop resources. Directed by the Quality
1334  Statement for critical cares, the Service Specification for Adult Critical Care Services in Wales” was
1335  published in March 2023.

1336 Northern Ireland

1337  The Critical Care Network NI (CCaNNI) was established in 2007 to support the then Health and

1338  Social Care Board (NI) in commissioning intensive care services across the region. The CCaNN|

1339  standing committees and Network Board have a remit to provide a robust framework to ensure
1340  decisions and developments maximise service development and ulfimately patient outcomes. With
1341 the move of the functions of the Health and Social Care Board to the Department of Health (NI),
1342  consideration is being given to the future role of CCaNNI to include the operational and strategic

1343  functions provided.

1344  REFERENCES

1345 1. Department of Health. Comprehensive Critical Care: A Review of Adult Critical Care Services. 2000 London:
1346 2. https://webarchive.nationalarchives.gov.uk/ukgwa/20130107105354/http://www.dh.gov.uk/prod consum dh/groups/dh
1347 digitalassets/@dh/@en/documents/digitalasset/dh 4082872.pdf

1348 3. NHS England. Developing Operational Delivery Networks — The Way Forward. 2012: https://www.england.nhs.uk/wp-

1349 content/uploads/2012/12/develop-odns.pdf

1350 4. NHS England. Adult Critical Care Clinical Networks Service Specification. 2023

1351 https://www.england.nhs.uk/wp-content/uploads/2024/05/PRN231101-adult-critical-care-network-specification-2023-.pdf
1352 5. NHS England, Adult Critical Care Service Specification, 2022:

1353 https://www.england.nhs.uk/wp-content/uploads/2019/05/220502S-adult-critical-care-service-specification.pdf

1354 6. Welsh Government, National Clinical Framework, 2021

1355 https://www.gov.wales/national-clinical-framework-learning-health-and-care-system
1356 7.  Welsh Government, Care of the critically ill: quality statement, 2021 hitps://www.gov.wales/care-critically-ill-quality-
1357 statement-html
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1359 docs/nhs-wales-critical-care-service-specification-march-2023/
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1.11 Commissioning (England)

Authors: Ramani Moonesinghe and Anna Vogiatzis

INTRODUCTION

In England, adult critical care services are commissioned by both NHS England and by Integrated
Commissioning Boards (ICBs) underpinned by the national service specification! which sefs out the
associated standards of service delivery.2 The service specification is infended to be applicable to all

adult patients requiring critical care irrespective of the source of funding.

The transition in England of delegated commissioning of adult critical care to ICBs which started in
April 2024, will simplify commissioning arrangements and support system level planning based on
local population need. Post-delegation, NHS England will continue to set consistent national
standards, services specifications and clinical commissioning policies; develop metrics and quality
dashboards to support improvement, oversight and assurance; and provide national clinical
leadership, expert advice and support to ICBs. There are three data tools which support the

commissioning of adult critical care:

e The Critical Care Minimum Dataset (CCMDS)3 contains a subset of mandatory items for the
generation of Crifical Care Health Care Resource Groups (HRGs). CCMDS is also used in
Wales.

e The Intensive Care National Audit and Resource Centre (ICNARC) Casemix Programme
provides risk adjusted data for England, Wales and Northern Ireland which incorporates and
is consistent with CCMDS.

¢ The Directory of Service which is a daily data return provided by critical care services on
occupancy, staffing and system pressure. It is used to update the Adult Critical Care capacity
dashboard to support operational decisions, including in relation to mutual aid and responses to

surge in line with published guidance. .4

Adult Critical Care Networks5 (see Chapter 1.10) provide an essential link between providers and
commissioners in England with a focus on service improvement, quality of care and equitable

access o services.

MINIMUM STANDARDS

1. AllICUs must comply with any national commissioning arrangements as set out in relevant
service specifications.

All providers must contribute case mix and outcome data to peer audit.

CCMDS1 must be collected and reported in all designated adult critical care locations.

Adult critical care reference cost submissions must assign costs to individual HRGs.

o M 0N

All providers must submit data to the Specialised Services Quality dashboard.
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6. All providers must submit data twice daily to the National Directory of Service.

7. All providers of adult critical care must be members of a Critical Care Network.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Trained personnel should collect all 34 fields in CCMDS.
2. There should be clinical oversight of the CCMDS data entry/data submission to ensure accuracy
of data.

3. Preparation of reference costs should include experienced clinician involvement.

BACKGROUND AND EXPLANATION

In England, the adult critical care service specification was updated in 2022 to reflect changes to
patient population and demographics, updated and new guidance, and standards. The service
specification and associated quality metrics form part of the contract between providers and
commissioners and is used to inform planning activity (bed days), case mix (% of each HRG) and the
local prices via the annual contracting process. Healthcare providers and commissioners in England
report against these plans in year, on a monthly basis. In parallel to this, providers report against
defined indicators set out in the English national service specification on a quarterly basis and this is

reported quarterly via the English Nafional Dashboard.4

Activity data and case mix reporting

All providers must contribute case mix and outcome data to peer audit. This is via ICNARC.

The Adult CCMDS? was mandated for use in 2006. This dataset, combined with the NHS HRG 4

grouper, categorises patient-related activity into one of seven healthcare resource groups3. The HRGs
describe the total number of organs supported throughout an individual patient’s clinical episode
within critical care; healthcare organisations then quantify their actual costs per HRG through the

annual reference cost submission.

Data collection should be done by frained personnel and commence from the date and fime that
the patient first occupies a designated critical care bed or, if in a non-designated critical care
location (theatre recovery/ward), data entry should only occur when a patient has received critical
care for a period of time in excess of four hours. The care received by patients in these non-
designated areas will include clinical interventions, monitoring and confinuous supervision normally

associated with a critical care area.

The first critical care HRG based reference cost submission occurred in 2008/2009. These quantified
total expenditures in England at £1.29B in 08/09. Activity has fluctuated over time; the table in below

sets out these changes year on years.
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Critical Care Financial £b Activity Activity% change

Year 000 from 2014/2015
baseline

Nafional Cost 2014-15 £1,848 1,466

Collection:
2015-16 £1,934 1,479 0.9%

National

Schedule of NHS | 2016-17 £1,943 1,499 1.4%

costs -NHS frust 01778 £2038 | 1,461 2.6%

and NHS

foundchon Trusfs 20]8']9 £2,]3O ],49] 2]%
2019-20 £2,149 1,327 -11.0%
2020-21" N/A N/A N/A
2021-22 £2,815 1,313 -1.0%

1426 *Accurate recording of cost collection was not possible during the COVID pandemic.

1427  Associated specifications and guidelines

1428  The NHS England adult critical care surge planning guidance4 was most recently updated in 2023, to
1429 reflect changes in the commissioned service landscape and the fluctuation in demands on

1430 capacity.

1431 The Adult Critical Care capacity dashboard was first developed in 2020 as part of the response to
1432  the Pandemic, this was updated in 2022 to reflect the changes to capacity and to refine the data

1433 definitions fo support operational decision-making.

1434 Adult Critical Care Networks have been in place since 2013. The national network service
1435  specification4 was published in 2024 which sets out the core, universal and extended functions of
1436  Adult Critical Care Networks in England.

1437 REFERENCES

1438 1. NHS England» Adult critical care services [Internet]. www.england.nhs.uk. Available from:

1439 https://www.england.nhs.uk/publication/adult-critical-care-services/

1440 2. Intensive Care Society. Levels of Care [Internet]. ics.ac.uk. 2021. Available from: https://ics.ac.uk/resource/levels-of-
1441 care.html

1442 3. Critical Care Minimum Data Set. Datadictionarynhsuk [Internet]. 2025; Available from:

1443 https://www.datadictionary.nhs.uk/data _sets/supporting _data_sets/critical care_minimum_data

1444 set.html
1445 4. NHS England. Adult crifical care surge plan guidance [Internet]. England.nhs.uk. 2020 [cited 2025 Apr 22]. Available from:

1446 https://www.england.nhs.uk/publication/adult-critical-care-surge-plan-guidance/
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NHS England. Adult Critical Care Clinical Network Specification Adult Critical Care Clinical Network Specification
[Internet]. Available from: https://www.england.nhs.uk/wp-content/uploads/2024/05/PRN231101-adult-critical-care-
network-specification-2023-.pdf

NHS Digital. Hospital Admitted Patient Care Activity - NHS Digital [Internet]. NHS Digital. 2024. Available from:

https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity
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1.12 Commissioning (Scotfland, Wales, Northern Ireland)

Jo Davies, Rory Mackenzie, Barbara Miles, Babu Muthuswamy, Richard Pugh & Jon

Silversides

INTRODUCTION

Commissioning in Scotland, Wales and Northern Ireland does not occur in the same way as England.
This chapter highlights the different approaches to funding and organising adult intensive care

services in the devolved nations.

MINIMUM STANDARDS

1. AllICUs must comply with any natfional commissioning arrangements as set out in relevant
service specifications.

2. All providers must contribute case mix and outcome data to peer audit.

3. In Scotland, all intensive care providers must contribute case mix and outcome data to peer
audit via the SICSAG national audit.

4. In Wales, the Critical Care Minimum Dataset (CCMDS)! must be collected and reported in all
designated Adult Critical Care locations.

5. In Wales, all providers of adult intensive care must be members of the National Strategic Clinical

Network for Critical Care, Trauma and Emergency Medicine2.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. In Wales and Northern Ireland (as well as England see Chapter 1.11), trained personal should
collect all 34 fields in CCMDS.
2. In Wales and Northern Ireland (as well as England see Chapter 1.11), there should be clinical

oversight of the CCMDS data enfry/data submission fo ensure accuracy of data.

3. All providers of adult intensive care should be members of an intensive care network.

BACKGROUND AND EXPLANATION

Scotland

The NHS in Scotland is provided through 14 geographical NHS health boards and eight National NHS
health boards, which provide national or specialist services. The budget is cenfrally allocated and
calculated on a population basis, with adjustments made for factors that influence healthcare
need, such as social deprivation or service provision over large, rural areas. Each board commissions
adult critical care beds based on local assessment of need with dependency definitions and
benchmarking. This is done using a dataset very close to CCMDS collected through the Scoftish
Intensive Care Society Audit Group (SICSAG). All ICUs in Scotland are required to collect and submit

a minimum dataset to SICSAGS3, which reports annually to the Scottish Government through Public
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Health Scotland and to health boards and the public. This includes quality standards, capacity,
activity, and outcomes. The Scottish Critical Care Specialty Delivery Group is formed from health
board nominated clinical and operational leads with representation from other national partners
including Public Health Scotland and supporting professions. It is hosted within the Centre for
Sustainable Delivery, a Scoftish Government commissioned body tasked with supporting NHS
Scotland in the remobilisation, recovery and redesign of services. This group is fasked with reviewing
pathways, processes, innovation and aspects of workforce with a strong focus on the measurement
of impact of changes with an overarching aim of reducing inequalities in access to care. It provides
improvement and implementation support to health boards with performance monitoring remaining
a Scottish Government function. Funded Scottish Level 3 general adult intensive care beds increased
by 30 in 2021. Beds recorded within individual unit returns by SICSAG have contfinued to increase over
recent years: 2019 Level 3 beds 193.3, Level 2 beds 300.7; 2023 Level 3 beds 218.5, Level 2 beds 338.5,
reflecting individual board decisions around best local configuration of Level 3 and Level 2 bed

distribution.

All critical care providers in Scofland must contribute case mix and outcome data to peer audit via

the Scottish Intensive Care Society Audit Group (SICSAG) national audit.

Wales
Adult intensive care services in Wales are provided by six health boards. Each of these health boards
is responsible for the internal planning and delivery of intensive care services according to defined

quality attributes (Care of the Critically Il Quality Statement, Welsh Government 20214),

recommendations (Task and Finish Group on Critical Care Final Report, Welsh Government 20195)

and a national service specification (NHS Wales Health Collaborative Service Specification for Adult

Critical Care Services, NHS Wales Health Collaborative, 2023¢). Oversight is provided by the National

Strategic Clinical Network for Critical Care, Trauma and Emergency Medicine and through its Critical
Care Clinical Reference Group. Some specidalist services in Wales may be directly commissioned by
the NHS Wales Joint Commissioning Committee (e.g. ECMO, paediatric critical care,

neurorehabilitation and long-term ventilation).

All intensive care providers in Wales must contribute case-mix and outcome data to peer audit via the
national Intensive Care Audit and Resource Centre (ICNARC). The Integrated Unscheduled Care
Dashboard captures unit intensive care capacity and staffing data, providing a measure of the
operational pressures required for NHS Wales surge planning and mutual aid responses. Performance
and activity indicators can now be monitored using the Critical Care Network Service Specification
KPI Dashboard. Together, these dashboards will further inform critical care commissioning processes

at local and network level.

There has been a recent small increase in intensive bed numbers from 176 to 181; in addition, Welsh

Government funding of Post-Anaesthetic Care Unit services across Wales has enabled a clearer
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separation of planned intermediate- and high-risk surgical workflow and a potential freeing of
intensive care capacity. In parallel, establishment of the Adult Critical Care Transfer Service has
enabled more timely clinical fransfers and repatriations closer to home when tertiary episodes ends.
Longer-term planning of regional and national capacity and configuration is the subject of a current

network-wide collaborative working group.

Northern Ireland

In Northern Ireland, the commissioning of intensive care capacity is currently undertaken by the
Strategic Planning and Performance Group of the Department of Health. Capacity is commissioned
through block contract with each of the provider frusts. There are currently 91 commissioned
intensive care beds (73.5 Level 3 equivalent beds) across the five trusts. A needs assessment of
capacity is close to completion. This will inform the future position for intensive care services in

Northern Ireland.

All intensive care providers in Northern Ireland must contribute case mix and outcome data to peer

audit via the national Intensive Care Audit and Resource Centre (ICNARC).

REFERENCES

1. Critical Care Minimum Data Set. Datadictionarynhsuk [Internet]. 2025 [cited 2025 Feb 28]; Available from:
https://www.datadictionary.nhs.uk/data_sets/supporting_data_sets/critical_care_minimum_data_set.html

2. CCTEM [Internet]. NHS Wales Executive. 2021. Available from: https://executive.nhs.wales/functions/networks-and-
planning/cctem/

3. The Scotftish Intensive Care Society Audit Group [Internet]. www .sicsag.scot.nhs.uk. Available from:
https://www.sicsag.scot.nhs.uk/index.html

4.  Care of the critically ill: quality statement [HTML] | GOV.WALES [Internet]. GOV.WALES. 2021 [cited 2025 Feb 28].
Available from: https://www.gov.wales/care-critically-ill-quality-statement-html

5. Task and Finish Group on Critical Care Final Report [Internet]. 2019. Available from:
https://www.gov.wales/sites/default/files/publications/2019-07 /task-and-finish-group-on-critical-care-final-report_0.pdf

6. NHS Wales Health Collaborative Services Specification. Adult Critical Care Services in Wales Available from:
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Section 2 | WORKFORCE
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156 2.1 Consultant Staffing

1569 Authors: Matthew Williams & Teresa Evans

1570  INTRODUCTION

1571 GPICS V3 builds on the staffing standards previously recommended in GPICS V2. Patients need to be
1572 able to receive the same standard of intensive care wherever they are admitted in the UK. The

1573  minimum standards are expected to be achieved by all ICUs and for all patients. Adoption of the
1574  recommendations will have a beneficial impact on both quality of care and safety for patients, as

1575  well as support sustainable consultant staffing.

1576  Through this chapter, where the term intensive care consultant is used, we mean to include both
1577 consultants on the specialist register and specialists who are working on the intensive care consultant
1578  rota. Consultants in infensive care medicine are medical doctors on the GMC's specialist register
1579 and either are a Fellow/Associate Fellow of the Faculty of Intensive Care Medicine or eligible to

1580 become a Fellow/Associate Fellow.

1581 Specialists are non-training doctors with at least 12 years postgraduate tfraining and six years in the
1582 relevant specialty. They may not be on the specidalist register. The 2021 contfract, and guidance
1583 documents on job descriptions, contracts and career progression for Specialists clearly describe that

1584  such doctors can contribute to consultant equivalent clinical activities.

1585  MINIMUM STANDARDS

1586 1. There must be a designated Clinical Director and/or Lead Consultant for intensive care

1587 medicine.!

1588 2. During the daytime and seven days a week the care of all critically ill patients must be led by an
1589 infensive care consultant.

1590 3. The intensive care consultant responsible for the ICU — the duty consultant - must be immediately
1591 available 24/7 (i.e., continually contactable and, if non-resident, able to attend within 30

1592 minutes).

1593 4. Patient care in an ICU, including clinical decision-making regarding patient admission and

1594 discharge, must be led by, and be accountable to, an intensive care consultant.

1595 5. InlICUs that remain staffed out of hours by non-intensive care consultants they must have access
1596 to advice from a Consultant in ICM 24/7.

1597 6. The daytime intensive care consultant to patient ratio must not normally exceed a range

1598 between 1:8 and 1:12.

1599 7. Anintensive care consultant must undertake ward rounds twice a day, one of which must be

1600 face to face, seven days a week.
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8. Consultants with any commitment to intensive care, providing in or after-hours patient care, must
have a minimum of 2 programmed activities (PAs) devoted to acute intensive care medicine.
9. Supporting professional activities (SPAs) must be recognised with a minimum 1.5 PAs for individual

clinician’s revalidation requirements.2

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1.

The ward round should have daily access to multidisciplinary input from nursing (bedside and

nurse-in-charge), microbiology, pharmacy and physiotherapy

2. There should be readily accessible input from dietetics, speech and language therapy,
occupational therapy, and clinical psychology as required, to assist decision making.

3. The intensive care consultant rota should avoid excessive periods (> 24 hours) of direct patient
consultant responsibility.

4, Consultant work patterns should be designed to facilitate continuity of care within the constraints
of providing a sustainable out-of-hours service345and workforce.

5. A mechanism for consultant-to-consultant handover should be in place.
An intensive care consultant job plan should have a minimum of 4 direct clinical care (DCC) PAs
in total, of which af least 2 are daytime DCC PA:s.

7. Additional responsibilities for SPA activities should be recognised within job planned activities,
and appropriate time allocated.

8. Sufficient (often annualised) DCC fime should be job planned to support relevant non-patient

facing clinical (patient related) activities such as writing Coroner’s reports and responding to

incidents and complaints.s

BACKGROUND AND EXPLANATION

The key standard in GPICS V3 follows that of GPICS V2 in that the care of all critically ill patients must

be led by an intensive care consultant seven days a week. It is expected that, where possible, all

ICUs will evolve over time to have 24/7 intensive care consultant cover. Where this is not currently

possible, solutions to have access to 24/7 intensive care consultant advice are required; these could

include developing local network arrangements and the use of digitally enabled remote intensive

care support.

The standards and recommendations are made to support consultant staffing models in all ICUs in

the UK. The recommendation that an intensive care consultant job plan should have a minimum of 4

DCC PAs in total, of which at least 2 are daytime DCC PAs, will be pro-rata for less than full time
consultants. This does not defract from the standard that consultants with any commitment to
intensive care, providing in or after-hours patient care, must have a minimum of 2 PAs devoted to

acute intensive care medicine. Maintaining scope of practice in intensive care will best be
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1635 accomplished by working some DCC in the daytime, ideally alongside other intensive care

1636  colleagues and participating in ICU led CPD activities.

1637  Closed units, where clinical decision making includes patient admission and discharge being
1638  directed by a dedicated intensive care consultant, are the optimum configuration to delivering
1639  intensive cared. A meta-analysis showed that these are consistently associated with reduced

1640  intensive care and hospital mortality and length of stay.2

1641 The best UK evidence to date on patient to intensive care consultant ratio (Patient Intensivist Ratio,
1642  PIR) related outcome is by Gershengorn et al.” This utilises UK data from the Intensive Care National
1643  Audit and Research Centre (ICNARC) dataset. It demonstrated a U-shaped distribution of PIR ratio
1644  outcomes with an optimum ratio of 7.5 patients per intensive care consultant the hours of 0800 and
1645 1600. Lower ratios and higher ratios of up to 12 patients per intensive care consultant were

1646  associated with an increased mortality, after which mortality plateaued. This lends weight to the
1647 current division of large units into manageable ‘pods’. The acuity and predicted mortality appear to
1648  impact on this ratio, however there is increasing consideration of secondary outcome measures
1649 being of equal or greater importance to both staff and patients. This includes morbidity, quality of
1650 communication and risk of burnout.® The evidence suggests that eight patients per pod is optimum,

1651 but this number could be higher, provided it doesn’t include the interruption of acute admissions.

1652 Rota patterns should support patient outcomes, patient and relative satisfaction and consultant
1653 career sustainability.>10 ICUs will vary according to acuity, workload and experience of doctors and
1654 practitioners employed, leading fo a variance in optimal solutfions for staffing. Some ICUs may wish,
1655  with local agreement, to utilise resident intensive care consultants, while others will support shift
1656  systems.s9 Rotas for consultants and resident staff have to be aware of the risks of fatigue and

1657 burnout. A consultant rota with fewer than eight participants is likely, with the frequency of nights
1658 and weekends, to be too burdensome over a career. The benefit of rotas supporting less than

1659  seven-day consecutive day working is increasingly recognised.s9.10 Blocks of daytime working with
1660  separate night-time cover are recommended, to provide continuity of care, whilst balancing these

1661 demands. Good handover of patient care from consultant to consultant is essential.

1662 SPA fime must be recognised with a minimum 1.5 PAs for individual clinician’s revalidation

1663 requirements.> For consultants revalidating in two specialties consideration can be given for this to
1664 be increased especially where scope of practice has less overlap with ICM clinical practice.

1665  Additional SPA allocations need to be recognised within job plans for activities such as educational
1666  supervision, or discrete roles in research, management or education, including leadership of such
1667  activities, as well as regional and national roles in support of intensive care medicine. Important
1668  operational supporting activities for ICU services (e.g. overseeing rotas, mortality review, clinical

1669 governance, Faculty Tutor) also need to be supported by this process.
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The COVID pandemic highlighted many historic staffing concerns, the requirement for sustainable
provision of intensive care servicess and the risk that sustained high levels of stress can pose, leading
to burnout and moral injury to ICU staff. There is increasing recognition of the importance of work life
balance to ensure sustainability of the workforce.!¢- Once established, burnout is difficult to manage,
may contribute to depressive iliness, and comes at significant cost to the individual and the NHS. The
Critical Staffing series clearly outlines the change in dynamic of the intensive care workforce, and
ways in which staff can be supported to achieve sustainable careers. A good work-life balance and
supportive working environment offers some protection, and it is recommended that departments
consider a variable job plan that reflects the changing nature of stressful situations by time and
individual. ICU leadership, culture, education, working practices, cohesiveness and the ethos of the

intensive care team are vitally important determinants of patient outcome and staff well-being.
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Recommended Resources

Factsheet: ICU Physician Staffing. Leapfrog hospital survey. Last revision 4/1/2022

Critical Staffing | The Faculty of Intensive Care Medicine (ficm.ac.uk)
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2.2 Resident Medical Rotas

Authors: Sarah Clarke, Shashi Chandrashekaraiah & Andrew Sharman

INTRODUCTION

Patients need to receive the same standard of intensive care wherever they are admitted in the UK.
GPICS V3 builds on the resident medical rota staffing standards originally published in Core
Standards for Intensive Care and GPICS V1 and V2, recognising that some ICUs may have had initial
difficulty meeting these standards. Audit of compliance with respect to the resident medical rota
staffing standards (previously the ‘non-consultant medical staffing chapter in GPICS V2) appear to

be well adopted.

In the UK, the resident medical rota is fulfilled according to local clinical need by a number of
professional groups — resident doctors, specialty and associate specialist (SAS) doctors, locally
employed doctors (LEDs) and advanced critical care practitioners (ACCPs). The intensive care
consultant remains the senior decision maker, with responsibility for role allocation of the resident

medical rota team.

Achievement of the below standards and recommendations will have a beneficial impact on both

quality of care and safety for patients and preserve the wellbeing of the workforce.

MINIMUM STANDARDS

1. The resident medical rota must be compliant with working time directives (i.e. Working Time
Directive 2003).

The staff to patient ratio on the resident medical rota must not normally exceed 1:8 24/7.
All staff on the resident medical rota must have training in basic airway skills.

All ICUs must have immediate 24/7 on-site access to a clinician with advanced airway skills.

o M 0D

Resident medical rotas must be cognisant of fatigue and the risk of burnout.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. The staff fo patient ratio on the resident medical rota should be reduced if local arrangements
dictate that the intensive care resident is expected fo provide emergency care outside of the
ICU (e.g. wards and emergency department).

2. Resident medical rota staff should have appropriate, adequate educational and resource
support to aid career development, retention and sustainability.

3. The resident medical rota should recognise the need to provide clinical leadership opportunities

to intensivists in fraining and those on an intensive care portfolio pathway.
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BACKGROUND AND EXPLANATION

Medical consultants lead the specialty of intensive care medicine. Closed units, led by intfensive
care consultants, have consistently been associated with a reduced intensive care and hospital

mortality and length of stay!2. This is maintained by having a dedicated resident medical rota3-5.

A key standard from GPICS V2, is that the staff-to-patient ratio for the resident medical rota ‘should
not normally exceed’ 1:8. This has been strengthened in V3, to a minimum standard (must) in

recognition of the increased patient complexity and 24/7 nature of intensive care.

Historically the resident medical rota has been staffed by intensivists in training and other resident
doctors in fraining. Increasingly SAS doctors, locally employed doctors and ACCPs have had a vital
role in supporting safe staffing levels. As well as the commitment to intensive care provided by
anaesthetists in fraining, resident staffing numbers have been boosted by expansions fo and new
curricula for intensive care medicine, acute care common stem fraining, and internal medicine
fraining (IMT). Some ICUs, with local agreement, may even utilise consultants on resident medical
rotas, especially where they struggle to employ sufficiently experienced staff with the required

competencies to support a senior resident rotas.

GPICS V3 acknowledges that intensive care is a 24/7 service. Variations of case load, care
pathways, availability of staff groups, education need assessments and local governance
agreements, will always determine local implementation of the resident medical rota. These
considerations impact on the scope of practice and skill mix of the resident medical rota at an

individual ICU level.

Regarding airway sKkills, it is a minimum standard that all staff on the resident medical rota must have
basic airway skills and that all ICUs must have immediate access to a clinician with advanced

airway skills.

There are many pressures on intensivists in fraining with curricular and other commitments, as they
are being trained to be the leaders of the specialty. Similar pressures exist for residents in training
from other specialties. The importance of a supportive, understanding and engaged learning
environment, with inferested mentors and supervisors is imperative, along with strategies to enhance
resident doctors’ working lives’. ICUs need to consider providing clinical leadership opportunities to
intensivists in fraining and those on an intensive care portfolio pathway. The Training Capability
Assessment encourages ICUs to think about the learning needs of all their medical staff and make

sure that learning opportunities go to the most appropriate member of the teams.

International Medical Graduates (IMGs) will benefit from FICM's initial assessment of competencies in
ICM criteria which helps to recognise previous ICM experience outside of the UK?. IMGs have a
higher incidence of non-standard outcomes at annual appraisals and are more likely to struggle

with postgraduate examinations'01!, Recognition of the factors involved in differential attainment by
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frainers is a significant step in supporting and developing this important group, in addition to those

with additional learning requirements and other protected characteristics.

Locally employed doctors (LED) and Specialty and Associate Specialists (SAS) doctors are important
members of the intensive care workforce, but they may be underutilised and tasked with delivering
service requirements compared to intensivist and other residents in training and consultants!!. LEDs
and SAS doctors have different confractual terms and conditions, but ICUs need to provide equal
learning and career progression opportunities including leadership and management roles or

enable the development of specific skills in their area of interest.

Many SAS and LEDs are IMGs with a wealth of skills and experience but require extra support and
guidance working in the NHS initially. ICUs would benefit from supporting and developing this staff
group as many may progress to be permanent members of staff and be a huge asset to the

intensive care feam in terms of patient care and confinuity of service.

ACCPs are members of the intensive care workforce, responsible to, and supervised by, the intensive
care consultant (see Chapter 2.6 for more details on ACCPs). They may through their defined scope
of practice, contribute to the provision of the resident medical rota. This will be determined by
employers' governance frameworks and individual local service needs as healthcare systems evolve
fo meet the demands of complex patient care. ACCPs may alleviate the burden on intensivists in
fraining and other medical staff, without compromising the training opportunities, to permit a more

efficient and responsive healthcare delivery model.
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GPICS V3 Consultation Draft | 64



1808
1809
1810

1811

1812
1813
1814
1815
1816
1817
1818

1819
1820
1821
1822
1823

1824
1825

1826
1827

1828

1829
1830
1831
1832
1833
1834
1835
1836
1837
1838
1839
1840
1841

2.3 Registered Nurse Staffing Standards
Authors: Natalie Pattison, Andrea Berry, Claire Horsfield & Nicki Credland with contributions

from the UK Ciritical Care Nursing Alliance

INTRODUCTION

Nurse staffing requirements for each ICU have to be determined by the skills, skill mix and knowledge
required to support the patient case mix. Other considerations include additional specialist care
requirements, geographical layout of the unit and number of single rooms. Nurse staffing cannot be
predicated solely on bed or patient numbers. These standards address specific areas of workforce
and reflect nursing dependency requirements rather than patient acuity. It provides a framework
around skill mix, educational standards and leadership for a flexible, agile workforce to deliver high-

quality care for all critically ill patients and families.

The Adult Critical Care Nursing Career Pathway has been created by the UKCCNA to support

workforce development, the purpose being fo assist in staff retention, workforce stability thereby
providing high quality, safe effective patient care. All ICUs will ideally be working towards the
implementation of the Adult Critical Care Nursing Pathway in addition to the individual standards

described below.

Applying the minimum standards in isolation is not supported by the evidence. Adhering to all

standards will opfimise staffing so as to provide safe and high-quality patient care.

Some of the standards have additional context; this information can be found in the background

and explanation section below.

MINIMUM STANDARDS

1. Level 3 patients must have a minimum registered nurse:patient ratio of 1:1 to deliver direct care.
(Note 1)

2. Level 2 patients must have a minimum registered nurse:patient ratio of 1:2 to deliver direct care.
(Note 1)

3. Each ICU must have an identified supernumerary intensive care matron/lead nurse, dedicated
solely to managing intensive care, who has overall responsibility for the nursing elements of the
intfensive care service! 23,

4. The supernumerary matron/lead nurse must hold the same specialist intensive care nurse
educational standards as direct care staff providing care to critically ill patients and families? 3.

5. There must be a supernumerary clinical shift leader on duty 24/7 in all ICUs 2 refer to career framework.

6. All clinical shiff leaders must be working towards completion of CC3N Step 4 Competencies 4
and hold a post-registration critical care award3.

7. ICUs with more than 10 beds, and each additional 10 beds thereafter, and/or ICUs with large
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numbers of single rooms, addifional infection prevention control requirements or a wide
geographical unit footprint, must have at least one additional supernumerary Enhanced Critical
Care Nurse (band é with the critical care course and step 3 competency4). (Note 2)

8. There must be no more than 20% of registered nurses from bank/agency, who are NOT
substantively employed by the unit, on any one shift54. (Note 3)

9. Each ICU must have dedicated Professional Nurse Advocates (PNAs) within the establishment,

who are given designated time to deliver the role’8,
Education

10. A minimum of 50% of registered intensive care nurses must be in possession of a post-registration
critical care award. (Note 4)

11. Each ICU must have a dedicated supernumerary clinical educator responsible for coordinating
the education and training of intensive care staff3.

12. The ratio of clinical educator must equate to a minimum of 1 WTE per 50 registered nurses and
non-registered healthcare support workers (headcount)3.

13. Clinical educators must be in possession of post-registration Adult Critical Care Award 27,
National Competencies for Adult Critical Care Nurses Step 4 4 and an appropriate post-graduate
certificate in education or equivalents,?.

14. All novice intensive care nursing staff (staff new to intensive care, including internationally
educated nurses) must be allocated a period of 12 weeks supernumerary practice to enable
achievement of basic specialist competence 10,

15. In preparation for accessing the post-registration Adult Critical Care Course all new staff must

complete the National Critical Care Step 1 Competencies 4.

BACKGROUND AND EXPLANATION

Additional notes to the minimum standards

Note 1: There needs to be professional judgment and flexibility when applying these ratios to
accommodate higher nursing dependency (such as Level 2 patients'! who might require more than
1:2 nursing care), and it needs to be reviewed on a shift-by-shift basis21214, and within shift. Additional
supernumerary registered nurses will be required in areas with a high number of single rooms (in

addition to clinical shift leader), during infection outbreak and when in surge.

Note 2: This is in addition to the clinical shiftf leader and direct care nurses3. There is a requirement for
one addifional enhanced critical care nurse for each multiple of 10 beds (i.e. 11-20 beds =1, 21-30
beds +2, efc.). Pod models might be appropriate to consider with ICUs with high numbers of single

rooms, so a nurse-in-charge is allocated across a pod area within the footprint.
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Note 3: All registered nursing staff supplied by bank/agency need to demonstrate, using
documented evidence, that they are competent to work in an intensive care environment. All

agency/bank staff are to be provided with unit orientation.

Note 4: Adult Critical Care post-registration courses need to follow the National Standards for Critical
Care Nurse Education? and include both academic and clinical competence assessment (CC3N
Step 2 & 3 competencies)4. These nurses are regarded as enhanced crifical care nurses. The career
framework outlined in Appendix 1 recommends that these enhanced critical care nurses are

Agenda for Change Band é.

Note 5: The supernumerary period can be split over more than one period if required. Following

assessment, where staff have transferrable skills, this overall period may be reduced4.

Staffing Principles

Safe staffing is underpinned by optimal outcomes for patients and for staff!s. A pre-determined
number of registered nurses, which is calculated and formula-based, must be rostered to deliver
direct care, maximise safety and optimise bed capacity and patient flow!!. The critical care
registered nursing establishment needs to be calculated with sufficient headroom (required to meet
planned and unplanned leave) including additional educational/PNAs/sickness/turnover, based on

local requirement!3. The Adult Critical Care Nursing Career Pathway addresses skill mix, education

and competence required for each role with the nursing establishment.

There are clear associations between patient outcomes such as hospital-acquired infection,
mortality, hospital costs and family satisfaction, and the level of nurse staffing in ICU16-20, Skill mix
affects the way in which intensive care nurses manage the organisational complexity of staffing to
ensure safety. This in tfurn is impacted by education, stress, burnout, moral injury and staff turnover.
High workloads, lower nurse staffing levels, reduced levels of experience and high proportions of
temporary staff are linked with poor outcomes at a patient, staff, and hospital level é. There is some
evidence to suggest that having more registered nurses is associated with a positive effect on a
range of pafient outcomes. Patfient acuity and level of care are not predictors of patient
dependency, and the nursing care required 13. The evidence base is expanding, however there are

currently no intervention studies to guide deployment of staff in ICU20,

Overall responsibility for ensuring these standards are met, lies with Trust/Health Board management
and Executive Boards. The optimal configuration of staffing models remains unclear but needs to
account for local requirements including skill mix, acuity, dependency and environment factors,

such as unit geography and number of single roomes.

These standards account for education requirements, unit context, and skill mix. There are consistent
and ongoing issues with nurse retention, compounded by the COVID-19 pandemic'4. Optimising a

stable, but agile and competent workforce, which can respond to dynamic shifts in patient care
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requirements, demands high quality skills, effective leadership, and appropriate staffing numbers.

They should be read in conjunction with UK Critical Care Nursing Workforce Optimisation Plan2!.
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2.4 Registered Nursing Associate Staffing Standards
Authors: Karen Wilson & Nicki Credland with contributions from the UK Critical Care Nursing

Alliance*

INTRODUCTION

The Registered Nursing Associate (NAR) is a new role in intensive care. NARs hold a position on the
Nursing and Midwifery Council (NMC) register allowing direct patient care under the supervision of a

registered nurse (RN)123(see Table 1).

The role of the NAR is assistive4 and focused on augmenting care delivery. NARs are a valuable part
of the intensive care nursing team however, they are not a replacement for the RN role®. These
GPICS standards and recommendations provide a framework to support the utilisation of NARs in

infensive care.

Applying only some of the minimum standards below in isolation is not supported by the evidence.
Therefore, all minimum standards must be adhered to, to optimise the role of the NAR in intensive
care. These standards are to be used in conjunction with the standards set out in Chapter 2.3

Registered Nurse Staffing.

MINIMUM STANDARDS

1. NARs must work within their scope of practice as defined by the Nursing and Midwifery Council2.

2. NARs provide an assistive function and must not be responsible for planning, evaluating or
leading cares.

3. NARs must not be used to replace RN roles (including registered and unregistered nursing
assistive roles) and only support RNs to deliver direct care243,

4. No more than 10% of the intensive care nursing workforce must be non-registered Health Care
Support staff (including NARs) as a proportion of direct care nursing staff?.

5. NAR supervision must be provided by the supernumerary Enhanced Intensive Care RNs in units
with greater than 10 beds; in units with less than 10 beds this will need to be agreed locally.

6. NARs must complete the National Critical Care Nursing Associate Competences.

7. All staff performing assistive nursing roles must receive appropriate training and undergo
competence assessments?,

8. The supernumerary period for an NAR commencing employment in intensive care must be a

minimum of three months.

