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The information in this log has been shared in good faith by our units and is correct at the time of sharing.  The date when queries and questions are posed is in the brackets immediately following the question.
If you wish to add further information, or update entries against your unit details, please send this to sarahgraham3@nhs.net










STAFFING AND TRAINING
	Q: Who employs Band 4 nursing staff on critical care (July 2019)


	University Hospitals Birmingham



	Q: ITU Staff Moves - can trusts share their protocols or sops that they have in place when their staff support their wider trust. (July 2019)


	
Royal Wolverhampton Hospital:   

University Hospitals Birmingham: we will deploy staff of all grades to support the wider Trust if dependency allows. We do not have an SOP, Protocol or Guidelines. The Band 8a Site manager has the overall responsibility of patients and staff safety for the Trust and they escalate across the Divisions when they feel there is a real risk to patient and staff safety.  Each Division looks at its staffing capabilities and deploys either an RN or HCA to support when and where possible.   The clinical areas are all aware that a Critical Care nurse will not be familiar with ward processes and may not be able to for fill all the role and responsibilities of the other embedded ward staff and therefore this is considered when allocating the Critical Care Staff. All staff deployed are supported by the Critical Care Leads if they feel their own practice is compromised or at risk. We sometimes have to agree to close a Critical Care capacity bed if the risk outside of the service is greater than within the Critical Care units eg ED,AMU or 1x RN on a ward.  

In most cases we send staff just to support and not to take over patient groups. In most cases we have found that when staff are deployed, although they have found it a challenging experience, they also gained a greater insight into the global Trust pressures and expectations on ward staff. They often feedback that they feel well supported and safe within Critical Care Services when comparing the support staff receive in other specialities.  As service Lead I always ask for the names of any staff deployed and personally thank them in order for them to be recognised as being ambassadors for our service and for their CPD. 


University Hospitals Leicester: 

Russell’s Hall Hospital: We are currently re-writing this protocol but it basically says that if capacity allows a Critical Care Nurse will be able to help in specified areas only such as Vascular HDU, Medical HDU.  This nurse will then return to Critical Care should the need arise and would not be expected to take care of a group of patients.


Northampton General Hospital: 




	Q: NURSING ASSOCIATES - do other hospitals in the network have or are considering incorporating nursing associates into their critical care establishment? If so, how is this fitting in with the national standards for staffing? (Nov 2019)


	University Hospitals Birmingham: UHB currently have 5x Nursing Associates within Critical Care Services who the organisation have trained in conjunction with Birmingham City University. We have a further 6 due to in 2020 and we are hoping to recruit 15 across our 3 Critical Care Hospital sites per cohort next year (3 x cohorts). Potentially this would result in an annual intake of 40 across 7 units. UHB are now scoping the next level of training we can offer these NA’s so they can be facilitated to undertake their RN training if they choose to. 







	Q: Who is the decision maker for coding in your trust? Is it a medical person/consultant? Or does the ICNARC clerk complete the coding after appropriate training? -Can I please have a copy of the Job Description and Banding of your ICNARC clerk in your trust? (Sept 2019)

	Walsall Hospital - the coding is done by the Band 5 Team Leader with support from a band 5 link nurse from ICU. We are currently recruiting to a Band 3 DQO who will also have some involvement, so I have attached their JD/PS. 


   

Glenfield Hospital - The decision maker for coding is either the Consultant on for AICU or an ST (or above) registrar.
The ICNARC clerk does not complete coding. I have attached the JD for the ICNARC audit clerk.



Kettering General Hospital - I have a band 4 part time ICNARC Audit clerk this member of staff is also an AP for the remainder of her hours hence the banding this was an historical posting pre my time. This member of staff has completed the audit since the roll out of ICNARC so has a clear understanding. In addition I have a full time band 3 ICNARC audit clerk I did try and get this post uplifted to a band 4 to be fair and equitable, as I understand in the larger trusts i.e. UHL they are band 4s however I have struggled as this role at KGH has been job matched as a band 3.  They have both attend the ICNARC centre for updates and training.  The reports are checked by our lead clinician for any obvious anomalies.  I have attached the JD and PS for the band 3 ICNARC audit clerk 


  





	Q: ODPs in CC - Can I ask the network if they have ODPs working in their ICUs, in what capacity and would they be prepared to share a job description? (June 2020)

	Kettering General Hospital: We have ODPs working with us on ICU at KGH as part of the redeployed team that came to work with us as part of the pandemic we don’t have a job description but going forward we also would consider ODPs working in our team.  