BACKGROUND AND EXPLANATION

In 2015, a Health Education England commissioned report Raising the bar: Shape of Caring;

recommended that a new role was created to bridge the gap between health care support
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workers and RNs!0. This resulted in the creation of the NAR role. The first NARs were registered by the
NMC in 2019. This role was infended to enable wards / units to “grow their own" and provide an
alternative route into the nursing profession. The NAR role is an assistive role to support RNs in care
delivery and is not a substitute for the RN workforce>. NARs work as part of the multidisciplinary team

to augment care delivery by RNs. Table 1 highlights the main differences between the role of the

NAR and the role of the RN,

Nursing associate

Be an accountable professional
Promoting health and preventing ill health
Provide and care

Working in teams

Improving safety and quality of care

integrated care

- Registered nurse

Provide and ev

: and working in teams

Nursing &
Midwifery
Council

: Be an accountable professional

Promoting health and preventing ill health

te care

Improving safety and quality of care

ting care

NARs are registered by the NMC following completion of a two-year foundation degree. The NMC
provides the framework and standards to which NARs are required to comply. These standards have
six platforms of proficiency as opposed to seven standards for RNs'23, Whilst RNs can plan, provide
and evaluate care, the NAR role is to provide and monitor care. The responsibility and overall

accountability for assessing, planning, and evaluating care always rests with the RN1.23,

Care delivery within the intensive care environment is highly complex and requires dynamic risk
assessment. RN supervision is essential fo ensure that NARs work within their scope of practice.
Provision of this supervision cannotf impact on the care of intfensive care patients and recommended
intensive care RN:patient ratios has to be maintained 7. There is significant evidence that degree
level RNs are associated with a positive effect on a range of patient outcomes 12. Similarly, low RN
staffing levels have been linked to increased omissions in cares. Therefore, there needs to be careful
consideration of the ratio of NARs to RNs on each shift. Best Practice Guidelines and Critical Care
Nursing Associate competences have been developed o assist NARs in intensive care to work within
their defined scope of practice 1415, Careful consideration in the allocation of patients is also

required by the intensive care shift coordinator.
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Additional research is needed to determine the impact of the NAR role within intensive care on

patient outcomes. Understanding the differences in scope of practice and the impact that this has

on the professional boundaries between NARs and RNs working in intensive care is also needed 9.
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2.5 Advanced Critical Care Practitioners

Authors: Carole Boulanger, Kate Mayes & Brigitta Fazzini

INTRODUCTION

The Advanced Critical Care Practitioner (ACCP) is now a well-established part of many intensive
care multi-professional feams in the UK. ACCPs provide advanced clinical care for patients during
their intensive care admission. They are experienced registered healthcare professionals with
previous intensive care experience, trained to Masters level, and have developed their skills and
theoretical knowledge to a very high standard. They are empowered to make advanced
clinical decisions to ensure that patients receive timely, personal and effective care. In many
ICUs in the UK, ACCPs fulfil roles in the resident medical rota.

ACCPs retain their base professional regulator [NMC/HCPC] and are trained to FICM ACCP
membership standards. They work at an advanced level encompassing the four key pillars of

advanced practice clinical, education, research and leadership!.

MINIMUM STANDARDS

1. ACCPs must act within the formal code of conduct of their present statutory regulator,
acknowledging any limitations in their knowledge and skills.

2. ACCPs must work to an agreed scope of practice with clearly defined standard operating
procedures and local governance arrangements.

3. ICUs employing ACCPs must ensure the ACCP standard operating procedures are regularly
reviewed as part of the unit's governance arrangements.

4. As part of fraining and ongoing professional development, ACCPs must develop a high level of
clinical judgment and decision-making, evidenced by adherence to and meeting the capability
portfolio requirements of FICM ACCP curriculum 20232.

5. ICUs who employ or train ACCPs must have an ICM Consultant Lead for ACCPs.

6. Trainee ACCPs must practice for two-years in a completely supernumerary capacity within the
required structure of the FICM ACCP Curriculum and with the appropriate level of supervision.2

7. ACCPs must meet the requirements of their base professional regulator.

8. Confinuing professional development (CPD/appraisal) for ACCPs must be carried out on an
annual basis according to FICM CPD/appraisal guidance and which meets revalidation

requirements of their base professional regulators.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE
Professional Recognition and Management

1. ACCPs should gain FICM ACCP Membership as their specialty credential.
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2. ACCP line management should be a fripartite arrangement between the ICM Consultant Lead
for ACCPs, clinical supervisor and the professional lead from the ACCPs base profession (or Lead
ACCP where in post).

3. ICUs employing or training ACCPs should ensure favourable working conditions in line with the

FICM Sustainable Career Pathway to help to retain senior ACCPs3 4.
Scope of Practice

4. ACCPs should work autonomously within their scope of practice within a multi-professional feam
led by an ICM Consultant to deliver care to critically ill patients.
5. ACCPs should be non-medical prescribers whilst working autonomously within scope of practice

within statutory limitations.
Training

6. Employing units should aim to train and/or appoint those practitioners eligible for, or holding,
FICM ACCP membership to ensure they practice at a national standard of knowledge base and
minimum skillset in meeting the FICM ACCP Curriculum capabilities.

7. ACCPs should have dedicated supporting professional activity (SPA) time alongside clinical
commitments recognised within their job plan (i.e. 80/20 split) to meet the requirements of the
other pillars of advanced practice.

8. ACCPs should be supported, where appropriate, to progress towards completing appropriate
FICM Optional Skill Frameworks (OSFs)>.

BACKGROUND AND EXPLANATION

Since the role’s inception in 2008, the number of ACCPs holding FICM membership has increased.
ACCPs contribute to the delivery of intensive care services with appropriate intensive care
consultant oversight and work within clear local governance and scope of practice. Since the
original FICM ACCP curriculum (2023), the national landscape around advanced practice has
altered significantly. ACCPs come under the umbrella of the Centre for Advanced Practice (NHSE)
with equivalence across the four nations. All ACCPs are experienced healthcare professions holding

significant intfensive care experience and professional regulation.

ACCPs provide the ICU with a consistent point of contact for the multidisciplinary tfeam and support
effective inter-professional communication. ACCPs work collaboratively through intensive care
caseload and facilitate educational opportunities by their contribution to the service needs of the
ICU resident rotas. The ACCP role model also offers a career structure and the opportunity to retain
senior and experienced nurses and Allied Health Professionals by remaining clinical while diversifying

their profile and skills in education, research, and leadership.

ACCPs work as part of the multidisciplinary tfeam to meet the needs of critically ill patients coupled

with increasing demands on intensive care services, supporting intensive care consultants and
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resident doctors. With local agreement, an ACCP with remote supervision from an ICM consultant
can provide onsite 24/7 immediate intensive care resident cover for units. ACCPs contribute to
essential unit activities such as governance, education, research, quality improvement projects,
policy and guidelines. The FICM ACCP FAQs provides clear guidance on the role in clinical

practice.®8 The career pathway for ACCPs offers Optional Skills Frameworks 7 for extended skills

based on local service need. When considering expanding ACCP scope of practice, a local impact

assessment on medical and other professional fraining opportunities, can ensure effective

consideration of all training and service needs within the department.

Dedicated supporting professional activity (SPA) fime is needed alongside clinical commitments

within an ACCP job plan, in an 80/20 split. This will additionally require associated study or

professional leave to maintain continual professional development (in addition to SPA time) and an

associated study budget.
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2.6 Pharmacy Team

Authors: Fraser Hanks & Mark Borthwick with contributions from FICM Pharmacist

Committee, Intensive Care Society Professional Advisory Group (PAG), and devolved

health administration intensive care pharmacy leaders.

INTRODUCTION

Pharmacy teams include pharmacists, pharmacy technicians, and pharmacy assistants, and are

essential ICU team members!. Integratfion of pharmacists info the ICU tfeam reduces patient

mortality, ICU length of stay, and adverse drug events, while reducing costs28, particularly through

ward round attendance?. ICU pharmacists and pharmacy technicians deliver patient-centred

medicines optimisation, including medicines reconciliation, and medication review!.

Pharmacy teams deliver additional professional support activities such as guideline development

and implementation, clinical incident investigation, education, research and audit delivery. They

ensure compliance with mandated medicines management standards?, timely medicines supply,

financial reporting and commissioner reimbursement.

MINIMUM STANDARDS

1.

2
3.
4
5

There must be a designated infensive care pharmacist(s) for every ICU.

Intensive care pharmacist(s) must be available five days a week.

There must be a minimum 0.14 WTE pharmacist for every intensive care bed10-11.

Clinical pharmacy services to intensive care must be available seven days a week.

Intensive care pharmacist(s) must attend daily multi-professional ward rounds on weekdays
(excluding public holidays).

The most senior pharmacist(s) within a healthcare organisation who works on a daily basis with
critically ill patients must be able to demonstrate advanced level intensive care pharmacist
practice.

Ofther clinical pharmacists who provide a service to intensive care areas must have the minimum
competencies to allow them to do so.

Other clinical pharmacists who provide a service fo intensive care must have access fo an

advanced or consultant level intensive care pharmacist for advice and referrals.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1.
2.

There should be intensive care pharmacist(s) available seven days a week.
Intensive care pharmacists should undergo an independent, recognised process to verify

competence level.
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3. Senior specialist intensive care pharmacist support should be provided within the organisation
but may be supplemented from expertise from across an intensive care network or on a regional
basis.

4. Peer-to-peer practitioner visit(s) should occur atf least once a year to ensure tfraining issues are
identified and to help maintain the competence of small teams and sole workers.

5. Where a team of infensive care pharmacists is in place, there should be a structured range of
expertise, from foundation to consultant level.

6. Job plans for senior permanent staff members should be in place to ensure appropriate
prioritisation across all pillars of practice.

7. There should be sufficient patient-facing pharmacy technical staff and pharmacy assistants to

support medicines management and supply activities.

BACKGROUND AND EXPLANATION

Complex, dynamic and personalised medication plans are essential to account for the rapid
pharmacodynamic and pharmacokinetic changes that occur during critical iliness. Intensive care
pharmacy teams optimise medication use, manage high risk medication in a high-pressured clinical
environment, using evidence-informed decision making. ICU pharmacists in the ICU multi-
professional team encourage professional collaboration, improve clinical outcomes, and reduce
costsz8, The PROTECTED-UK study clearly shows proactive pharmacist medication reviews result in
medicines optimisation or error correction for every one in six prescribed medicines 12. Where
weekend services were provided, the contribution rate was double that of weekdays 13,
Experienced/specialist pharmacists made conftributions with higher clinical impact than more junior
feam members 12. Addifionally, national guidelines direct medicines reconciliation to occur within 24

hours of hospital admission or when patients move clinical setting 14-15.

Smaller pharmacy teams are particularly vulnerable to the competing demands of the wider
pharmacy department. Intensive care pharmacists may have addifional non-ICU duties, these roles
need to be clear in job planning. Non-ICU duties do not count towards the ICU WTE figure. Service
continuity uplifts ensure the intensive care pharmacy service remains viable, regardless of the size of
ICU.

The pharmacy core advanced curriculum 16, specialist intensive care pharmacy curriculum'’, and
credentialing program provides an independent method for assessing pharmacist competency at
advanced or consultant level '8, Credentialling of consultant level practitioners is mandatory,
though to date advanced level credentialing is voluntary. It remains the responsibility of chief
pharmacists (or equivalent) to ensure pharmacists are competent for their role. Peer-to-peer
practitioner visit can identify fraining issues and to help maintain the competence of small teams
and sole workers. This supports General Pharmaceutical Council (GPhC) revalidation, and

Pharmaceutical Society of Northern Ireland (PSNI) confinuing professional development.
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Pharmacy technicians and assistants add resilience to medicines management processes, releasing

clinical pharmacist and nursing time for medicines optimisation and direct patient care!. Pharmacy

technicians and assistants provide medicines reconciliation, medicines management, financial

reporting, reimbursement and audit. It is suggested that roles for these staff groups be developed

widely in line with workforce strategies!.
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2.7 Physiotherapists

Authors: Gareth Cornell, Clair Martin & Paul Twose

INTRODUCTION

Physiotherapy remains an integral component in the multidisciplinary management of critically ill
patients admitted to intensive care, considering both respiratory management and early

rehabilitation.

The role of physiotherapy and physiotherapy services continue to adapt and innovate to meet the
needs of the patients and their families. The importance of personalised, patient centred care
remains paramount, and is demonstrated through utilisation of increasingly advanced diagnostic
and interpretation skills to inform and adapt interventions (both respiratory and rehabilitation),
ensuring maximal value and benefit. There is also increasing awareness of the importance of
physiotherapy contribution both within and beyond intensive care to multiprofessional education,
governance, risk and assurance, quality improvement, and research, all with a focus on improving
pafient outcomes and experience. As such, standards and recommendations have been updated

based on key assumptions that previously have become business-as-usual.

MINIMUM STANDARDS

1. ICUs must have access to a physiotherapist covering all aspects of intensive care (including
respiratory, rehabilitation and recovery) five days per week!2,

2. There must be emergency access to 24-hour respiratory physiotherapy.

3. The physiotherapy service in each ICU must have operational policies detailing core standards
and a framework for effective management of safety, risk and quality.

4. AllICUs must have a recognised lead physiotherapist with at least an enhanced level of practice
accountable for safety, quality, governance, training, and mentorship.

5. A workforce development plan must be in place which encompasses all registered and non-
registered physiotherapists working within intensive care.

6. Physiotherapy staff must have support to meet the requirements of their role and meet
professional and regulatory CPD requirements.

7. Intensive care physiotherapists must utilise the ICS AHP capability framework, to frack and guide
professional development, working within the four pillars of practices.

8. Physiotherapists must be involved with non-direct patient facing roles within the ICU service
delivery including, fraining and any relevant clinical guideline development, clinical
governance and morbidity and mortality meetings.

9. Physiotherapy staff must attend ICU patient care MDT meetings.
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RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. There should be a minimum of 0.25 WTE physiotherapist per ICU bed.

2. Physiotherapy services should provide assessment and intervention for patients requiring
rehabilitation and recovery seven-days per week.

3. The physiotherapy intervention(s) as part of the patients individualised rehabilitation plan, should
be matched to the acuity, dependency and complexity of the patient, considering the patients
clinical needs and tolerance to interventions.

4. For organisatfions with multiple ICUs and/or who provide regional specialist services or are a
designated major trauma centre, the organisation should have a recognised consultant or
advanced-level physiotherapist across intensive care services.

5. Physiotherapy services, either independently or in conjunction with other nursing and AHP
services, should take proactive steps to maximise the utilisation of rehabilitation/therapy support
workers and assistant practitioners across the intfensive care pathway, utilising apprenticeships,
and ofher training paths to support this.

6. Physiotherapy services, either independently or in conjunction with other medical, nursing and
AHP services, should create evidence-informed clinical guidelines and standard operatfing
procedures for common physiotherapy patient needs.

7. The lead physiotherapist, or appropriate deputy, should actively participate in all relevant local,
and where appropriate regional (e.g. ODN), intensive care leadership forums and structures.

8. Physiotherapy services should consider roles dedicated to supporting the training and

development of core ICU physiotherapists and those fulfilling emergency out of hours work#

BACKGROUND AND EXPLANATION

As an integral part of the intensive care multi-professional team, physiotherapists provide specialist
assessment and intervention as part of a holistic approach to patient care. Physiotherapy provision
has to appropriately align to the nature and demands of the local intensive care service/s as well as

local population needs, across the breadth of the intensive care pathway, including recovery.

Respiratory physiotherapy remains a major focus for both the spontaneously breathing and
mechanically ventilated patient. Whilst airway secretion clearance, optimisation of lung volumes,
ventilation and respiratory function remain core to practice?, physiotherapists are increasingly
involved in the development of ventilator and tracheostomy weaning plansé?. The availability of 24-

hour respiratory physiotherapy may occur through a range of service models and arrangements.

Recent literature continues to support the delivery of early mobilisation to prevent or reduce the
debilitating effects of critical iliness. This includes focus on duratfion and intensity of intervention4, as
well as innovative approaches to delivering rehabilitation services outside of usual working hours2,
Physiotherapists are increasingly involved in the provision of follow-up services for patients including

intensive care recovery clinics and post hospital rehabilitation programmes2. The physiotherapy
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intervention(s) as part of the patients individualised rehabilitation plan, should be matched to the
acuity, dependency and complexity of the patient, considering the patients clinical needs and
tolerance to interventions. This may include provision of rehabilitation services outside of traditional

working hours and should be evaluated for value and effectiveness.

Across the UK, significant variance exists with how physiotherapy services are structured and
provided to intensive care. Few ICUs meet existing recommendations for physiotherapists to Level 3
bed ratios, emphasising on-going challenges to how physiotherapy services are commissioned and
resourced¢s. The impact of non-compliance is yet to be determined although it could be a focus for
future research, and must consider multiple factors such as the acuity, complexity and diversity of

the patient case-mix, skill mix of the physiotherapy team and service structure.
Current workforce development plans are expected to include:

a. competency/capability frameworks which reflect relevant national competency and
professional development frameworks

b. an appropriate local fraining and development programme

c. supervisory and appraisal framework

d. job plans

e. annual fraining needs analysis.

Future research needs to consider ufilisation of therapy support workers or rehabilitation assistants to

aid in the development of staffing recommendations. There is clearer evidence to promote services

ensuring physiotherapy staff are appropriately job planned to have primary responsibility to intensive

care services. This has been shown to increase both clinical and non-clinical activity, including

involvement in strategic planning, governance, and researchs.

Whilst no national post-registration competency framework or curricula exists, the development of
the ICS physiotherapy pillar provides guidance on expected levels of practice from novice to
consultant level practitioner3. There are recognised structures, processes and resources in place that
support learning and development in the workplace and enable individuals to meet the
requirements of their role and meet professional and regulatory CPD requirements. This will be further
enhanced by the implementation of the Intensive Care Society AHPs in critical care capability

framework.
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2.8 Dietitians

Authors: Ella Terblanche & Danielle Bear

INTRODUCTION

The provision of nutrition support to patients on the ICU is complex with many requiring enteral

and/or parenteral nutrition to meet their nutritional needs’2. The risk of malnutrition in these patients is

high, independent of the route of nutrition (oral, enteral and/or parenteral), and the dietitian is best

placed to provide nutritional advice to the multi-professional team and patients in ICU on the

optimal way to manage nufritional needss34.

MINIMUM STANDARDS

1.
2.
3.

ICUs must have access to a dietitian five days a weeks:$.

If the intensive care dietitian is working alone, they must be at an enhanced level’.

Where more than one dietitian is required, there must be an identifiable lead dietitian at
enhanced or above level to ensure an appropriate range of expertise within the team and to
have overall responsibility for the service provision.

Intensive care dietitian(s) must ufilise the ICS AHP capability framework, to frack and guide
professional development, working within the four pillars of practices.

Intensive care dietitian(s) must attend ICU patient care MDT meetings

Intensive care dietitian(s) must have regular communication with the consultant where nutritional
goals, risks and plans are discussed?.

Intensive care dietitian(s) must lead on the development and implementation of any local
nuftrition support guideline(s) and protocolss.

Intensive care dietitian(s) must contribute to appropriate strategic meetings and clinical
governance activities, including leading regular nutrition-related audits and quality improvement
projects.

Intensive care dietitian(s) must provide a structured handover to a ward dietitian when patients
are discharged from the ICU, considering nutrition-related morbidity as per the NICE Quality
Standard'o.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

There should be a minimum of 0.1 WTE dietitian per intensive care bed.

Intensive care dietitian(s) should provide ongoing education and training for other healthcare
professionals.

Intensive care diefitian(s) should consider gaining extended skills such as inserting feeding fubes,
using indirect calorimetry to determine energy expenditure and/or non-medical supplementary

prescribing.
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4. Intensive care diefitian(s) should participate in any nutrition related research activity.
5. Intensive care dietitian(s) should be a member of the national Critical Care Specialist Group of

the British Dietetic Association.

BACKGROUND AND EXPLANATION

Malnutrition leads to poor outcomes in the critically ill'T, highlighting the need for a dietitian to be a
core part of the multi-professional feams3- International guidelines recommend an individualised
nutritional strategy after the first few days in ICU! with dietitians personalising nutrition in partnership
with clinicians, patients and carers2. Additionally, diefitians ensure ongoing monitoring, develop and
implement nutrition guidelines, contribute to education and may also undertake extended roles
such as inserting feeding tubes4. Given the expertise and complex decision-making skills required for

the safe nuftritional care of critically ill patients, any dietitian leading care or working alone must

.. . - 7.8
have enhanced clinical practice capabilities.

Evidence suggests that having a dietitian as part of the ICU multi-professional team rather than
relying solely on feeding protocol has multiple patient benefits including earlier initiation of enteral
feeding, increased nutrition delivery, and reduced use of inappropriate parenteral nutrition12-14,
Dietitian designed and implemented protocols lead to a reduction in constipation, diarrhoea and

Clostridium difficile infections!s.

Extended roles are becoming more common with clear benefits including minimising enteral feeding
delays and avoiding x-rays, endoscopy referrals and parenteral nutrition; providing overall cost
savings's, when dietitians insert enteral feeding tubes; avoidance of over and underfeeding with
indirect calorimeftry!2 and efficient and timely prescribing of parenteral nutrition, vitamins and
minerals, and pancreatic enzyme therapy with non-medical supplementary prescribing 17, potentially

leading to fewer medication errors.

Patients frequently experience nutrition-related morbidity on discharge from the ICU such as

malnufrition, changes in eating patterns, poor or excessive appetite and dysphagia 8. NICE cG83’
states that nutrition goals are set with the patient. In addition, a structured handover must be provided
on discharge from ICU to the ward in line with the NICE quality standard for rehabilitation after

critical illness0.
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2.9 Speech and Language Therapists

Authors: Sarah Wallace OBE & Susan McGowan

INTRODUCTION

Patients in intensive care frequently have difficulties with communication, swallowing and weaning 4.
Timely access to Speech and Language Therapy (SLT) promotes humanisafion of care, patient welHbeing, and
functionalrecovery 54, Early SLT infervention supports communication, voice restoration and swallowing
rehabilitation47:8. Assessment and management of dysphagia, including using instfrumental tools such
as FEES (Fibreoptic Endoscopic Evaluation of Swallowing) identifies laryngeal dysfunction, guides
timing of safe oral intake, and informs ventilator and tracheostomy weaning plans #.103.4.2 SLT input
prevents nutritional and respiratory complications from undiagnosed dysphagial!-1? and adverse

psychological effects associated with an inability fo communicates.

MINIMUM STANDARDS

1. ICUs must have access to an SLT five days a week?8-10,

2. All patients with a tracheostomy must be referred to SLT at the point of sedation hold for
assessment of communication and swallowing needss 10,

3. SLTs must have the competency and capability to assess, manage and freat complex
dysphagia and communication impairments in the ICU environment?.10.13-15,

4. SLTs must track and guide professional development using the ICS capability framework, clinical
pillar, and the RCSLT competency documentsi3-1s,

5. FEES must be available for SLTs to use in ICU for the assessment and management of laryngeal
dysfunction and dysphagiq8-10.13-15.3.4,

6. SLTs must provide communication and swallowing goals for the rehabilitation prescription and
medical handover at step-down?.10.12,14-16

7. SLTs must attend ICU patient care MDT meetingsé8-10.12,

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. There should be a minimum of 0.1 WTE SLT per ICU bed.

2. SLTs should advise staff, patients and patients’ family/friends on communication strategies and
aids to facilitate effective communication457-10.14.17.19,

3. SLTs should contribute to fracheostomy or non-invasive ventilation weaning plans46.8:10.14.15,

4. SLTs should provide education to the tfeam on ICU specific manifestations of communication
disorder and dysphagia and the impact these have on weaning!34.6.10.14,

5. SLTs should contribute to ICU ward rounds, fracheostomy teams, training, and any relevant

clinical guideline development, clinical governance and morbidity and mortality meetings.¢8-10.

12-14
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6. SLTs should participate in any relevant collaborative audit or research activity.10.13-15

BACKGROUND AND EXPLANATION

The presence and recognition of the contribution of SLTs in ICU has increased since the inception of
GPICS 48921316, The minimum recommended staffing level of 0.1 WTE SLT per intensive care bed care

reflects the contfinuing need to provide frequent intervention in line with the reported prevalence of

2,412,16
)

dysphagia (up to 93%)1-411.18 dysphonia (76% and other communication problems in patients

5717

with critical illness . ICUs with complex patient cohorts may require a much higher WTE.

Communication and swallowing difficulties arise due to underlying and presenting medical conditions
(e.g. COPD, sepsis, ARDS), concomitant conditions (e.g. neuromyopathy of the swallowing muscles)
or the presence of equipment/technologies used to support life (e.g. intubation, tracheostomy or
ventilation) 1418 Problems frequently persist as a part of Post Intensive Care Syndrome necessitating

ongoing SLT management and rehabilitation!s.

Early SLT assessment provides diagnostic and prognostic indicators of communication and
swallowing recovery, informs ventilator and fracheostomy weaning, and identifies targeted
therapy!47.1011.17.19 Prompt intervention also prevents the negative impact of dysphagia on nutrition
and respiration! 461819 S| T-led FEES detects laryngeal oedema, vocal fold immobility and glottic
insufficiency, and informs airway protection including the actual risks of aspiration, airway patency,

safe oral feeding, and voice 34,

SLTs promote early voice restoration 457.17 through Above Cuff Vocalisation 4717 and one-way valves
4717, and facilitate patient communication through low and high-tech communication aids47.?. SLT
Intervention mitigates anxiety, supports decision making, communication of choices and enables

participation in rehabilitation 46.7.9.19,

Working as an embedded member of the ICU multidisciplinary team improves outcomes, reduces
weaning times and length of stay and is upheld by natfional guidanceé82.11.19, SLTs are currently well
placed to collaboratively develop ICU services, actively identify and contribute to research and

audit and continue to develop innovative clinical interventions 10.14.17.19 .
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2.10 Occupational Therapy

Authors: James Bruce, Claire Rock & Samantha Eperson

INTRODUCTION

Occupational Therapy (OT) in the ICU involves the assessment and treatment of patients with acute

and critical ilinesses. It focuses on supporting patients fo engage in purposeful activity to improve

physical, cognitive and emotional function and helping them

Current guidelines recommend the OT role in supporting post intfensive care recovery including

managing the impact of impairments or disabilities to restore function and improve independence.

Rehabilitation should be multidisciplinary, supporting patients to achieve their individualised goals,

by maximising recovery of physical, cognitive and psychosocial functions to improve quality of life.!

MINIMUM STANDARDS

1.
2.

ICUs must have access to an OT 5 days a week?2.

All OTs working in ICU must utilise the AHP Critical Care Capability Framework, to frack and guide
professional development, working within the four pillars of practice.3

There must be a designated lead OT working af an enhanced level (or above), accountable for
ICU service provision, workforce and professional development.

OTs must complete a needs-based assessment using holistic measures of health and disability
including activities of daily living in ICU.

OTs must be able to assess and confribute to non- pharmacological treatment options for
patients who present with delirium in line with the P.A.D.L.S. guidelines (pain, agitation, delirium,
immobility and sleep).4 5

OTs must have time in their job plan to attend ICU patient care MDT meetings.

OTs must be involved with non-direct patient facing roles within the ICU service delivery including
training, relevant clinical guideline development, clinical governance and morbidity and

mortality meetings.é

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

Ea

o

There should be a minimum of 0.15 WTE OT per ICU bed.478

The OT service should aim to deliver a seven-day service for intensive care patients.

OTs should be involved in post intensive care unif recovery services.?

The lead OT should be responsible for supporting learning opportunities, fraining and clinical
supervision for junior staff providing OT services in intensive care.

OTs should be involved in research and development.

OTs should be linked with local and national critical care networks.
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BACKGROUND AND EXPLANATION

In the UK 59.1% of ICUs have provision of OT and 36.5% have ICU ring-fenced OT provision ¢. OT can
reduce sedation use, potentially decrease delirium, support renabilitation, and potentially decrease
intensive care and hospital lengths of stay however, business cases are declined year after year 10,
Poor understanding of the role and benefits of OT can lead to underutilisation and detfriment to

patients’.

OT specific roles include assessment of function; mood and engagement; early discharge planning;
rehabilitation maintenance of joint range; seating assessments; sensory assessments; occupation
assessment and intervention for mental health needs; assessment of cognition and delirium

management 11,

The effectiveness of OT for managing delirium in non-mechanically venfilated patients was shown in
a RCT by the infroduction of daily 40-minute sessions twice a day with significant improvements in

delirium presentation and cognifive ability4.

A paper published in 2023 highlighted that physical and occupational therapy can benefit patients
in the ICU, improving their mobility, independence with self-care, and decreasing their length of

stay. 30 minutes of therapy is adequate for benefits of function in the ICU population .

Non-direct roles suggest only half of the ring-fenced staff attended multidisciplinary ward rounds;
11% engaged in research; and 10% were involved in business processes regarding their unit
management. The OT exposure was the lowest of the four disciplines examined (compared fo

Physiotherapy, Dietetics and Speech and Language Therapy)s.

The ICS AHP Ciritical Care Capability Framework will guide and support the development of the four
professional pillars of practice, across six levels of practice, giving OTs a clearly defined career
pathway within this specialty3. More research around the ICU OT role is greatly required to support

the role development.
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2.11 Practitioner Psychologists
Authors: Dorothy Wade, David Howell & Julie Highfield

INTRODUCTION

The psychological impact of critical iliness may be severe, with 40-60% of patients experiencing
distress and 50-80% developing delirium during their admission to an ICU2. Around 50% also experience
psychological difficulties including anxiety, depression or post-traumatic stress after hospital

discharges.

The core role of practitioner psychologists (clinical, health or counselling psychologists registered with
the Health and Care Professions Council) is to promote the psychological health of critically ill patients

during their ICU admission and subsequent recovery period.

Our standards and recommendations are drawn from NICE clinical guideline CG834 and quality
standard QS158% on rehabilitation after critical illness in adults; and Guidance for the integration of

practitioner psychologists in intensive care from the Intensive Care Societys.

MINIMUM STANDARDS

1. ICUs must have access to practitioner psychologists.

2. Where integrated practitioner psychologists are present, they must be embedded within
intensive care multidisciplinary teams to address the psychological health needs of patients and
their families/loved onesé.

3. Where integrated practitioner psychologists are present the most senior practitioner psychologist
must be part of the intensive care leadership team, to advise on systemic issues influencing staff
well-being.

4. All patients in ICU must be screened for psychological distresss.

5. Patients with psychological distress in ICU must be triaged to receive psychological interventions

as appropriate.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

Staffing

1. There should be a minimum of 0.1 WTE practitioner psychologist per intensive care beds.

2. Practitioner psychologists should be integrated info the ICU.

3. A small fo medium sized unit (up to 20 beds) should be led by a grade 8b practitioner
psychologist.

4. For larger units (more than 20 beds), or those with multiple sites, an 8c consultant psychologist

should lead, with support from qualified psychologists at lower bands (7-8b)
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Screening/assessment

5. Patients should receive assessments for psychological difficulties throughout the critical care
pathway as specified by NICE QS 158 (5) and ideally delivered or supervised by qualified

practitioner psychologists.
Interventions in the ICU

6. Practitioner psychologists should provide evidence-based interventions for patients who have
been assessed as at-risk of psychological morbidity (see background for more detail).

7. Practitioner psychologists should also work indirectly, by offering advice and consultation to
other ICU staff about psychological issues that arise in these colleagues’ clinical work.

8. Practitioner psychologists should offer short term family support with a view to supporting decision
making and signposting families to appropriate psychological services in the community.

9. Practitioner psychologists should be involved in education, research and QI projects to improve

psychological understanding and care in the ICU.
Post-ICU interventions

10. ICU practitioner psychologists should contribute to post ICU rehabilitation and recovery services.

BACKGROUND AND EXPLANATION

The value of the practitioner psychologist role in ICU has received increased recognition and been
further developed since the first version of GPICS?. With the rapid incorporation of practitioner
psychologists info ICUs in the UK, the Intensive Care Society produced guidelines to support their
integration ¢. This revised GPICS chapter aligns with those guidelines, which were also endorsed by
the British Psychological Society. NICE guidelines on deliriums, patient experience in hospital’, anxiety,
depression and post-fraumatic stress disorder 19 underpin the development and provision of

psychological assessments and interventions for ICU patients.

Regarding assessment in the ICU, validated measures such as the Intensive Care Psychological
Assessment Tool'!) or PICUPS tool 12 are recommended. ICU psychologists can support
psychologically informed management of delirium, and provide direct psychological interventions
to patients for distress, early frauma, low mood or anxiety. They aim to help patients to cope with

illness and ICU admission.

The Faculty for Intensive Care Medicine's report on Life after Critical lliness 13 also emphasises the
need to integrate practitioner psychologists into post-intensive care settings. The post-ICU
psychology role includes producing information resources; participating in follow-up reviews for
patients and families; providing evidence-based therapies for difficulties such as anxiety, depression,
post-traumatic stress or cognitive impairment; and/or making onward referrals to other specialist

services.
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Our new standards and recommendations assert the need for sustainable ICU psychologist roles,

and for assessments and interventions for patients to be recognised as the key priority of practitioner

psychologists embedded in multidisciplinary ICU teams.
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2.12 Healthcare Scientists Specialising in Intensive
Care

Authors: Stefanie Curry, Michal Pruski, Antonio Rubino & Dave Edwards

INTRODUCTION

The healthcare science workforce is at the forefront of the NHS1. Critical Care Scientists/Technologists
(CCS) have specialist knowledge of scientific and technical principles, with application to advanced
physiological monitoring and direct patient care within the intensive care sefting. As part of a multi-
professional team delivering care to critically ill patients, CCSs work to support advanced clinical
practice, development of clinical services and adopftion of new technologies in response to
scientific research and innovations1. In this way, CCSs deliver the commitments of the NHS

Constitution and support service improvement to ensure a sustainable NHS.

MINIMUM STANDARDS

1. Critical Care Scientists must comply with the professional standards of behaviour and practice
set out in Good Scientific Practice (GSP)1.

2. Critical Care Scientists responsible for management of medical devices and point of care
diagnostic services must comply with the standards set by the Medicines and Healthcare
Products Regulatory Agency (MHRA)2 and the International Organisation for Standardisation
(ISO) standard (22870:2016)3.

3. Critical Care Scientists voluntarily registered with the Health and Care Professions Council (HCPC)
must meet the Standard of Proficiency4 and comply with the Standards of Conduct,
Performance and Ethics?.

4. ICUs receiving trainee healthcare scientists for tfraining in infensive care must comply with the

requirements for training set for them by the National School of Healthcare Scientist (NSHCS)e.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Ciritical Care Scientists should successfully complete an approved fraining programme, either via
accredited specialist fraining or as part of the Scientist Training Program (STP) commissioned by
the National School of Healthcare Science (NSHCS).

2. Crifical Care Scientfists should be registered with the HCPC.

3. Critical Care Scientists should work collaboratively to be a dynamic member of the
multidisciplinary team.

4. Critical Care Scientists should provide advice to medical, nursing, and wider multidisciplinary
team about the safe and effective use of medical devices used within the intensive care
environment

5. Critical Care Scientists should develop and support research activities.,
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6. Cirifical Care Scientists should provide effective management and support for medical devices,
including advising on optimal clinical settings and troubleshooting, resulting in focused, efficient,
and high-quality care.

Critical Care Scientists should confribute to the educational needs of the multidisciplinary team

8. Critical Care Scientists should demonstrate flexibility and adaptability to work across diverse
pathways of patient care and clinical services that are both routine and highly specialised.

9. Critical Care Scientists should work safely and effectively within their scope of practice and
ensure they do not practise in areas where they are not proficient.

10. As part of the multidisciplinary team, Critical Care Scientists should contribute to the strategic
direction, planning and delivery of intensive care services.

11. Critical Care Scientists should engage with the Society of Critical Care Technologies (SCCT) as
their professional body to work in collaboration with the Academy for Healthcare Science and
the NSHCS.

BACKGROUND AND EXPLANATION

Healthcare scientists comprise approximately 5% of the total healthcare workforce across the NHS in
the United Kingdom, with more than 60,000 healthcare scientists employed in over 50 different
scientific specialismsé. In their specialist roles, healthcare scientists undertake complex scientific and
clinical roles, defining and choosing investigations, making key judgements about complex facts,
and providing specialist knowledge in clinical situations!. As a result, approximately 80% of alll
diagnoses across the NHS can be attributed to the work of healthcare scientistsé. The CCS workforce
was modernised as part of an initiative led by the NSHCS to plan for a future workforce with the right
skills and behaviours to deliver high-quality patient care. This led to the establishment of the
Scientists’ Training Programme (STP) to ensure CCSs were educated and frained to meet the
challenges of modern healthcaresé. A structured clinical training programme and careful supervision
ensure trainees and qualified CCSs never work outside of their competencies and are always

consistent with patient safety.

The output from these master’s level STP and accredited specialist tfraining programmes are

relevantly trained CCSs who can work across traditional professional demarcations, with flexible skills

and the ability to adapt and innovate®. Good Scientific Practice sets out the principles, values and the
standards of behaviour and practise for the whole healthcare science workforce, which has
demonstrated a high calibre of work and has a positive impact in raising standards and enhancing
the quality of patient care. To ensure that quality is placed at the centre of healthcare science
delivery, CCSs play a central role in safe and effective patient care by ensuring information
dissemination and by ensuring innovative scientific and technological advances are translated into
models of infegrated care for improved patient outcomes. Working directly with the medical,

nursing and allied health professionals in intensive care, the CCS can enhance delivery of highly
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technical patient care. This benefit is most apparent when the CCS can apply specialist knowledge
of technology and scientific processes to directly support the intensive care team. In this way, the
CCS facilitates effective diagnosis, therapy, monitoring, rehabilitation, and risk management. To help
meet the standards of the Care Quality Commission” and to ensure healthcare organisations comply
with the Medical Devices Regulation2, CCSs can help optimise cost, risk, and performance of
medical devices by addressing strategies for appropriate use of medical devices and development

of local policy.

As a qualified, permanent position on the ICU, the role of the CCS represents a highly skilled member

of the multidisciplinary intensive care team.
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2.13 Support Staff

Authors: Ana Coelho & Marghanita Jenkins

INTRODUCTION

Support staff are a vital part of the multidisciplinary intensive care team. In addition to registered

medical, nursing and allied health professionals, ICUs are reliant upon a range of support staff whose

roles are vital to the provision of high-quality care. and form an essential part of the multidisciplinary

team.

Within this section, these key roles will be identified, and standards established, acknowledging that

due to the wide variation in roles and qualifications the evidence is not strong for this group of staff.

“Support staff’ include healthcare support workers (healthcare assistants), unregistered nurses,

housekeepers/domestics/cleaners, ward clerks (receptionists), data clerks/analysts, secretarial and

administrative staff.

MINIMUM STANDARDS

1.
2.
3.

All support staff must have clearly identifiable roles with specific competencies.

All support staff must have a period of induction and supernumerary status.

All support staff must be appropriately frained, competent, and familiar with the use of
equipment!.

All support staff must be included within the intensive care team and be updated on key unit
issues and developments2,

Support staff roles must be clearly identifiable to colleagues, patients, and visitors to the
department, either by uniform and/or name badges.

Intensive care areas must develop healthcare support worker roles to assist registered nurses in
delivering direct patient care and in maintaining patient safety3.

Healthcare support workers must complete the Care Certificate, the CC3N HCSW competencies
and adhere to the Code of Conduct for healthcare support workers45.

Administrative roles must be developed to ensure all clinical staff are free to give direct patient
care and supported with essential data collections.

Each intensive care area must have sufficient staff responsible for the cleanliness of the

environment.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1.

2.

All staff should be encouraged to attend further training and/or education to support their
development.

Each intensive care area should have healthcare support workers 24/7 to assist nursing staff in
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delivery of direct patient care.

3. Eachintensive care area should have ward clerk/receptionist cover seven days per week.

4. Eachintensive care area should have a dedicated housekeeper/cleaner seven days per week.

5. The training available for the dedicated team should comply with the gold standard star rating
offering the ability to be flexible with all the nuances required in ICU.

6. The core housekeeper/cleaner team should be comprised of a minimum of two members for
every 12 1CU beds over a 12-hour period.

7. Eachintensive care area should have a data clerk or dedicated fime allotted to a suitable
member of staff for data entry fo a nationally recognised audit casemix programme and
responsibility for the validation of these data.¢

8. Eachintensive care area should have access to a designated suitable TRIM (Trauma Risk
Management) practitioner to support when required.

9. Eachintensive care area should have a designated medical equipment technician allocated to
support overseeing and maintenance/contracts and sourcing/procurement of specialist devices

and safety of equipment.

BACKGROUND AND EXPLANATION

The importance of support staff in the provision of good intensive care is fundamental to deliver
good all-round patient care. Support staff enable those with the expertise in intensive care to
efficiently offer the care they have been frained to implement, while developing roles in a complex
environment that supports patient safety at all levels. Support staff offer a great number of essential
confributions which include assistance with personal hygiene and the moving and handling of
patients, stocking up of bedside consumables/equipment and cleaning of bed areas, all of
which provide an excellent resource for registered staff and support for patients. In addition, alll
support staff play an important role in communicating with patients and relatives, ensuring

comfort measures and relieving anxiety.

ICUs may achieve the standards within these guidelines with development of a variety of roles,
depending on unit size. The Intensive Care National Audit and Research Centre (ICNARC) ‘advise
that a unit with approximately 600 admissions a year need one full-time member of staff (or
equivalent) to keep up with the demands of validation within the prescribed timescales for active

participation’s.

Training of such staff is important, with competency assessments and individual performance review
embedded in the unit philosophy!2345, To sustain this workforce, units might consider appropriate
progression pathways. Encouraging staff to attend further training and/or education would support
their development, including the pathways to develop through the NHS bands for example Health

Care Support Worker>Nursing Associate>Senior Nursing Associate>Registered Nurse.
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Training programs for Band 4 roles are developing within intensive care nursing with the current

guidance on the CC3N Best Practice Guidelines for Registered Nursing Associates in Critical Care

published by the Critical Care Nurse Networks National Nurse Leads. Despite being a role in its
infancy, they are increasingly involved with delivery of care under indirect supervision of registered

nursing staff (see Chapter 2.4 on Registered Nursing Associate Staffing for more information).

Medical equipment technicians aid in education, fraining/training logs for all the equipment used in
the intensive care setting. This role could also be involved in the stock levels and consumables
coming through the supply chain, highlighting any blocks to supply that may impact patient

safety/human factors at local and if needed organization development network
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2.14 Induction, Return to Work and Exit

Authors: Sarah Marsh & Julie Platten

INTRODUCTION

ICUs are staffed by a diverse multidisciplinary team from different healthcare backgrounds. This
chapters refers to all staff working within intensive care and discusses induction, return to work and

exit from intensive care.

Induction is an important process to ensure that all staff feel welcome within the unit and that they
are supported to do their role. The induction provides intensive care staff with the skills, knowledge
and competencies they need as well as an understanding of the organisational and geographical

setting.

Intensive care staff, like any other healthcare group, may require fime away from work. The return-

to-work process forms an integral part of re-integration ensures staff are supported during this fime.

Exit refers to when staff permanently leave intensive care and can include reasons such as starting a
new post, finishing a rotation or at the end of a fixed-term contract. Retirement is its own special life-

event and is not covered here.

The processes of induction, return to work and exit are vital to ensuring a quality service as well as

improving retention and reducing attrition.

MINIMUM STANDARDS
Induction

1. Allnew members of staff must have an appropriate-to-role induction led by relevant members of
staff.1-3

2. Special consideration and adaptation of the induction programme must be given to those
members of staff new to intensive care.

3. Special consideration and adaptation of the induction programme must be given to those
members of staff from overseas for whom the NHS is a new environment, including a
supernumerary period where needed.

4. Allintensive care nursing staff new to intensive care, including nurses from overseas, must be
allocated a period of up to 12 weeks to enable achievement of basic specialist competencies.4

5. Where direct care is augmented using assistive and supportive staff (including registered and
unregistered nursing roles), appropriate induction must be provided by suitably trained intensive

care nursing staff using national competencies.s
Return to Work
6. There must be a policy in place to support staff returning to work after a period of absence.
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7.  Medical staff returning after three months or more, must have a personalised plan for their

supported return.s”
Exit

8. All staff when leaving infensive care must have the opportunity to feedback on their experience

of working in the ICU including opportunities for learning and development.8

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE
Induction

1. Feedback from participants in the induction process should be gathered to inform future

inductions.
Return to Work

2. Feedbackregarding the process from those returning to work should be gathered to inform

future processes.
Exit

3. A summary of frends gathered from the exit information should be reported to the ICU and

hospital senior leadership.

BACKGROUND AND EXPLANATION

Induction is an important process for staff members new to any ICU. It is an opportunity for the unit
fo welcome staff, help them to integrate info the unit and ensure that they have the knowledge and
skills to deliver a quality, safe service. The induction may take place over a number of days and use
a variety of methods to deliver the programmes including pre-induction material to review, web-
based learning packages and simulation. It is best practice for the new staff member and those
providing the induction to keep a record of the induction, and the contents of the induction
confinuously reviewed to ensure accuracy and relevance. It is important that relevant and

appropriate members of staff lead the induction.
High quality induction would cover topics such as:12

e Orientation to the physical layout of the ICU.

¢ Infroduction to key members of medical, nursing, allied professional and operational support
staff.

e Amrangements 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.

e Explanation and distribution of rostered work pattern, and their roles and responsibilities when
rostered to work both during the daytime and out of hours.

e Highlighting key departmental guidelines and how to access them.
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¢ Information on health and safety including fire safety, manual handling and infection conftrol.
e Assigning mentors for new staff within intensive care?2.

e Assigning an educational supervisor (and/or a clinical supervisor) for resident doctors, ACCPs

and where appropriate speciality doctors.”"
e Guidance on how to raise patient safety concerns.
e Guidance on how to raise issues of bullying and undermining.
e Signposting key learning and training opportunities available in the ICU, department and

wider local hospital.

Returning to work after a period of absence can be a stressful time. The reasons for taking time away
from work can vary from personal to professional matters including ill health, caring responsibilities
and professional development such as research. The length of absence may influence the speed of
return to practice. If able, the absence from work might be planned prior to leaving alongside the
plan for return, with attention given to changes in working hours, occupational health requirements
and additional fraining needs. Upon returning to work, a supernumerary period would ideally be
completed with regular check points to ensure progress is being made towards a safe return and a

date fo commence full duties agreed by both the returning member of staff and their supervisors.

Facilitating good induction and return to work processes can help to improve retention of staff but
inevitably there will be an attrition rate. ‘Exit interviews’ aim to limit the loss of knowledge by
capturing what staff know and have learned from their time spent in the organisation before they
leave. It is also an opportunity to identify significant problems or barriers they have previously
experienced in carrying out their work and can lead to a better understanding of challenges faced

by the workforce.8

REFERENCES

1. General Medical Council. Promoting excellence: standards for medical education and training; May 2017.
https://www.gmc-uk.org/-/media/documents/promoting-excellence-standards-for-medical-education-and-training-
2109_pdf-61939165.pdf

2. UKCCNA, Critical Care Nursing Workforce Optimisation Plan and Staffing Standards 2024.
https://www.cc3n.org.uk/uploads/9/8/4/2/98425184/ukccna_workforce_optimisation_plan_2024-2027.pdf

3. CC3N Best Practice Guidance for Registered Nursing Agency & Bank Staff Working in Adult Critical Care; 2022
https://www.cc3n.org.uk/uploads/9/8/4/2/98425184/cc3n_agency_and_bank_guldelines_version_2_final_june22.pdf

4. CC3N National Standards for Adult Critical Care Nurse Education V3; 2023
https://www.cc3n.org.uk/uploads/9/8/4/2/98425184/education_standards_final.pdf

5. Department of Health. The National Education and Competence Framework for Assistant Critical Care Practitioners. DoH;
2008. https://ficm.ac.uk/sites/ficm/files/documents/2021-
10/National%20Education%20%26%20Competence%20Framework%20for%20ACCPs.pdf

6. Academy of Medical Royal Colleges. Return to practice Guidance. April 2012. http://www.aomrc.org.uk/wp-
content/uploads/2017/06/Return_to_Practice_guidance_2017_Revison_0617-2.pdf (accessed Jan 25)

7. The Faculty of Intensive Care Medicine. Return to Work Guidance. 2020.

https://www.ficm.ac.uk/sites/ficm/files/documents/2021-10/icm_rtw_policy_final.pdf

GPICS V3 Consultation Draft | 103


https://www.gmc-uk.org/-/media/documents/promoting-excellence-standards-for-medical-education-and-training-2109_pdf-61939165.pdf
https://www.gmc-uk.org/-/media/documents/promoting-excellence-standards-for-medical-education-and-training-2109_pdf-61939165.pdf
https://www.cc3n.org.uk/uploads/9/8/4/2/98425184/ukccna_workforce_optimisation_plan_2024-2027.pdf
https://www.cc3n.org.uk/uploads/9/8/4/2/98425184/cc3n_agency_and_bank_guldelines_version_2_final_june22.pdf
https://www.cc3n.org.uk/uploads/9/8/4/2/98425184/education_standards_final.pdf
https://ficm.ac.uk/sites/ficm/files/documents/2021-10/National%20Education%20%26%20Competence%20Framework%20for%20ACCPs.pdf
https://ficm.ac.uk/sites/ficm/files/documents/2021-10/National%20Education%20%26%20Competence%20Framework%20for%20ACCPs.pdf
http://www.aomrc.org.uk/wp-%20content/uploads/2017/06/Return_to_Practice_guidance_2017_Revison_0617-2.pdf
http://www.aomrc.org.uk/wp-%20content/uploads/2017/06/Return_to_Practice_guidance_2017_Revison_0617-2.pdf
https://www.ficm.ac.uk/sites/ficm/files/documents/2021-10/icm_rtw_policy_final.pdf

3043
3044
3045
3046
3047
3048
3049
3050
3051

NHS Improvement. Exit Interviews Learning Handbook. 2015 https://www.england.nhs.uk/improvement-hub/wp-
content/uploads/sites/44/2015/08/learning-handbook-exit-interviews.pdf (accessed Jan 25)

A Reference Guide for Postgraduate Specialty Training in the UK: The Gold Guide Version GG7 31 January 2018,
Conference of Postgraduate Medical Deans https://www.copmed.org.uk/publications/gold-guide/gold-guide-7th-
edition

British Medical Association. A new charter for specialty and associate specialty (SAS) doctors in England. 2014

https://www.bma.org.uk/media/1057/bma-sas-charter-for-england-dec-2014.pdf

. The Faculty of Intensive Care Medicine. Sustainable careers for Advanced Critical Care Practitioners. January 2023.

https://www.ficm.ac.uk/sites/ficm/files/documents/2023-01/Sustainable %20ACCP%20Careers%20January%202023.pdf

GPICS V3 Consultation Draft | 104


https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2015/08/learning-handbook-exit-interviews.pdf
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2015/08/learning-handbook-exit-interviews.pdf
https://www.copmed.org.uk/publications/gold-guide/gold-guide-7th-edition
https://www.copmed.org.uk/publications/gold-guide/gold-guide-7th-edition
https://www.bma.org.uk/media/1057/bma-sas-charter-for-england-dec-2014.pdf
https://www.ficm.ac.uk/sites/ficm/files/documents/2023-01/Sustainable%20ACCP%20Careers%20January%202023.pdf

3052
3053
3054

3055

3056
3057
3058

3059
3060
3061
3062

3063

3064

3065
3066
3067
3068
3069
3070
3071
3072

3073

3074
3075
3076

3077

3078
3079
3080
3081
3082
3083

2.15 Continuing Professional Development, Education
and Training
Authors: Sarah Marsh & Julie Platten

INTRODUCTION

Access to and the provision of education and continuing professional development is essential for
clinical staff working within intensive care. Education and fraining ought to be considered a high

priority due to its infrinsic link with the delivery of safe and high-quality patient care.

The requirements for the provision of a suitable education environment for clinical staff working in
intensive care are defined in a number of publications from key organisations including the Service
Specification for Adult Critical Care!, the General Medical Council?, the Critical Care National
Network Nurse Leads (CC3N) 345 and the FICMs.

MINIMUM STANDARDS
Nursing

1. The ratio of Clinical Educator must equate to a minimum of 1 WTE (whole time equivalent) per 50
registered nurses and non-registered healthcare support workers (headcount).1.34

2. A minimum of 50% of registered intensive care nurses must be in possession of a post-registration
critical care award.3

3. All Clinical Shift Leaders must be working towards completion of CC3N STEP 4 Competencies and
hold a post-registration critical care award.3

4, Allregistered nurses working in infensive care must be working fowards completing the Steps

National Competency Framework for Adult Nurses in Critical Care (Step 1,2&3).345
Critical Care Outreach

5. Critical Care outreach, rapid response or equivalent team members must have achieved or be
working fowards the appropriate competencies in line with the Critical Care Outreach

Practitioner Framework.”
Medical Doctors, ACCPs

6. Allsenior doctors responsible for the educational supervision of doctors in fraining and ACCPs
must be developed, supported and appraised annually using the criteria recognised by the GMC for
this role.!8

7. There must be sufficient time allocated in the Educational Supervisor’s job plan to allow 0.25 PA
per doctor in training/resident doctors, 0.25 PA per ACCP in training and 0.125 PA per tfrained
ACCP. 970
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12.
13.

All doctors and ACCPs must have a bespoke personal development plan relevant and realistic
to their developmental needs.!0.11.12

All doctors and ACCPs must be given the time and opportunity to achieve the objectives within
the personal development plan as agreed with their educational/clinical supervisor or

appraiser.10.11.12

. There must be a regular medically led teaching programmes relevant to all medical doctors and

ACCPs.

. Time to aftend the medically led teaching programme must be protected, with attendance

mandatory for all those rostered to attend.
All intensive care fraining units must have an FICM-appointed Faculty Tutor.
Faculty Tutors must be given the same support and time to perform their role in terms of SPAs, as

other College/Faculty Tutors from other specialties.s 13

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

Nursing

1.

Clinical educators should have, or be working fowards, a post-registration adult crifical care
award, National Competencies for Adult Critical Care Nurses Step 4 and an appropriate post
graduate certificate in education or equivalent with dedicated time and resources allocated to
facilitate this.4>

Critical Care Educators should have a job plan that ensures they have allocated time for all
aspects of the role including preparation of educational resources.

Critical Care Educators role and time should be always protected unless in exceptional
circumstances.

Nurse education programmes should follow the National Standards for Critical Care Education

and include both clinical competence and assessment.*
Specialist step competencies should be completed whenever relevant to the case-mix of the

unit.s

Medical Doctors, ACCPs

6.
7.

All SAS grade doctors should have a designated tutor/ clinical supervisor with regular meetings. 4
Medical doctors should be able to access the resources (including fime fo learn) that will support

the revalidation process.!s

Multidisciplinary team

8.

Study leave should be provided for all members of the MDT for intensive care-related courses

and conferences.
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9. Allmembers of the MDT should be offered the educational opportunities they require to develop
capabilities across a range of learning experiences to meet the defined learning outcomes for
their continuing professional development.t.41¢

10. The medically led teaching programme should be open to all members of the multidisciplinary
team.146

11. The hospital library and/or department should provide access to relevant and up-to-date
intensive care medicine journals and books relevant to nursing, medical and allied health

professional staff.

BACKGROUND AND EXPLANATION

Continuing professional development for staff working within intensive care is vital to deliver safe and
quality care to patients. This includes the development of skills, knowledge, attitudes and

behaviours to improve performance of individuals and teams.

ICUs are staffed by MDTs from medical, nursing and AHP backgrounds, and the educational
activities and the learning environment have to reflect this, with participation in education by all

members of the MDT being encouraged.

To provide quality education and training, frainers need the time and resources with which to
prepare and deliver educational opportunities, and this requires underpinning by an educational
delivery infrastructure for all staff groups. As such the development of the workforce ought to be

included in the unit's workforce strategy and delivery plan.!

Learning environments that encourage fransparency in reporting patient safety issues and any
deficiencies in educational provision, as well as providing timely feedback on the issues raised and

how they have been resolved, will ensure the provision of a quality intensive care service.
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2.16 Staff Wellbeing

Authors: Julie Highfield, Mike Carraretto, Catherine Plowright & Ema Swingwood

INTRODUCTION

Wellbeing relates to the ability to reach potential and to experience positive emotions. In the
context of work, this franslates to staff being able to do a good job and feel good about the
job they do. Research has made the link between staff wellbeing and patient safety!, quality of
care and organisational performance- such as productivity2. Many guidelines4¢ outline the
responsibility of the employer to adopt a preventative and proactive approach in its wellbeing
strategy. Focusing on primary prevention (i.e. working conditions both physical and
psychological), in addition to secondary (e.g. wellbeing education) and tertiary interventions
(e.g. occupational health, psychological intervention) ensures staff can reach their potential.
Psychosocial risks at work are present in all aspects of healthcare, however in intensive care there
is increased exposure to such risks. The UK Health and Safety Executive considers it an

organisational responsibility to modify factors that impact on work-related stress’.

MINIMUM STANDARDS

1. ICUs must have a staff health and wellbeing policy to support staff experience, engagement
and retentions 5 ¢ 8,

2. ICUs must provide adequate environmental conditions conducive to physically safe and healthy
working>¢. Please see Chapter 1.3 Physical Facilities for more information.

3. Each staff role must be designed to meet the work demands with the resources required to fulfil
the job, including rotas being consistent with Health and Safety Executive requirements for
adequate rest. 57,

4. Staff must be provided with formal and informal meeting spaces and systems to enable
discussion and management of the emotional impact of work. 1345689,

5. ICUs must monitor health and wellbeing at an individual and team level3.

6. There must be clear and timely access to occupational health assessment and associated
required interventions to support fime from work, reasonable adjustments to work, and

interventions to restore health and wellbeing as appropriate3é

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. There should be adeqguate staffing resources consistent with GPICS v3.
2. Staff should have access to job planning, personal development planning, annual appraisal and

equity of access to educational opportunitiess3.
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3. Leaders should be appropriately recruited, and have access to appropriate personal
development, including the facility for mentoring and/or coaching services to support them in
their role3456.9,

4. ICUs should promote a supportive work environment to foster healthy working relationships,
psychological safety and positive culture.3. 5

5. There should be timely and meaningful consultations on changes and initiatives that regularly
keep the staff informed>?.

6. ICUs should provide frequent opportunities for shared learning, clinical communication, and
reflection.

7. Staff of all grades and professions should be offered opportunities to contribute towards wider

quality, safety and innovation projects.

BACKGROUND AND EXPLANATION

Poor staff wellbeing and burnout are associated with poor patient safety outcomes!?, with evidence
indicating that increasing staff engagement could be an effective means of enhancing patient
safety!l. Intensive care staff are regularly exposed to work-related psychosocial stressors. The
acknowledgement of this, and our understanding of the means to mitigate this have come further
since the first iteration of this chapter in GPICS v2. There are several UK bodies who have consensus

guidelines about the health and wellbeing needs of NHS staff.

ICUs should monitor and regularly review metfrics of staff well-being as quality indicators (including
measures of engagement rather than just measures of sickness), as well as utilising a stress risk
assessment (such as the Health and Safety Executive's template)35 and considering legal obligations
such as the Health and Safety at work Act 1974, and the Equality act, 2010.1213, Staff ought fo have
access to occupational health services, including physiotherapy and psychological therapy as

requiredsSe,

Work should be preventative, with ways of engaging staff (e.g. newsletters and staff forums,
involving staff in quality improvement) and encouraging two-way communication. Staff benefit from
access to different ways to psychologically process what they have experienced at work. This
includes routine clinical practice (e.g. multidisciplinary rounds, mortality and morbidity meetings,
operational debriefs), access to restorative clinical supervision (e.g. as provided by Professional
Nurse Advocates), Peer Support, as well as specific reflective events (e.g. Schwartz Rounds, Post
Event Team Reflections)s. Equality, diversity and inclusion needs to be embedded as part of the

culture.

Many of the standards and recommendations in this chapter have been designed to operate as
part of a package of measures for staff wellbeing. They are notf intended to be single interventions

but instead will require a process of ongoing action and monitoring.
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2.17 Equity, Diversity, and Inclusion

Authors: Sekina Bakare, Aoife Abbey, Olusegun Olusanyaq, Luke Flower, Mariam Amoran,
Catherine Roberts, & Avinash Jha with contributions from the ICS EDI Working Group
members and WICM Board.

INTRODUCTION

This chapter provides a practical guide for ICUs to cultivate an environment conducive to staff
excellence, thus enhancing patient care. It offers evidence-based strategies for fostering equity,
diversity, and inclusion (EDI) and serves as a roadmap to identify and achieve specialty-wide
priorities and goals. By emphasising actionable steps, it reflects the commitment the Faculty of
Intensive Care Medicine and the Intensive Care Society have to advancing EDI principles within

infensive care.!

MINIMUM STANDARDS
Addressing unacceptable behaviour

1. ICUs must have a policy for recognising, reporting, and addressing unacceptable behaviours

within the department, including bullying, harassment, and discrimination.?
Transparency

2. ICUs must ensure that the determinants of workplace equity, including role allocation, career
progression, international recruitment processes, rostering and leave allocation are subject to

fransparent processes, which have inclusivity and equity at their core.2
RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE
Leadership and Infrastructure
1. ICUs should appoint a lead for equity, diversity, and inclusion (EDI Lead).3

Policy and Strategy

2. ICUs should develop a locally tailored EDI vision statement that reflects the context and needs of

their intensive care services.?
Data Analysis and Representation

3. ICUs should report EDI related data through established local governance structures with a focus

on role allocation, promotion, and access to leadership opportunities.?
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Training and Development

4. All staff members should receive fraining on equity, diversity, and inclusion that is relevant,
meaningful, and easily accessible.!

5. All staff members should have equitable access to educational resources, funding, and
opportunities for professional development.2

6. ICUs should assign dedicated mentors for specific groups known to experience barriers to career
progression, such as international graduates and Locally Employed Doctors (LEDs) to ensure that

they receive tailored support and development opportunities.24
Support for Carers

7. ICUs should have policies and provide support for staff members with caring responsibilities, such

as parental leave and flexible working arrangements.s
Return to Work Policies

8. ICUs should have a compassionate and individualised return-to-work policy for staff members
returning from extended leave due fo reasons such as illiness, maternity/paternity/parental leave,

or caring responsibilities.s
Work-Life Balance and Career Longevity

9. ICUs should offer flexibility in rota and job planning to accommodate the diverse and evolving

needs of staff.s
Reproductive health policy

10. ICUs should promote an open and supportive environment for discussing reproductive health,

underpinned by clear policies and awareness of available support and resources.!
Medical Bias Awareness

11. ICUs should ensure that procurement processes prioritise medical devices that function to the
same standard across the diverse population they serve.s

12. ICUs should provide fraining in culturally competent care, with emphasis on recognising how
clinical conditions may present differently among patients of different ethnic backgrounds, to
reduce disparities in healthcare outcomes.$

13. ICUs should support individualised care that actively minimises the risk of diagnostic
overshadowing or bias towards patients with chronic health conditions, disabilities, or other
protected characteristics.

14. ICUs should establish regular forums for senior decision-makers to reflect on and discuss admission

decisions.
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BACKGROUND AND EXPLANATION

Intensive care thrives on the blended skills of a multi-professional team, where fostering equity,
diversity, and inclusion is essential for optimal patient care. A diverse workforce alone does not
ensure inclusivity; proactive strategies are required to address disparities and drive meaningful

change.

This new chapter in GPICS V3 outlines recommendations to help intensive care services support
today’s multi-professional teams. These recommendations draw on evidence from diverse reports
and best practice frameworks crafted by leaders in infensive care and the broader medical
community. Towards an Inclusive Future, the largest EDI project in intensive care, uses the lived
experiences of the multidisciplinary community to start to develop resources, education, and
initiatives that prepare intensive care for the future. The Workforce Wellbeing Best Practice
Framework and Ciritical Staffing Series guide stakeholders in enhancing recruitment, retention, job
safisfaction, and unit culture, positively influencing patient safety and clinical outcomes. The NHS EDI
improvement plan highlights EDI as essential for building a caring, efficient, and safe NHS, while

outlining actions to improve workforce experiences, boost retention, and attract diverse talent. 1345

ICUs should appoint an EDI Lead from any MDT role, ensuring they have profected time in their job
plan to fulfil their clearly defined responsibilities.3 The EDI Lead plays a central role in fostering an
inclusive culture. This individual should collaborate with colleagues to develop a vision statement

reflecting the department’s commitment to EDI, ensuring it remains relevant over time.

Transparent workforce data analysis is crucial to tfracking trends across all protected characteristics;
age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race
including colour, nationality, ethnic or national origin, religion or belief, sex, and sexual orientation.
Partnering with HR, ICUs need to monitor promotion pathways, access to fraining, and retention

rates to inform strategies for equitable career progression.23.15

EDI training will ideally cover unconscious bias, cultural competence, and inclusive communication,
ideally integrated into clinical simulation for practical relevance. Staff have to be equipped to
deliver culturally competent care, recognising disparities in healthcare access and conditions that

present differently across ethnic groups.

Equitable access to professional development is essential. ICUs need to ensure all staff can benefit
from education, funding, and mentorship, including failored resources for those with disabilities or
neurodiversity. Targeted support needs to be available for international graduates and

underrepresented groups, fostering role models and career development.2$

Flexible working arrangements are vital for staff with caring responsibilities, ensuring policies on

parental leave and work-life balance are transparent and well-supported. ICUs need to provide
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structured return-to-work support, including mentorship, refresher training, and wellbeing resources,

to ease reintegration after extended leave.s

Job planning and rotas should proactively accommodate individual needs, recognising the impact
of disability, ageing, and reproductive health concerns including menopause, pregnancy, baby loss,
and miscarriage. Clearly signposted support pathways and a culture of open discussion needs to be
embedded fo ensure that staff navigating these challenges, particularly those with disabilities, feel

valued, supported, and able to thrive.!

By embedding EDI principles into all aspects of ICU operations, this chapter provides a practical
guide fo fostering inclusivity, enhancing team performance, and capitalising on the innovation and

productivity improvements that diversity brings.
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Section 3 | PROCESSES

3.1 Admission, Discharge and Handover

3.2 Capacity Management

3.3 Crifical Care Outreach, Rapid Response Systems and Early Intervention
3.4 Infection Confrol

3.5 Interaction with Other Services: Microbiology, Pathology, Liaison Psychiatry and

Radiology

3.6 Rehabilitation

3.7 Post ICU Recovery and Follow-Up

3.8 Involving, Supporting and Respecting Patients

3.9 Involving and Caring for Patients’ Family and Friends

3.10 Inter- and Infra-Hospital Transfer of the Critically Il Adult Patient
3.11 Care at the End of Life

3.12 Organ and Tissue Donation

3.13 Legal Aspects of Capacity and Decision Making
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3.1 Admission, Discharge and Handover
Authors: Fiona Christie & Maft Rowe

INTRODUCTION

Timely access to definitive care is an essential component of improving patient outcomes. The
prompt escalation of care, including infensive care admission, necessitates direct involvement of the
referring and receiving consultants. Standardised systems for the recognition and appropriate
escalation of the deteriorating patient have to be in place, with consultant-to-consultant referral for
all unplanned admissions wherever possible. The provision of clinical care within an intensive care
setting involves a collaborative, multidisciplinary approach with standardised handovers for all
clinical groups. All referrals need to trigger an immediate and frequently reviewed treatment plan
with a documented treatment escalation plan. Efficient discharge processes can facilitate patient

flow and will ideally occur as early as possible during the working day.

This chapter should be read in conjunction with Chapter 2.1: Consultant Staffing.

MINIMUM STANDARDS
Admission

1. The time and decision fo admit to the ICU must be clearly documented in the patient record.

2. The decision and management plan for any admission must be discussed with the duty
consultant responsible for the ICU!2 and the nurse in charge, as soon as possible.

3. There must be clear documentation on the decision process for those who are referred and not
accepted for intensive care admission and the in-patient treating tfeam informed of the
decision.23

4, Patients must be reviewed, in person, by a consultant responsible for the ICU as urgently as the
clinical state dictates, and always within 14 hours of admission to intensive care.

5. Patients on intensive care must have a clear and documented freatment escalation plan.24
Discharge

6. Discharge from intensive care to a general ward must occur only between 0700hrs and 215%hrs,
except for reasons of surge.>7

7. Out of hours discharges must have an incident report completed.

8. The nurse in charge (or area leader in larger units) must be present in person for the ward round

to ensure appropriate multidisciplinary discharge planning.
Handover
9. There must be a standardised handover procedure of patient care and responsibility at shift

change for medical, nursing and AHP staff.
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10. There must be a standardised handover procedure for medical, nursing and AHP staff for
patients discharged from ICU 38

11. Handover for patients discharged from ICU must include their structured rehabilitation
programme.3.2.10

12. Anintensive care consultant must undertake ward rounds twice a day, one of which must be

face to face, seven days a week.411 (see Chapter 2.1: Consultant Staffing)

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE
Admission

1. Unplanned admissions to the ICU should occur within four hours of making the decision to admit
and the completion of the essential resuscitation and imaging.2 1213

2. Unplanned admissions should be seen by an intensive care doctor within one hour of admission
and first ine management commenced, with clear documentation of discussion with the duty
consultant in intensive care.

3. Patients considered ‘high risk’ (defined as where the risk of mortality is greater than 10%, or where
a patient is unstable and not responding to freatment as expected), should have consultant
involvement within one hour.4

4. ICUs should monitor and review the causes for unplanned readmissions, to focus improvement

efforts on factors leading to readmission.
Discharge

5. Discharge from intensive care to a general ward should occur within four hours of the decision.>”

6. Patients requiring repatriation to their local hospital fo confinue care should be fransferred within
48 hours of acceptance by the receiving hospital. (See Chapter 3.10: Transfer)

7. All patients discharged from intensive care should be reviewed by the intensive care team within
the first 24-48 hours of leaving the unit.

8. Patients discharged from intensive care should have access to an intensive care follow-up

service?.10.14
Intensive Care Outreach

9. ICUs should have a dedicated outreach team, separate to those with responsibility for the day-
to-day running of the unit, able to respond promptly to concerns raised by the in-patient ward

teams, support admission to ICU and review intensive care ward discharges.

BACKGROUND AND EXPLANATION

Data from the ICNARC Case Mix Programme Public Report 2022/23 recorded 201,505 critical care
admissions to a total of 267 intensive care units in England, Wales and Northern Ireland’s, SICSAG

recorded 37,927 admissions to intensive care units in Scofland in 2022.16¢ The extent to which any
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individual hospital provides intensive care services should depend on the skills, expertise, access to
specialties and facilities available. Whilst some patients will require fransfer to another facility with

advanced or sub-specialist clinical capabilities, non-clinical transfers should be avoided.

Recognition of the deteriorating patient, together with timely admission to intensive care and the
initiation of definitive treatment has consistently been shown to be of prognostic importance 213
Consultants in infensive care medicine play a crucial role in freatment planning, ensuring quality

care, reducing mortality, and shortening hospital stays.

Discharge from the ICU should be a planned event, occurring as early as possible in the working day
to facilitate high quality handover of care, improve communication with receiving in-patient feams
and allow adequate opportunity for review. ICNARC data highlights an increasing number of
delayed intensive care discharges exceeding 24 hours. Delayed discharges are shown to negatively
impact on patients, with increased risk of delirium, sleep disturbance and delays in rehabilitation
leading to an increased length of hospital stay.> Furthermore, delay in ICU discharge may also delay

or reduce availability of ICU resources for patients requiring admission.

A standardised, high-quality handover must accompany every patient on ICU discharge. The
receiving (ward) team responsible for ongoing care have to be directly involved in this process and

there should be a verbal as well as written handover.
Handover needs to include, as a minimum:

*  Asummary of the intensive care stay, including diagnosis, treatment and changes to chronic
therapies

* A plan for monitoring and further investigation

* Aplan for ongoing treatment alongside a clearly documented treatment escalation plan
(including Do Not Attempt Cardiopulmonary Resuscitation where appropriate)

* Aclearly documented plan with regards to the patient’s suitability for readmission to an
intensive care environment, any limitations on tfreatment and any family discussions that
have taken place on this issue.

*  Anassessment of the patients ongoing rehabilitation needs incorporating physical,
emotional, psychological and communication needs.

* Intensive care follow-up arrangements

* A named contact e.g. an appropriate intensive care consultant from whom further

information can be sought as appropriate.

Complex patients at risk of prolonged recovery need to have a multi-professional, coordinated
recovery programme documented. Goals need to be continually reviewed across the recovery

confinuum with early patient and carer involvement.
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Unplanned re-admission rates (within 48 hours) have been reported as approximately 1.1%.15
Unplanned readmissions are associated with increased length of stay, increased consumption of
resources and a higher morbidity and mortality.'” A high early re-admission rate may reflect
premature discharge, incorrect use of ward care, inadeqguate handover or a poor response to
freatment despite appropriate care. All ICUs must have processes in place to review recent
discharges from the ICU environment and take steps to minimise unplanned readmissions to

intensive care.
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3.2 Capacity Management

Authors: Sam Waddy, Andy Georgiou & Ritoo Kapoor

INTRODUCTION

The management of intensive care capacity is complex. Intensive care teams are required to
balance the needs of patients referred to them, as emergencies and as planned admissions after
elective major surgical procedures, with the needs of the patients already under their care. Most of
the UK has a low intensive care bed base per head of population which makes capacity
management even more challenging and limits the ability to create safe expansion areas at fimes
of high demand!. The COVID-19 pandemic brought this info sharp focus, and there is now greater
understanding that surges in demand need to be managed at a regional (e.g. network) level,

ensuring equity of intensive care access for patients.

MINIMUM STANDARDS

1. Acute hospitals must model their number of intensive care beds based upon expected need. ¢7.

2. AllICUs in England must report their bed capacity to the national Directory of Services (DoS)
twice a day and include a CRITCON score2.

3. Intensive care must only be used for patients who require infensive care services with any
breaches reported using the hospital incident reporting system.

4. The duty consultant and the duty nurse in charge of the ICU must jointly make the final decision
on the safe utilisation of intensive care beds and this decision is not to be over-ridden.3

5. ICUs must have documented capacity escalation plans suitable for their hospital facilities, which
are reviewed routinely and ratified at board level.

6. ICUs must have an escalation policy which covers the exceptional circumstance of providing
Level 3 care outside of the unit.

7. Transfer to other hospitals’ ICUs to create capacity (interhospital capacity fransfer or non-clinical
fransfer) must be conducted only when all internal options to avoid transfer have been
exhausted.

8. Interhospital capacity transfers must be reported using the hospital incident reporting system,
formally reviewed and reported to the executive team.

9. Interhospital capacity transfers for the purposes of facilitating elective surgery must be avoided-.

10. Regional intensive care networks must have escalation plans documented and agreed at board
level in hospitals, to allow the duty ICM Consultant and duty nurse in charge to support the
coordination and use of intensive care beds across the region.

11. Regional intensive care networks must have an agreed policy on escalation of care during times

of high demands.
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RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Health Boards, Networks and Regions should model their number and location of intensive care
beds based upon the expected need for their patient population.

2. To deliver a quality service, individual ICUs should contribute towards Health Boards, Networks
and Regions having 10 infensive care beds per 100,000 people in their catchment population
(aged 16 and over).67

3. AllICUs should model their occupancy and admissions to predict their daily emergency
admission requirements and provide this information to hospital wide bed management fo
inform decisions before starting major elective surgical cases.

4. ICUs should have a policy for surge activity in exceptional circumstances such as major incidents

and pandemics.

BACKGROUND AND EXPLANATION

The UK has just under 4,000 adult intensive care beds (Level 2 or 3) available and operates at around
81% capacity!. It has amongst the lowest number of intensive care beds compared to nations in the
European Union (8.4 vs mean 15.9/100,000 population respectively), increasing pressure on infensive
care capacitys. Atleast 465 operations are cancelled each month due to lack of intensive care
bed capacity?. Determination of cancellation and causation is challenging, and this figure is likely

an underestimate.

Calculating the expected need for intensive care beds will be based upon population, age,
ethnicity, deprivation, patient pathways and elective vs non elective activity, as well as historic and

any expected expansion of activity.

Operating at or near maximum capacity adversely affects patient mortality, length of stay and

acuity of admissions'®. When units operate at capacity, it is almost inevitable that only patients

requiring immediate organ support are admitted to the detriment of others.

Ensuring there is a staffed bed(s) vacant for emergency admissions is an appropriate, straightforward
method of ensuring timely admission. Plans to recreate this capacity may start as soon as it is used.
Decisions to proceed with elective surgery will consider the provision of emergency capacity over

the subsequent 24 hours and the likely discharges from intensive care.

Escalation planning

Decisions regarding how to manage capacity wil require clinical oversight, taking into account
individual patient need and likelihood of benefit from intensive care. The final decision on the safe
utilisation of intensive care beds rests jointly with the duty consultant and the duty nurse in charge of

the intensive care unit and their clinical decisions cannot be over-ridden3.
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Escalation plans at both organisational and regional (e.g. Network) level are essential to manage
the risks around limited capacity. Plans for surge events include location and design (such as alll
beds being capable of delivering Level 3 care), training (particularly for staff in escalation areas
such as recovery and theatres), supervision (of staff used as part of escalation), equipment (to
include devices, power and gas supplies for delivering Level 3 care) and staffing ratios. All units must
have an escalation policy which covers exceptional circumstances. This includes incident reporting

of the event, risk mitigation strategies and escalation to the executive team.

Executive teams at hospital board level need oversight of any escalation and the provision of
intensive care outside of the ICU always needs to be regarded as exceptional. It is unsafe for
intensive care to habitually use escalation areas and ‘normalise’ their use amongst both clinical and

operational teams.
At aregional level, escalation plans might include:

e Escalation and repatriation between secondary and tertiary units.

e The process of escalation to and within the region/network, and when required, prioritisation
of fransfers over local elective activity.

e Agreed intensive care admission criteria and thresholds for restriction of planned activity to
assist neighbouring ICUs during periods of extraordinary demand, e.g. pandemic or major

incident scenarios.