Northampton General Hospital: We have had ODP’s on our Critical Care department for 20 plus years. The lead band 7 ODP and I have 5 x Band 6 ODPs that solely cover Critical Care. We currently work 12 hour daytime shifts 7 days a week. We are hoping to expand this to cover nights as well in the near future. Our job roles cover many aspects both clinical and non-clinical. I have attached our job description for our band 6’s















TREATMENT RELATED
	Q: What other units around the region do / document for observations of the hand / distal limb when an arterial line is present. (Oct 2019)

	Royal Wolverhampton Hospital: Have written a SOP which is going through governance and have produced red stickers that go on the patient’s bed side charts ‘brachial A line’. We also document colour and warmth to the Observations charts hourly. It is also on the band 7 daily quality walk round to check all this is completed and the question raised, ‘can we change its position?’

Royal Shrewsbury: Checked regularly on every shift.

Russell’s Hall: checks done once per shift.  Where mittens are being used, these are removed routinely 4-hourly.

University Hospitals Birmingham: At UHB we don’t formally document perfusion more frequently than 4 hours. Perfusion is checked at each use also.



	Q: How many units use disposable bronchoscopes? (Nov 2019)

	Worcester Acute Trusts: single use, Ambus 



	Q:  Request for eye care policies? (Jul 2019)

	Glenfield Hospital: I believe it follows the ICS ophthalmic guidelines. The poster may be of some use though


   




	Q: Medicines at the Bedside - We historically have had saline and water for injection ampules kept in the bedside trolleys in ITU however we have been told we can no longer have theses there and should be locked away with other medicines as per CQC recommendations. Can you ask other units if this is the practice they use or do they keep such medicines at the bedside, or if they have had this issue how have they managed it? (Aug 2019)

	Northampton General Hospital: We have risk assessed our emergency drugs and fluids at the bedside but ampoules of H20/NaCl have not been included as yet. I have attached it for your information. It has been agreed with pharmacy and governance.  We have trolleys with lockable drawers at the patients’ bedside where these items are kept and are in a locked unit.



Wye Valley Trust: we have completed a risk assessment for medicines used on ICU whereby do not comply with national standards for locked medication. We have not had this formally critiqued by CQC, but has been acceptable trust practice, as per other risk assessments which highlight for mitigations


Glenfield Hospital: we also keep water/ saline ampules in the bedside trolley. I have discussed this with our pharmacy and we previously risk assessed this as safe because there is always a nurse present at the bedside, therefore never unattended.










POLICIES, GUIDELINES, PROCESSES OR PROCEDURES
	Q: What current processes, policies and procedures are in place for the disposal of controlled drug infusions within your Trust? (Jan 2020)

	Kettering General Hospital: All controlled drug infusions are disposed of using the drug destruction kits this is witnessed by two members of staff and the wastage of unused drug is documented in the controlled drug book.

Glenfield Hospital: the disposal of our CD infusions is into our DOOP/ DOOM bottles. We do not record this disposal in the CD book (although pharmacy have suggested this may change). Once the DOOP bottle is full this goes into a sharps bin for disposal. This is in line with our CD policy and Waste management policy.

Shrewsbury & Telford Hospitals: Our Trusts Medicine Code, which states without quoting:
The surplus must be rendered irretrievable by emptying the contents into a sharps bin or denaturing kit. The emptied vial/ampoule/pre-filled syringe/bag should also be placed in the sharps bin. This process should be witnessed and documented in the Controlled Drug Record Book by x 2 register health care professionals.




	Q: Do you have a Do Not Escalate / Treatment Escalation Plan document? (Aug 2019)

	Warwick Hospital - we use standard RESPECT forms, but Medway look like they have a nice TEP form: 
https://bmjopenquality.bmj.com/content/7/4/e000268
https://bmjopenquality.bmj.com/content/bmjqir/7/4/e000268.full.pdf




	Q: Would it be possible to ask the network if they use ear plugs and eye masks in their critical care units and if so do they have guidelines etc in place for their use? (Oct 2019)

	Kettering General Hospital: we do use ear plugs and face masks this is part of our rehab, reduction in delirium programme.  In regard to documentation its part of the care plan and it is also within the delirium protocol.  I hope this helps if you require further details you may want to link in with Caroline Simcoe our senior sister that leads on this Caroline.Simcoe@kgh.nhs.uk she has done lots of great work around reduction of delirium and promotion of rehab and recovery.

Northampton General Hospital: as a trust we offer ear plugs and eye masks in a sleep pack for all patients who wish to use them including those in critical care. I am not aware of a guideline for this.

Glenfield Hospital: we do use eye masks and ear plugs, no hard and fast rules or policies on their use, if a patient can’t sleep we all know to offer them. They are supplied regularly through our weekly stores.  We have also offered headphones and music in the past if it is a busy/ emergency bed space next door with a chest reopening etc.




	Q: ICU Leaflets (Nov 2019)

	

  



	Q: PPE ENQUIRY) - We continue working in full PPE in Covid and non-Covid “green” areas and are trying to get this reviewed so that we reduce the level of PPE to surgical masks and goggles/visors in the “green” areas to help with sustainability/staff wellbeing without putting staff at risk.  I am told this is already happening in some critical care units but would be interested to find out who has changed? (Jun 2020


	National Link - https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/covid-19-personal-protective-equipment-ppe

Royal Wolverhampton Hospital: We are wearing PPE in both clean and COVID areas as IP have said the PHE guidance is to carry on. I agree we too would like to reduce the wearing to surgical mask etc. for staff wellbeing and sustainability but IP say no…I would be very interested in the evidence other ICU’s have to support surgical masks etc to take to the RWT IP team J

Kettering General Hospital: At KGH ICU our green annexe area are wearing theatre masks only this was a trust IP decision as this is what is worn on the wards. If we have patients admitted via ED and there are concerns they are admitted  to the Red ICU and once receive negative swabs are transferred to green ICU nursed in side room as quarantined,  full  PPE is then worn until a repeat negative swab or 14 day isolation.  All nurses on ICU were fitted for respirators which they are allowed to wear on green ICU if they choose.

Walsall Hospital: we are wearing full PPE for patients who are positive for covid, those who are awaiting swab results are full PPE if AGP are present, otherwise, surgical masks, apron and gloves. Surgical masks, apron and gloves for negative patients if 2 metre distance cannot be maintained. Although I believe this will change to surgical masks being worn whenever in the hospital.

Wye Valley Trust: We wear gown and gloves as per PEE guidelines – apron over the top for patient contact, following patient contact we remove apron and gloves and wash hands (leave gown on) replace gloves. We do not double glove.

Worcester Acute Trust: we double glove to go into the unit, and treat the underneath gloves as 'your skin' then the top gloves are treated the same as usual and changed between patients and wash the underneath gloves as you would your hands, if that makes sense? 

Royal Wolverhampton Hospital: We are currently having a drive on PPE and Hand Hygiene as it has been picked up in audits that double gloving  was practiced at times by different disciplines. We are ensuring PPE then apron and glove changed between all patients.

University Hospitals Birmingham: If I am honest there has been varying practice during the pandemic but what we have learned is that we must practice IPC as per guidelines to prevent cross contamination of other organisms and so in addition to full PPE Staff are asked to wear a disposable apron over their gown for patient care.  Following intervention/care and between all patient’s staff are required to remove the apron and their gloves, wash their hands and don a new pair of gloves.  Some staff would argue that water may ‘dribble’ down the sleeve of the gown, but this is why staff should wash from elbows down upon doffing.  We have re-commenced hand hygiene audits on all units including Covid in order to challenge and confirm practice according to the guidance.



National replies - 
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		Standard Operating Procedure for:


Best Practice Principles to Apply When Adult Intensive Care Unit (ICU) Staff are requested to be Moved to a Non ICU area within UHL.



		Staff groups SOP applies to:

		All Qualified and Unqualified non-medical staff working in an adult Intensive Care Unit (ICU) within UHL.   



		Issue date:

		December 2015



		Version number:

		1



		Supersedes:

		N/A – New SOP



		Review date:

		December 2017



		Author(s)

		Jo Hollidge, Linda Fletcher and Chris Allsager.





1.0
Introduction

1.1
This SOP outlines the process is to be used on a daily basis within hours and out of hours to ensure a systematic process is adhered to when requests are made to transfer ICU staff to other areas of the Trust. These decisions can result in the ‘closure’ of an ITU bed. The Core Standard 1.2.4 states the need for a supernumerary clinical co-ordinator (Nurse in Charge). Standard 1.2.5 states that ITUs with greater than 10 beds require additional supernumerary. (This person is not rostered to deliver direct patient care to a specific patient) Registered nursing staff; over and above the clinical coordinator (Nurse in Charge) are to enable the delivery of safe care for units with more than 10 beds. The SOP aims to ensure that there will always be the required Nurse in Charge (NIC) for all units and a float for units of 10 or more beds.

1.2
This is a live operational procedure based on current resources and may be required to adapt according to changing circumstances.