Patients who are subjected to a non-clinical transfer have a longer ICU stay and are exposed to
additional risks, so capacity fransfer is still fo be regarded as a system failure in all but the most
extreme pandemic scenarios!!- 1213 |t is essential that Critical Care Networks (or equivalent), Health
Boards/Trusts and NHS regions ensure that there are operational guidelines/principles in place to
guide acute hospitals in decision making around capacity transfer to ensure patient-centred
decisions are made. This might include fransfers only once all physical beds are occupied and
staffed, all elective surgery cancelled, all ward-fit patients discharged from intensive care, all
reasonable efforts made to temporarily increase staffing, and no prospect to increase staffing by the

oncoming shift.
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3.3 Ciritical Care Outreach, Rapid Response Systems
and Early Intervention

Authors: Natalie Pattison, Victoria Metaxa, Debbie van der Velden & Emma Lynch

INTRODUCTION

Critical care outreach teams (CCOT), rapid response teams (RRT) and medical emergency teams
(MET) are crucial in supporting and initiating early interventions in deteriorating and critically unwell
patients, outside of intensive care. In the UK, most rapid response systems are configured as nurse-

led critical care outreach teams providing 24/7 coverage!'2.

Representing a multidisciplinary response, CCOT/RRT/MET teams are expected to achieve a
designated level of practitioner competency to treat deteriorating patients and patients at-risk of
deteriorationsd. Core components of care provision include system-wide avoidance of failure to
rescue through patient-level management and freatment, supporting goals of freatment and care4,
staff education, and ward-based follow-up and rehabilitation post-intensive care (discharge

licison)s.

Outreach from intensive care (CCOT/RRT/MET) forms the efferent limb of the rapid response system
activation, with escalation of deterioration via early warning scoring systems to call for further help. A
National Early Warning Score (NEWS or (NEWS-2)¢ is recognised as the current recommended tool for

call systems’8,

Latest NHS England guidance, following the roll-out of Martha’s Rule, and implementation of Worry
and Concern response systems in the NHS, has proposed 24/7 CCOT provision in all acute English
NHS Trusts?, with a similar patient and family initiated escalation roll-out across Wales'o. Getting it
Right First Time (GIRFT) reported that 86% of all acute NHS Trusts in England had CCOT services!.

MINIMUM STANDARDS

1. There must be a hospital wide, standardised approach to the detection of the deteriorating
patient and a clearly documented escalation process, including fo intensive care, available 24
hours a day, seven days a week!-11.12,

2. All acute hospitals must use a validated track and frigger early warning score system that allows
rapid detection of the signs of early clinical deterioration in all adult patients over 16 years and
includes escalation procedures to intfensive care services4.

3. Hospital policies must clearly outline graded, patient escalation pathways, including through to
intensive care services, as required.

4. Hospitals must ensure there is a clinical review of all patients with a NEWS =5 (or equivalent if
NEWS2 not in use), a score of 3 in a single parameter or any clinical concern via a rapid response

system incorporating intensive care expertises.
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There must be clear governance through audit of track and trigger response systems!3and
action of poor compliance healthcare organisation wide, reportable at board level.

Hospitals must ensure patients receive care from appropriately frained critical care outreach,
rapid response or equivalent teams#4 11,

All patients must be reviewed by CCOT (or equivalent) following discharge from the intensive
care unit to the ward, due to increased risk of deterioration post-ICU for as long as they are af risk
(and at least in the first 24 hours).

All critical care outreach teams within acute hospitals in England and Wales must use the
Nafional Outreach Forum national minimum dataset! for collating metrics on critical care
outreach/rapid response team activity in order to provide clear data for benchmarking on their

outcomes and activity.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1.

There should be regular (quarterly and annual) review of activity to review service provision, and
licison with the appropriate patient safety champions and committees in the hospital's.
Outreach from intensive care should sit within intensive care directorates to ensure rapid access
to intensive care facilities, provision and professional support, as needed.

Intensive care outreach staff, whether they sit within or outside intensive care directorates,
should possess intensive care competency (enhanced, advanced, consultant), and achieve the
competency level set out as part of their role description and in the Critical Care Outfreach
Practitioner (CCOP) Frameworks.

Acute kidney injury alerts, or similar pathological markers, should work in concert with any track
and frigger early warning score system to ensure recognition of deteriorating and at-risk patients.
There should be a patient/carer activated system, supported by intensive care outreach
services, for escalating concerns about deteriorating patients all the way up to intensive care,
through mechanisms such as Call for Concern416.17,

There should be accessible educational support for registered and non-registered ward staff in
caring for the acutely ill and deteriorating ward patient411, supported by critical care outreach

and rapid response teams.

BACKGROUND AND EXPLANATION

The development of outreach from intensive care has been embraced by hospitals seeking to

address failure to rescue and the ongoing limitation of intensive care bed capacity, preventing

unnecessary mortality and morbidity of critically ill ward patients, and providing care regardless of

location. Rapid response systems, including CCOT/MET, have evolved into a wider variation of

configuration, dependent upon perceived local need and resources available. This has led to a

wide variety in the provision of these services. As outreach from intensive care services expand
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across the NHS, quality indicators and operational standards® help guide configuration of services

and future provision.

Despite equivocal early evidence for certain patient outcomes such as mortality, readmission or
length of stay'81?, the value and impact of CCOT, medical emergency feams (MET) and rapid

response services (RRS) are still advocated and widely recognised!.

CCOT, MET and RRS support acutely and critically ill patient pathways, working collaboratively with
other parts of the hospital, and their remit includes measures to tackle ‘failure to rescue’ through
early identification and management of patient deterioration; addressing freatment goals and
freatment preferences with patients; timely admission to an intensive care bed when required; and

delivery of effective follow-up for patients post discharge from intensive care.

Outreach from intensive care and rapid response encompasses seven core elements, set out using
the PREPARE acronym:

* Patient frack and trigger

* Rapid response

* Education, training and support

» Patient safety and clinical governance

* Audit, evaluation and monitoring of patient outcome and continuing quality care

* Rehabilitation after Critical lliness (RaCl)

* Enhancing service deliverys

Hospital policies must clearly outline graded patient escalation clinical pathways, including through
fo intensive care services, as required. Graded clinical response strategy consists of three levels: low,
medium and high'!. This incorporates escalation to intensive care services. Each level of response
should detail what is required from staff in terms of observation (vital sign) frequency, skills and
competence, interventional therapies, and senior clinical involvement, with intfensive care expertise.
It should define the speed and urgency of response, including a clear escalation policy
(incorporating process for referral to intensive care for an intensive care bed, freatment escalation
plans for limitations of medical treatment and goals of care discussions) to ensure that an

appropriate response always occurs and is available 24/7.

There must be clear governance through audit of track and trigger response systems'é and action of
poor compliance healthcare organisation wide, reportable at board level. This may be the
responsibility of critical care outreach or wider patient safety teams. Data capture of activity and
outcomes related to CCOT/MET/RRS is a core activity so that services can be benchmarked across
regions and nationally. Activities undertaken by outreach are broad, as outlined in the frameworks,
and include post-critical care discharge liaison to ensure optimal recovery for both patients at-risk

and post-intensive care patients, supporting rehabilitation post-critical illness2. Also fundamental to
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CCOT/RRT/MET activity is supporting ward-staff educations 21, RRT service provision may also

collaborate with other services, encompassing e.g. altered air-airway support, resuscitation team,

Hospital at Night services and acute pain teams.

Hospitals must ensure patients receive care from appropriately frained critical care outreach, rapid

response or equivalent feams4!1. These teams may sit outside intensive care services but should

possess competency in the care of critically ill patients (enhanced, advanced, consultant) within the

service, and achieve the competency level set out as part of their role description and in the Critical

Care Outreach Practitioner (CCOP) Frameworks.
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3.4 Infection Conftrol

Authors: Thomas Craven & Melanie Griffiths

INTRODUCTION

ICUs bring together patients who are more vulnerable to acquiring nosocomial infections and more
likely to receive broad-spectrum antibiotics. Breaking the chain of infection with comprehensive
infection prevention and control (IPC) measures is essential to reduce the burden of infection and
the development and spread of antimicrobial-resistant infections!. Many infection control practices
such as hand hygiene, environmental cleaning, anfimicrobial stewardship, isolation prioritisation and
surveillance strategies apply throughout all healthcare locations, with intensive care having specific

or distinct requirements.

MINIMUM STANDARDS

1. ICUs must identify an embedded ICU nurse who has protected time to carry out IPC duties on
intensive care.

2. ICUs must comply with national standard infection control precautions (SICPs) and fransmission-
based precautions (TBPs), adapted if necessary, according to local need.

3. All patients must undergo a clinical risk assessment for Carbapenemase-producing
Enterobacterales (CPE) screening at admission to intensive care.

4. All patients must be screened for carriage of MRSA (Methicillin Resistant Staphylococcus aureus)
at admission to intensive care and those identified as MRSA positive be offered topical
decolonisation/suppression.

5. ICUs must comply with Infection Prevention Society High Impact Interventions or equivalent,
adapted if necessary, according to local need*.

6. ICU patients must have scheduled and predictable weekday interactions with a microbiologist
(or equivalent).

7. 1CUs must contribute to national surveillance of nosocomial infection through local surveillance
and reporting.

* Except those dealing with prevention of surgical site infection.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. ICUs should identify a clinical lead for infection conftrol.

BACKGROUND AND EXPLANATION

Infection prevention and control strategy is set at a national level, and national infection control
manuals define SICPs and TBPs which comprehensively describe many important aspects of

infection control such as hand hygiene, environmental cleaning, personal protective equipment,
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and patient isolation. Compliance is mandatory for all health care locations and trust or board wide
infection control feams are responsible for setting and delivering local strategy. ICUs are exceptional
because, primarily, their patients and treatments present additional routine risk. A formally
recognised role embedded within the ICU is considered a minimum acceptable standard to ensure
adequate delivery of infection control practices at a unit level; as well as advocating for better
practice, perform education, promote antimicrobial stewardship, conduct surveillance, and
develop unit specific IPC initiatives. Scheduled and predictable interactions with an intensive care
pharmacist will ensure optimal antimicrobial stewardship, including appropriate dosing. (see chapter

2.7 for more details on the Pharmacy Team).

ICUs utilise many invasive devices that are associated with additional risk for healthcare associated
infection2. The Infection Prevention Society has published several iterations of High Impact
Interventions? based on evidence, guidelines, legislation, and expert consensus. The inferventions

describe care bundles for the insertion phase and ongoing care phase for the following:

e Prevention of ventilator-associated pneumonia
e Prevention of infections associated with:
e peripheral vascular access devices,
e cenfral venous access devices,
e infections in chronic wounds,
e urinary catheters,
e Promotion of stewardship in antimicrobial prescribing.

The interventions also cover the prevention of surgical site infection but, whilst important in ICU, the
specific interventions described cover the pre- and infra-operative phases of surgery only. For this
reason, the application of the associated care bundles is not often directly applicable in ICUs, and
so they are exempt from these standards. The elements of each care bundle are succinct and
auditable. ICUs can adapt and evolve their care bundles in line with local need and new evidence.
In addition to prevention, surveillance of common and harmful device associated infections is a
component of the strategy to reduce their morbidity and units should conduct surveillance as

required by their national reporting system.

CPE are amongst the highest threat of all emerging pathogens#4, forming a subdivision of
carbapenem resistant organisms (CRO). CPE are spread through direct and indirect contact with
the patient and their environment, so screening can identify patients and reduce the risk of
fransmission to others in the ICU. Each patient will undergo a risk assessment at the time of admission
with the components of the risk assessment are set nationally and may evolve with time. MRSA
carriage, mortality, and morbidity has fallens over the last two decades at least in part due to an

effective screening and eradication strategy. All patients admitted to high-risk areas (including
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3870 infensive care) must be screened for MRSA carriage and eradication/suppression offered to those

3871 with positive screening resultss.

3872  Antimicrobial resistance (AMR) is predicted to result in 10 million deaths globally by 2050 if no action
3873 is taken’. Antimicrobial stewardship (AMS) is a key cornerstone in reducing AMR. along with

3874  adherence to UKHSA ‘Start Smart then Focus’ and WHO guidance ‘AWaRe’8. Antibiotic treatment
3875  ought to be used only when clearly indicated, reviewed daily, rationalised when possible, and
3876  discontinued as soon as it is no longer needed. AMS applies within and beyond ICU and is often
3877  complex, involving many individuals from several professions and disciplines, making it difficult to
3878  define easily which ICUs are good anfimicrobial stewards and which are not. A simple but key

3879  component of ICU, AMS requires regular interaction between patients, intensive care professionals,
3880  microbiologists, and pharmacists to check adherence to local antimicrobial policy and provide

3881 case-specific advice including dose adjustment.

3882  There are no standalone actions to prevent infection. IPC activity needs to be multifaceted and

3883 continuous’.
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w11 3.5 Interaction with Other Services: Microbiology,
12 Pathology, Liaison Psychiatry and Radiology

3913  Authors: Esther Davis & Raymond McKee

3914 INTRODUCTION

39215 Intensive care medicine is a multidisciplinary arena which, by its very nature, requires timely
39216 interaction with multiple services. Certain specialty areas have more significant impact on patient

39217  management; these are considered in greater detail.

3918  MINIMUM STANDARDS

3919 1. Telephone advice from a microbiologist must be available 24 hours a day, seven days per
3920 week.12

3921 2. Further interpretation and clinical advice from the relevant consultant pathologist or clinical
3922 scientist must be available 24 hours per day, seven days per week.3

3923 3. Pathology and radiology providers must have systems in place to identify and rapidly

3924 communicate critical or unexpected results.45¢

3925 4. Clinicians must have robust mechanisms in place so that appropriate action is taken following
3926 rapid communication of critical and unexpected results.4

3927 5. Aradiologist must be immediately contactable to support the diagnostic management of
3928 acutely ill patients at all times.>7

3929 6. Imaging and reporting for patients with critical conditions must be prioritised.5¢

3930 7. Liaison psychiatry services must review all mental healthcare referrals within 24 hours of

3931 referral.89.10

3932 RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

3933 1. There should be planned microbiology input to patient care on a daily basis; regular ‘in person’
3934 ward rounds to facilitate tfeam discussion and learning are preferred.! 21

3935 2. Units that provide acute care should have access to interventional radiology (IR) services either
3936 onsite or by formal arrangement to fransfer to a site where the service is available.?

3937 3. Liaison psychiatry staff should be available to advise acute colleagues on issues around mental
3938 capacity.8?

3939 4. Regular clinico-radiological meetings are recommended to facilitate team discussion and

3940 shared learning.

3941  BACKGROUND AND EXPLANATION

3942 Intensive care is a multi- and interdisciplinary specialty. This includes the services provided by

3943  psychiatry, radiology, microbiology and other laboratory medicine to effectively and safely manage
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the complex, critically ill patient. The standards and recommendations in this area have been
refined and reworded on the basis of updated evidence and standards from other specialties, as

well as consideration of their pragmatic application.

This includes specific updates around microbiology where the principle is regular consistent two-way
discussion between teams. This enables timely advice, based on accurate, appropriate clinical
information. It has become increasingly clear that a flexible approach in how this is provided may

ulfimately result in more consistency without compromising effectiveness.!.211

The communication of urgent, and clinically important findings from the laboratory or radiology
departments are vital for patient safety, as are subsequent robust mechanisms to respond within

intensive care. This is emphasised in these simplified standards.

Fostering relationships between other specialties and intensive care clearly has tangible advantages
within daily practice for our decision-making on tfreatments and investigations as well as mutual
education. Establishing these communication channels in routine situations will then reap benefit in
more critical and urgent scenarios. This culture within an ICU underpins the ability to fulfil the

recommendations in this area.
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3.6 Rehabilitation

Authors: Zudin Puthucheary, James Bruce, Sarah Vollam & David McWilliams

INTRODUCTION

Mortality from critical illness continues to decrease, with a hospital mortality in 2019 of 18.5%.!
Survivorship following admission to ICU is increasingly considered to be a defining issue for modern
crifical care.2 Survivors have substantial functional limitations that persist in 70% at 6-12 months,

functional capacity can be impaired for more than five years and 30% remain carer-dependent .35

Rehabilitation is recognised as a key part of recovery from crifical illiness, managing the impact of
impairments or disabilities to restore function and improve independence.é Rehabilitation should be
patient-centred, supporting patients to achieve their individualised goals, by maximising recovery of

physical, cognitive, and psychosocial functions to improve quality of life.”

MINIMUM STANDARDS

1. A comprehensive assessment of rehabilitation needs must be carried out within four days of
admission to intensive care and updated at ICU discharge, using a validated screening tool.

2. Those patients identified to have rehabilitation needs must have a clearly documented,
personalised, multidisciplinary rehabilitation plan which is updated weekly and handed over to
the receiving team at ICU discharge.

3. Rehabilitation goal setting must occur at least weekly for all patients engaged in rehabilitation,
with input from all members of the multidisciplinary team.

4. A comprehensive reassessment must take place two to three months after discharge either in
person or remotely using a validated screening tool.

5. Delivery of the multidisciplinary rehabilitation plan must be audited in line with departmental
clinical governance frameworks.

6. Allintensive care staff with patient facing roles must have pain, agitation, delirium,
immobilisation, and sleep (PADIS) education as part of their ICU induction.

7. There must be a documented structured assessment of PADIS on the daily medical review.

8. Written information at the fime of discharge from hospital, including ongoing rehabilitation plans
and discharge information, must be communicated to the patient, their general practitioner and

other secondary care professionals offering ongoing care.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Assessments post hospital discharge should consider and measure patient recovery or persistent

deficits that were identfified at ICU and hospital discharge.
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2. A member of the ICU multidisciplinary team should be named on the rehabilitation plan as
contact for staff and patients to provide ongoing advice and support throughout the recovery
pathway, up to the time of follow-up assessment.

There should be a dedicated clinical lead for intensive care rehabilitation.

4. Post-ICU discharge, patients should be followed up on the ward by a designated member of the
ICU multidisciplinary team to support their rehabilitation plan.

5. There should be a holistic assessment of a patient's current limitations and include
encouragement fo participate in identified activities which are purposeful to the patient with a

view to regaining independence of function.

BACKGROUND AND EXPLANATION

Many who leave ICU alive suffer from post infensive care syndrome?é? to which many factors
contribute such as rapid acute muscle wasting and associated disability!0; cognitive problems
relating to impaired short-term memory and executive function; depression, anxiety and post-
fraumatic stress-disorder!!; and dysphonia and dysphagia in those with and without
fracheostomies'2. Impacts are compounded by increased sedentary behaviour, and from
psychosocial problems that arise from increased dependency, unemployment and economic

deprivation513,

Recovery from critical illness commences in ICU, with the ICU multidisciplinary team who expertly
assess and plan the recovery during the patients’ iliness in collaboration with ward-based
multidisciplinary teams on step down. Assessments need to be made using validated screening tools
that aim to identify issues that will impact progress during recovery and influence the development
of a bespoke rehabilitation plan. One such tool is the Post-ICU Presentation Screen (PICUPS), and
other tools may be developed over time.”.14 Delivery of the multidisciplinary rehabilitation plan must
be audited, and include provision of rehabilitation services from a range of professions including,
physiotherapists, occupational therapists, speech and language therapists, Rehabilitation
coordinators, clinical psychologists and consultants with an interest in rehabilitation. Rehabilitation
requires a personalised approach, including orientation boards, patient diaries and engagement

with family members to maximise humanisation.

Additional standards and recommendations to this chapter build on and recognise the wealth of
research, national awareness and patient voices in the need for detailed rehabilitation standards.
Patients have increasingly vocalised the gaps in service provision and communication along their
recovery journey. Responsibility for such service delivery sits not with individual enthusiasts, but with

clinical services, and therefore falls under individual services clinical governance umbrella.
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3.7 Post ICU Recovery and Follow-Up

Authors: Joel Meyer, Sandra Taylor & Andrew Slack

INTRODUCTION

Critical illness can lead to long-term physical, cognitive and psychosocial problems for both patients
and caregiver(s) after returning home, termed post intensive care syndrome (PICS). Patient-specified
goal-directed rehabilitation should begin in ICU and continue through to ward discharge and the
return home. Rehabilitation is led initially by inpatient allied health professionals and then after
returning home by the GP, community services, and where available post-ICU recovery services;
these are most frequently an outpatient clinic model with health professional consultation virtually or
in person. Key outcomes need to be focused on a return to pre-ICU functional status addressing

physical and mental morbidity with social and financial support, when needed.

MINIMUM STANDARDS

1. All patients at risk of PICS, must be assessed for PICS following ICU stepdown.

2. Information about the post ICU outpatient services and support available must be
communicated to patients, their family and friends, and/or their caregiver(s).

3. AllICUs must provide a case mix-appropriate post-ICU recovery outpatient clinic delivered by
dedicated staff.

4. Post-ICU recovery outpatient clinic services must assess and manage both physical and non-
physical (cognitive and psychosocial) domains.

5. Every post-ICU recovery outpatient clinic consultation must provide a letter to the patient or their
caregiver and the patient’s GP which summarises the consultation and, where appropriate, the
ICU stay.

6. All post-ICU recovery outpatient clinic services must produce a standard operatfing procedure
(SOP) and scheduled reports of activity/performance, including the proportion of eligible

paftients seen.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. AllICUs should have a multiprofessional post-ICU recovery outpatient clinic team.

2. All post-ICU recovery outpatient clinic teams should provide digital or paper format information
about common post-ICU problems signposting to advice, guidance and support that
incorporates social and financial wellbeing resources.

3. All post-ICU recovery outpatient teams should have access to ICU diaries and an ICU patient
and relatives peer support group.

4. Post-ICU consultation clinic letters should include details of post ICU issues identified,

individualised recovery goals, and recommended actions.
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5. All post-ICU recovery outpatient teams should complete a systematic enquiry info common post-
ICU problems and gather patient-reported outcome measures where possible.
6. All post-ICU recovery outpatient teams should incorporate patient and caregiver feedback

about their ICU experience and the outpatient clinic to co-design and improve these services.

BACKGROUND AND EXPLANATION

In the UK, during 2021, ICNARC data reported 140115 patient admissions to ICU, with 114,449 (81.7%)
surviving ICU and 105,614 (75.8%) surviving the acute hospital admission'-2. 80% were independent

prior fo admission.
After returning home, quality of life can be impacted by:

e PICS prevalence up to 80% with around 50% having persistent symptoms beyond the first year
homes.

e Anxiety (62%), depression (36%), and posttraumatic stress disorder (PTSD) (39%).4

¢ Unplanned readmission to hospital within three months of returning home (25-30%).

e Aninability to return to work (40%), job loss (20-36%), occupation change (7-66%) and
worsening employment status (5-84%).

e Aninability fo resume driving (30%).

¢ Commonly under recognised issues include sleep disorders, sexual dysfunction, cognitive
impairment, nutritional status and pain

e Caregiver/family PICS (PICS-F) has a highly variable prevalence, ranging from 6% to 69% in

the first six months with some affected for yearss.

ICU clinicians across the globe with well-established post-ICU recovery services have undertaken
research and demonstrated the need for holistic outpatient care led by intensivists and
multidisciplinary teams. The Faculty of Intensive Care Medicine, agreed to lead a working party, on
Life After Critical lliness (recommendation 12 of its Critical Futures programme). The working party
published “Life after critical illness: A guide for developing and delivering aftercare services critically
ill patients” in October 2021.¢

This document provides best practice guidance in the development, commissioning and

management of ‘Follow up’ services, including learning from existing examples of practice:

e Terminology/definitions

e Breadth and scope of current UK practice

e Service model archetypes and eligibility criteria

e Toolkits and resources for implementation of a new service
e Running a service

e Business case development

e Service specifications
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e Governance
e Referral process, efficiency, DNA
e Measures, outcomes, benchmarking

e Extending services — primary care, community, adolescent, regional network
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3.8 Involving, Supporting and Respecting Patients

Authors: Alexander Bastin, Sian Saha, Laura Allum & Pam Ramsay with ICUsteps Trustees

INTRODUCTION

Critical illness can be life changing. Admission to intensive care is often unexpected and it can be a

very dlien and frightening environment for patients.

Patients might experience:

e Psychological distress and cognitive difficulties.

e Painful, distressing, and embarrassing procedures.
e Delirium and/or paranoia.

e Confusion and disorientation.

e Frustration and boredom.

e  Amnesia.

e Parfial awareness while under sedation.

e Lack of sleep.

¢ Aninability to communicate or retain information.

All healthcare professionals should consider how their practice may affect the patient experience

and recovery.

MINIMUM STANDARDS

1.

There must be easily accessible documented evidence of a formal assessment of a patient’s
communication needs and any adaptations required.

Patient preferences, values and beliefs which may impact on their care must be recorded and
easily accessible to the healthcare team.

Patients must be regularly assessed, using validated tools if available, and the results recorded for
pain, thirst, dyspnoea and delirium.1.2:3.

All ICUs must have a guideline for managing patient pain, thirst, dyspnoea and delirium.1237
All ICUs must have a guideline for promoting patient sleep using non-pharmaceutical
intferventions.357

Delerium information and explanation must be available for patients and signposted when
appropriate.2

Patients must be provided with and signposted to information and support after their ICU
experience.4

All ICUs must have a designated safeguarding lead and policies on safeguarding vulnerable

patients.
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RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Staff should receive specific training about the patient experience of ICU and how the
experience can be humanised.

2. The ICU team and patient’s family and friends should be invited and supported to complete a
patient diary and/or a timeline of ICU events to support patients’ post ICU recoverys?.

3. Where appropriate a ‘this-is-me’ board or equivalent should be displayed with patient specific
information to provide staff with insight to the patient as a person.

4. The ICU should have a formal mechanism fo receive patients’ feedback after discharge.

o

Patients should be offered the opportunity to attend an ICU follow up clinic.

BACKGROUND AND EXPLANATION

The purpose of these standards and recommendations is to improve the patient experience within
the ICU, where possible to reduce the incidence of Post Intensive Care Syndrome (PICS) and to

promote patient rehabilitation.

Common issues that affect the patient experience include pain, thirst, dyspnoeaq, delirium and sleep.
These can be assessed using validated tools such as the Critical Care Pain Observation Tool -CPOT,
Confusion Assessment Method for the ICU - CAM-ICU. National (e.g., NICE guidelines: Delirium
prevention, diagnosis and management) and local guidelines to manage these issues and to
promote sleep should be rigorously followed. These may include interventions such as making clocks
available for patients to see, access to natural daylight, visits to outdoor spaces, and use of eye
masks and earplugs for sleep?. Assessment of patient needs may include suggestions for promoting
patient communication (e.qg., use of interpreters, flash cards, wipe boards) and preferences for

cognitive stimulation where appropriate (e.g., music, news, access to outside spaces, phones).

While it is common for patients to have difficulty retaining information on the ICU, it is vital that all
efforts are made to provide clear explanations to all patients about their care on the ICU, including
the possibility that they may experience delirium. Verbal information (ongoing dialogue) may be
most appropriate while the patient is in the ICU, but information in different formats and languages
should be available both within the ICU and on discharge. Information about the ICU and delirium
should be signposted to all patients, via local or national resources, such as ICUsteps (available

online or printed), NHS.uk and criticalcarerecovery.com.

Patient diaries can be an effective tool to help patients process their ICU experience and aid in
psychological recovery. The patient ‘this is me’ board supports humanisation while in the ICU and
can assist healthcare providers in delivering tailored care. The board may include patient interests/
hobbies, cultural/religious preferences, family/friends, photographs, family/friends. Particular

attention to finding ways to understand and respect patient preferences, values and beliefs can
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make the ICU experience less distressing for the patient, for example, and as appropriate for each

patient, around close relationships they may have, culture, religion and gender identity.
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3.9 Involving and Caring for Patients’ Family and Friends

Authors: Sian Saha, Laura Allum, Pam Ramsay & Alexander Bastin with ICUsteps Trustees

INTRODUCTION

‘Family’ is not a singular unit; it is composed of various individuals with varying importance to the

pafient. For that reason, we use ‘family and friends' in this chapfter.

Family and friends play important roles in a patient’s ICU journey, and they often experience
significant emotional, psychological, and practical challenges. Understanding and addressing these
challenges is essential to foster a supportive environment for both patients and their family and

friends.

Almost invariably patients are willing for their closest family and friends to be kept updated by the
intensive care team. If this is not the case, patfient autonomy and confidentially must be respected.
Ideally, patients will nominate at admission to ICU which family and friends they consider need to be
kept updated by the ICU team. If this is not possible, owing to the patient lacking capacity,

respectful assumptions by the ICU team will need to be made.

MINIMUM STANDARDS

1. Patients' family and friends must be able to visit every day.

2. The ICU must have rest areas and spaces for discussions with family and friends visiting the
patient.

3. General information regarding the ICU must be available and readily accessible for patients’
family and friends.

4. When not physically present on the ICU, patients’ nominated family and friends must be able to
receive general updates regarding the current state of the patient.

5. If patients lack capacity their nominated family and friends must be able to receive clinical
updates and be involved in any important clinical decisions.

6. Communication with family and friends regarding the patient must be clearly documented.

7. If patients lack capacity, there must be documented evidence of discussion with nominated

family and friends to ascertain patients’ needs and preferences regarding their care.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. ICUs should have a formal mechanism to receive patients’ family and friends' feedback.
2. ICUs should identify staff to lead in supporting family care and developing this service.
3. ICUs should provide staff training on effective support and communication for patient family and

friends which incorporates any formal and informal feedback.
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4, Family and Friends should be signposted to accessible information regarding common ICU
conditions.

5. Appropriate ways for family and friends to support a patients’ wellbeing and psychological care
should be defined locally and clearly signposted.

6. Technology to allow family and friends fto communicate virtually with the patient or the ICU staff
should be available.

7. The ICU tfeam and patient’s family and friends should be invited and supported to complete a
patient diary and/or a timeline of ICU events to support patients’ post ICU recoveryl, 2.

8. Information regarding additional support for patients’ family and friends should be available.

9. Bereavement support should be provided to the family and friends of those who die on ICUs.

10. Nominated family and friends should be offered an opportunity to discuss the care of a patient

who dies on the ICU with a member of the clinical team.

BACKGROUND AND EXPLANATION

Admission to an ICU can be an incredibly stressful experience for the patient's family and friends.
Effective communication with family and friends is essential; it can help them better cope with the
situation, while promoting family engagement which is a key component to safe and effective

patient care 3and reducing the incidence of Post Intensive Care Syndrome-Family (PICS-F)4.

Information about the ICU needs to be available in various formats and languages, and shared both
verbally and in the most appropriate format ideally as soon as the patient is admitted. This
information could include details such as visiting hours, contact phone numbers, an overview of ICU

equipment, common medical terms, and an infroduction to the ICU teams.

Family and friends’ engagement in ICU activities can include practical tasks, such as applying
moisturising cream or doing mouthcare which may help reduce symptoms of PICS-F and support the
patient to feel safes. Family and friends can also inform the healthcare team about the patient’s
needs and preferences, such as any communication impairments, cultural/religious and dietary
preferences. To support the healthcare team to humanise the ICU environment, family and friends
can bring in patients’ personal items such as toiletries, books, and personal phones when

appropriate.

Providing information to family and friends, about common ICU conditions (e.g. delirium) is also
important. This can be done through local resources or national welbsites such as ICUsteps
(ICUsteps.com) or Critical Care Recovery (criticalcarerecovery.com). These online resources provide
helpful information as well as psychological and practical support for family and friends which can
be signposted during the patient’s ICU admission and on ICU discharge. Support for family and
friends may also be available through family liaison nurses, social workers, psychologists, follow-up

clinics, peer support groups, and information resources. Where available, these will be signposted.
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3.10 Inter- and Intra-Hospital Transfer of the Critically |l
Adult Patient

Authors: Richard Browne, Hannah Crofton, Kyle Gibson & Scoftt Grier

INTRODUCTION

Intra-hospital transfer of critically ill (both illness and injury) patients includes transfer from the
Emergency Department and Theatres to the ICU as well as journeys to diagnostic and therapeutic
areas. There are approximately 35,000 inter-hospital adult intensive care fransfers per annum?!23, the
maijority being escalations of care to access specialist services (time-critical, urgent or planned) and

the remainder repatriation, continuation of care and capacity transfers.

The same high standards of intensive care must be provided regardless of type of hospital (NHS and

Independent Sector), location within the hospital, type of transfer, urgency and transferring team

456,

MINIMUM STANDARDS

1. Transfer forimmediate lifesaving interventions (time critical interventions) must not be delayed or
prevented by the availability of an intensive care bed.

2. The decision to undertake inter-hospital fransfer must be made jointly by consultants at the
referring and receiving hospitals.

3. There must be documented evidence of arisk assessment prior to any transfer (inter or intra).
All clinical feam members involved in the transfer (inter or infrahospital) of critically ill patients
must be trained and competent in intensive care transfer.

5. Critically ill patients requiring transfer must receive the same level of monitoring as they would
within an ICU.

6. Crifically ill patients requiring transfer must have the same level of documentation as they would
within an ICU.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Where dedicated Adult Critical Care Transfer Services are available, all referrals for inter-nospital
transfer of critically ill or injured patients should be made to these services.

2. Patients requiring repatriation to their local hospital to continue care should be transferred within
48 hours of acceptance by the receiving hospital.

3. ICUs should have a lead consultant responsible for intensive care transfer who oversees
education and training, governance arrangements, audit and quality improvement initiatives
and data analysis to ensure that patients undergoing Intra- and Interhospital fransfer receive the

same quality care.
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4. Acute hospitals should have access to a CEN compliant infensive care fransfer frolley with
appropriate equipment securely mounted to it, which is regularly checked and serviced.

5. Acute hospitals should have dedicated intensive care transfer equipment and drugs bags that
contain at least the minimum stock detailed in the Guidelines on the transfer of the critically il
adult 2025.4

6. Dedicated infra- and inter-hospital transfer checklists should be used throughout the transfer
process fo ensure adequate preparation and to enhance patient and accompanying staff

safety (available in the Guidelines on the transfer of the critically ill adult 2025).4

BACKGROUND AND EXPLANATION

Since the publication of GPICS V2, the intensive care transfer landscape has changed
immeasurably. Until recently, tfransfer of adult intensive care patients was largely ad-hoc and relied
heavily on NHS ambulance providers and, most often, clinicians with varying experience of intensive
care tfransfer from referring hospitals. The COVID-19 pandemic paved the way for the permanent
commissioning and development of dedicated Adult Critical Care Transfer Services (ACCTS) in
England and Wales, mirroring the services already operating in Northern Ireland and Scotland. It is
expected that all patients will have access to a dedicated ACCTS wherever they are in the UK, at

any fime of day, within the next two years.

The development of ACCTS and wider experiences during the COVID-19 pandemic have
fransformed the focus on infensive care transfer and thus have shaped the standards and
recommendations described above. In 2025, the 2019 FICM/ ICS ‘The Transfer of the Critically |l
Adult Guidelines’ will have been comprehensively rewritten to reflect these changes and their

contents applied to all patients.

The improved organisation and focus on intensive care transfer means that Acute Hospitals, Health
Boards/Trusts, Critical Care Networks and ACCTS (where they are operational) have to work
collaboratively. A national minimum mandatory dataset (MMDS) for inter-hospital fransfers, much like
the ICNARC Case Mix Programme dataset, has been developed within England and needs to be
submitted for all inter-hospital fransfers of adult patients. Collaborative working with the devolved
nations will ideally enable a MMDS to be submitted for all inter-hospital fransfers in the UK in future.
Clinical governance processes to ensure incident reporting, thematic review and shared learning

should be core elements of Critical Care Networks, Health Boards and ACCTS.

All patients requiring intensive care fransfer within or between hospitals must have the same high
standards of care regardless of where they are being transferred and regardless of who the
fransferring clinical tfeam are. It is now expected that fransfers are led by appropriately frained,
competent and experienced clinicians with competencies from FICM, RCoA and UKCCNA evolving
to reflect these changes. Formal documented risk assessment is required for any transfer and needs

fo include the patient’s physiological status, likelihood of changes or deterioration, the fransfer
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proposed and the required competencies, seniority and experience of the transferring clinical team.
The lead consultant responsible for intensive care transfer is responsible for ensuring these

requirements are met and where able, work collaboratively with regional Critical Care Networks.

Transfer of patients forimmediate lifesaving interventions (time critical interventions) must not be
delayed or prevented by availability of an intfensive care bed. Receiving hospitals must accept
such patients, perform the life saving intervention then consider the safest and most appropriate
location for ongoing care. This may include further transfer to another centre for ongoing treatment

and care.

Critical Care Networks, Health Boards/Trusts and NHS regions need to ensure that there are
operational guidelines/principles set out to guide Acute Hospitals in decision making around
capacity transfer to ensure patient-centred decisions are made (e.g. transfers only occur once all
physical beds are occupied and staffed, all elective surgery cancelled, all ward-fit patients
discharged from critical care, all reasonable efforts made to temporarily increase staffing, and no

prospect to increase staffing by the oncoming shift).

REFERENCES

1. NHS England. National Model for Adult Critical Care Transfer Services. NHS Futures, 2020.
https://future.nhs.uk/CCC COVID19

2. Grier§, Brant G, Gould TH,von Vopelius-Feldt J, Thompson J. Critical care transfer in an English critical care network:

analysis of 1124 transfers delivered by an ad-hoc system. J Intensive Care Soc, 2020;21:33-39

3. Grier S, Browne R. Developments in adult critical care transfer in England: a positive legacy of the COVID-19 pandemic.
Anaesthesia, 2022;77:858-860

4. Intensive Care Society. Guidelines on the fransfer of the critically ill adult. Intensive Care Society, 2025

5. Association of Anaesthetists. Guidelines for safe transfer of the brain-injured patient: trauma and stroke, 2019.
Anaesthesia, 2020;75:234-246

6. Healthcare Safety Investigation Branch. Transfer of critically ill adults. HSIB, 2019. htfps://www.hssib.org.uk/patient-safety-

investigations/transfer-of-critically-il-adults

7. NHS England. Adult Critical Care Transfer Services specification. NHS England, 2021.

https://www.england.nhs.uk/publication/adult-critical-care-transfer-services/

GPICS V3 Consultation Draft | 149


https://future.nhs.uk/CCC_COVID19
https://www.hssib.org.uk/patient-safety-investigations/transfer-of-critically-ill-adults
https://www.hssib.org.uk/patient-safety-investigations/transfer-of-critically-ill-adults
https://www.england.nhs.uk/publication/adult-critical-care-transfer-services/

4442
4443

4444

4445
4446
4447
4448
4449
4450

4451
4452

4453

4454
4455
4456
4457
4458
4459
4460
4461
4462
4463
4464
4465
4466
4467
4468
4469
4470
4471
4472
4473

3.11 Care at the End of Life

Authors: Sally Humphreys, Eloise Dawe & Joseph Cosgrove

INTRODUCTION

Intensive care focuses primarily on life sustaining therapies but with in-hospital mortality at 17-20% the
provision of good end-of-life care (EoLC) is vitall2. Additionally, freatments initiated to save life can
be invasive, distressing and potentially conflicting with palliative care 3. Clinical teams must therefore
recognise that some treatments may not be to the patient's overall benefit and be able to clearly
and compassionately communicate this 4. They must that ensure decisions are taken in accordance

with relevant statutory requirements and professional guidance 511,

‘Family’ is not a singular unit; it is composed of various individuals with varying importance to the

pafient. For that reason, we use ‘family and friends' or ‘family/friends’ in this chapter.

MINIMUM STANDARDS

1. ICUs must have an identified clinical lead for EoLC.

2. There must be an embedded psychologist within intensive care teams to address the
psychological health needs of end-of-life patients, their families/friends and staff 12,

3. There must be clear and comprehensive documentation of a shared decision-making process
for all end-of-life patients 13.

4. Clear access pathways must be in place for appropriate patients who wish to fransfer to another
EolLC setting such as a hospice or home'4,

5. Multi-professional feams must manage EoLC patients 1! including senior intensive care medical
and nursing staff, referring feams and specialty palliative care teams.

6. ICUs must have a standardised process to regularly assess and document symptom control
(including pain and anxiety/agitation/delirium at a minimum) in patients at the end-of-life 1017,

7. Anficipatory medication must be prescribed using an individualised approach considering the
patfient’s needs, views, values, and preferences 1°.

8. ICUs must use recognised tools that encompass spiritual, emotional, practical, physical, and
psychological needs and pain scores (e.g. RESPECT!).

9. The diagnosis and confirmation of death must follow the circulatory or neurological criteria set
out by the Academy of Medical Royal Colleges in ‘A Code of Practice for the Diagnosis and
Confirmation of Death’ Té,

10. Access to bereavement support and follow up must be available for patients, families/friends

and staff who have experienced end-of-life decision making 4.
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RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. ICUs should have guidance in place that provides patients the opportunity to have
individualised EoLC specific to their wishes e.g. access to pets, outdoor space'’, and a
personalised environment.

2. ICUs should provide space for close family and friends who wish o stay overnight with a dying
patient, within or close to the ICU18,

3. Intensive care morbidity and mortality meetings should regularly include a review of the
effectiveness of any symptom management protocols and the overcall care provided for

patients (and their families/friends) who received care at the end-of-life!s.

BACKGROUND AND EXPLANATION

Transitioning to EoLC prioritises symptom management, psychological support (for patients and their
families/friends), and alignment of freatments with individual care goals, values and preferences.
The purpose of this chapteris to ensure that ICUs have appropriate structures and processes in place
to allow individualised care plans to be implemented which meet current legal and quality

standards for intensive care patients in the last days/hours of their life.

Skills in quality EoLC are dependent on symptom management, good leadership, planning, decision
making, communication and multidisciplinary working. The majority of deaths on the ICU follow
withdrawals or limitations of freatments when failure of curative freatments become apparent3419,
These decisions need to be individualised and include a shared approach to decision making ?. The
GMC has published extensive guidance to aid decision making in this area. It covers best practice

for adults with and without capacity and considers relevant law 8.

There is an increasing awareness of the long-term impact that involvement in EOLC has on the
psychological wellbeing of family members/friends and others involved in such care 2. This chapter
therefore reflects an increased focus on psychological support, welloeing and bereavement. It also
infroduces the importance of reflective learning from all deaths and increases the number of

standards on individualised care and collaborative working.
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3.12 Organ and Tissue Donation
Authors: Tom Billyard, Alison Ingham & Helen Tyler

INTRODUCTION

Consideration of organ and tissue donation is a key component of good end-of-life care (EoLC)!.

Facilitating donation is a core service of every ICU, and all acute hospitals have a role in

implementing best practice in all stages of the donation pathway. There are well-defined UK

professional, legal and ethical frameworks setting out best practice, developed with, and endorsed

by, national professional bodies.23

MINIMUM STANDARDS

1.

Clinicians must consider organ and tissue donation for all patients reaching end of life in the ICU,
as part of a holistic care plan.1,4

Each acute Health Board/Trust must have a Clinical Lead for Organ Donation (CLOD) who works
with a linked Specialist Nurse for Organ Donation (SNOD) to ensure best practice in donation is
delivered and local policies are up to date.

To ensure safe donation practice, ICUs must follow the circulatory or neurological criteria set out
by the Academy of Medical Royal Colleges in ‘A Code of Practice for the Diagnosis and
Confirmation of Death’.5

ICUs must confribute data to the NHS Blood and Transplant (NHSBT) national potential donor
audit.

ICUs must use national guidance to optimise donor care after consent/authorisation to increase

organ utilisation and optimise transplant outcomes.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1.

The intensive care team should be represented on the Health Board/Trust’s Organ Donation
Committee, which provides oversight of all aspects of deceased organ and tissue donationé 13,
The CLOD and linked SNOD should regularly review and share within the ICU local performance
data from the NHSBT national potential donor audit, to ensure that timely identification and
notification of potential donors to organ donation services is occurring.

The CLOD and linked SNOD should regularly review and share within the ICU local performance
data from the NHSBT national potential donor audit, fo ensure that any approach to the family
for organ donation is a collaborative approach by the intensive care tfeam and the SNOD.

The Donation Actions Framework provides detailed guidance on the professional, legal and
ethical considerations for donation in England, Wales and Northern Ireland and should be used

to support decision-making and guide practice, with recognition of the applicable legislation2.
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5. Allintensive care staff likely to be involved in the care of potential organ or tissue donors should
receive training in the principles of donation so that patients and their families can receive the

care and support they need during the donation process.121?

BACKGROUND AND EXPLANATION

The potential for organ fransplant has increased year on year as surgical techniques and fransplant
after-care has improved. The need for an increase in organ donors was recognised by the Organ
Donation Taskforce Report in 2008 and has been delivered by subsequent NHSBT strategy
documents and extensive service development.¢ Robust professional guidance exists to ensure safe

and supported practice and is essential as the field advances and new technologies emerge.

The duty of care to the patient remains the priority at all times and care planning has to hold this at
its core.78 The decision-making regarding withdrawal of life sustaining freatments and the move to
EoLC must be made in line with professional and legal guidance and be independent of any
potential for organ donation. However, the expressed decisions and values of the patient will direct
how EoLC is delivered and inform any assessment for donation. The diagnosis of death by circulatory
or neurological criteria must conform to current practice standards, irrespective of potential organ

donation.>

The public perception of donation and societal engagement with the subject has shifted
considerably. The strong public and political support on the adoption of an opt-out system across
the UK nations demonstrates this. Exploring a patient’s decision regarding donation is now an
expected part of practice, detailed in clinical and legislative guidance.!34Every ICU needs to be
able to deliver holistic, person centred EoLC that supports potential organ and tissue donation. There
are now well-embedded UK processes for identification and referral of potential donors and gaining
consent/ authorisation for donation. Alongside these the ethical, legal and professional framework
which underlies donation has been developed to ensure safe and reliable donation processes.?
There are differences in the legislation of the devolved nations in respect to organ and fissue
donation; most significantly in Scotland where a number of additional safeguards were included
within the deemed authorisation legislation.? The SNOD expertise and fraining in delivery of these

processes is essential and is maximised by early collaborative working.

The CLOD and the local organ donation committee need to ensure systems exist within every Health
Board/Trust to facilitate high quality donation practice in a consistent manner.¢ The role of intensive
care staff includes active donor management to increase organ ufilisation and opfimise fransplant
outcomes.2? The SNOD will support staff in use of care bundles following neurological death, delivery
of appropriate patient management within professional guidance, and potential adjustments to
place or process at end of life.19The positive changes in UK donation practice have resulted in a
doubling of the number of donors since 2008. However, despite these improvements the consent /

authorisation rate for donation remains low compared to other comparable countries with
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deceased donation programmes. This is a significant barrier fo the UK achieving a world-class

donation and fransplant service. ICU staff can help improve consent / authorisation rates through
their communication with patients and families; allowing families time to understand and accept
end-of-life or death, pro-actively planning end-of-life donation conversations with the SNOD and

undertaking a collaborative approach for donation at an appropriate time.1.12
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w46 3.13 Legal Aspects of Capacity and Decision Making
4647  Authors: Monika Beatty, Chris Danbury & Victoria Metaxa with contributions from: the FICM
4648 Legal and Ethical Policy Unit (FICM LEPU) and ICS Legal and Ethics Advisory Group (ICS
4649  LEAG)

4650  INTRODUCTION

4651 It is assumed that all adult patients have capacity to make decisions about their freatment —i.e. to
4652  give or withhold consent, or fo choose among the available options - unless proven otherwise. If a
4653  patient has that capacity, their decision has to be respected, even if the treating clinician considers

4654 that decision to be unwise.

4655  Autonomy or self-determination is a fundamental principle of human rights and a cornerstone of
4656 medical law. Advance care planning (ACP) can be used to promote self-determination by

4657  documenting an individual’s wishes prior to a potential loss of decision-making capacity.

4658 Decisions involving patients who lack capacity, have to be made as per the requirements and
4659 principles laid out in the relevant home nation’s capacity legal framework! 23, When disagreement
4660 occurs between the treating feam and the patient/family, conflict management is paramount to

4661 ensure optimal care and avoid moral conflict or acting unlawfully.

4662  MINIMUM STANDARDS

4663 1. Determination of capacity for a specific freatment/refusal of treatment must be made by the
4664 freating clinician in accordance with the relevant legal framework for capacity, that is
4665 applicable to the UK Home Nation, in which the patient is being treated 1,2,3,4,5.

4666 2. The basis for all freatment decisions regarding patients who lack capacity must be documented
4667 and be specific to the proposed intervention.

4668 3. When the patient has validly made choices in advance (by way of making an advance decision

4669 to refuse freatment, an advance statement of their wishes, or — in England, Wales and Scotland,
4670 by appointing an aftorney) every effort must be made to implement those choices.
4671 4, All efforts must be made to allow critically ill patients to exercise their capacity.

4672 5. ICM Consultants must have 24-hour access to the organisation’s legal team, with clear and

4673 specific local guidance detailing how to request legal advice.

4674 RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

4675 1. ICUs should provide regular training for staff, outlining how to undertake capacity assessments in
4676 intensive care for the management of patients who may lack capacity.
4677 2. Capacity is decision and time specific, and capacity should be assessed with the level of care

4678 that is commensurate with the nature/severity of the decision.
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3. Where decisions involving capacitous patients may lead to serious consequences, senior
clinicians should be involved in assessing capacity.

4. ICUs should have access to a second opinion external to organisation and mediation services, in
the event of disagreement.

5. In cases of infractable conflict, staff support should be provided in the form of debrief,

psychological interventions or wellbeing advice.

BACKGROUND AND EXPLANATION

Capacity is fime and decision specific and may fluctuate, especially in critically ill patients,
consequent to their acute clinical condition and/or the tfreatment provided. It is therefore key to
safe, ethical, and lawful practice that staff understand the legal principles that underpin capacity
assessment. Capacity needs to be assessed with the level of care that is commensurate with the
nature/severity of the decision. Where decisions involving patients who have capacity may lead to
serious consequences e.g. the withdrawal of life sustaining freatment, senior clinicians should be
involved in assessing capacity, a second opinion is strongly recommended along with repeating the

capacity assessment.

At any given time, a patient may have capacity for one decision but lack it for a different one.
Furthermore, capacity can be difficult to assess in critically ill patients, whose ability to communicate
may be restricted or impaired. In such cases, conditions need to be optimised for critically ill patients
fo exercise their capacity e.g., via the use of relevant communication aids, language translators

and/or the provision of information in a suitable format.

The documentation for all freatment decisions regarding patients who lack capacity will include

details regarding:

e The determination of best interests/benefit, which has to be patient-centred and include an
evaluation of the potential risks vs benefits. Best interests are not confined to medical issues
and have fo encompass other aspects, such as religious beliefs.

e The conversation(s) undertaken between the freating consultant and individuals close to the
patient (family and friends), or where applicable the patient’s legal representative, the
Mental Welfare Commission (Scotland) or IMCA (England & Wales).

e Whether there is a change in the patient’s capacity to make relevant decisions during ICU

admission

If the patient has made a valid and applicable Advance Decision to Refuse Treatment (ADRT), it has
fo be respected’4. This is particularly relevant where life sustaining treatment is being withheld on the
basis of an ADRT. In this situation, there can be no doubt as to its validity or applicability; where

debate or concerns exist, seeking early legal advice is prudent, along with providing emergency life
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sustaining treatment in the interim (N.B., although ARDTs do not have formal statutory authority in

Scotland or in Northern Ireland, they are likely to be highly persuasive to the court).

Disagreement and Conflict

Disagreement and conflict in ICU are inevitable, given the high emotional burden of the acute iliness
and the life-or-death decisions that are frequently made. A deeper understanding of why conflict
occurs may allow ICU clinicians to recognise and challenge their own cognitive biases, as well as
those of patients’ relatives, thus preventing escalation of conflict when it does occuré. When this is
not possible, there are options to resolve conflict with external input, either in the form of a second
opinion, mediation or an application to the courts. Written local guidance regarding how to enact

these interventions is recommended.

Parties ought to seek alternative dispute resolution methods, the learnings from which can be
applied to various healthcare settings (as illustrated in recent case law examples in England and
Wales). Increasing attention has since been given to other ways of resolving conflict before it
reaches the courtroom. Mediation has been proposed as a non-adjudicative process, which
promotes communicatfion and mutual understanding instead of confrontation and a ‘right/ wrong’
stance. Despite conceptual benefits, concerns sfill exist around the regulation of the mediation

process and further research is needed into its effectiveness in the medical setting.

In cases of conflict and significant disagreement staff support should be provided in the form of
debrief, psychological interventions or wellbeing advice. Units should be proactive and develop

policies to ensure such support can be promptly delivered.

There are three main legal jurisdictions in the UK; England and Wales, Scotland, and Northern Ireland;
each with its own legal system, which includes capacity legislation (N.B., in Northern Ireland, the
Mental Capacity (Northern Ireland) Act 2016 is not yet fully implemented and yet does not cover
freatment decisions). The UK Supreme Court is the final appellate court for all three jurisdictions and
its decisions bind all lower courts wherever they may be located. Treatment for patients who lack
capacity will be either in accordance with their best interests (England and Wales, Northern Ireland)
or of overall benefit (Scotland). If legal advice is required, all healthcare organisations, NHS Trusts and

Health Boards have a legal services department and/or access to external solicitors.

The UK Supreme Court has made clear that in England and Wales, if at the end of the process of
decision-making for patients who lack capacity, it is apparent that the way forward is finely
balanced, or there is a difference of medical opinion, or a lack of agreement to a proposed course
of action from those with an interest in the patient’s welfare, an application should be made to the
Court of Protection’8. A comparable approach is likely to be applicable to the relevant courts in
Scotland and in Northern Ireland, and the same criteria should be used for legal advice. The Courts
have said repeatedly that the initial application should come from the health body and not from the

family.
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The Deprivation of Liberty Safeguards (in England and Wales, and Northern Ireland) will rarely be a
relevant issue for critically ill patients requiring emergency interventions?. The courts have emphasised
in England and Walles that in emergency life-threatening situations, the priority for patients who lack
capacity is to ensure that care is delivered in accordance with their best interests, and this is not
usually to be treated as a matter of deprivation of liberty'0. At the time of writing, no directly

equivalent safeguards apply in Scotfland.

REFERENCES

1. Mental Capacity Act 2005. https://www.legislation.gov.uk/ukpga/2005/9/contents

Adults with Incapacity Act (Scotland) 2000. https://www.legislation.gov.uk/asp/2000/4/contents

Mental Capacity Act (Northern Ireland) 2016. https://www legislation.gov.uk/nia/2016/18/contents/enacted

Mental Capacity Act 2005 Code of Practice.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/921428/Mental-

> LN

capacity-act-code-of-practice.pdf

5. Adults with Incapacity Act (Scotland) 2000 code of practice, third edition 2010.
https://www.gov.scot/publications/adults-incapacity-scotland-act-2000-code-practice-third-edition-practitioners-
authorised-carry-out-medical-treatment-research-under-part-5-act/documents/

6. Johal HK, Danbury C. Conflict before the courtroom: challenging cognitive biases in critical decision-making. J Med
Ethics. 2020 Jul 6;47(12):e36.

7. England & Wales Court of Protection guidance: Serious Medical Treatment, Guidance [2020] EWCOP 2 (17 January 2020)
(bailii.org).

8. Ainfree University NHS Hospitals Trust v James [2014] USKC 67 https://www.supremecourt.uk/cases/docs/uksc-2013-0134-
judgment.pdf

9. FICM Midnight law: Deprivation of Liberty in Intensive Care, version 1, 2021. https://www.ficm.ac.uk/midnightlaws

10. R (Ferreira) v HM Senior Coroner for Inner South London [2017] EWCA Civ 31.
https://www .baili.org/ew/cases/EWCA/Civ/2017/31.html

GPICS V3 Consultation Draft | 159


https://www.legislation.gov.uk/ukpga/2005/9/contents
https://www.legislation.gov.uk/asp/2000/4/contents
https://www.legislation.gov.uk/nia/2016/18/contents/enacted
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/921428/Mental-capacity-act-code-of-practice.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/921428/Mental-capacity-act-code-of-practice.pdf
https://www.bailii.org/ew/cases/EWCOP/2020/2.html
https://www.bailii.org/ew/cases/EWCOP/2020/2.html
http://www.39essex.com/cop_cases/aintree-university-hospitals-nhs-foundation-trust-respondent-v-james-appellant/
https://www.bailii.org/ew/cases/EWCA/Civ/2017/31.html

-~ Section 4 | CLINICAL CARE

4775

4776

4777

4778

4779

4780

4781

4782

4783

4784

4785

4786

4787

4788

4789

4790

4791

4.1 Standardised Care of the Ciritically lll Patient

4.2 Respiratory Support

4.3 Prolonged Mechanical Ventilation and Complex Home Mechanical Ventilation Services

4.4 Airway Management

4.5 Renal Support

4.6 Gastrointestinal Support and Nutrition

4.7 Liver Support

4.8 Cardiovascular Support

4.9 Intensive Care Ultrasound

4.10 Neurological Support

4.11 Burns

4.12 Care of the Ciritically lll Pregnant (or recently pregnant) Person
4.13 Care of the Critically Il Child in an Adult Intensive Care Unit
4.14 Care of the Chronically Critically lll Patient

4.15 Managing Acute Severe Behavioural Disturbances

4.16 Major Trauma

GPICS V3 Consultation Draft | 160



4792
4793

4794

4795
4796
4797
4798

4799

4800
4801
4802
4803
4804

4805
4806

4807

4808
4809
4810
4811
4812
4813
4814
4815
4816
4817
4818
4819
4820
4821
4822
4823
4824
4825

4.1 Standardised Care of the Critically lll Patient

Authors: Richard Innes & Peyton Davis

INTRODUCTION

The evidence base underpinning intensive care practice is improving and has enabled a degree of
consensus on a number of elements of care, which are briefly presented in this chapter. In addition
fo frial data informing major areas of practice such as ventilation, there are multiple observational

studies suggesting that adoption of a treatment ‘bundle’ approach leads to better outcomes,

although randomised studies are currently lacking and are difficult to perform]’z.

Allintensive care units need fo have policies, guidelines and/or checklists to achieve the following
minimum standards and might consider their position in relation to the recommendations. However,
while these are standards and recommendations that most patients will benefit from, there will be
exceptional circumstances (e.g. severe asthma, unstable spinal injuries, and morbid obesity) in which

these standards/recommendations are clinically not applicable or achievable.

The importance of sufficient numbers of appropriately trained staff for intensive care remains vital for

delivering safe and effective patient care outcomes.

MINIMUM STANDARDS

1. Patients must be assessed daily for risk of thromboembolic disease and receive appropriate
prophylaxis3.

2. Patients undergoing controlled mechanical ventilation who have Acute Respiratory Distress
Syndrome (ARDS) must receive a tidal volume of less than or equal to 6 mi/kg PBW.

3. Ventilated patients must have respiratory function evaluated daily and undergo spontaneous
breathing frials where appropriate.

4, Sedation must be individualised to patient needs and the appropriateness of a sedation hold
considered daily4.

5. All patients must be assessed regularly for evidence of pain, with analgesia optimised fo minimise
sedation requirements.

6. All patients must be screened daily for evidence of delirium using a validated method.

7. The need for continued indwelling catheters (infravascular or urinary) must be considered daily.

8. Indwelling intravascular catheters must be inspected daily for evidence of infection using a
suitable scoring system to guide necessity for removal.

9. Monitoring of invasively ventilated patients must include continuous waveform capnography.

10. Care bundles must be in place for Intubation Associated Pneumonia (IAP) prevention, Central
Venous Catheter (CVC) insertion and maintenance, and Peripheral Venous Cannula (PVC)

insertion and maintenance.
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RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

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 cmH20 should be targeted.

2. A ventilated patient care bundle should be in place with appropriate mechanisms for ensuring
adherence.

3. Unless clinically contra-indicated, ventilated patients should be nursed in a semi-recumbent
position at 30 to 45 degrees.

4. Where there is no confraindication, enteral nutrition (EN) should be initiated within 48 hours after
admission to the ICUS.

5. When EN is not feasible or insufficient, parenteral nutrition should be started as soon as possible in
patients with (or at high risk of) malnutrition, which maybe a combination of cachexia (disease
related) and malnutrition (inadequate consumption of nutrients).

6. All sedated patients should have sedation levels monitored hourly using a recognised scoring
system to ensure sedation is minimised.

7. Noise levels and patient interventions should be minimised overnight to facilitate natural sleep.

8. A fransfusion threshold of 70g/L should be used in general intensive care patients unless a higher
target Hb may be beneficial in patients with sepsis (in the first six hours), ischaemic stroke,
tfraumatic brain injury with cerebral ischaemia, or acute coronary syndromes.é

9. Drug infusion concentrations should be standardised in line with Intensive Care Society,

Standard Medication Concentrations for Continuous Infusions in Adult Critical Care, 2020

BACKGROUND AND EXPLANATION

The bundled approach to clinical care is considered effective in improving clinical outcomes. The
underlying premise is that by ensuring adherence across multiple logical elements of care, outcomes
for patients can be improved. The most widely adopted bundle of care is the ‘Ventilator’ or

‘Ventilator Associated Pneumonia’ (VAP) bundle as advocated by the Institute for Healthcare

Improvement (IHI)8. Many hospitals have reported dramatic reductions in VAP rates using this
approach. However, VAP is a subjective outcome and lower VAP rates after implementing a bundle
may partly reflect stricter application of subjective VAP criteria. Notably, most studies that have

reported lower VAP rates afterimplementing a bundle have not reported parallel decreases in
mortality, though it is likely they will reduce length of mechanical ventilation!:2.

Some interventions beyond the IHI ventilator bundle might bring additional benefit to ventilated
patients, such as low fidal volume ventilation, sedation minimisation, conservative fluid

management, and early mobilisation. Thus, care bundles are an evolving entity, and new and better

care bundles that integrate these promising new processes are needed.
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It is important that care bundles are subjected to the same scientific rigour as traditional
interventions, and to date this approach is lacking. Much data is observational in nature with varied
study methodology, and this makes comparison difficult. Some interventions which are initially

thought to be helpful (e.g. chlorhexidine mouth washes for ventilated patients) may subsequently be

shown to be harmful or of no benefit? Others, such as the use of drugs for gastric protection, have
benefits (reduced bleeding) but also harm (higher rates of VAP and in some populations cancer),

and so all components need to be implemented with some reference to the clinical context to

ensure, where possible, benefit outweighs harm1.2.

When implementing standards of care, the IHl recommends achieving reliability of > 95% . The three
most frequently used strategies to achieve this are: education; reminders (such as checklists); and
audit/feedback. The increasing use of electronic health records within intensive care may facilitate

both development of new bundles and adherence to existing ones.

Where available, ICUs need to use recognised and validated screening and scoring systems. For

example:

e The Confusion Assessment Method for the ICU (CAM-ICU) or the Intensive Care Delirium
Screening Checklist (ICDSC).

e The Visual Infusion Phlebitis Score (Jackson 1998)7 for indwelling intravascular catheters.

e The Riker Sedation-Agitation Scale or the Richmond Agitation-Sedation Scale for sedated

and ventilated patients.

Intensive care is a combination of therapies, such as bundles, but their efficacy is reliant on the
absolute essential factor of safe staffing numbers, training, education and protocols to deliver care

in a recognised and standard format.
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4.2 Respiratory Support

Authors: Gavin D Perkins, Ellen A Gorman & Daniel F McAuley

INTRODUCTION

Over 100,000 patients per year with acute respiratory failure are admitted to intensive care in the UK for
mechanical ventilation and respiratory support. There are peaks and froughs of demand, with the
winter months normally being the busiest time. Patients spend on average eight days requiring
invasive mechanical ventilation. Non-invasive respiratory support may avoid the need for invasive
mechanical ventilation in some patients with acute respiratory failure. Liberating a patient from
ventilation (weaning) is a key priority. Stfandardised management improves outcomes for patients
with acute respiratory failure!, therefore evidence-based guidelines can inform optimal

management and approaches to weaning?s.

This chapter should be viewed in conjunction with Chapter 4.4 on airway management.

MINIMUM STANDARDS

1. ICUs must have access to sufficient modern invasive and non-invasive ventilators, confinuous
positive airway pressure and high flow nasal oxygen devices.

2. Pulse oximetry, waveform capnography, ECG, blood pressure monitoring, ventilator alarms
(where relevant) and point-of-care arterial blood gas analysis must be used for all patients
receiving advanced respiratory support.

3. ICUs must have evidence-based guidelines for the management of acute respiratory failure,
which include Acute Respiratory Distress Syndrome (ARDS)23.

4. ICUs must have an evidence-based guideline for the prevention of ventilator associated
pneumoniaé.

5. ICUs must have an evidence-based guideline for ventilation weaning, which includes sedation
use,

6. ICUs must have an evidence-based guideline for referral for Extra-Corporeal Membrane
Oxygenation’s,

7. Equipment and standard operating procedures, including checklists, must be in place for any
high-risk procedure?-11,

8. Units must have protocols in place to manage oxygen flow at times of peak demand, and to

ensure safe use of oxygen cylinders where there is no access to pipeline supply'213,

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Tidal volume (ml/kg predicated body weight), plateau airway pressures and cumulative fluid

balance should be monitored and recorded daily in all patients with acute respiratory failure24.
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2. ICUs should audit adherence to guidelines, standard operating procedures and checklists
relating to the management of acute respiratory failure2s.
3. ICUs should monitor ventilator associated pneumonia rates’.

Non-invasive respiratory support should be considered for all patients with respiratory failure
that are not responding to standard oxygen therapys1415, although non-invasive ventilation
should be used with caution in more severe ARDS'¢.

BACKGROUND AND EXPLANATION

This chapter focuses on supportive care interventions for acute respiratory failure rather than

pharmacological treatments.

To deliver safe and effective care, ICUs must have sufficient equipment, frained staff, evidence-
based guidelines, standard operating procedures and checklists to deliver safe patient care?11.
Systems must be in place to ensure the safe continuation of oxygen supply during times of peak

demand, and to ensure the safe use of oxygen cylinders'213,

High-risk procedures require appropriate equipment and standard operating procedures, including
checklists. There is national guidance which can be adapted for many high -risk procedures

including for intubation, extubation, bronchoscopy, prone positioning and tracheostomy -11,

Non-invasive respiratory support should be considered for all patients with respiratory failure that has
not responded to standard oxygen therapy. Pressure targeted, non-invasive ventilation is an
effective treatment for acute hypercapnic respiratory failure 5. Pressure targeted, non-invasive
ventilation, continuous positive airway pressure ventilation and/or high flow nasal oxygen can also be
effective in reducing the need for infubation in patients with acute hypoxaemic respiratory failure
1415 In patients with COVID-19 related acute hypoxaemic respiratory failure current evidence
favours the use of contfinuous positive airway pressure as the first line choice for non-invasive
respiratory support’4. Evidence also supports the use of non-invasive respiratory support following
extubation in those at high risk of respiratory failure or as an adjunct to aid weaning in those who fail

a spontaneous breathing friall”.

The routine use of high frequency oscillation ventilation, recruitment manoeuvres, extracorporeal
carbon dioxide removal (ECCO2R) are not clinically recommended'8. There is insufficient evidence
at present to inform clinicians about the role of awake prone positioning, endotracheal fubes with
subglofttic suction, airway pressure release ventilation, and automated weaning technologies in
acute respiratory failure. Ideally patients receiving these therapies would do so as part of a clinical

frial where available.

Patients with and aft risk of ARDS benefit from ventilation strategies which limit exposure to airway
pressures >30 cm H20 and tidal volumes >6ml kg (3, 4). Guidelines recommend the use of protective
ventilation and prone positioning for af least 12 hours in adults with moderate and severe ARDS.

Conservative fluid management, higher PEEP strategies, and ECMO are also supported, while high
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frequency oscillation, high pressure recruitment manoeuvres, ECCO2R are not recommended? 4.

Many of the principles described remain relevant for COVID-192.

Evidence supports the use of sedation and weaning protocols which include the use of spontaneous

breathing trials with inspiratory pressure augmentation, minimisation of sedation, use of non- invasive

ventilation in patients at high risk of extubation failure, early mobilisation, weaning protocols and cuff

leak test in patients at high risk of post-extubation failure. 6.8,
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4.3 Prolonged Mechanical Ventilation and Complex
Home Mechanical Ventilation Services

Authors: Ben Messer, Michael Davies & Louise Rose

INTRODUCTION

Approximately 5% of ventilated, critically ill patients will not wean successfully from mechanical
ventilation within 21 days.!2 Up to 20% of these will require long-term invasive venftilation and 40%
non-invasive ventilation (NIV) in the community following discharge from a Specialised Weaning Unif
(SWU).3 There is evidence that specialist teams that offer a structured approach to the care of
patients requiring prolonged mechanical ventilation (PMV) greater than 21 days improve patient

outcomes.4

This section highlights the standards and recommendations relevant to the provision of intensive care
services for patients who require PMV and would benefit from input from a SWU co-located within a
complex home mechanical ventilation (HMV) service. National guidance endorsed by the Intensive
Care Society (ICS) and British Thoracic Society (BTS) on the structure of SWUs was published in 2023.5

MINIMUM STANDARDS

1. There must be a referral pathway to a SWU/complex HMV service which any intensive care unit
can access for advice and/or assessment.>

2. Patients receiving PMV must be managed by a multi-professional team with specialist expertise
and experience in managing this patient group.

3. Any plan for advice from, assessment by, or transfer to a regional SWU must be made in
collaboration with the patient and their family and documented in the medical record.

4. All patients with single-organ respiratory failure (continued invasive mechanical ventilation but
no other acute organ support) at day 210of their intensive care stay must have a documented
review focused on the potential merit of referral to the regional SWU/complex HMV centre for
advice, assessment or fransfer.

5. Locally agreed protocols must be in place to define which other patients are discussed with the

regional SWU/complex HMV centre.s

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. The SWU/complex HMV centre should be staffed with a multi-professional team as outlined in the
ICS/BTS SWU document.5

2. Patients with pre-existing comorbid conditions associated with weaning difficulties should be
referred to the regional SWU/complex HMV centre at the soonest practical time-point of their

intensive care stay.
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3. Patients under the care of a regional complex HMV service, admitted to an ICU in another
hospital, who are unable to be weaned to their baseline level of ventilation, should be
transferred to the hospital where the regional complex HMYV service is located at the soonest
practical time-point of their intensive care stay.

4. The regional SWU/complex HMV service should be involved in hospital discharge planning and
carer fraining for patients discharged home with HMV.

5. The care of patients receiving PMV who meet the criteria for discussion with SWU/complex HMV
services should undergo careful review and ongoing audit including submission of data to a

national database if available.

BACKGROUND AND EXPLANATION

A combined ICS/BTS document was published in 2023 recommending the SWU model of care for the
UK and providing guidance on the standards of care and infrastructure for these units.5 Admission to
an SWU is only part of the continuum of care for patients with weaning failure. A collaborative
approach within regional networks involving advice and potentially remote assessment from the

SWU is encouraged.

Most patients requiring invasive mechanical ventilatory support in intensive care can be successfully
weaned.s However, a small, but significant, proportion fail to wean and remain ventilator-
dependent for a prolonged period. A 2003 UK study found that 12% of mechanically ventilated
patients will require more than 28 days of respiratory support,! while a 2011 study found that found
that 6% of patients will require more than 21 days of ventilatory support.2 These patients have higher
mortality and occupy a disproportionate number of intensive care bed days, leading to increased

healthcare costs.2 More recent data in a non-UK setfting found a PMV prevalence of 5% to 6%.78

The European Society of Intensive Care Medicine (ESICM)/ European Respiratory Society (ERS) 2007
international consensus document (currently being updated) concluded that intensive care units
may lack the structure and focus to manage patients with prolonged weaning failure.? Although a
range of organisational models exist for management of these patients, a systematic review of 24
studies from 16 countries found befter outcomes were associated with those patients admitted to a
SWU.4

Key to successful patient outcomes is to ensure that all components of care are optimal. A mulfi-
professional rehabilitation plan, optimal sedation management, and structured weaning plan may
improve the rate and timing of weaning from ventilation. Furthermore, patients at risk of weaning
failure need to be identified as soon as possible following admission to intensive care. Such patients
include those with progressive neuromuscular disease, chronic respiratory disease and morbid
obesity. Careful ongoing review and audit of criteria for discussion with SWU/complex HMYV services is
part of good patient care. This includes submission of data fo a national database if available. In the

event of PMV, discussion with and fransfer to a SWU co-located with a complex HMV cenftre is
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associated with improved outcomes and facilitates discharge with NIV or invasive ventilation

required by a maijority of patients.3
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snz 4.4 Airway Management
5113  Authors: Andy Higgs & L-J Mottram

5114  INTRODUCTION

5115  Over 100,000 patients per year are admitted to intensive care in the UK and receive invasive

5116  mechanical ventilation. Aimost all of these will undergo advanced airway management, which

5117  involves fracheal intubation and/or formation of a fracheostomy. About 6% of all intensive care

5118  patients have a known anatomically difficult airway or several anatomical risk factors!.23. More

5119  recently, the concept of the physiologically difficult airway has been recognised 2 and perhaps most
5120 UK Level 3ICU patients have elements of the physiologically difficult airway. Evidence-based

5121 guidelines help to inform the optimal advanced airway management, including its institution and

5122 common complicationss.

5123  MINIMUM STANDARDS

5124 1. ICUs must have clear processes for summoning advanced airway practitioner support, including
5125 personnel able to perform and assist an awake tracheal intubation and ENT support3.

5126 2. ICUs must have immediate access to the appropriate airway devices which include the

5127 equipment necessary to manage a difficult airways.

5128 3. Each patient undergoing an advanced airway intervention must have a trained airway

5129 assistants,

5130 4. Key airway management records must be regularly accessible to the clinical team.

5131 5. ICUs must have regularly checked, audited and restocked airway frolley, comprising Difficult
5132 Airway Society (DAS) guideline Plan A-D drawers4.

5133 6. When managing an airway, ICUs must have access to appropriate monitoring in accordance
5134 with the DAS-ICS-FICM-RCoA guideline on intubation in the critically ill patients.

5135 7. All patients ventilated via an artificial airway must be appropriately monitored in accordance
5136 with the DAS-ICS-FICM-RCoA guideline on intubation in the critically ill patients.

5137 8. ICUs must have immediate access to chest radiography and POCUS to assess the airway and
5138 exclude complications of airway management.

5139 9. ICUs must have a named medical doctor as lead for airway management.

5140 10. ICUs must have written guidance for airway management in ICU.

5141 11. Standardised bed head signage must be displayed for patients with laryngectomies,

5142 fracheostomies and known difficult airwayss:¢

5143 12. ICUs must ensure that patients with complex, or ‘at risk’, airways are identified at handover and
5144 that a plan for emergency reintubation is made.!3
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RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Safe airway management checklists should be available and used routinely?23.

2. ICUs should regularly undertake audits of airway practice and complications.

3. ICU procurement should be made in tandem with emergency and operating departments to
ensure consistency of airway devices and approach.

4. ICUs should have a named individual as AHP or nursing Airway Lead.

5. ICUs should incorporate human factors and sim-based training with airway teaching?’.

6. ICUs should have written guidance for securing an artificial airway device, suctioning and
humidification.

7. ICUs should ensure appropriate de-briefing after complications of airway management.

BACKGROUND AND EXPLANATION

Airway management is complicated in critically ill patients by their inherent physiological instability.
The potential for harm during airway manipulation is greater than in other patient groups, and
therefore optimal conditions, equipment, processes and team performance are imperative for safe

airway management.

A UK network of airway leads was developed to drive improvements in airway safety. Every ICU
requires a medical doctor to be named airway lead who can be solely responsible for intensive care
but may also be the RCoA hospital airway lead. If not the same individual, regular licison between
the airway leads for intensive care, the emergency department and the anaesthetic department is

needed.

Airway leads are able to develop written guidelines and improve training standards, with a renewed
focus on core competencies for tfrained airway assistants. We suggest incorporating simulation and
human factors elements in addition fo airway technical skills fraining, as critical incidents continue to
highlight this need 1378, Auditing airway practice and complications to identify excellence, training
needs and areas of practice requiring improvement will be an important part of the airway lead
role. In addition, a proactive and adaptive safety culture needs to be encouraged within units and
across hospital departments, prioritising safe airway management as a key domain of intensive care

practice.

The range of equipment for airway interventions must be commensurate with national and
international standards and be readily available for use. There is increasing evidence for
videolaryngoscopy to improve airway management, fraining and safety3?. Capnography is a key
monitoring standard, and recent international guidance highlights its role in preventing
unrecognised oesophageal intubation 1°9. Equipment must be stored for optimal and immediate use

in emergency situations, using the Difficult Airway Society Plan A-D approach#. Stocking and
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5179 checking this equipment must become embedded within daily intensive care safety procedures,

5180  with a named individual responsible for stock control of airway devices.