2.0
Purpose of the ICU Staff movement SOP

2.1
To avoid the inherent risks to patient safety associated with the movement of staff to an unfamiliar area. It will also provide consistency and guidance for operational consideration. NB: For the purpose of this SOP, staff may be qualified or unqualified.

2.2
To ensure the maintenance of safe, quality care for critical care patients. 

2.3
To ensure CMCCN Best Practice Principles and D16 standards are applied When Critical Care Nursing Staff are moved to a Different Care Area. (Critical Care Networks National Leads Forum (CC3N) CMCCN Standards for Nurse Staffing Adult Critical Care, Consultation Document, June 2013)

3.0
Escalation Process to be applied when Adult Intensive Care Unit (ICU) Staff are moved to a Non ICU area within UHL.

		

		Main Operating Steps

		Key Points

		Explanation / Examples / Diagrams



		1

		A request is made for critical care staff to provide help in a non-critical care environment.

During normal operating hours Monday to Friday 8am till 4pm all requests from other CMG’s should be made via Gold Command. Gold Command will liaise with the ICU Matron/ICU Shift Co-ordinator and decisions will be discussed with the Consultant Intensivist.

Out of hours/Saturday and Sunday requests can only be made via the Consultant Intensivist on call for ICU. 

The Gold Command sheet each morning will identify which Consultant Intensivist is responsible for the unit.

		To maintain safe staffing.

		The configuration of Level 2 and Level 3 patients within critical care may enable staff to be released to help elsewhere.



		2

		The ICU Shift Co-ordinator alongside the Consultant Intensivist on call for ICU reviews the current critical care patient dependency and workload and any potential referrals from within UHL/Outreach or the Network to assess whether there is the capacity to release a member of staff.



		To ensure the maintenance of safe, quality care for critical care patients.
The workload may differ considerably to the standard nurse: patient ratio guidance depending on the individual patient case mix, i.e., there may be a heavier or lighter workload than the numbers of patients suggest and this will be taken into account by the ICU Shift Co-ordinator.

To ensure that the organisation are aware that the decision to move an ICU staff member could result in the closure of an ITU bed and therefore reduce emergency ICU bed capacity. (Please refer to D16 standards defined in 1.1 of the SOP) This decision would only ever be authorised by the on call Consultant Intensivist after discussion with the Director on call. Following this discussion there may be an agreement to move a staff member:  only on the agreement that the ICU staff member will be immediately returned to ICU if they are required to care for an emergency admission.

		ICU staffing requirements: 
Level 3 patients must have a minimum 1:1 nurse: patient ratio. A greater ratio than 1:1 may be required for some patients. (for e.g. ECMO)
Level 2 patients must have a minimum 1:2 nurse: patient ratio. A greater or lesser ratio than 1:2 may be required for some patients. (For e.g. *two level 2 patients in side rooms that are not geographically available for 1:2 nurse: patient ratio. *Two level 2 patients in side rooms requiring source isolation.)
The shift Co-ordinator is supernumerary.
There is 1 additional supernumerary nurse to support the nursing team and shift co-ordinator (recognised need in units with 10-20 beds).
Newly appointed critical care staff have a minimum of 6 weeks supernumerary practice to develop basic skills and competencies.
(CMCCN Standards for Nurse Staffing Adult Critical Care Consultation Document, June 2013)

The skill mix of critical care nurses will not be compromised. The remaining ITU staff should have the appropriate skills for the case mix e.g. ECMO, CVVH, Senior Staff leading teams etc. There must always be a NiC and an additional float for units of more than 10 beds. 



		3

		If the ICU Shift Co-ordinator alongside the Consultant Intensivist on call for ICU makes a decision that staff cannot be released to assist another area, the rationale for this decision must be communicated to the ICU Matron during office hours and to the Gold Command Manager who originally received the request. 


Out of hours the decision is to be reported back directly to the Duty Manager by the ICU Shift Co-Ordinator or the Consultant Intensivist.

		Consideration of all the points included in step 2 will have been taken into account during the decision-making process.

		To ensure that the Gold Command Manager or the Duty Manager are aware of the rationale for not being able to provide assistance.



		    The process ends at this stage if the ICU staff are unable to support.      Alternatively if the ICU staff are able to support please follow from step 4 below.



		4

		If the ICU Shift Co-ordinator alongside the Consultant Intensivist on call for ICU makes a decision that staff can be released to assist another area, the Best Practice Principles to Apply When Critical Care Nursing Staff are Moved to a Different Care Area must apply.

The decision is communicated to the Gold Command Manager who originally received the request. 

Out of hours the decision is reported back directly to the Duty Manager by the ICU Shift Co-Ordinator or Consultant Intensivist.