5181 ICUs require immediate access to airway devices as deemed appropriate by the airway lead and

5182  following risk assessment:

5183 e Direct and video-laryngoscopes 37, including standard Macintosh geometry VL devices and
5184 hyperangulated blades.

5185 e Airway adjuncts (e.g. oropharyngeal and nasopharyngeal airways, bougies, Ainfree

5186 Infubation Catheters™ or equivalent, stylets and any device-specific adjuncts.)

5187 o Self-inflating and flow-driven manual ventilation bag devices, HFNO and CPAP-NIV devices.
5188 e High pressure, low volume cuffed endotracheal tubes and 2nd generation supraglottic

5189 airways

5190 e Tracheostomy tubes including standard and adjustable-flanged, flexible reinforced

5191 tfracheostomy tubes, and those incorporating sub-glottic suction ports

5192 e Flexible bronchoscopes and laryngoscopess.

5193  Good record keeping and readily accessible documentation is an essential part of airway

5194 management. Key information includes:

5195 ¢ The laryngoscopic views obtained during any previous infubation attempts should be
5196 recorded, together with the name of the operator and which device was used

5197 e Date of intubation or tracheostomy formation

5198 e Tube size and inserfion depth

5199 e Tracheal cuff pressure (ideally maintained at 25cm H20, or 5cm H20 above peak airway
5200 pressure).

5201 e Date of any tube change

5202 e ETCO2

5203 e ABGs

5204 e Ventilation parameterss3.

5205 Written guidance (such as guidelines, SOPs, checklists, etc.) for airway management in ICU include:

5206 e Planned and emergency infubations both on and off ICU, which should include preventing
5207 unrecognised oesophageal intubation, managing infubation in airborne infection (e.g.
5208 Covid19), and managing failed intfubation including rescue techniques, such as infubation
5209 via supraglottic airway and emergency Front of Neck Access (eFONA)3.

5210 e Extubationin ICU3.

5211 e Safety checklists for intfubation and percutaneous fracheostomy 35.

5212 ¢ Managing fracheostomy/laryngectomy emergencies 4.

5213 ¢ Maintenance of an artificial airway during patient re-positioning including patient turns and
5214 prone positioning.
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These can be supplemented by the use of cognitive aids to optimise time sensitive management of

airway complications 8.

Tracheostomy is an area of specific risk. Insertion checklists and standard procedures [5,6], alongside

appropriate bedside signage is an important part of patient safety. Any complex airway, inclusive of

fracheostomised patients, is a key point of information that requires communication to receiving

teams in hand over.
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4.5 Renal Support

Authors: Marlies Ostermann & Lui G Forni

INTRODUCTION

There is no currently available tfreatment for severe acute kidney injury (AKl) and renal replacement

therapy (RRT) remains the mainstay for supportive therapy. The main types of acute RRT available for

critically ill adults in the UK are haemodialysis and haemofiltration provided either continuously or

intermittently. Acute peritoneal dialysis is rarely used.

MINIMUM STANDARDS

1.

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

Patients receiving acute RRT must be cared for by a multi-professional team, trained and
experienced in delivering and monitoring RRT.

Patients receiving acute RRT, where the cause of AKl is unclear or where RRT will be needed on
intensive care discharge, must be discussed with the local renal team.

The dose of RRT must be prescribed at the beginning of the RRT session, reviewed daily and
tailored to the needs of the patient.!

There must be close collaboration with an intensive care pharmacist with suitable experience in
AKI and the effects of RRT.

When discharged from intensive care, the accepting team and GP must be informed that the
patient had received RRT for AKI whilst in intensive care so that appropriate follow-up can be

arranged.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

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 or creatinine values.'2

Where life-threatening complications of AKlI occur and are not responding to medical
management, RRT should be started emergently unless a decision has been made not to
escalate therapy.12

There should be close liaison with the regional renal service regarding fransfer and vascular
access for patients with end-stage renal failure, who are not in a renal unit or dialysis centre and
require urgent RRT in ICU.

Patients with end-stage renal failure who are not in a renal unit or dialysis cenfre and require
urgent RRT may need intensive care admission.

The choice of therapy should be based on patient status, expertise of the clinical staff, and the

available technique(s).
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6. The decision to use anficoagulation to maintain circuit patency and the choice of anticoagulant
should be based on the potential risks and benefits in an individual patient, the expertise of the

clinical team, and the options available.

BACKGROUND AND EXPLANATION

Critically ill patients with severe AKI commonly receive RRT.4 The optimal fiming remains uncertain but
in patients without limitations in care, there is consensus that RRT is indicated in case of urgent or
refractory complications of AKI. Recent randomised controlled trials (RCTs) confirm that pre-emptive
or earlier RRT does not confer clinical benefit, implying that a “watch and wait” strategy is

acceptable 57, rather than relying on isolated urea or creatinine values.!2

The choice of technique depends on availability, clinical expertise and patient characteristics.
Although continuous RRT (CRRT) offers the theoretical advantage of improved haemodynamic
tolerance, evidence to support this is conflicting. Secondary analyses of the AKIKI and IDEAL trials
suggested that, compared to conventional intermittent haemodialysis (IHD), CRRT as first modality
conveyed no benefit in terms of survival or kidney recovery and might even have been associated
with harm in some patients.8 In contrast, data from the RENAL, ATN and STARRT AKI trials
demonstrated better outcomes if CRRT was used as first modality.?10 At this stage confinuous and

intermittent RRT needs to be considered as complementary therapies for AKL.!

The dose of acute RRT needs to be tailored to the patient’'s metabolic and fluid status. RCTs have
failed to demonstrate improved survival or renal recovery with higher delivered doses.'12 The KDIGO
guideline recommends delivery of an effluent volume of 20-25ml/kg/h for CRRT.! To compensate for
interruptions in freatment, a higher dose may have to be prescribed (i.e. 25-30mL/kg/h). When using

intermittent RRT, a Kt/V of 3.9 per week ought to be delivered.

The KDIGO guideline suggests regional citrate anticoagulation for CRRT, and unfractionated or low-
molecular weight heparin for patients receiving intermittent RRT.' However, citrate anficoagulation

requires training and expertise and is not available in all intensive care units in the UK.13

Drug clearance is affected by the mode and dose of RRT. Therefore, drug doses need to be
reviewed and adjusted each fime RRT is started or the prescription of RRT is altered. Input from
intensive care pharmacists is advised. Standard enteral nutrition is recommended, provided there are no

refractory electrolyte abnormalities or fluid overload.4
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4.6 Gastrointestinal Support and Nutrition
Authors: Ella Terblanche & Hugh Montgomery

INTRODUCTION

Malnutrition is typically understood as encompassing undernutrition from inadequate

intake/absorption of food, nutrient classes (e.g. protein/energy) or elements (e.g. vitamins). It is also

a disorder of overnutrition, usually from excess energy infake causing obesity. ICU admission may

result causally (directly or via co-morbidities), or through impacts of malnourishment-causing

diseases.

MINIMUM STANDARDS

1.
2.

Nuftritional status and risk must be assessed and documented on ICU admission.

Malnutrition risks increasing mortality, morbidity and length of stay, and must be sought and
assessed in all patients staying in ICU >48 hours!.

The type and position of nasogastric tubes (NGTs) used for enteral nutrition (EN), hydration
and/or drug administration, must comply with NHS Improvement guidelines and be no larger
than 14 french gauge?3.

A range of EN products must be available to meet the service needs.

A ‘standard’ parenteral nutrition (PN) bag must be available within 24 hours.

There must be access to a range of PN bags which include vitamins, frace elements and
minerals.

A nutrition support guideline must be available without waiting for a patient specific diefitian’s
plan, fo promote nutrition delivery and to advise on managing EN infolerance.

Guidance must be in place to identify and support nutrition in those at risk of refeeding

syndrome.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

Nutritional intake targets should be compared daily with actual intake.

After initial protocolised feeding, individualised nutritional intake plans should be initiated to
address nutritional deficits, avoid refeeding syndrome, and correct micronutrient deficiencies.
An individualised obesity management plan should be made to avoid overfeeding and address
any comorbidities4.

An intensive care diefitian or appropriately frained clinician should assess energy, protein, and
micronutrient targets weekly, with adjustments for patients with a BMI > 30 kg/m?2.

The energy content from medications and fluids should be accounted for to avoid excess

calorie and/or lipid intake.
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6. Nasal bridles should be provided for securing NGTs in agitated patients, with adherence to local
guidelines for their use and aftercare being ensured.

7. Bowel management should be assessed daily in all patients and managed according to local
policy guidelines.

8. EN should be continued in patients in prone position or treated with extracorporeal membrane
oxygenation 3.

9. EN should be continued until extubations.

BACKGROUND AND EXPLANATION

Every patient admitted to ICU requires assessment of nutritional status and risk which includes
assessment of recent changes in weight, food intake and absorption; causes of altered intake; and
the possibility of specific micronutrient deficiencies (on ICU, most commonly being that of zinc in
diarrhoea/dermatitis, and of B-vitamins in habitual excess alcohol intake). Oral enteral nutrition (EN)

is the preferred route of feeding, where safe and adequate to do so.

It is important that the ICU has a nutrition support guideline which promotes protocdlised nutrition
delivery without waiting for a patient specific dietitian’s plan, and which addresses vomiting, large
gastric residual volumes, diarrhoea and failure to reach EN targets. Nutritional intake targets need to
be compared daily with actual intake, with deficits monitored, and steps taken to remedy them. The
energy content from certain medications and fluids (e.g. propofol, IV glucose and citrate

anfi-coagulation renal replacement therapy) needs to be accounted for fo avoid overfeeding.

Nutrition support is recommended to be instigated within 48 hours in patients expected not to be on
a full oral diet within three days. EN support for inadequate oral intake helps meet macro- and
micronutrient requirements, maintains gut integrity, supports immune function and reduces hospital-
acquired infections®s. If EN fails/is inappropriate, isocaloric parenteral nutrition (PN) delivery delivers

similar outcomes>4.

Every ICU patient staying more than 48 hours needs to be considered aft risk of malnutrition 15 and
identified and graded using a nutritional assessment. Additional micronutrient requirements need to

be met, and re-feeding syndrome avoided.

While an optimal feeding strategy is debated, an individualised approach after the first week is
recommended3’. Meeting early full energy/protein targets likely offers no benefité-10 and needs to
be avoided in the first three days of admission/ early phase of acute iliness until clinical stability has
been achieved 37; administration can be increased after day three to meet full targets by day
sevend. Indirect calorimetry (IC), the gold standard measurement of energy expenditure, is
recommended$$; predictive equations are inaccurate often leading to over/under-feeding!!. If IC is

unavailable, weight-based calculations are used (12-25kcal/kg/day in the first 7-10 days)>4.
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Energy/protein requirements may rise during the (hard to define) recovery phase3’, but high-
(2.2g/kg/day) and standard-dose(1.2g/kg/day) protein load deliver similar mortalities and times-to-
discharge alive, while high-protein may harm those with acute kidney injury and the most severely-

ile.

Micronutrients (trace elements/vitamins) in EN and PNS need to address existing deficiencies and
meet ongoing needs (greater with active depletion e.g. losses via CRRT, intestine, surgical drains and
burns’213), Suboptimal EN delivery (e.g. from gastrointestinal dysfunction-related EN infolerance (ENI)
is associated with greater duration of mechanical ventilation and ICU stay, and mortality'415. Routine
gastric residual volume (GRV) measurement, commonly used to assess Gl dysfunction and ENI,
correlates poorly with gastric emptying, regurgitation, and aspiration/pneumonia’é and is not
recommended in American guidelines ¢; European guidelines®, however, suggest the use of post

pyloric feeding and/or prokinetic agents (metoclopramide, erythromycin) if GRV >500ml.

Bowel management is an important aspect of gastrointestinal support. Local policy guidelines on

daily bowel management assessment are recommended to include:

a. Monitoring and documentation of bowel habits (frequency & type)
Minimising the use of drugs that can cause constipation or diarrhoea

c. Assessing the need for, and performing, rectal examination to identify faecal
loading/impaction and then to treat it.

d. When to use laxatives, enemas, and suppositories

e. Management of ileus.
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4.7 Liver Support

Authors: Brian Hogan, Nick Murphy & Julia Wendon

INTRODUCTION

Liver failure is a broad term which can be divided into four main sub-types. Identifying the correct

type of liver failure is essential as there are significant differences in both the prognosis and available

management options.

The four broad types of liver failure outlined in this chapter with examples of the underlying aetiology

Acute Liver Failure (ALF)

Encephalopathy + coagulopathy (INR > 1.5) in a patient with no

pre-existing liver disease.

The most common sub-types in the UK are hyperacute (often from
paracetamol intoxication) or sub-acute (which can be
seronegative or from auto-immune or other drug-induced liver

injuries).!

Acute-on-Chronic Liver
Failure (ACLF)

Decompensation and extra-hepatic organ failures in a pafient with

known advanced chronic liver disease / cirrhosis.

This is often precipitated by a decompensating event such as
sepsis, upper gastrointestinal bleeding or acute alcohol associated

hepatitis.2

Post-Hepatectomy Liver
Failure (PHLF)

Liver failure following liver resection, often for a liver metastasis or

primary liver cancer.

Liver Failure in multi-
system illness

Liver failure in patients with a multi-system illness. This is perhaps
best described as ‘liver failure in the critically ill’. This may be as
part of sepsis (predominantly cholestasis); low cardiac output
states (ischaemic hepatitis); systemic disease such as malaria,
dengue, macrophage activation or hemophagocytic syndrome;

or infiltfrative processes (malignancy).

Patients with ALF and PHLF are ideally managed in liver failure centres. Some patients with liver

failure (e.g. those with ACLF and those with liver failure as part of a multi-system iliness - like

ischaemic hepatitis) are managed outside of liver failure centres but would benefit from specialist

discussion with intensivists and liver specialists at the regional liver centre.
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MINIMUM STANDARDS

1.

Contact with a liver fransplant centre must be made early, following admission of any patient
with ALF fo an ICU.3

ICUs managing liver failure and liver frauma must have access to a 24/7 interventional radiology
service and/or be part of a network that can provide rapid access to such provision.

ICUs managing liver failure must have 24-hour access to both diagnostic and therapeutic upper
Gl endoscopy services and/or be part of a network that can provide rapid access to such
provision.

ICUs managing liver failure must have an intensive care pharmacist with suitable experience in

liver failure recognising increased volumes of distribution as drug dosing may need adjusting.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1.

ICUs managing liver failure should have a multidisciplinary team of intensivists and hepatologists,
and access to input from other relevant specialties.

Patients with liver failure, plus any other organ dysfunction, should be considered for admission to
intfensive care.

Patients with non-ALF liver failure should be discussed early with the regional liver centre, as
guided by consultation with the local hepatology service.

Patients with ACLF should be discussed early with regional cenfres, as guided by consultatfion
with the local hepatology service.

ICUs admitting patients with variceal bleeding should have agreed pathways to regional centres
providing trans-jugular infrahepatic portosystemic shunt (TIPS) for patients with bleeding varices,
ensuring early and timely access to such interventions.

Viscoelastic tests, such as thrombo-elastography or ROTEM, should be available to guide the use

of blood producTs.4
Strategies to prevent, monitor and manage intracranial hypertension (ICH) should be available in

cenfres managing patients with ALF.

BACKGROUND AND EXPLANATION

Acute liver failure (ALF) is often used (incorrectly) as a generic term for liver dysfunction in the setting

of critical iliness. It is also used as a descriptfion of severe liver injury accompanied by organ failure

seen in patients with chronic liver disease, more correctly termed acute on chronic liver failure

(ACLF). Liver dysfunction, when seen as part of a mulfi-system iliness, such as septic or cardiogenic

shock, is more correctly referred to as hypoxic or ischaemic hepatitis or cholestasis of sepsis. These

distinctions are important, as prognosis and management are different, and the definitions are

clarified in the table above.
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ICUs managing liver failure require a multidisciplinary feam of intensivists and hepatologists and
access to input from other relevant specialties, such as, liver surgeons, anaesthetists, infectious
diseases, cardiology, and haematology as required. They can and should provide advice and

licison with intfensive care patient fransfer services as required.

Patients with liver failure, whatever the cause, should be considered for admission to an ICU. Attention
is needed for cardiovascular support, rapid correction of actual or relative hypovolaemia,
neurological assessment, and airway management, plus consideration of early renal and metabolic

support.

Infravenous antibiotics need be considered in any liver failure patient with a suggestion of sepsis on
admission to intensive care. Infectious complications are very common in patients with liver failure.

The choice of antibiotic will be driven by knowledge of local microbiological resistance patterns.

Acute Live Failure additional considerations

ALF is arare syndrome, estimated to affect between 2-5 people per million of the UK population
each year. The most common cause in the UK is paracetamol toxicity. Cerebral oedema resulting in
raised infracranial pressure can occur in those with high-grade encephalopathy (GCS < 8) and
associated risk factors. In addition to supportive care, there is evidence that plasma exchange may
be of benefit when instituted early in the course of the syndrome. Liver fransplantation is indicated in

a select group who fulfil poor prognostic criteria.

Changes in conscious level need to always be viewed as a serious development; encephalopathy is
the most likely cause but metabolic causes, especially hypoglycaemia, need to be excluded. Early
intubation for airway control and protection may be required, and almost always for transfer to

another centre.

Pregnancy-related ALF presenting to the ICU is most likely fo be Hemolysis, Elevated Liver enzymes
and Low Platelets (HELLP) syndrome, pre-eclampsia, fatty liver of pregnancy or liver rupture.
Management of this cohort of patients requires effective and close working between obstetric
services, neonatology and intensive care. Coagulopathy is often associated with bleeding in this

disease group. (See Chapter 4.12 Care of the critically ill pregnant (or recently pregnant) person)

ACLF, PHLF, ischaemic hepatitis and other Liver dysfunction additional considerations

Other patients with liver failure need to be discussed early with the regional liver centre as guided by
consultation with the local hepatology service. Advice about management, prognosis, possible
fransfer, and interventions (TIPS, Transplant, clinical trials) can be discussed, and clear lines of

communication established.

ACLF is common and, whilst outcomes are continually improving, is still associated with a high
mortality when >3 organ failure is established. There is often a precipitant such as an upper Gl bleed,

alcohol associated hepatitis or infection, although none may be identified. The syndrome is
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characterised by worsening jaundice and encephalopathy with an increasing extra hepatic organ
failure burden carrying a worse prognosis. Renal failure in this setting carries a high attrioutable
mortality. Initial care is supportive with a focus on managing any precipitant and treatment of sepsis.
Patients with ACLF may now be listed and prioritised for liver tfransplant from the ICU, but outcomes
are better if listed early. Patients with ACLF, who may be suitable fransplant candidates, need to be

referred early in their admission.

Bleeding from oesophageal varices carries a better prognosis than other precipitants of ACLF.
Airway protection and endoscopic control of bleeding are essential, alongside consideration for TIPS

early for refractory bleeding or if at high risk of re-bleeding.

Management of liver dysfunction in the setting of a multi-system disease is a broad area perhaps best

described as ‘liver failure in the critically ill'. Systemic infections and other inflammatory processes

can precipitate severe Iiverdysfunc’rion.s Malignant infiltration from lymphomas or overwhelming liver

metastasis can sometimes present with liver failure. The list of other potential causes is long.

A cohort of patients present with signs and symptoms of liver failure due to a low cardiac output state
and present as hypoxic hepatitis; their management will require focus on improved cardiac
parameters recognising the liver as a secondary event. Heat stroke can present in a similar manner,

but this fime metabolic demand can exceed supply.
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4.8 Cardiovascular Support
Authors: Peter J McGuigan, Claire Boynton, Scott Kemp & Alastair Proudfoot

INTRODUCTION

More than 149,000 patients are admitted to hospital with acute heart failure or myocardial infarction
in England, Wales and Northern Ireland each year.!2 Cardiovascular disease (CVD) accounts for a
quarter of all deaths in the UK each year. 3 An estimated 6.1 million people in England live with CVD;

clinicians need to have a high index of suspicion for cardiac dysfunction in intensive care.3

Cardiovascular instability is the most common reason for admission to UK ICUs, with basic
cardiovascular support the most common organ support delivered.4 The need for cardiovascular
support may reflect new cardiac pathology or concurrent critical illness that decompensates the
cardiovascular system. Echocardiography is essential for the diagnosis of cardiac conditions with
networks of care fundamental to the management. Most patients requiring cardiovascular support
will be successfully managed in ICUs throughout the UK by the delivery of Level 2 and 3 care.

However, some patients will require specialist cardiac input or transfer.

MINIMUM STANDARDS

1. ICUs must be able to manage patients requiring advanced cardiovascular support (Level 2 and
3 care) which would include the use of invasive arterial blood pressure and central venous
pressure monitoring and inofropes.

2. Patients admitted to ICUs with potentially reversible cardiogenic shock or who are candidates for
fransplantation must be discussed early with cardiology centres capable of providing
mechanical cardiovascular support (MCS) or quaternary advanced heart failure centres. 15

3. Patients admitted to ICUs with acute heart failure must be reviewed within 24 hours of

admission by a specialist heart failure multidisciplinary team.é8

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Immediate coronary angiography and PCI of the infarct-related artery (if indicated) should be
considered in critically unwell patients with complications of Acute Coronary Syndrome (ACS).?

2. In cases of mechanical complications of ACS or acute valvular pathology resulting in
cardiogenic shock, Heart Team discussion should occur to consider emergency surgical or
catheter-based repair.?

3. AllICUs should have the capability to either non-invasively or invasively assess cardiac output.

4. Tertiary cardiac centre ICUs should have the ability to perform advanced hemodynamic
monitoring.

5. Cardiac networks should be established fo include tertiary cardiology centres and quaternary

advanced heart failure centres.>
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6. Clear pathways should exist for the transfer of patients to terfiary cardiology centres or
quaternary advanced heart failure centres, and for repatriation of patients back to their local
intensive care service.35

7. 1CUs should adopt the Society for Cardiovascular Angiography and Interventions (SCAI) staging
as the standardised descriptor of cardiogenic shock to facilitate triage, communication and
expediency of discussion with fertiary cardiology centres and quaternary advanced heart failure
centres.s

8. A consultant intensivist should input into Heart Team discussions when planning procedural
freatment for intensive care patients and those at high risk of requiring intensive care support
post procedure.3

9. Tertiary cardiology centres should work with transfer services to ensure they develop the requisite

skills to transfer the sickest cardiology patients.10

BACKGROUND AND EXPLANATION

For patients who present with a diagnosis of cardiac dysfunction or in whom pre-existing cardiac
disease has decompensated due to critical illness, imaging, multidisciplinary working, and networks

of care are essential to high quality care.

Networks of care use a collaborative model to deliver safe and effective elective and emergency
services which ensures equity of access to high quality care. The structure for a recommended
cardiology network has been previously defined in the Cardiology GIRFT Programme National
Specialty Report.3 This report outlines a cardiology network comprising four levels of care, with all
hospitals participating in the network ensuring patient access to all four levels. In brief these are

made up of:

e Level 1-base level services for acute cardiology patients

e Level2-level 1 plus access to pacing and PCl services

e Level 3-level 2 plus 24/7 access to PCI, interventional electrophysiology and 7/7 access to
TOE

e Level 4 -level 3 plus structural interventions, VT ablation and cardiac surgery.3

These levels of care provide the bases for established networks for myocardial infarction, cardiac
conduction and valvular pathologies. However, these levels of care do not include the provision of
MCS or transplantation. Cardiogenic shock (CS) networks are less well established; however, CS
networks have the potential to leverage existing cardiology networks to develop a *hub and spoke’

model of care. 5This is likely to take the following format:

e Level 1 and 2 centres focusing on recognition of CS (through NEWS2 and early access to
echocardiography) and stabilisation.

e Level 3 and 4 centres acting as CS centres providing interventional cardiology services and
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short-term MCS. Within CS cenftres, expert decision making will be led by a Heart /tfeam
comprised of an interventional cardiologist, a cardiac intensivist, cardiac intensive care
nursing staff, a heart failure cardiologist and a cardiac surgeon with or without a member of
the regional transplant team or specialist palliative care.

e A small number of quaternary advanced heart failure centres providing access to long-term

MCS and heart transplant.

Whilst current guidelines recommend that hospitals who admit acute cardiology patients have
access to echocardiography 24/7, this may not be universally available. Intensive care physicians
have an important role in improving access to echocardiography out-of-hours to support / exclude
the diagnosis of cardiac pathologies.® This will facilitate appropriate friage. The sickest patients need
to undergo emergent echocardiography by someone frained to British Society of Echocardiography
(BSE) level 1 standard or higher.35?9

Pulmonary artery flotation catheters remain the gold standard cardiac output monitor. However,
their use is infrequent outside cardiac centres. All centres need to have the capability to either non-
invasively or invasively assess cardiac output; cenfres might consider limiting the variety of cardiac

output monitors used and/or concentrate the skillset in a smaller number of clinicians.

Patients with acute cardiology pathology who are deteriorating despite supportive care should be
discussed with the Heart Team. The composition of this multidisciplinary team will vary between sites.
However, networks of care ensure that all patients have equitable access to imaging, interventional
cardiology, and cardiac surgical services as well as leveraging existing care pathways such as those
that deliver primary PCI. Intensive care fransfer services are likely to play an integral role in the

functioning of cardiology networks but may require upskilling.3.10

For the sickest of patients, MCS or cardiac fransplant may be appropriate! and early discussion with
quaternary heart failure centres is recommended.s Where patients (who are candidates for
escalation) remain in their base hospital, regular communication with the terfiary or quaternary

cenftre is crucial.m
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4.9 Intensive Care Ultrasound

Authors: Marcus Peck, Ashley Miller, Hannah Conway & Prashant Parulekar

INTRODUCTION

Intensive care ultrasound is quick, non-invasive and facilitates the acquisition of critical information

when and where it is most needed. As such, it has become an integral part of managing critically ill

patients’4. While it has many clear benefits, it also consumes intensive care resources and constitutes

potential clinical risk. The following standards and recommendations are designed fo promote safety

and quality in any intensive care ultrasound service.

MINIMUM STANDARDS

1. ICUs must have the equipment to provide point of care intensive care ultrasound>s.

2. Ultrasound machines must be equipped with linear, curvilinear, and phased array probes.

3. Ultrasound equipment must be readily available, serviced regularly and part of a capital
replacement program

4. 1CUs must have a clinical lead for ultrasound.

5. Dedicated infection control guidance must be accessible and its compliance audited?.

6. Providers who scan and report independently must be trained to an appropriate level for their
clinical practice.

7. When performing scans fto inform clinical decision making, providers must store a structured

report in the patient record.

8. When performing scans to inform clinical decision making, providers must store images for quality

assurance purposes.

9. When performing scans for training purposes, learners must only store reports in the patient
record if a trained provider has verified them first.

10. Transoesophageal echocardiography (TOE) must be immediately available in all cardiothoracic
ICUs and those units providing extra-corporeal circulatory supports.

11. ICUs must have the facility to store clinical and point-of-care ulirasound images in an
appropriate picture archiving and communication system, so they form part of the clinical

record.?

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. AllICUs should be able to train staff in intensive care ultrasound.

2. ICUs that engage in remote review and/or supervision should employ secure, cloud-based
image transfer systems.

3. The clinical lead for ultrasound should have sufficient time in their job plan for the associated

quality assurance processes.
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4. The intensive care ultrasound service should be supported by a fully frained link-person within the
cardiology and radiology departments, as appropriate.

5. ICUs should provide dedicated education and ultrasound governance meetings.

6. ICUs should foster robust quality assurance processes, including peer review of image and

reporting quality.

BACKGROUND AND EXPLANATION

The most common use of intensive care ultrasound is for vascular access. Increasingly point of care
ulfrasound is used by ICU clinicians for whole-body imaging of critically ill patients. It is demonstrably

superior to physical examination and chest radiography in detecting life-threatening causes of

10-12
shock and acute respiratory failure, and many other clinical situations

In an unstable patient, echocardiographic data, particularly Doppler derived, can provide
haemodynamic information that adds valuable diagnostic and pathophysiological insights3. TOE
may be of value in patients with poor transthoracic windows, frauma, patients following cardiac

surgery, and those receiving mechanical circulatory supports,

Ultrasound providers emanate from a variety of clinical backgrounds, providing they can achieve

suitable levels of competence with appropriate fraining.

Various competency-based ultrasound training and accreditation systems exist in the UK, most of

which use an organ-based, modular approach.

Knowing how to acquire, interpret and integrate images into clinical practice represents only the
beginning of the learning process. To be a safe and effective ultrasound provider, and to develop
new skills, one needs to be surrounded by the right framework of support and governance. This

includes access to expert supervision.

Exposure to supervision may pose challenges as this depends on local availability of experienced
frainers. Some cenfres have addressed these issues by embracing remote supervision through
telemedicine software. This method facilitates immediate guidance, feedback and mentorship by

overcoming geographical constraints and improving access to expertise13-1¢

Educational and ulfrasound governance meetings play a crucial role in improving the quality and
safety of patient care'é. These meetings serve as essential platforms for exchanging knowledge,
developing skills, and standardising practices among providers. The incorporation of such meetings is

integral fo the quality assurance processes recommended for each centre’s,

An essential component for providing a point of care intensive care ultrasound service is the
appointment of an ICU clinical lead with responsibility for equipment, coordinating training and

governance. Recognition of this role in that person’s job plan is encouraged.
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4.10 Neurological Support

Authors: Jessie Welbourne, Zoeb Jiwaji & Donna Rawlings

INTRODUCTION

The provision of specialist services for stroke, neurofrauma, and other neurological conditions is

progressively becoming cenfralised. However, many patients with acute brain and spinal cord

pathology will present fo and require neurological support within non-specialist ICUs. This includes

those admitted following out-of-hospital cardiac arrest, seizures, stroke, neuroinfective and

neuroinflammatory disorders.

This chapter should be considered alongside and complements the standards and

recommendations within Chapter 1.7 Neurocritical Care.

MININUM STANDARDS

1.

Treatments, including transfer for specialist neurological interventions, must be in line as far as
possible with individual preferences, including consideration of Advance Care Plans or
Anticipatory Care Plans (Scotland) if applicable!.

Neuroprotective freatment for patients who remain unconscious following cardiac arrest must
follow national and international consensus guidelines, including fever-avoidance for at least 72
hours2.

A multimodal approach for neuroprognostication as per consensus guidelines must be used and
documented following hypoxic-ischaemic brain injury after cardiac arrests.

Patients admitted to intensive care with intracerebral haemorrhage must be discussed with
neurosurgical or stroke care specialists for consideration of, and fransfer for appropriate specialist
intferventions4.

Adults with middle cerebral artery infarction admitted to intfensive care, meeting the criteria
described in NICE NG 128 must be discussed with a specialist cenfre for consideration of
decompressive craniectomy within 48 hours of symptom onset4.

Diagnosis of death using neurological criteria must be conducted as per the Academy of

Medical Royal College’s Code of Practice and the endorsed national testing formss.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1.

Agreed access and documentation processes should be in place for neuro intensive care,
neurosurgery and neurology specialist advice when required.s.

Patients with perceived devastating brain injury should be admitted to intensive care to
aid prognostication as per national consensus guidance, unless the extent of co-morbidity
makes contfinued organ support of no overall benefit regardless of potential neurological

recovery’.
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3. The management of infracerebral haemorrhage should include the prompft reversal of
anticoagulation and consideration of acute blood pressure lowering as per national and
international guideliness.

4, All patients with acute ischaemic stfroke meeting guidance criteria should be referred to the
nearest thrombectomy centre and, if appropriate, transferred for intervention within
recommended time-frames?.

1. Core temperature should be monitored in patients requiring intensive care admission following
fraumatic brain injury, aneurysmal subarachnoid haemorrhage, infracerebral haemorrhage or
acute ischaemic stroke to ensure normothermia is maintained, fever avoided and shivering
managed. 10-11,

2. Patients with suspected bacterial meningitis or viral encephalitis and reduced consciousness
requiring intfensive care support should be managed as per consensus recommendation,
including blood cultures, tfimely administration of antibiotics and/or antivirals, and CSF sampling
following neuroimaging'2.

3. Refractory generalised status epilepticus requiring freatment with anaesthetic agents should
have seizure control confirmed with EEG monitoring (locally or following transfer to a specialist
centre)13-14,

4. Assessment and management of patients with prolonged disorders of consciousness should
follow national guidance, including specialist input from an expert Prolonged Disorders of

Consciousness Physician!s.

BACKGROUND AND EXPLANATION

Patients requiring neurological support are frequently encountered in intensive care setfings, with
many not necessitating transfer to a specialist neurosciences centre. Alongside relevant
neurological investigations and interventions, it is important to recognise that patients in this group
derive substantial benefit from expert general intensive care encompassing optimal ventilation,
oxygenation, cardiovascular support, sedation management, nutritional provision, and VTE

prophylaxis strategies.

In addition, individuals needing neurological support may also require specific freatments tailored
towards neuroprotection and management of neurological diagnoses. A key challenge is
predicting long-term outcomes following neurological injury, with an emphasis on using evidence-

based and patient-centred approaches to guide both tfreatment and end-of-life decision-making.

Given the nature and occasional rarity of certain neurological conditions, regional policies and
intensive care networks are advised to facilitate the management of neurological patients at non-
specialist facilities, including (but not limited to) refractory status epilepticus's, autoimmune
encephadalitis'é, acute inflammatory polyneuropathy!” and decompensation of chronic neurological

disease, with prompt fransfer to specialised centres when specialist intervention is warranted.
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so12  4.11 Burns

5913  Authors: Ascanio Tridente, Brendan Sloan, Nicole Lee & lan Clement

5914  INTRODUCTION

5915  The exact incidence of burns injuries is not known, as some people do not seek medical advice. It is
5916 nevertheless estimated that around 250,000 patients suffer burns injuries in the UK each year 1. There
5917 is a high prevalence of burn injury in the frail elderly and in those with severe mental health

5918  problems. Approximately 120,000 people with burn injuries attend Emergency Departments (ED) in
5919 the UK yearly, resulting in around 8000 admissions to secondary care. Of these, approximately 350
5920  willrequire fluid resuscitation due to the severity of their injuries2. Treating burns victims is expensive,
5921 but volumes of activity are low, due to the combination of the intricacy and peculiarity of the

5922 injuries, and their infrequency?. It is therefore important that the most severely ill burns patients are

5923 cared for where specialist burns and intensive care expertise are both available.

5924  Burn care in the UK is organised in centres, units and facilities. Patients with the worst injuries and

5925 highest intensive care requirements are cared for in centres, those with moderate size and severity
5926 burns in units, while facilities care for those patients with less complex burns. Most critically ill burn
5927 patients in the UK are looked after within a general ICU with burns surgical and multidisciplinary input.

5928  Some hospitals have a dedicated burns ICU.

5929  The following standards and recommendations apply to all adult burn patients receiving intensive
5930 care.

5931  MINIMUM STANDARDS

5932 1. Working practices must promote multidisciplinary care between the burn and intensive care
5933 medical, nursing and allied healthcare professional teams, encouraging joint decision makings.
5934 2. A burns theatre must be located in close proximity (preferably within 50 metres) to any service
5935 providing intensive care for burn injured patientss3.

5936 3. Burns patients requiring intensive care must be jointly managed by consultants in burns surgery
5937 and intensive care medicine with the appropriate level of burns specific frainings.

5938 4. Clinical guidelines for treatment and care related specifically to burns patients must be available
5939 in ICUs which manage burns patientss.

5940 5. Thresholds for referral to adult and paediatric burns Services must be adhered to, as detailed by
5941 the National Burn Care Referral Guidance*.

5942 6. Transfer of critically ill burn patients between services must comply with Intensive Care Society
5943 guidelines?.
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RECOMMENDATIONS TO PROVIDE A QUALTIY SERVICE

1.

Services should have access to specialist care pathways to meet the needs of patients with
mental health issues and those frail and elderly.

All burns over 20% total body surface area (TBSA) should have access to thermally controlled
single-bedded cubicles3s.

Services providing burns centre level care should be, ideally, co-located with a major frauma
centres.

Where burns centre level care cannot be co-located with a major frauma centre mechanisms
for ensuring appropriate integration with major tfrauma centre care should be established.

The implementation of end-of-life care in the early stage of a burn injury should only be made
following multidisciplinary holistic assessment, involving af least two consultants, one of whom
should be a specialised burn care surgeon and the other an intensivist with experience in burns
care’.

There should be nominated intensive care and anaesthesia lead consultants for burns, who
participate in network regional and national clinical governance activities, morbidity and
mortality audit meetings.

There should be a minimum of one nurse per shift with CC3N specialist burn competencies8 in in
general ICUs looking after burns patients, and ideally a 75% CC3N competencies compliance in
dedicated burns ICU3.

BACKGROUND AND EXPLANATION

The latest data would suggest that the 50% mortality (LD50) for burns based on total body surface

area (TBSA) affected depends on age group, varying from approximately 90% for the age group

<50, to around 55% for patients aged 50-79, and being as low as around 20% for patients agreed =80

years (7). To achieve these outstanding outcomes, care needs to be provided by a fully infegrated

multidisciplinary team, with daily multidisciplinary ward rounds3.10,

Guidelines

Clinical guidelines for freatment and care related specifically to burns patients must be available in

ICUs which manage burns patientss. These may include:

Fluid resuscitation and management of associated complications.
Assessment and management of burns to the face and airway. Including the
recommendation to use fibre-optic bronchoscopy or naso-endoscopy to assess inhalation
injury™

c. Management of smoke inhalation injury and its sequelae, including carbon monoxide and

cyanide poisoning.
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d. Recognition and management of the acutely unwell and deteriorating burn injured patient,
including burn specific criteria for the diagnosis of sepsis.
e. Management of hypothermia and hyperpyrexia.

—h

Management of burn wound infections including antimicrobial stewardship.
g. Nutritional assessment.
h

Rehabilitation.

Hypothermia

Hypothermia has a profoundly adverse effect on burn patients, who are particularly vulnerable
during initial assessment and resuscitation. Strategies to vigorously prevent this, including provision of
a thermoneutral environment, need to be used. One of simplest methods to reduce this
hypermetabolic response is to increase the ambient temperature using a thermally controlled

cubicles.