		To reduce the inherent significant risks to patient safety when moving staff to an unfamiliar area.

It will always be best practise to move ICU staff to another area of the Trust at the site they are most familiar; even if this requires their ICU backfill from an ICU nurse being transferred cross site.

		In recognition of the fact that critical care nursing staff may have little or no experience as qualified nurses on general wards, ED or paediatric areas.



		5

		The ICU Shift Co-ordinator enters the staff name, date and where they’ve moved to onto a central record.

		To reduce risks and where possible move an ICU staff member with the most appropriate skills and expertise for that requesting area.

		To provide a log of previous staff movement so that the ICU Shift Co-ordinators can ensure an equitable process when allocating who is to be moved and the staff movement can be crossed charged to the relevant CMG. 



		6

		When ICU staff arrive on the Ward/ED/CICU they must receive a local induction and patient handover if they have not worked in that area before or within the last 12 weeks as per temporary staffing standards.

		To reduce the inherent significant risks to patient safety when moving staff to an unfamiliar area.

		To ensure staff are orientated to the new environment in terms of resuscitation equipment, fire safety etc., the standard local induction checklist for Bank and Agency staff should be completed.



		7

		Critical care staff must be able to return to critical care at less than 1 hours’ notice if the ICU dependency changes or further admissions are impending.

		As per CMCCN Best Practice Principles to Apply When Critical Care Nursing Staff are Moved to a Different Care Area

		This is to ensure that critical care service delivery is not compromised. To ensure that critical care staff are able to return to ICU at short notice, they should be utilised for general assistance to the existing qualified staff, rather than taking overall responsibility for a group of patients. They should be treated as a ‘floater’ and utilised where they can be of most assistance. This general assistance would include, for example, tasks such as patient observations, administration of IV drugs, dressings and general patient care. Additionally, they are able to augment the care of deteriorating patients in conjunction with the Acute Care Team.



		8

		Critical care staff must not be asked to take charge of another area unless they agree that they are competent to do so.


The Nurse themselves should make this decision. A risk assessment should not override the nurses own insight into their level of competence.


This may be appropriate though for other staff within that area if the ITU nurse needs to return quickly to the adult ITU due to acuity changes/further admissions.

		As per CMCCN Best Practice Principles to Apply When Critical Care Nursing Staff are Moved to a Different Care Area and as per the Nursing and Midwifery (NMC) code of professional conduct.




		Critical care staff should not be moved to a significantly short-staffed area. Alternatively, they should be moved to an area where they are able to provide general assistance as outlined in Step 6, to enable them to return to ICU at short notice.



		9

		Critical care staff must not be asked, or expected, to provide care outside their area of competence. In particular, drug administration may be an area of concern in an unfamiliar area or transfer to paediatric services.

		As per CMCCN Best Practice Principles to Apply When Critical Care Nursing Staff are Moved to a Different Care Area and as per the Nursing and Midwifery (NMC) code of professional conduct.




		In recognition of the fact that critical care nursing staff may have little or no experience as qualified nurses on general wards.

 Adult Critical Care Staff may not have the skills or experience to be moved to a paediatric area of UHL. To minimise risks best practise is to transfer an adult ICU nurse from the GGH ITU to the GGH PICU if there is a staff member with the required skills. Paediatric ICU staff at GGH should then be made available to support the paediatric services across UHL.



		END





4.0
Escalation Guidelines


4.1
Escalation guidance exists to describe the roles, responsibilities and actions of the ICU Team, Gold Command, Consultant Intensivist and wider system in the event of pressures upon capacity and performance.


4.2
The escalation process will apply at all times, with various triggers and responses required as per the SOP defined in section 3.0 above.


University Hospitals of Leicester – Adult ICU Staff  moves to non ICU areas - Version 1 [issued November  2015]
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WALSALL HEALTHCARE NHS TRUST

JOB DESCRIPTION



		Post Title



		ICNARC Data Quality Officer



		Grade



		A&C Band 3



		Reports to



		Administration Team Leader



		Responsible to



		Care Group Managers



		Job Summary 



The post-holder will be responsible for facilitating the Trusts participation in the CMP (Case Mix Programme) as carried out by ICNARC (Intensive Care National Audit and Research Centre) as well as assisting in all aspects of Critical Care reporting and information within the Trust.



The priorities of the post-holder will be the collection and validation of all patient related data within the critical care setting with a focus on data quality and timeliness.



As such, the post-holder will also require a proactive and dynamic approach to data analysis ensuring that key quality indicators on the critical care unit are recognised and where a shortfall of these standards is detected, this is reported to the Administration Team Leader



The post-holder will be based in ICU and will form part of the ICU Admin Team. 





		Main Responsibilities



· Facilitate the accurate and timely data collection of all Critical Care related information 

· [bookmark: _GoBack]Facilitate the Trusts participation in the CMP (Case Mix Programme) as carried out by ICNARC (Intensive Care National Audit and Research Centre)

· Promote the importance of audit and accurate data collection to the multi-discipinary team

· Respond to any internal requests for information from the multi-disciplinary team and assist with the production of performance monitoring dashboards

· Act as a link between the Ward Clerk team and ward management/nursing to ensure effective communications of issues and discrepancies

· Support in the participation of the ICCQIP-BSI national surveillance programme (Infection in Critical Care Quality Improvement Programme – Blood Stream Infection) alongside the clinical team



ICNARC 



Facilitate the accurate and timely collection of data in order to maintain the Trusts participation in ICNARC’s Case Mix Programme



· Extract clinical data from both the patients observations charts and the Trusts  EPR system, and input into the Critical Care clinical information system (MedICUs)

· Export and upload data files at regular intervals to ensure timely delivery of completed Audit cycles to ICNARC

· Review and complete ‘Data Validation Reports’, ensuring MedICUs is corrected where necessary

· Escalate any issues to the ICNARC Admin Team Leader

· Keep up to date with any developments in the ICNARC service



General



· Offer support to the Ward Clerk Team if necessary to ensure that all patient administration and patient related activity is recorded in an accurate and timely manner. 

· Assist Ward Clerk Team with clerking duties when required

· System administration for MedICUs ensuring that lists and look-ups are kept up to date to optimise the ease and accuracy of data entry

· Manage access and passwords for all users

· Ensure that the patients’ APACHE II scores are readily available to the ICU consultant

· Follow up patient outcomes from the unit onto the wards in both this Trust and others





		Professional 

· Accountable for own professional activities within the limitations of personal expertise and agreed knowledge and skills framework

· Work within a pressurised environment due to variable workloads and specialty demands

· Encourage and maintain good working relationships with other departments and specialities and have a flexible approach to work, ensuring departmental efficiency

· Maintain a smart and professional image in accordance with the Trusts uniform policy

· To act in a professional and sympathetic manner with patients and relatives whilst maintaining the patients’ privacy, dignity and confidentiality

· Take appropriate action in an emergency situation

· To complete all mandatory training and take responsibility for ensuring 100% compliance at all times



Organisational

· To be fully aware of own duties under Health and Safety at Work Act, observing Trust policies relating to Health and Safety, risk management and COSHH Regulations

· Demonstrate and promote good working relationships between teams



Clinical Governance

· Take responsibility for providing a safe working environment for both staff and patients 

· Recognise the need for evaluating and reporting on risk within the department

· Report all clinical and non-clinical incidents and near misses according to Trust policy to ensure timely investigation

· Work within and contribute to, evidence based protocols and guidelines.

· Make suggestions for improvement to Administration Team Leader and/or Care Group Managers

· Take part in implementing new services, enhancing and improving patient care  

· Participate in implementation of service improvements as identified







		



Other Duties

The information supplied above is intended to summarise the key responsibilities and duties of the role. The post holder may be required from time to time to carry out other reasonable requests and duties as required, consistent with the responsibilities of the grade.



Job Design and Review

This job description may be subject to change in the future.  Any proposed changes will normally be discussed fully with the post holder and confirmed via the issue of an updated job description.



Confidentiality and Data Protection

All staff who have access to personal data in relation to patients or staff will be aware of their responsibilities under the Data Protection Act 1998 and will abide by the eight principles of that Act.  Any breach of the Act could result in disciplinary action being taken and criminal charges being brought against the individual who has breached the Act.

	

Health and Safety

Individual employees of Walsall Healthcare NHS Trust and other NHS employees contracted to work on the Trust’s premises have an equal responsibility, along with managers and supervisors, for maintaining safe working practices for the health and safety of themselves and other persons who may be affected by their acts or omissions at work.  	



All employees must adhere to their duties under the Health and Safety at Work Act 1974 and other associated safety legislation, including all new Health & Safety Regulations. In addition employees must comply with all the Trust’s policies relating to Health & Safety and Risk Management to secure a safe workplace and will draw management’s attention to any deficiencies and/or hazards, which might prove detrimental to themselves or others.  

There is a general responsibility for employees to act sensibly and reasonably, and attend mandatory health and safety training sessions.