Infection

Infection is a significant cause of mortality in major burns. Methods of protecting patients from
infection include early primary excision and skin grafting, regular aseptic dressing changes and

isolatfion of the patient in a single-bedded cubicle.

Transfer

Transfer of patients between services may involve considerable distances due to the relatively small
number of specialist burn-only intensive care beds in the UK. Services need to ensure that
consideration is given to provision of adequate drugs, fluids, oxygen, and warming devices for

lengthier transfers.

Research

Clinical studies directly relevant to the UK sefting are few, in part due to the relatively small numbers
of patients with significant burn injuries who present in more affluent countries. A collaborative

approach to research with multi-centre trials is be encouraged.

Further information

Further detailed recommendations on the management of burn injured patients can be found in the

2023 document produced by the British Burn Association: Burn Care Standards and Outcomess.
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4.12 Care of the Critically Il Pregnant (or recently
pregnant) Person

Authors: Steve Cantellow, Katie Cranfield & Deborah Horner with contributions from Alison

Blair, Nuala Lucas, Lucy MacKillop, Yavor Metodiev, Cathy Nelson-Piercy & Arlene Wise

INTRODUCTION

The term ‘maternity patient’ refers to anyone who is pregnant or has been pregnant within the last
42 days, including those who have experienced pregnancy loss or miscarriage. While the terms
woman and women are used in this document, we recognise that these guidelines may also apply

to people who do not identify as women.

Evidence to support this document comes from a variety of national reports and guidelines based
predominantly on expert opinion and consensus. It is important to note that Level 1 care, enhanced
maternal care (EMC), is increasingly being provided in a maternity setting. In areas where Level 2 or

3 care is being provided, GPICS will apply.

Whether in the delivery suite, medical ward, or ICU, no single location or feam can address alll
needs. Consequently, effective care requires a collaborative approach, uniting services at the
patient's location with patient-centred management strategies that are tailored and adaptable to

their evolving needs.1-4

MINIMUM STANDARDS

1. ICUs admitting maternity patients must be prepared for obstetric emergencies such as
unplanned birth, postpartum haemorrhage, and maternal cardiac arrest.>

2. Allintensive care services (including outreach) caring for maternity patients must appoint a
named lead clinicion and a lead nurse for maternal critfical care.!. 3.6

3. All maternity patients admitted to infensive care must have evidence of a clearly documented,
multidisciplinary, intfensive care, obstetfric and anaesthetic consultant-led review at least once
every twenty-four hours.3

4. Intensive care services must establish a clearly defined 24/7 escalation route for maternity
patients to access intfensive care, including from enhanced maternal care units when they have
separate oversight.2.¢.7

5. Local measures must be in place to promote and facilitate breastfeeding, including milk
expression, and to ensure routine contact between woman and newborn whilst receiving

intensive care.2.3
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RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1.

Critical Care Operational Delivery Networks (ODNs) or their equivalent should develop a strategy
for regional maternal critical care provision.3.7

Each Critical Care ODN, or their equivalent, should appoint a clinical lead for maternal critical
care to liaise with the regional Maternal Medicine Network (regional lead clinicians for maternal
medicine where unavailable), assist in developing escalation pathways, support coordinated
quality improvement and educational initiatives.3

For maternity admissions to infensive care expected to exceed 48 hours, a documented
multidisciplinary discussion should involve regional expertise in maternal medicine and maternal
critical care, through the Maternal Medicine Networks (or regional lead clinicians). 2.3.7

Local policies should be developed for the care of critically unwell maternity patients.
Consultants in intensive care should have an active role in multidisciplinary discussions and
meetings concerning the pre-conception, antenatal, peri and post-partum care of women with
significant pathology, especially those likely to require ICU admission.2

The transfer of critically ill maternity patients should follow the specific guidance for this patient
group.8

Allied health professionals in intensive care, and intensive care pharmacists should establish
clearly defined pathways for accessing experienced support from regional/supra-regional
colleagues experienced in maternity care.?

Intensive care and outreach from intensive care services should contribute to maternal critical
care and enhanced maternal care training for doctors, nurses, midwives, and the broader
multidisciplinary team.3

Local training should be regularly reviewed to ensure that competencies and exposure to the

management of maternal critical care align with up-to-date clinical guidance and practice.! ?

. When inclusion criteria are met, ICUs should actively promote the inclusion of maternity patients

in clinical research trials and studies.!- 2

. Datarelating fo enhanced maternal care and maternal critical care should be routinely

collected and reviewed to enable benchmarking and improve outcomes, with insights

disseminated to the wider multidisciplinary team.¢

BACKGROUND AND EXPLANATION

Despite the UK's low maternal mortality, recent frends show a rise that may be linked to factors such

as increased maternal age, diabetes, obesity, and hypertension. Significant disparities in outcomes

persist across different ethnic and socioeconomic groups.!-2 3 Delivering care to crifically ill maternity

patients presents additional challenges given variations in feam skill-mix, resource constraints, and

the distances between maternity units and intensive care facilities.4 19 Nevertheless, these logistical

challenges need to be seen as obstacles to overcome rather than justifications for inequitable care.
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Clear escalation routes to both enhanced maternal care and intensive care are paramount along
with the early recognition of maternal deterioration. The adoption of nationally agreed maternity-
specific early warning scores, already in use in Scotland and being infroduced in England, is vital
wherever a woman receives care.é ' When needed, infensive care input cannot be delayed. If
immediate transfer to an ICU is not possible, staff with the necessary expertise need to provide the

required level of care at the patient’s current location untfil transfer is possible.2 6. 12

ICUs admitting critically ill maternity patients need to be prepared for severe maternal morbidity and
potential adverse events with relevant protocols, equipment, drugs, and trained staff prompftly
accessible. In maternal cardiac arrest, there needs be immediate access to resuscitative
hysterotomy and neonatal resuscitation. Ensuring the availability of emergency equipment and
using checklists is invaluable for confirming that the wider multidisciplinary team is informed of a
maternity patient’s admission. The neonatal team need o be informed about all patients who have

reached a viable gestation.

Local policies for the care of critically unwell maternity patients would ideally cover topics such as:
maternity-specific reference ranges for physiological parameters (aligned with the Maternity Early
Warning Score), maternity-specific admission checklists, the promotion of family-centred care,
follow-up that includes a review of psychological well-being, and signposting to pre-conception

counselling for all women of childbearing capacity recovering from any critical illiness.2 3.7

Critically il maternity patients require regular multidisciplinary review. The team attending the patient
must include an infensive care consultant and an obstetric consultant and will ideally also include
an anaesthetic obstetric consultant and a senior midwife. In gestations under 20 weeks, obstetric
review may be substituted by gynaecology review depending on local arrangements. Input from an
obstetric physician can be sought where available, and from the relevant organ specialists where
appropriate. When care needs cannot be met locally, transfer should be arranged and conducted
according to the latest guidance, which includes specific advice for critically ill maternity patients.8
In particular, patients with refractory hypoxaemia need to be promptly referred for consideration of
ECMO, with indications for ECMO in pregnancy being the same as for general adult patients and

outcomes being comparable or superior.2

When clinical condition permits, the woman needs to be supported in providing routine newborn
care in the intfensive care unit, encouraging partner and family involvement. Breastfeeding support
must be available, and any unavoidable separation from the newborn needs to be minimised, with
facilitated visits fo the NICU or vice versa. Virtual contact between woman and baby using
videoconferencing software may be offered where physical reunification may be delayed. Follow-
up care for maternity patients needs to include screening for psychological harm such as PTSD and
arranging specialist help as needed. There is an increased risk of mortality and hospital readmission

within one year among women who have been admitted to intfensive care.’> Women of
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childbearing capacity recovering from any critical illness need to have the opportunity to discuss the
impact of pregnancy on their health and be referred to specialists in maternal medicine for advice

on future pregnancy.”

Improving the quality of care for critically ill maternity patients requires strong leadership in ICUs and
Critical Care ODNs (or equivalent). Aligning with experts in maternal medicine at a regional level,
such as through the Maternal Medicine Networks in England, supports effective management of
high-risk patients, whether their deterioration is anficipated or unexpected. Systematic data
collection is essential for benchmarking and enhancing the quality of care for this patient group.
Through joined-up care, good communication, and effective multidisciplinary working, we can
make a significant difference to outcomes while ensuring that the voices of women who acquire

severe morbidity are heard.
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4.13 Care of the Critically lll Child in an Adult Intensive
Care Unit

Authors: Peter Donnelly, Ged Manning & Donna Webb

INTRODUCTION

In line with Paediatric Critical Care Society, we refer to Paediatric Critical Care for children.

Children requiring intfensive care support should be looked after in a Paediatric Critical Care Unit

(PCCU). It is not unusual however, for children to require input from adult teams to provide inifial

support, resuscitation and stabilisation depending on the resources available within each hospital.

Additionally, in ‘surge’ conditions, an adult ICU may be asked to provide a longer period of care for

paediatric patients due to local bed pressures and/or availability of paediatric critical care transport

teams. Within specialist hospitals, consideration needs to be given to the appropriateness of patients

cared for within an adult setting in respect of their age and pathology.

The éth edition of the Paediatric Critical Care Society (PCCS) Quality Standards (2021) outlines the

expected standards which apply to services providing paediatric critical care support in an adult

ICU. This chapter highlights the key standards required to provide safe and high-quality care for this

patient group.

MINIMUM STANDARDS

1.

Critically ill children under 16 years old must only be admitted to and stay on an adult ICU if a
PCCU bed is unavailable.

Admission must be discussed and agreed by the local adult intensive care consultant, the
admitting local consultant (e.g. paediatrician or paediatric surgeon) and the PCCU consultant
(this may be the regional paediatric tfransport team consultant) at the time of admission and
daily thereafter.

A local consultant paediatrician or PCCU consultant and a paediatric nurse must be available
for advice at all fimes.

A nominated lead intensive care consultant and lead nurse in the adult ICU must be responsible
for intensive care policies, procedures and training related to the care of children.

Protocols for resuscitation, stabilisation, accessing advice, maintenance and transfer of critically
ill children and the provision of paediatric critical care must be available.

An adult ICU that may provide care for critically ill children must have drugs and equipment
appropriate to the age of the children who may be admitted available and checked in line with
local policy.

Escalation, end of life and organ donation decisions must be discussed in collaboration with the

regional PCCU consultant (this may be the regional paediatric fransport team consultant), under
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a shared care and shared responsibility model.
8. There must be collaborative working between the adult ICU and the regional PCCU to ensure
that staff are supported to work outside their normal core competencies.

9. There must be 24-hour access for parents/carers to visit their child.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. The child should be reviewed by a local consultant paediatrician and paediatric nurse twice a
day during their stay on the adult ICU.

2. An onsite anaesthetist, intensivist, paediatrician or other healthcare professional with up-to-date
competencies in advanced paediatric resuscitation and life support and advanced airway
management should be immediately available at all times.

3. A consultant anaesthetist, intensivist, paediatrician with up-to-date competencies in advanced
paediatric resuscitation and life support and advanced paediatric airway management, who is
able to aftend the hospital within 30 minutes should be available at all fimes.

4. There should be access to specialist paediatric healthcare professionals, allied health

professionals and pharmacy advice at all fimes.

BACKGROUND AND EXPLANATION

The landscape of Paediatric Critical Care has changed over the last few decades and now consists
mainly of cenfralised PCCUs and regional transport services. Approximately 18,300 children are
admitted to paediatric critical care every year and the demand for beds is increasing by
approximately 5% year on year due to a number of factors such as advances in medical
tfechnology, improvements in neonatal care, and increasing education and knowledge'2. A recent
NHS England review recommended the creation of Operational Delivery Networks across England
with the hope of reducing demand on Level 3 beds by delivering Level 1 and 2 care outside of a
PCCU.! Despite the increase in demand, there has been no year-on-year increase in capacity within
the paediatric critical care national footprint with reports finding that there are too few Level 2 beds
across England to reduce demand on Level 3 beds and deliver care closer to the family home.! As a
result of this centralisation of services, and other factors such as workforce planning/succession, it is
recognised that some clinicians may feel inadequately trained to care for paediatric patients in

certain seftings.3

In order to assist the adult intensive care teams who find themselves in this position, the PCCS
guidelines 2021 set out clear guidelines for the care of children within the general intensive care
environment with a series of quality standards describing recommendations in areas such as nursing
and medical training and staffing, environment and family support4. The PCCS standards

recommend that advice from the PCCU within existing referral pathways must be available where
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children are not under the care of a paediatrician, and that adult ICUs have appropriate guidelines

in place.

Critically ill children under 16 years old must only be admitted to and stay on an adult ICU if a PCCU
bed is unavailable. Excepftions to this, for reasons of bed capacity, patient physiology or social
circumstances need to be agreed and clearly documented by both the adult ICU and PCCU
consultant at the time of admission. Children over the age of 16 may occasionally be admitted to
PCCU on a case-by-case basis; for example, a 17-year-old with a complex background who has not

yet transitioned to adult services.

Every year there are seasonal winter pressures in paediatric critical care where capacity is more
likely to be stretched. Teams are required to make decisions to ensure an appropriate critical care
bed is found for each individual patient and in some circumstances this might require utilisation of a
neonatal or adult intensive care bed. The PCCS has written guidance on such circumstances o

provide colleagues with a framework to support the decision-making processes .

The COVID-19 pandemic has shown that both adult and paediatric staff have transferrable skills and
are able to support each other with mutual aid. Accepting the potential for further surges in
paediatric critical care demand, we need to ensure that appropriate surge education and fraining
is available to all staff within the adult intensive care community. Escalation pathways and creation
of local surge protocols can ensure that continuous robust structured support and advice is

available to provide safe, high-quality care for paediatric patients.
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4.14 Care of the Chronically Critically Ill Patient

Authors: Zudin Puthucheary, Polly Fitch, David Griffith, Kate Tantam & Paul Twose

INTRODUCTION

A significant number of patients admitted to ICU will require a prolonged period of organ support
and a protfracted ICU stay; these patients can be described as ‘chronically critically ill’. Whilst
underlying drivers of prolonged admission vary (e.g. underlying diagnosis, persistent critical iliness,
persistent inflammmation, immunosuppression and catabolism syndrome)’, these patients face
common specific challenges during their ICU admission and post-ICU recovery that exceed the
complex rehabilitation needs of all ICU patients considered in Chapter 3.6 Rehabilitation. In the
absence of consensus definition of the chronic critically ill, we suggest any patient with an ICU
length of stay of greater than 10 days is managed according to the following minimum standards

and recommendations.2,3

MINIMUM STANDARDS

1. Arobust process must be in place within each ICU to identify patients with, or at risk of, chronic
critical illness.

2. A named senior member of the clinical team must be identified to coordinate and lead a
multidisciplinary team, responsible for the care of chronically critically ill patients.

3. Resource demands and needs of chronically critically ill patients must be audited in line with
departmental clinical governance frameworks.

4. A weekly multidisciplinary patient review must occur using a standardised clinical tool.

5. Goals and care plan aims from the multidisciplinary patient review must be clearly recorded in
the medical notes.

6. There must be documented discussions with the patient and their nominated family and friends
on expected prognosis, outcomes and the degree of associated morbidity and with the referring

clinical team.4

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. A personalised rehabilitation plan, informed by a standardised clinical tool, should be available.

2. A copy of the rehabilitation plan should be provided at the point of ICU discharge to the
receiving team, patient and their family and friends34.

3. Services should utilise recognised key performance indicators which include both patient-
reported outcome measures and patient/family and friends reported evaluation measures.

4. Visits from the ward mulfidisciplinary feam and visits fo receiving clinical areas should be

considered to support the transition from ICU areas after discharge.s
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5. Prior to ICU discharge, a decision reached in discussion with the patient and their family and
friends regarding readmission to ICU should be recorded and communicated as part of

handover.4

BACKGROUND AND EXPLANATION

Improvements in diagnostics and freatments have led to improved survival rates, resulfing in an
increasing number of long-stay patients with significant ongoing physical and psychological care
needs.2 Careful aftention to the management of pre-existing comorbidities for the care of the
chronically critically ill during transitions of care may help reduce healthcare utilisation after intensive
care discharge.¢ Though a relatively small cohort, those with chronic critical illness can account for
significant proportion of intensive care capacity.3 Whilst the majority of ICU patients will have
complex rehabilitation needs, this group faces some very specific additional challenges around
coordination of care related to issues including (but not limited to) exacerbation of chronic diseases
by critical iliness, muscle wasting, delirium, pain, secondary complications and the expectations of

the patient, their family and friends and the referring feam.

A weekly multidisciplinary patient review is needed to identify patient needs and the resources
required and improve outcomes.” This needs fo be regularly documented, audited, and processes
be in place to evaluate patient and service level outcomes, including patient reported outcome
measures (e.g., EQ-5D-5L, PICUPS) amongst other evaluation measures for early identification of

rehabilitation needs.8? Interviews with patients, their family and friends may also be of benefit.10

Learning from major trauma has demonstrated the benefits of involving patients, with their families,
friends and carers (as appropriate), in assessments, in planning their coordination of care and in
making decisions at all stages of the rehabilitation process, including decisions around readmission in
the event of deterioration'!. It is particularly important in this patient group because of the potential
conflicting opinions on realistic outcomes between patients, their family and friends, referring teams

and the intensive care team.4

Individualised rehabilitation plans should be available and updated throughout the recovery
continuum; these provide the patient with a summary of their ongoing rehabilitation needs and
planned interventions. 1112 Standardised rehabilitation assessments such as the PICUPS can aid the
recognition of ongoing needs, and potential disciplines required.!! Visits out of ICU can be very

beneficial to patients and their family and friends in preparation for discharge.®
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s30  4.15 Managing Acute Severe Behavioural Disturbances

6361  Authors: Tim Wenham, Molly Chibvuri, Linda Monk & Monika Beatty with contributions from
6362  FICM Legal and Ethical Policy Unit

6363  INTRODUCTION

6364  Acute severe behavioural disturbance is an umbrella term with no formally agreed consensus

6365  definition. Broadly speaking, it refers to individuals with acute severe agitation and abnormal

6366 physiology and encompasses (but is not limited to) conditions currently, or previously described as
6367  acute behavioural disorder and agitated, or excited delirium!. Patients, and occasionally relatives,
6368  displaying acute severe behavioural disturbances place themselves, staff and other patients af risk
6369 and often require significant resource utilisation. Rapid tranquilisation may be required in patients
6370 displaying extreme agitation, violence and aggression, who do not respond to verbal de-escalation
6371 techniques or oral agents, to ensure that the patient, staff, and others are safe, and to achieve

6372 appropriate clinical investigation and management within the ICU.

6373  Violence and aggression in healthcare settings, including in ICU, is common. This may be displayed
6374 by visitors, in addition to patients. The Health and Safety Executive defines work-related violence as
6375 “any incident in which a person is abused, threatened, or assaulted in circumstances related to their
6376  work"2 The remit of this chapter therefore extends beyond the management of patients alone and
6377  encompasses standards and recommendations for any instances of violence and aggression within
6378  theICU.

6379 MINIMUM STANDARDS

6380 1. ICUs must have a guideline for the management of patients with acute severe behavioural
6381 disturbance, including rapid franquilisation.

6382 2. ICUs must have policies in place for the management of visitors to the unit who display violence
6383 and aggression.

6384 3. ICUs must have written guidance for the use of patient restraints.

6385 4. Appropriate patient monitoring must be used when rapid tranquilisation methods are deployed
6386 1.4,

6387 5. ICUs must have 24/7 immediate/rapid access to personnel who have fraining in de-escalation
6388 and, where appropriate, physical restraint.

6389 6. A capacity assessment must be undertaken on a patient, in accordance with the relevant UK
6390 Home Nation’s capacity legal framework, prior to the administration of rapid tranquilisation
6391 and/or restraint>7 and recorded in the medical records at the earliest opportunity.

6392 7. ICUs must have 24/7 access to emergency mental health services.
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RECOMMENDATIONS FOR A QUALITY SERVICE

1. All senior medical and nursing staff should receive de-escalation training.

2. ICUs should consider training senior medical and nursing staff in the use of safe physical restraint
in the clinical setting.

3. AllICUs should have personnel frained in supporting staff who have been involved in caring for
patients/relatives with acute severe behavioural disturbances.

4. ICUs should be able to surge their staffing capacity to 2:1 or even 3:1 nursing/HCA capacity

when managing patients with acute severe behavioural disturbance.

BACKGROUND AND EXPLANATION

A recent modified Delphi study identified patients with acute severe agitation, who are at particular
risk of physiological deterioration (including cardiac arrest), as those who display the triad of: tactile
hyperthermia (being hot to touch), exhibiting constant or near-constant activity, and extreme
agitation or aggressiond. Other factors indicative of severity included progressive physiological
derangement and a requirement for doses of sedation that may result in respiratory depression, or

airway compromise. Infubation and ventilation may need to be considered for patients most at risk.

Although commonly related to recreational drug use or withdrawal, a wide range of clinical
conditions can cause acute severe behavioural disturbance and may need to be included in the
differential diagnoses. Specific freatments need to be considered where appropriate e.g.

management of alcohol or drug withdrawal, or serotonin syndrome.

Restraint techniques should only be used for patients who lack capacity, or if consent has been
given by patients who have capacity (the caveat to this being that if steps are immediately
necessary to protect others from the risk of significant harm, then proportionate restraint can be
used, irrespective of the patient’s capacity). For all modes of restraint, a risk assessment needs to be
undertaken. Physical restraint may increase the risk of complications in patients with acute severe
behavioural disturbances?’. Restraint techniques need to be deployed in accordance with the
relevant UK Home Nafion’s capacity legal framework (i.e. following an assessment of best interests,
or overall benefit), by appropriately trained staff’. If the patient lacks capacity to consent to being
restrained, restraint is lawful if it is necessary and proportionate to the risk of harm they would suffer

otherwise. That harm can include not receiving the tfreatment required to address the causes of their
acute behavioural disturbance. In emergency life-threatening situations, a deprivation of liberty

sifuation is unlikely fo occur 1911, However, where ongoing restraint is required, attention does need
to be paid to deprivation of liberty safeguards3 1! (af the time of writing, these only apply to England

& Wales and Northern Ireland, as no directly equivalent safeguards currently exist in Scofland).
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4.16 Major Trauma

Authors: Adam Wolverson, Dean Kerslake & Ronan O'Leary

INTRODUCTION

The management of major trauma has been transformed in the UK by the development of major
frauma networks cenfred on regional Major Trauma Centres (MTC) acting as a hub for the
associated Major Trauma Units (TU) located in peripheral hospitals! 2. When measured by excess
survivors, these structural changes have led to significantly improved outcomes for patients who

sustain life-threatening traumatic injuriess.

Intensive care has been cenftral to that transformation and represents the nexus for the co-
ordination of high-quality interventions following major trauma. It is therefore essential that each ICU
develops strong, productive, and collaborative links with the relevant specialties and with the wider

regional frauma and critical care networks.

This chapter is focussed on providing standards and recommendations that enhance team working,
collaboration, and resilience within this demanding clinical sphere. As such, it articulates a
framework for infrastructure, staffing, and operational pathways as the key components for a high-

quality intensive care service treating patients suffering from major frauma.

MINIMUM STANDARDS

1. Patients accepted fo an MTC must not be delayed due to lack of intensive care capacity.

2. Each MTC ICU must have a nominated lead consultant and lead nurse for major frauma.

3. Each MTC ICU must have guidelines for the multi-specialty and multi-professional management
of major trauma as determined by the major frauma network.

4, ICUs caring for major frauma patients must facilitate appropriate multi-professional services for

frauma focussed care and rehabilitation. (See Chapter 3.6 Rehabilitation)

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Each critical care network or equivalent should develop and implement a frauma intensive care
clinical advisory service, led by the MTC, where the intensive care clinicians at the MTC can
support the care of patients with fraumatic injuries admitted to TUs.

2. Each TU should have named link consultant intensivist and senior ICU nurse to facilitate liaison
and other interactions with the MTC ICU.

3. Nurses caring for major frauma patients in intensive care should have undertaken the
appropriate trauma focussed training and achieved the required competencies.

4. There should be a specific intensive care frauma quality improvement programme within each
MTC.
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5. Movement and positional restrictions and advice, for example following spinal or pelvic fractures,
should be reviewed daily by the relevant specialist team with the objective of relaxing the
restrictions as early as possible.

6. Trauma patients in infensive care should be considered for recruitment info frauma-specific
research studies.

7. Patients should be repatriated from the MTC to their local TU, between ICUs, when the acute
phase of frauma care has been completed.

8. Where ICU to ICU repatriation is appropriate, it should be completed within 48 hours of referral.

9. ICUS should participate in local and regional Emergency Preparedness, Resilience and Response
(EPRR) planning.

10. ICUs should be able to demonstrate participation in simulations and exercises focussed on major

incidents involving multiple trauma causalities.

BACKGROUND AND EXPLANATION

Following a series of reports which articulated clear deficits and unwarranted variations in major
frauma care that had been associated with poor outcomes, NHS England established 22 major
frauma networks cenfred on Major Trauma Centres (MTC) acting as a hub around the clustered
Major Trauma Units (TU) in peripheral hospitals.’2 Subsequently, this system has become established

throughout Wales, Scotland, and Northern Ireland.

The core aspects of high-quality provision of intensive care for major trauma patients are described
in a variety of commissioning standards or specialist guidelines. These include the NHS England major
frauma service specification4, the NICE major trauma service delivery standard®, NICE head injury
guidances, GIRFT and the critical illness” and tfrauma rehabilitation standards8. Relevant guidelines
include the American College of Surgeons Trauma Quality Improvement Programme (TQIP), the
European guidelines on the on management of major bleeding and coagulopathy following
frauma?, and the Western Trauma Associatfion guidelines to reduce venous thromboembolism in

frauma patient’, amongst many others.

Conceptually, major frauma may be considered as a mulfi-system, systemic pathological syndrome
within which the patient is subject to the consequences of the initial injuries and then the
complications and sequalae of those injuries. The most severe patients, judged by Injury Severity
Score, have to be admitted to a MTC ICU where management spans three overlapping phases:
resuscitation and injury management, avoidance of secondary complications, and recovery and

rehabilitation.

The multi-system nature of trauma care requires a multidisciplinary approach comprising medical
and nursing specialties with physiotherapy, occupational therapy, dietetics, frauma psychology
(where families and staff are also supported), speech and language therapy, and rehabilitation.

Such efforts are supported by local and regional multidisciplinary frauma education (such as the
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NMAHP framework in Scotland), trauma clinical governance, within frauma focussed quality

improvement and research landscapes.

The consultant intensivist’s role is to conduct the procession of interventions, monitoring, and

freatments in the most effective and efficient way possible by balancing the need for physiological

optimisation with the pressing requirements for imaging and surgery. ICUs need to develop a shared

ethos with their partner specialties, which is reflected in local policies, that reduce variation in care

and decrease the accumulation of secondary insults, for example by encouraging shorter, less

invasive approaches for the management of long bone fractures in the presence of severe

fraumatic brain injury!!.

Finally, in any resource constrained system, intensivists will need to balance the demands on the

service with the available capacity. Patients are likely to benefit the most from specialist intensive

care during the earliest phases of freatment following injury and, once acceptfed to an MTC

admission must not be delayed. In contrast, it may be necessary to balance the population need to

provide a high tempo of admissions with the capability to repatriate patients to TUs, in line with ICS

fransfer guideance!'?, providing that there is sufficient infrastructure at the receiving hospital to

ensure that the patient’s recovery and rehabilitation will not be compromised.
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5.1 Research

Authors: Bronwen Connolly, Ben Creagh-Brown & Charlotte Summers

INTRODUCTION

Observational data clearly demonstrate the high costs (at personal, service, and societal level)
associated with critical illness during the acute hospital stay, but also over fime horizons extending
many years after acute hospital discharge. The National Institute for Health and Care Excellence
(NICE) recommends implementing and funding new treatments and interventions based on clinical
and cost-effectiveness from an NHS perspective. Alongside the NHS's commitment to delivering
continual clinical improvements, participation in research is a core component of delivering high-
quality intensive care. This is also now highlighted by the General Medical Council in the Duties of a
Doctor (2024).1

MINIMUM STANDARDS

1. Allindividuals participating in research activity must have completed Good Clinical Practice

(GCP) training for research and keep this up to date.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. AllICUs should participate in research.

2. ICUs should have a nominated research lead (usually, but not necessarily, a medical consultant)
who coordinates activity and is the principal liaison with Trust/Health Board Research and
Development (R&D) departments and the National Institute of Health and Care Research (NIHR)
Regional Research Delivery Network (RRDN) Critical Care Lead, or equivalent in the Devolved
Nations.

3. The nominated research lead should have dedicated and funded time within their job plan or
equivalent to perform this role.

4, ICUs should parficipate in research networks, which are organised through the NIHR RRDN or
equivalent in the Devolved Nations.2

5. Allresearch studies should be registered on the NIHR Critical Care Research Portfolio (overseen by
the Critical Care National Specialty Groups) whenever they fulfil eligibility criteria.

6. ICUs participating in research should provide information to patients, relatives, and surrogate
decision makers (SDMs) about ongoing research, for example through posters, leaflets, or within
generic infensive care information resources.

7. ICUs participating in research should have clear procedures for approaching patients, families,
and SDMs in a manner that minimises stress and/or burden, but that also provides adequate

information in a fimely manner.
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6597 8. ICUs delivering multiple studies should implement processes to support co-enrolment including

6598 patient fracking, and clear communication between individuals taking consent.4

6599 BACKGROUND AND EXPLANATION

6600  Research is the mechanism by which new knowledge is acquired to develop diagnostics,

6601 freatments, therapies, and services, and to provide evidence that these are clinically and cost
6602 effective. High-quality evidence is needed fo justify widespread adopftion, and to ensure all NHS
6603  patients can benefit from new therapies. The NHS is committed to supporting research activity. All
6604 patients have the right to participate in this activity, including when they are critically ill. Offering the

6605  opportunity to participate in clinical research is integral to the duties of a medical doctor.!

6606  The NIHR is the national organisation that oversees research funding, governance, and delivery in the
6607 NHS. In the UK, ethical research approvals are managed through the NHS Health Research
6608  Authority’s national gateway (Integrated Research Application System: IRAS

6609 (https://www.myresearchproject.org.uk/) following recommended guidelines.>

6610 National Institute for Health and Care Research

6611 The NIHR research delivery infrastructure includes research delivery networks (RDN), of which

6612 England is divided into 12 regional RDN (RRDN) each with distinct geographical boundaries and a
6613 lead organisation.2 Each RRDN receives government funding to support research delivery within its
6614 hospitals and healthcare organisations, for example, through staffing provision such as research nurses
6615 and pharmacy, or protected research time within job plans. Similar networks are present in Scotland,
6616 Wales and Northern Ireland, and all four nations are participants in the NIHR National Specialty Group
6617  for Critical Care.

6618 For the intensive care specialty, each RRDN has a research lead whose remit is to promote and
6619  coordinate regional activity. Devolved nations have different structures and funding organisation in
6620 place. RRDN and intensive care leads meet with the National Specialty Lead for Critical Care

6621 regularly, as members of the National Specialty Group (NSG), o coordinate and develop infensive
6622 care clinical research activity and manage the UK Critical Care Research Portfolio. The Critical Care
6623 NSG conftributes to developing, promoting, and delivering patient pathway research in partnership

6624  with other cogent hospital and community-specialty groups.

6625  Critical Care Research Porifolio

6626  Research funded competitively by ‘eligible’ funding organisations, ‘adopted’ commercial research,
6627  and other ‘adopted’ research (for example international trials) comprise the UK critfical care

6628  research portfolio. Eligibility criteria and adoption processes are available via the NIHR welbsite.¢
6629 Intensive care studies are regularly reviewed by the RRDN teams to ensure appropriate support is
6630  provided and the study is successfully delivered. Studies on the NIHR research portfolio are eligible

6631 for support (for example, by research nurses) through RRDNs, and are the priority for the NIHR.
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Funding research activity

Funding for research studies in the NHS is divided into NHS support costs, direct research costs, and

excess tfreatment costs.” A description of these as they relate to ICUs, and where funding can be

sought, has been published.8 Support for screening and consent processes (for example, research

nurse time), which is labour-intensive and time-critical for many intensive care studies, is an NHS

support cost and needs to be sought through RRDNs or local R&D departments. Continual

improvements for supporting and embedding research into clinical practice and engaging health

and social care clinicians, patients, and other stakeholders are central to the NIHR ethos, enabling

research delivery.?.10
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5.2 Audit and Quality Improvement

Authors: Kevin D Rooney & Irfan Chaudry

INTRODUCTION

Quality healthcare is defined by the Institute of Medicine as care that is “safe, effective, efficient,
equitable, timely and patient centred”!. Clinical audit is a means to find out if the healthcare
provided is in line with agreed and proven standards, helping professionals and patients identify how
their service is performing, and where improvement could be made?2. Quality Improvement (Ql)
completes the audit cycle and has been described as the “combined and unceasing efforts of
everyone —to make changes that will lead to better patient outcome (health), better system

performance (care) and better professional development (learning)”.2

MINIMUM STANDARDS

1. ICUs must have a structured and planned clinical audit programme to compare practice to
published standards.

2. ICUs must participate in a national patient outcome benchmarking audit.

3. There must be an identified lead for the audit programme, with appropriate tfime allocation for
the role.

4, ICUs must have a QI programme to support the processes of care.34

5. ICUs must be able to clearly evidence change as a result of audit, Ql and measured patient

outcomes.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Staff should be encouraged and supported to frain in QI methodology.
2. QI projects should be multi-professional where possible.
3. ICUs should have robust data-collection systems in place that support the collection of activity

and quality data for local and national audit, and QI programmes.

BACKGROUND AND EXPLANATION

Recognised national audits, together with the collection of nationally mandated datasets such as
the Intensive Care National Audit and Research Centre (ICNARC) and the Scottish Intfensive care

Society Audit Group (SICSAG) provide information for both quality assurance and Q.

Measurement is an integral part of both clinical audit and QI. As such, it is important that ICUs

monitor key measures of:

e Structure (e.g. nurse staffing and skill levels in intensive care)

e Process (e.g. night-fime discharges from intensive care)
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6687 e Outcome (e.g. standardised mortality rafio).

6688  When undertaking both audit and Ql, the focus of the project are best served by looking at
6689 structure, process and outcome measures in one of the domains of healthcare recommended by
6690  the Institute of Medicine or other UK regulatory bodies; namely safe, effective, efficient, equitable,

6691 timely or person-centred care.!

6692  To best support audit and QI, ICUs will benefit from having robust data-collection systems. These
6693  systems need to be easy to use, secure and resilient. It is important that resources are identified to

6694  employ staff to facilitate data collection and input.

6695 QI can be supported by regular measurement, e.g. monthly review of patients readmitted after
6696  discharge from ICU. Charts can be simple ‘run charts’, and the construction and display of such
6697 charts can form an integral part of a QI process. Results can be shared with staff, patients, and
6698  carers.

6699  REFERENCES

6700 1. Institute of Medicine (U.S.). Crossing the quality chasm: a new health system for the 21st century. Washington, D.C.,
6701 National Academy Press. 2001.

6702 2. Batalden PB, Davidoff F. What is “quality improvement” and how can it transform healthcare2 Qual Saf Health Care
6703 2007;16:2-3.

6704 3.  Quality Domains Mapping for the Scoftish Intensive Care Society Version 3 December 2015

6705 4. The Scottish Intensive Care Society Quality Improvement Group. Minimum Standards and Quality Indicators for critical
6706 care in Scotland, Dec 2015; version 3.0.
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5.3 Clinical Governance
Authors: David Sperry & Suman Shrestha

INTRODUCTION

Clinical governance is the system through which NHS organisations are accountable for continuously
improving the quality of their services and safeguarding high standards of care by creating an

environment in which clinical excellence will flourish!.

Clinical effectiveness is the application of the best knowledge, derived from research, clinical

experience and patient preferences to achieve optimum processes and outcomes of care for

patients. The process involves a framework of informing, changing, and monitoring proc’riceQ.

Clinical governance ensures that care is safe, effective, person-centred and assured3.
Demonstration of safe care includes reporting and investigation of incidents, regular review of
morbidity and mortality (including structured case review of deaths4) and maintenance of risk
registers. Effective care encompasses the availability and use of guidelines, standards and quality
service improvement. Person-centring covers patient and family involvement in services including
service planning, incident and complaint investigation. Assurance comes through external health
care inspection (e.g., CQC) and may be evidenced by membership of national audit groups
(ICNARC, SICSAG) for quality benchmarking.

MINIMUM STANDARDS

1. There must be an appropriately frained intensive care consultant and senior nurse identified as
leads for clinical governance.

2. Clinical governance processes must be fair, fransparent and free from bias and discrimination as
well as being supportive of staff, patients and their families.

3. There must be regular multidisciplinary governance meetings where progress and completion of
incidents, risks, complaints, regular audits and learning from governance is discussed.

4. Allintensive care services must maintain and regularly review a risk register.

5. There must be a robust system for reporting, investigating and learning from all patient safety
incidents which includes a clear pathway to the hospital board level.

6. ICUs must hold regular structured and minuted, multidisciplinary morbidity and mortality meetings
in which clinical staff will discuss learning from deaths, incidents, good practice and risks.

7. Key performance indicators (KPls) must be identified, both locally and according to natfional
benchmarking audits

8. Local and relevant national guidelines must be readily available to clinicians.
All staff must receive fraining (ideally at induction) on access to relevant patient care

information.
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10. Regular quality of care feedback must be obtained using (i.e. using safety surveys7 and relatives’

ques’rionnoiresg) and the results shared.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. There should be a robust system for identification of cases requiring structured mortality review,
which includes significant incidents, concerns on the part of patients, families, clinicians, medical
examiners or coroners/procurator fiscals and written complaints.

2. Staff undertaking structured mortality review should be adequately trained, of sufficient seniority
and have appropriate fime to complete the process.

3. A programme of quality service improvement should be in place with close links to governance

as a source of targeted improvement.

BACKGROUND AND EXPLANATION

It is important for leadership teams to create a culture where intensive staff are comfortable
reporting incidents, feel listened to when issues arise and are open and honest with patients when
things go wrong. Staff need to feel supported through governance processes and specific support is
needed for staff involved in safety incidents or patient mortality. Governance staff conducting
incident investigation and duty of candour processes need o be frained to deliver sensitive and
constructive reviews and medical staff aware of GMC guidance around engagement with the

governance processes and CQC reviews.

The consultant identified as lead for governance cannot be the clinical lead or director for intensive
care and both he and the nursing lead require adequate time for their roles included in their job
plans. It would be beneficial for intensive care governance staff fo work with other clinical feams in
the Trust/Health Board and region to share learning from incidents and mortality review, disseminate
best practice and enhance quality improvement. Training in clinical governance and structured

mortality review needs to be provided for intensivists in fraining.

It is important that patients and families are encouraged to raise issues, complaints or compliments,
and are supported through governance processes, with investigations and replies completed in a
timely fashion. ICUs need to regularly review guidelines from professional organisations to ensure up
to date best practice, along with updated evidence being translated intfo comprehensive local
guidelines or standard operating procedures; these will require regular review and update Incident
reporting, duty of candour (jurisdiction dependent) and appropriate action plans need to be
documented and completed in a fimely manner, with ICUs able to demonstrate learning and

change from both significant incidents and good practices.
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Data from key performance indicators needs to be reviewed, understood and shared. ICUs need to
submit timely, good quality data to national benchmarking audits including ICNARC or SIGSAG.

Data collection for national audits needs to be funded.

Clinicians need to be able to demonstrate that they can access relevant guidelines and unit

policies, including medication policies.

REFERENCES

1. Department of Health. A first-class service: Quality in the new NHS. London 1998.

2. Department of Health, NHS Executive. Promoting clinical effectiveness: a framework for action in and through the NHS.
Leeds 1996.

3.  AJR Macfarlane, BJA educ: 2019 Jun 19(6) pp 174-5
Alan Hutchinson: Royal college of physicians, National mortality case record review program: Using the structured
judgement case review. 2016.

5. Learning from Excellence: Start-up guide [Accessed 29 January 2019].

6. National Safety Standards for Invasive Procedures (NatSSIPs). NHS England Patient Safety Domain and the National Safety

Standards for Invasive Procedures Group 2015..

7. Alan Hutchinson: Royal college of physicians, National mortality case record review program: Using the structured
judgement case review. 2016.

8. Learning from Excellence: Start-up guide].
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5.4 Patient Safety Standards

Authors: Peter Hersey, Peter Bamford, Gary H Mills & Clare Windsor

INTRODUCTION

Adherence to the standards in this chapter will not remove all risk from ICUs. They have been
selected as unconftroversial, evidence based, auditable safety standards that every unit must adopt.
Most are not new or novel, but this doesn’t devalue theirimportance. While some of the standards

overlap with other chapters they are brought together here for emphasis and auditing purposes.

MINIMUM STANDARDS

1. Waveform capnography must be used to confirm endotracheal tube placement and
continuously monitored for patients who are invasively ventilated.!

2. Patients must be assessed for risk of thromboembolic disease and receive appropriate
prophylaxis.?

3. The type and placement of nasogastric feeding tfubes (NGTs) used for enteral feeding, hydration
and/or drug administration, must comply with National Patient Safety Agency guidelines.3

4. There must be a robust system for reporting, investigating and learning from all patient safety
incidents which includes pathways to Trust/Board-level governance committees (see Chapter
5.3 Clinical Governance).

5. Regular handwashing audits must show compliance with the WHO ‘5 moments of hand hygiene’
and standard infection control precautions.4

6. Two-dimensional (2-D) imaging ultrasound guidance must be used where cannulation of the
internal jugular, axillary or femoral vessels is undertaken.>

7. Each ICU must use local safety standards for invasive procedures (LocSSIPs), adapted from
nafional safety standards for invasive procedures (NatSSIPs) where available.s?

8. Units must follow an evidence-based guideline for the prevention of ventilator associated
pneumonia.t (See Chapter 4.2 Respiratory Support)

9. Rates of bloodstream, catheter associated, and ventilator associated infections must be

monitored as part of a nosocomial infection surveillance system.?

BACKGROUND AND EXPLANATION

Patient safety is an easy mantra to quote but complex to achieve. GPICS standards and

recommendations are limited in their contribution to a true safety culture as they are unavoidably
focused on process and outcomes. The ethos of this chapter however is to ensure that the basics
are known to be done well. From this foundation, we hope that a quality improvement approach
can be adopted, whereby ICUs are always mindful of areas of risk, and steps are taken to try and

reduce those risks. It is equally important to be conscious of the near misses that can go unnofticed.
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Intensive care services should strive to adopt practices that are safe and work to eliminate common

or recurrent issues. Local governance processes will maintain an awareness of risks, supported by

resources such as the FICM Safety Bulletin and recurrent incidents report.10

While there is naturally an emphasis on investigating and learning from when things go wrong, there

is an increasing recognition of the benefits of recognising and learning from things that go well.!

The NHS Patient Safety Strategy!2is a useful resource for further guidance and background

information.

REFERENCES

Major complications of airway management in the United Kingdom. 4th National Audit Project of the Royal College of
Anaesthetists and The Difficult Airway Society. 2011

Venous thromboembolism in over 16s: reducing the risk of hospital-acquired deep vein thrombosis or pulmonary
embolism. NICE guideline [NG89]. 2018.

Reducing the harm caused by misplaced nasogastric feeding tubes in adults, children and infants. National Patient
Safety Agency Alert 2011/PSA/02. 2011

National infection prevention and control manual for England chapter-1-standard-infection-control-precautions. NHS

England. 2022

Guidance on the use of ultrasound locating devices for placing central venous catheters. NICE Technology Appraisal
Guidance [TG49]. 2002

National Safety Standards for Invasive Procedures (NatSSIPs). NHS England. 2015.

National Safety Standards for Invasive Procedures 2 (NatSSIPs). Centre for Perioperative Practice. 2023.

Hellyer TP, Ewan V, Wilson P, Simpson AJ. The Intensive Care Society recommended bundle of interventions for the
prevention of ventilator-associated pneumonia. J Intensive Care Soc. 2016;17(3):238-43.

Infection in Critical Care Quality Improvement Programme (ICCQIP). https://www.ficm.ac.uk/iccqip

Safety Bulletin. FICM. https://www.ficm.ac.uk/safety-bulletin

Hollnagel E, Wears RL, Braithwaite J. From Safety-| to Safety-ll: A white paper. Published simultaneously by the University of
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. The NHS patient safety strategy. NHS England and NHS Improvement. 2019.
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5.5 Environmental Sustainability
Authors: Sam Clark, Eleanor Damm, Rosie Cervera-Jackson, Heather Baid & Hugh

Montgomery

INTRODUCTION

The Intergovernmental Panel on Climate Change (IPCC) has warned “there is a rapidly closing
window of opportunity to secure a liveable and sustainable future for all” and warns “the choices

and actions implemented in this decade will have impacts now and for thousands of years™!.

Current intensive care practice consumes large amounts of natural resources and generates high

volumes of waste. The environmental footprint of an ICU is three times greater than a general ward?.

Intensive care services have an obligation to mitigate pollution, biodiversity loss and climate
breakdown, which threatens human health and survival. These actions are mandated by legal

duties and strategic delivery plans, which inform organisation-level Green Plans3-¢.

Environmental sustainability requires a holistic view of the interconnectivity between ecological,
financial, and social resourcing. This means adopting the principles of sustainable clinical practice to
meet the present population’s health needs, without compromising the ability of future generations

to meet theirs?.

MINIMUM STANDARDS

1. Environmental sustainability must be included at all stages, from construction to operation, when
planning or redeveloping an intensive care area.

2. Statutory standards, such as the NHS Net Zero Building Standard (or equivalent standards)® must
be followed.

3. The environmental cost of equipment and consumables must be included in all procurement
evaluations and decisions.

4. Intensive care services must demonstrate compliance with current NHS standards for waste

management?,

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Inftensive care services should have a clinical lead (from within any clinical profession in intensive
care) for environmental sustainability.

2. Environmental sustainability should be a regular and fixed agenda item in intensive care service
quality meetings.

3. The topic of environmental sustainability should be included in departmental inductions and

ongoing education programmes, accessible to all intensive care staff.
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4, All quality improvement initiatives in ICUs should include an evaluation of sustainable value,
which considers the environmental, social, and financial impacts of change, along with patient
and population outcomes?.

5. Intensive care services should demonstrate integration of evidence-based practices which avoid
waste, whilst delivering safe and high-quality care in their daily routines!o.

6. Inftensive care services should actively engage in inifiatives to support the appropriate use of PPE,
such as gloves awareness campaigns!!.

7. Evidence of adherence to the NIHR Carbon Reduction Guidelines should be sought as part of
the approval process for research carried out in intensive care!2,

8. ICUs should collaborate at a regional level in support of efforts to improve environmental

sustainability.

BACKGROUND AND EXPLANATION
Sustainability is an infegral component of modern definitions of quality of care3.14,

One method for planning sustainability interventions is to follow the four principles underpinning
sustainable clinical practice: disease prevention and health promotion; patient education and
empowerment; lean service delivery; and low carbon alternatives!s. Achieving sustainable practice

in intensive care will require multiple strategies?.

1. Disease prevention and health promotion

Prevent, identify, and intervene in disease processes early by considering the three underlying

determinants of health — social, economic, and environmental.

Example one: Optimise rehabilitation pathways to support better health for intensive care survivors
and reduce dependency on otfhers, limiting lost days of employment and lessening the medium to

longer term social and economic impacts of critical iliness.

2. Patient education and empowerment
Empower patients in the management of their health and healthcare, to reduce disease incidence,

progression, and complications.

Example Two: Adopt shared decision-making models in intensive care, such as Advance Care
Planning protocols, to better align clinical decisions and interventions with the patient’s goals and

values!s.

3. Lean service delivery

Improve clinical decision-making in the selection and targeting of interventions and planning of

care, to reduce lower value activities and their associated environmental impacts.

Example three: Obtain diagnostic tests in response to specific clinical questions, rather than as

routine orders!0
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4. Low carbon alternatives

Include sustainability measures in the evaluation of medical tfechnologies, allowing service planners,

clinicians, and patients to choose clinically effective freatments with the best environmental profile,

and encourage their further development.

Example four: Switch the prescribed route of medicines administration from intravenous to oral,

when the route is available and appropriate, such as for paracetamol.

These principles and strategies, facilitated by regularly embedding sustainability into education,

quality improvement, and research activity, ought to be the standard approach to planning and

delivering intensive care.

Example actions based upon the above minimum standards and recommendations to provide a

quality service include:

Having a clinical lead to direct sustainability initiatives within their ICU, who can engage with
internal and external stakeholders and contribute to the local organisation’s Green Plan.
Regular discussion points for the topic environmental sustainability in quality meetings include
planned or ongoing sustainable quality improvement work; review of updated policy,
guidelines and procedural documents with a sustainability lens; and involvement in strategies
beyond the unit, while pursuing the local organisation’s Green Plan.

Following sustainable procurement guidance such as NHS England’s ‘Applying nef zero and

social value in the procurement of NHS goods and services'” (or equivalent standards).

Keeping staff up to date with current waste prevention programmes at organisational level
and across the NHS; and ensuring that waste is identified and segregated correctly.
Avoiding waste, whilst delivering safe and high-quality care in daily routines, including using
minimal sedation and performing daily sedation breaks; and adhering tfo antimicrobial
stewardship principles’o.

Providing fraining and support to assist intensive care team members to undertake an
informed risk assessment for selecting appropriate PPE, aligning with national infection

prevention and control standards's.
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Section 6 | EMERGENCY

PREPAREDNESS

6.1 Surge and Business Continuity Planning

6.2 Major Incidents

6.3 High Consequence Infectious Diseases: Initial Isolation and Management

6.4 Fire and Evacuation
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6.1 Surge and Business Continuity Planning

Authors: Andrew Johnston, Ascanio Tridente & Peter Shirley

INTRODUCTION

There is a requirement for surge and business continuity planning (BCP) for intensive care services.
ICUs are high users of pharmaceuticals, oxygen, power, and consumables, and dependent on high
levels of staffing for effective function. Any surge on service demand puts effective operational
function aft risk, where there may be interruptions in supplies, damage to (or unavailability of)
infrastructure, or staffing shortages due to numerous possible incidents; hence reliable business
continuity planning is essential. Rarely, the adult intensive care service may also be required to

support paediatric units with capacity and need to be adequately prepared for this demand.!

This chapter must be read in conjunction with other NHS guidance produced nationally in the

various jurisdictions of the UK, including the Emergency Preparedness, Resilience and Response

Framework and other relevant policy documen’rs.Z’S The aim of BCP for intensive care is to provide
fimely access to an appropriate level of care for patients to prevent avoidable mortality and
morbidity and maximise capability within the system in a coordinated approach, until all potential
escalation opfions have been exhausted. It sits in fangent with emergency preparedness, resilience

and response (EPRR).¢

MINIMUM STANDARDS

1. Hospitals with an ICU must have their own escalation plan and BCP.

2. Multi-site hospitals running more than one ICU must have flexible cross-site planning fo help with
surge and continuity planning.

3. Adult Critical Care Networks, Health Boards and Regions must have oversight to assist in the
event of surge and BCP being activated.

4. ICUs must have local SOPs (including action cards and checklists) for disruption of business
conftinuity including fire and evacuation surge, IT system failures and downtime, and maijor
incidents.

5. ICUs must use recognised escalation scales to communicate resource strain either in the ICU or
within the wider hospital (e.g. CRITCON and OPEL)758.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Aslack of intensive care capacity is frequently the rate-limiting factor surge events, Trusts/Health
Boards should prospectively identify areas within their acute hospital sites to allow for expansion

of intensive care capacity.
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2. Ifincreased activity is anticipated, the increase in requirement for consumables, including

medical gas supplies, should be quantified in advance using the concept of ‘days of supply’.

BACKGROUND AND EXPLANATION

The objectives of surge and business continuity plans are to deliver a resilient intensive care service.
They aim to target efforts to optimise safety to both staff and patients and to support clinicians by
responding through clinical joint planning, information, intelligence, communication, resource
identification, resource sharing, robust representation, or other influences. Plans will also aim to
maintain equity of access for resource-utilisation and mutual-aid opftions for intensive care services
across all sites, within networks and beyond. Escalation processes need to be coordinated through

local areq, regional and national teams and management structures (e.g. NHS England).

Mitigations may include the use of operating theatres, recovery, and augmented higher care areas,
or upgrading Level 1/2 intensive care areas to permit mechanical ventilation and Level 3 care.?
Infra-and inter-hospital capacity fransfers are covered in GPICS Chapter 3.2 Capacity Management.
Mitigations and expansion of capacity may also require consideration of essential equipment (and
its procurement) and possible alternatives. Checklists need to include, for example, which drugs and

consumables would run out first if supplies are disrupted.

The use of recognised escalation scales such as CRITCON (real-time observation and assessment of
strain by clinical leaders in both routine circumstances and rapidly evolving situations, into a succinct
communication score) for ICUs and OPEL (Operational Pressures Escalation Level) across wider NHS
organisations enables the rapid communication of stresses and strains on organisations and links into
local, regional and national escalation and action plans.”.¢ Communication and clinical response
intelligence needs to be shared between clinicians and take place across sites fo support sound

decision making.

REFERENCES

1. Management of surge and escalation in critical care services: standard operating procedure for adult and paediatric
burn care services in England and Wales . (June 2021)
2. NHS England. Critical Care Services Adult Critical care surge plan guidance. (Dec 2023)
Emergency planning and response | Department of Health (health-ni.gov.uk) https://www.health-
ni.gov.uk/articles/emergency-planning and response
4. Preparing For Emergencies: Guidance for Health Boards in Scofland. www.gov.scot (Nov 2023)
5. NHS England. NHS Emergency Preparedness Resilience and Response Framework Classification: Official Publication
approval reference: BO900 1 | NHS Emergency Preparedness Resilience and Response Framework Contents [Internet].
2022. Available from: https://www.england.nhs.uk/wp-content/uploads/2022/07/B0900-NHS-Emergency-Preparedness-
Resilience-and-Response-Framework-version-3.pdf
Quantick O. Emergency preparedness, resilience and response. (EPRR) BMJ Military 2020;166:29-32
CRITCON Levels. (ICS 2023)
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Inter Hospital Patient Transfers: Ethical considerations for inter-hospital patient transfer & unit capacity. (ICS 2022)

GPICS V3 Consultation Draft | 234


https://www.england.nhs.uk/publication/management-of-surge-and-escalation-in-critical-care-services-standard-operating-procedure-for-adult-and-paediatric-burn-care-services-in-england-and-wales/
https://www.england.nhs.uk/publication/management-of-surge-and-escalation-in-critical-care-services-standard-operating-procedure-for-adult-and-paediatric-burn-care-services-in-england-and-wales/
https://www.england.nhs.uk/commissioning/ccs/
https://www.health-ni.gov.uk/articles/emergency-planning-and-response
https://www.health-ni.gov.uk/articles/emergency-planning
https://www.health-ni.gov.uk/articles/emergency-planning
http://www.gov.scot/
https://www.ics.ac.uk/Society/Policy_and_Communications/Articles/CRITCON_levels
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2017/08/nhse-sc-opel-framework.pdf

7052
7053

7054

7055
7056
7057
7058

7059
7060
7061
7062

7063
7064
7065
7066
7067
7068
7069
7070

7071

7072
7073
7074
7075
7076
7077
7078
7079
7080

7081

7082
7083

6.2 Major Incidents

Authors: John Butler, Bernard Foéx & Joanne Thompson

INTRODUCTION

The NHS needs to be able to plan for and respond to a wide range of incidents and emergencies
which could affect health or patient care. These could be anything from exireme weather
conditions, an infectious diseases outbreak, a major fransport accident, a cyber security incident or

a terrorist attack.!

A maijor incident is ‘any occurrence that presents serious threat to the health of the community or
causes such numbers or types of casualties, as to require special arrangements to be implemented.’
Major incidents are exceptional events and often lead to an increase in demand for healthcare and

intensive care services.

All acute healthcare organisations will have major incident response plans which set out how the
organisation plans for, responds to, and recovers from major incidents and threats to business
continuity. These plans need o be tested and regularly updated, and are underpinned by legislation
contained in the UK Civil Contfingencies Act (CCA) 2004, the NHS Act 2006 and the Health and Care
Act 2022.2 This planning is referred to in the health service as emergency preparedness, resilience and
response or EPRR. The plans dictate that all acute hospitals must have an Accountable Emergency
Officer (AEO) responsible for EPRR. The AEO will be a Board level Director and must publicly state the

organisation’s readiness and preparedness activities in the annual report.

MINIMUM STANDARDS

1. Acute hospital major incident plans, , must encompass infensive care medicine.

2. All hospitals designated receiving hospitals with Level 3 intensive care capability must have a
plan to double their normal Level 3 ventilated capacity and to maintain this for up fo 96 hours.
Clinical standards must be maintained during a major incident.3

4. All hospitals must have an evacuation and shelter plan that includes evacuation and shelter of
highly dependent patients, including, but not exclusively, intensive care patients, if the intfensive
care areas become unusable for any reason.4

5. All hospitals must have a lockdown plan that includes all intensive care areas, to prevent

unauthorised access.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. The local intensive care leads should be involved in the formulation of acute hospital major

incident plans.
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2. Intensive care should have access to emergency planning and response training including
strategic/crisis leadership.

3. Intensive care staff should participate in the local and regional multidisciplinary exercises
including ‘table-top’ and ‘live’ exercises to further refine local and regional plans and
communication routes between organisations and networks.

4. Intensive care leads should work with their EPRR team to facilitate exercises in the evacuation of
very dependent patients from any part of their hospital.

5. Action cards should be available for all staff to use on activation of the plan, which include
information and communication routes that are to be used.

6. Advance consideration of staff workforce requirements, including mutual aid from colleagues in
other departments or neighbouring hospitals should form part of the intensive care service
planning.

7. Staff welfare should be actively supported during an incident with access to informal, immediate

debrief and later formal counselling.

BACKGROUND AND EXPLANATION

Under the NHS Constitution the NHS is there to help people when they need it; this is especially frue
during a major incident or emergency. The NHS Act 2006 requires NHS England to ensure that the
NHS is properly prepared to deal with an emergency.5 NHS England’s EPRR guidance documents set
out the legal and statutory responsibilities and includes a framework for mass casualty incidents. The
AEQ for EPRR will ensure robust and well-tested arrangements are in place to respond and recover

from these situations.

Effective command and confrol are vital; the scale of the major incident determines where the top
level sits. For the biggest incidents, (tier 4 - national) NHS England "may enact its powers under
Section 252A of the NHS Act 2006 to take national command and control of the NHS'. However, all

staff need to be prepared to take on significant leadership roles in all phases of any emergency.

Core to their response is the concept that receiving hospital(s) will accept most of the sickest
patients and that supporting hospitals will receive the less injured and may take fransfers from

receiving hospitals.

In order for receiving hospitals with Level 3 intensive care capability to be able to double their
normal Level 3 capability their plan needs to include an inventory of where equipment is to come
from, where the beds will be located and who will staff them. Ideally this will be near the permanent

intensive care unit, to allow normal functioning of the hospital around it.

Every effort must be made to maintain clinical standards. As such, critical incident reporting must be
encouraged, and contemporaneous notes must be kept to facilitate appropriate investigation of

such incidents, and communication of lessons learned.
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Although workforce planning aims to maintain staffing levels there needs to be an acceptance that
when demand outstrips resources, normal staffing levels per patient may have to be compromised.

This change in staffing levels needs to be planned or modelled in advance.

In a mass casualty incident, intensive care resources may be overwhelmed, with the requirement for
friage, which needs to be considered and agreed nationally. This may lead to complex and difficult

ethical decisions.

All staff working in intensive care need to know their specific role in the major incident plan, the
command-and-control arrangement and information required. This will ideally be written on an
action card to be read when an incident is declared and practised in advance of a major incident

taking place. Workforce planning for the likely duration of the incident needs to take place early.

As a major may be an internal disruption intensive care staff need to take part in evacuation
exercises of very dependent patients from any part of the hospital. This will include practical skills
such as using ski sheets and patient handling aids with adequate rehearsal plus planning in decision

making and fraining for shift leaders making the decision to perform an evacuation.

The intensive care response may be of several weeks' duration and include frequent surgery for
patients, as well as tfransferring patients to other hospitals. Being actively involved in the planning of

exercises and having a full part while they are being run is essential.

After a major incident, the capacity of an individual healthcare organisation or site to provide
optimal freatment for patients may be impaired for some time. It would be beneficial for

organisations to collaboratively develop plans to assist each other under these circumstances.¢

Staff welfare during and after an incident response is paramount. Some may be affected

significantly more than others, and for some weeks after the event. Support for staff is essential.”

REFERENCES

NHS England. NHS Emergency Planning Resilience and Response Framework, NHS England, July 2022.

UK Civil Contingencies Act, 2004 revised 2012.

NHS England. Concept of Operations for Managing Mass Casualties, NHS England, November 2017.

NHS England. Planning for the Shelter and Evacuation of people in healthcare settings, NHS England 2015.
NHS Act 2006 as amended by the Health and Social Care Act 2012.
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NHS England. Pandemic Influenza, Guidance to the NHS on current and future preparedness for an influenza pandemic,
NHS England, 2017 (gateway reference 02616).

7. National Institute for Health and Clinical Excellence. Post-traumatic stress disorder NICE guideline [NG116] December 2018
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6.3 High Conseqguence Infectious Diseases: Initial
Isolation and Management

Authors: Stuart Dickson & Jake Dunning

INTRODUCTION

In the aftermath of the Ebola virus disease epidemic in West Africa and following experience of
managing Middle East respiratory syndrome (MERS) cases in the UK, the High Consequence
Infectious Diseases (HCID) programme was launched in England in 2015, with the aim of developing
an effective and achievable end-to-end patient care pathway for individuals with suspected or
confirmed infections due to high consequence pathogens. Additionally, public health agencies
across the UK have issued interim guidance on managing specific HCID, such as MERS, avian
influenza, and Ebola virus disease. While definitive care for confirmed patients in England will
ulfimately be delivered by commissioned HCID freatment centres, all acute healthcare
organisations in the UK need to have processes in place to isolate and safely manage patients with
suspected HCID while awaiting the results of investigations and/or prior to transfer. Contingency
planning needs to consider how intensive care can be delivered locally to patients with suspected

high consequence infectious diseases. Current high consequence infectious disease threats are

described in UK Health Security Agency monthly HCID summaries.’

MINIMUM STANDARDS

1. Each ICU must ensure that there are local contingency plans in place for the initial isolation and
management of critically ill patients with suspected HCIDs.

2. Local contingency plans must be regularly practised and reviewed, including the use of table-
top exercises and simulations.

3. ICUs must liaise with local Directors of Infection Prevention and Control to ensure the correct
personal protective equipment (PPE) is procured and sufficient stocks are readily available for

use by appropriately frained intensive care staff in the event it is required.

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. Anintensive care consultant should have responsibility for infensive care aspects of local
emergency planning and resilience preparations, incorporating plans for the appropriate
isolafion and management of suspected patients with HCID.

2. A clinical area where critically ill patients with a suspected HCID may be isolated, either within
the ICU or elsewhere, should be prospectively identified and ideally utilising negative pressure

rooms with anterooms where available.
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3. All clinical equipment used in the management of a patient with a HCID should be dedicated to
that patient alone and be single use where possible.

4. Training should be provided on a regular basis to ensure intensive care staff are familiar with
using and safely removing PPE.

5. Staff should undergo annual fit testing of respiratory protective equipment (e.g. FFP3 masks).

6. Intensive care staff providing care for a patient with a suspected or confirmed HCID should be
dedicated to the care of that patient on a clinical shift and should not provide concurrent care
for other patients, limiting the risk of cross-infection.

7. Contingency planning should incorporate plans for securely holding the large volume of clinical
waste resulting from clinical care, including discarded contaminated PPE.Patients with a
suspected viral haemorrhagic fever should be risk assessed in accordance with the Advisory

Committee on Dangerous Pathogens Viral Haemorrhagic Fever (ACDP VHF) Risk Assessment

ngori‘rhm,2 and investigations to exclude malaria promptly undertaken, in keeping with local
procedures.

8. Patients with suspected airborne HCIDs should be risk assessed according to national guidelines

where they exist (disease-specific, e.g. MERS guidance collections®* or generic airborne HCID
guidelines, as appropriate).

9. There should be a standard operating procedure in place to guide the management of a
patient with a suspected HCID.

10. ICUs accepting international medical fransfers should have a mechanism by which fo perform a
risk assessment prior to transfer if a patient is being transferred from a country with known HCID
outbreaks or countries where there is a significant risk of specific HCIDs; refer to national

guidance (disease specific or generic HCID guidance).

BACKGROUND AND EXPLANATION

A HCID is one that may give rise to an acute severe iliness with a significant case fatality rate, is highly
fransmissible from person to person (including healthcare providers), and so is capable of causing an
outbreak or epidemic. The causative pathogens may be fransmitted by contact (e.g. viral

haemorrhagic fevers) and/or by airborne transmission (e.g. MERS coronavirus, avian influenza).

Patients with possible HCIDs may present to any hospital at any time. NHS healthcare organisations
need to have in place emergency operational plans to deal with such an incident. Intfensive care
clinicians may be called upon to provide support o such patients pending results of diagnostics tests
and/or fransfer fo a designated specialist centre (e.g. a commissioned HCID centre, for patients in
England). This care may or may not be provided within the intensive care unit. Contingency planning
should identify an area that separates the contaminated clinical area from other areas, minimising

the risk to patients, staff and the local community.
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The local management of patients with a suspected HCID prior to fransfer to a designated specialist
centre will be dictated by local factors and hospital design. The stated standards and
recommendations provide a framework for local contingency planning. There should be a standard
operating procedure in place to guide the management of a patient with a suspected HCID. Following

recognition of a patient with a suspected HCID:

a. localinfectious disease and/or microbiology and virology services need to be nofified, and
advice sought, including guidance on obtaining appropriate diagnostic clinical specimens.

b. local clinicians need to liaise with the Imported Fever Service (note this service is available to
clinicians across the UK) for further clinical advice and to facilitate access to specialist
diagnostics as required.s

c. all suspected cases need to be reported immediately to local health protection authorities

(e.g. the local health protection tfeam).

The patient with a suspected HCID may, of course, subsequently prove to have an alternative
diagnosis. Such patients may still be critically ill and are not fo be disadvantaged by delays in
instituting appropriate intensive care monitoring and support for fear of the presence of a HCID.
However, healthcare organisations are obliged to ensure that appropriate infection prevention and
confrol measures are maintained until the possibility of a HCID has been excluded. Therefore, it is
vital that ICUs plan how such situations will be managed, minimising the risk of transmission to hospital

staff, patients and visitors, while providing appropriate patient care without undue delay.

Healthcare workers in non-specialist hospitals need to rely upon appropriate infection prevention
and confrol measures, including HCID-appropriate PPE, to protect them from the potential HCID
pathogen. ICUs must liaise with local Directors of Infection Prevention and Conftrol to ensure the
correct personal protective equipment (PPE) is procured and sufficient stocks are readily available
for use by appropriately trained intensive care staff in the event it is required. Information about PPE
ensembles and other infection control measures for HCID is available in the NHS National Infection

Prevention and Control Manual.

PPE has to be worn correctly if it is to provide adequate protection, and it will inevitably become
contaminated during patient contact. Safe removal and disposal of PPE is a key skill in order to
prevent inadvertent exposure to the infectious pathogen and needs to be practiced. Fit testing of
respiratory protective equipment (e.g. FFP3 masks conforming to EN149:2001) needs to be
undertaken before use and respiratory protective equipment should be fit-checked annually,

and/or every fime it is used.

A note on COVID-19 as a high consequence infectious disease

COVID-19 was provisionally made an HCID in January 2020. HCID status was removed in March
2020, following review of accumulated global data and the declaration of a pandemic, with the

launch of a larger pandemic response plan for COVID-19.¢
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6.4 Fire and Evacuation
Authors: Beth Barton, Fiona Kelly, Rowan Hardy, Jeremy Cordingley & Claire Hughes

INTRODUCTION

Evacuation of the ICU may be required due to an emergency such as fire, flood, structural failure of
the building, or issues with power supply, oxygen or ventilation systems rendering the unit unsafe. As
most patients in ICU are unable to self-evacuate and reliant on continuing organ support,
emergency evacuation is particularly challenging and poses significant risks. There are well-
documented events that have led fo emergency evacuation due to fire both in the UK and
abroad.!2 Appropriate design, planning and preparation can assist in ensuring the safety of staff,

visitors and patients in such emergencies.

MINIMUM STANDARDS

1. AllICUs must have an appropriate number of well-marked and accessible fire call points, fire
extinguishers (of appropriate type) and oxygen shut off valves.z7

2. AllICUs must comply with the latest health department regulations in their country regarding the
fire-retardant nature of all furnishings, including mattresses, chairs, bedding, flooring and
curtains.3”

3. All staff must undertake appropriate fire and evacuation training with regular updates in the
clinical areas where they work.234.6.7

4. AllICUs must have an emergency evacuation plan which is regularly reviewed.23.4.6.7

5. Regional intensive care networks must have an agreed policy on escalation of care and mutual
aid fo ensure the safe provision of intensive care for all patients who require it in the region,
including for a major incident in one ICU.5

6. Portable oxygen cylinders must be stored safely in an appropriate holder or other designated
storage area with the valve and flowmeter turned off in a location where they are readily
available in an emergency but do not compromise potential evacuation routes.

7. Staff must ensure they follow recommendations for the safe use of oxygen cylinders af alll
fimes!245¢67 and that any problem with oxygen cylinders or equipment is reported immediately
to both the medical gas supplier and the Medicines and Healthcare products Regulatory
Authority (MHRA).57

RECOMMENDATIONS TO PROVIDE A QUALITY SERVICE

1. ICU fire alarms should be audible throughout the department.
2. Ventilation of ICUs and other clinical areas where high-flow nasal oxygen, facemask continuous
positive airway pressure and non-invasive ventilation are in use should be >10 air changes per

hour to prevent oxygen enrichment of the ambient atmosphere.’8
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3. Action cards should be displayed clearly at fire call points and other relevant places within the
ICU, so that they are immediately accessible in an emergency.47

4. A computerised fire alarm handler system should be installed in hospital switchboards to make it
quicker and easier to liaise with the fire and rescue services.”

5. All staff should know where to find the evacuation plan.

6. ICUs should have a system whereby staff involved in a critical event (such as a fire and
emergency evacuation) receive debriefing and appropriate review for signs of a frauma stress
reaction or post-fraumatic stress disorder (PTSD).47.9

7. Each ICU’s evacuation policy should link with the hospital major incident plan and be tested
regularly, both as tabletop exercises and in simulation scenarios, including at night and out-of-

hours.24.¢

BACKGROUND AND EXPLANATION

Emergency evacuation in the intensive care setting is both technically complex and ethically
challenging. Patients may be fully dependent on continuous organ support and care from staff,
whilst undertaking emergency actions may have multiple repercussions; shutting off the oxygen
supply fo help prevent the spread of fire may cause critical hypoxia, evacuating an area
prematurely puts patients at risk whilst delaying may lead to the injury or death. In some
circumstances, staff may be at a greater risk of harm than the patients they are caring for, for
example in a smoke-filled room where the patient is intubated with a cuffed tracheal tfube
connected to a closed ventilator system. Most hospitals will have a phased evacuation plan that
allows for certain areas that are most at risk to be evacuated first, ideally to other areas on the same
floor (‘horizontal’ evacuation) which provides a degree of protection from the fire, before
undertaking further complex evacuation to alternate floors (‘vertical’ evacuation) or full evacuation
of the building. The hospital layout, evacuation plan and compartment barriers need to be
considered when identifying alternative sites for the management of displaced ICU patients within
the hospital including the need to negotiate stairs during an evacuation. Suitable alternatives may

include PACU, operating theatres or enhanced medical units.

Unfortunately,, these processes have been tested several times in the UK. In 2008 a fire at the Royal
Marsden Hospital, London destroyed the ICU and led to a total evacuation with all ventilated
patients fransferred to a neighbouring hospital.2In 2011 in the Royal United Hospital in Bath an
oxygen cylinder lying on a patient’'s bed caught fire as it was tfurned on, leading to a rapidly
spreading fire with dense black smoke. 410 Both staff and a patient were injured before two doctors
extinguished the fire. In 2017 af the Royal Stoke University Hospital, ICU patients were also evacuated
to PACU and theatre areas when smoke entered the ICU following a fire. When an air conditioning
unit caused a fire in the COVID-19 ICU at University Hospital Hairmyres, Glasgow in 2020 staff

successfully evacuated 12 patients within seven minutes prior to the arrival of the Fire and Rescue
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7332  Service with no staff injuries reported.’! The high level of fire awareness and simulation fraining was

7333  cited as one of the key reasons for the positive outcome from this incident.

7334  Multiple lessons from these incidents (and others) are incorporated into the above standards and

7335 recommendations. Further examples and details are outlined below:

7336 ¢« The importance of regular staff training in fire safety and oxygen cylinder use, 23447

7337 - Follow the correct sequence for turning on a cylinder.

7338 - Utilise a designated device, such as bed bracket or dedicated holder, for an oxygen cylinder
7339 in use. Oxygen cylinders are not to be carried on the patient mattress/bedding when in use.
7340 - Ensure that cylinders are turned off after use and secured in the appropriate storage

7341 location.

7342 - Undertake regular, basic training in safe use of oxygen cylinders.

7343 e The need for appropriate staff training covering topics such as: 23.4.67

7344 - Location and operation of fire call points

7345 - Location and appropriate selection of fire extinguishers

7346 - Location and operation of medical gas shut off valves

7347 - Location of emergency equipment including portable oxygen cylinders and evacuation
7348 equipment

7349 - For medical and senior nursing staff, fraining will include the method and implications of
7350 activating oxygen shut off valves and the practical use of fire extinguishers.

7351 e Emergency evacuation plans need to cover: 23467

7352 - Triage of patients for evacuation, including consideration of those nearest to the hazard and
7353 enacting reverse triage, where visitors and least unwell patients are evacuated first and the
7354 most unwell last.

7355 - Alternative locations within the hospital where intensive care may be provided.

7356 - Access to emergency equipment and medications (including ongoing supply of

7357 medications).

7358 - An evacuation case at each bed space and consideration of provision of evacuation aids
7359 such as ski pads or evacuation sheets.

7360 - The possibility of co-existent power failure

7361 - The use of alternative oxygen administration and/or ventilation devices, including the use of
7362 high-flow oxygen face masks, transport ventilators and manual ventilation.

7363 - Evacuation of patients reliant on additional mechanical support, including infra-aortic

7364 balloon pumps, renal replacement therapy and extra-corporeal life support (including

7365 consideration of temporary discontinuation of therapy, fransfer with ongoing support or staff
7366 evacuation leaving patients in-situ) and those in bariatric beds that may require the use of
7367 alternative exit routes.
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- Transfer of hospital notes, especially where electronic monitoring and information systems are
in use.

- Relief of intensive care staff who may themselves have been affected by a fire and be unfit
to continue to work 1247

Design of new build or updated ICUs which carefully consider the:23.67

- Provision of multiple exit routes

- Separation of clinical and non-clinical areas

- Adopting small bays with appropriate fire-resistant boundaries to aid compartmentalisation
of fire, in preference to large open areas

- Size of evacuation routes, including doors, fo accommodate bariatfric beds/chairs and
essential medical equipment

- Active and passive fire protection systems, including low level escape lighting, fire curtains,
smoke dampers and automatic fire suppression systems.

Regional intensive care networks can play a crucial role s in such unusual situations including

notifying neighbouring hospitals early, diverting emergency patients and temporary cessation of

routine surgery as well as fransfer of patients to alternative sites. Support from additional

resources could be considered including mutual staff aid from other hospitals, specialist transfer

and prehospital teams, and mutual aid from ambulance services including resources such as

Hazard Area Response Teams (who may be able to provide additional equipment such as

emergency oxygen supplies for multiple po’rien’rs).“

It would be beneficial for regional intfensive care networks to develop systems to support the
management of a major incident in one intensive care unit within the network, so that critically ill
patients can be safely transferred and accommodated at other sites.

Regular review of the ICU plan alongside the wider hospital major incident and emergency
evacuation plans, will ensure integration with the wider command structure in the event of an
emergency including liaison with the fire incident commander and other operational (bronze)
and tactical (silver) commanders.

It is vital to ensure that staff members who do suffer a frauma stress reaction receive appropriate

care.*””"" The value of debriefs, clinical psychologist input and a staff follow-up system to

ensure this care is received is not to be underestimated. 77 members of staff required support
after the fire in Glasgow!! and the importance of this input was also noted following the 2011
incident in Bath47%. The Trauma Resilience Management (TRIM) system is an example of a peer

support tool, used in the military, which has been used successfully in healthcare and may be

. 9
considered.
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