Clinical Governance

All employees are required to actively contribute towards the organisation’s clinical governance systems, taking responsibility as appropriate for quality standards and work towards the continuous improvement in clinical and service quality.



Equality & Diversity

All staff through personal example, open commitment and clear action, should ensure that diversity is positively valued, resulting in equal access and treatment in employment, service delivery and external communications. To be familiar with, actively promote and work within, the spirit of the Equal Opportunities policies at all times.



Patient Experience and Public Involvement (PEPI)

All staff who interact with the public when delivering NHS services have a responsibility to ask patients about their experience of those services on an ongoing basis. They must then ensure that the knowledge gained is fed through to other staff and/or managers within service areas for action, where appropriate.



Further responsibilities involve staff members in ensuring that service users and members of the public are actively engaged (using a variety of methods) in appropriate service delivery, service development and decision making within their service area and the wider trust. Determination of these responsibilities should be in conjunction with your line manager and delivered accordingly.



Infection Control

Staff will work to minimise any risk to clients, the public and other staff from Healthcare Associated Infection including MRSA and C. difficile by ensuring that they are compliant with the Health Act 2006 – Code of Practice for the prevention and control of Healthcare Associated Infections (The Hygiene Code); and by ensuring that they are familiar with the Trust’s Infection Control polices located on the Intranet. 

 	

Safeguarding children and adults

Walsall Healthcare NHS Trust is committed to safeguarding children and adults. All staff must work in accordance with the organisational and local Safeguarding Children Board policies and procedures seeking advice as appropriate. All staff must participate in related mandatory/statutory training as appropriate to their job role. 



Smoking

The Trust operates a No Smoking policy.



Policies and Procedures

All staff will familiarise themselves with policies, procedures and protocols relating to their service and work within the guidelines at all times. 



Staff have a major role in suggesting and implementing improvement to services and in exercising professional responsibility for both themselves and their peers within an open ‘no-blame’ culture.









Admin Team Leader





Ward Clerks





Data Quality Officer





TACC CareGroup





























For One & All
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WALSALL HEALTHCARE NHS TRUST

PERSON SPECIFICATION



POST: 	ICNARC Data Quality Officer	

GRADE: 	Band 3



		Job Requirements



		How Tested



		QUALIFICATIONS



Good standard of education, particularly in English and Maths



NVQ 3 Business Administration



		



Application form





		EXPERIENCE



3 years experience in an admin and clerical role, with at least 1 years experience in a data quality role.



Experience in a critical care setting is desirable



Basic understanding of some medical terminology



Collation and evaluation of information, using a clinical information system for both data input and reporting. 





		







		SKILLS



Competence in the creating and use of Excel spreadsheets. 



Creating and presenting reports



A solid grasp of using clinical information system 



[bookmark: _GoBack]Ability to input and retrieve data accurately. Demonstrates high level of accuracy and attention to detail and an understand of the importance of high quality data



Ability to work as an effective team member



Good communication and interpersonal skills





		



Interview





		

Abilities to provide high level of customer service and promote a positive image of the Trust



Ability to prioritise work and meet tight deadlines 

		



		OTHER



Must be able to demonstrate an understanding of the employees responsibility in relation to the Health and Safety at Work Act



Must be physically fit and able to manage manual handling duties



Must demonstrate an understanding of the need for confidentiality and be aware of the Data Protection Act



Customer friendly approach



Enthusiastic/self-motivated



Flexible approach to work/adaptable



Ability to work under pressure



Able and willing to adopt new tasks and methods of working as required



Willing to undertake relevant education and training courses





		



Interview
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[bookmark: _GoBack]Intensive Care, Theatres, Anaesthesia, Pain & Sleep



JOB TITLE: Critical Care Audit Clerk



BAND: 	4



BASE: Your primary base will be Glenfield Hospital; however travel between UHL’s hospital sites will be required	           

HOURS: 	Full time



REPORTS TO: Critical Care Administration manager



ACCOUNTABLE TO: Critical Care Service Manager



ABOUT UHL, OUR VALUES AND BEHAVIOURS



Our purpose.  We are here to provide Caring at its best to our patients and their carers

Caring at its best means at all times, we behave in line with our values.



		1.We treat people how we would like to be treated 



		[image: wetreatpeople]



		2. We do what we say we are going to do 

 

		[image: wedowhatwesay]



		3. We focus on what matters most 



		[image: wefocus]



		4. We are one team and we are best when we work together 



		[image: Weareoneteam]



		5. We are passionate and creative in our work

 

		[image: wearepassionatecreative]









Our strategic objectives. Underpinning our vision, purpose and values are our strategic objectives.



By delivering these we will fulfil our purpose to provide ‘Caring at its best’.

They place quality and safety at the heart of our hospitals; they show that timely, effective emergency care is crucial; they recognise that we want people to choose to come to us when they require planned care and they underline the importance of research and teaching in the development of our specialist services. 



[image: ]



      























Quality Commitment, putting safe, high quality patient-centred, efficient care at the centre of everything we do.  This is our primary objective.  Everything else will support the delivery of that.



Surrounding our Quality Commitment are our four supporting objectives.  

These are:

Our People: We will have the right people with the right skills in the right numbers in order to deliver the most effective care

Education and Research: We will deliver high quality, relevant, education and research

Partnerships and Integration: We will develop more integrated care in partnership with others

Key Strategic Enablers: We will progress our key strategic enablers





JOB DESCRIPTION

	

JOB SUMMARY



To co-ordinate the collection of audit data and the production of reports ensuring compliance with the Trust data quality standards. Liaison with the consultant medical team, senior nursing staff and ward clerks to continually monitor and improve data collection processes highlighting and addressing any issues as they arise. 

To be accountable for the accuracy and inputting of general intensive care audit data ensuring completion within specified time scales relating to ICNARC (Intensive Care National Audit and Research Centre) and the Trust.

The role also includes working collaboratively with Leicestershire-wide critical care services and Central England Critical Care Network.









Staff  

The successful candidate will be part of a small team who works across the trust in the adult critical care service.

You will report to the critical care administration manager.





KEY WORKING RELATIONSHIPS



· Consultant Intensivist

· Head of Nursing

· Head of Service

· General Manager

· Service Manager

· Matrons

· Clerical staff within the CMG

· ICNARC



KEY RESULT AREAS



· Collect and submit all relevant data to fulfil the ICNARC/CCMDS (Critical care Minimum Dataset (Department of health)) requirements

· Review the effectiveness of the data collection tool/process and initiate changes as required in liaison with the other Critical Care Units within Leicester and senior staff

· Identify any anomalies in data quality/content and query with the relevant clinician or senior nurse

· Ensure all audit data is collected accurately and in a timely manner and collated according to data collection tools and address any non-compliance with personnel concerned

· Produce analysis of audit data as required

· Responsible for producing ad hoc information requests to deadlines

· To educate other staff as to the responsibilities of the role and function of the Data Management Clerk. To educate all staff (nursing and medical) including providing sessions at the CMG Induction

· To maintain professional accountability for practice at all times

· To assist in preparing, setting up and running audit meetings

· On a bi-monthly basis provide validated and up-dated reports to the CMG management team

· Responsible for accurately adding patients to the CMG audit system

· Disseminate information obtained via the audit process to Head of Service, Head of Nursing, General Manager and Matron 

· Undertake all necessary administrative and clerical tasks associated with audit activities e.g. obtaining case notes, generating correspondence etc.

· Ensure adequate security of all audit data is maintained

· Assist with the preparation and delivery of presentations within and outside the hospital as appropriate

· Produce audit reports as required and contribute to the Anaesthetic Clinical Governance Report and the Critical Care Annual Report

· Participate in regular audit meetings for Adult Critical Care across Leicester and the Bi-annual CENET audit group initiating actions accordingly

· Be able to prioritise and organise workload, using own initiative, according to daily, weekly, monthly and annual planning schedule

· Be able to maintain, back up and regularly housekeep the computer system

· Continually suggest methods of improving computer data system and methods of working

· Act as a lead contact for the software company, liaising with and addressing any system problems



GENERAL



All employees are subject to the requirements of the Health & Safety at Work Act and prevailing Acts since.  It is the post-holders responsibility to ensure they are familiar with all UHL Health and Safety related policies that apply to their workplace or work –practice. The post holder is required to ensure that as an employee, his or her work methods do not endanger other people or themselves. 



All employees are subject to the requirements of the General Data Protection Law and must maintain strict confidentiality in respect of patient’s and staff’s records.

All employees must comply with the Trust’s Equal Opportunities Policy and in line with the Equality Act 2010, must not discriminate on grounds of age, disability, gender reassignment, race, religion or belief, marriage or civil partnership, pregnancy or maternity, sexual orientation or sex.  Other grounds on which they should not treat others unfavourably include trade union membership (or non-membership) or political affiliation, or any other grounds which cannot be shown to be justifiable.

This job description is not to be taken as an exhaustive list of duties and it may be reviewed in the light of changed service needs and development.  Any changes will be fully discussed with the post holder.  The post holder will be required to carry out the duties appropriate to the grade and scope of the post.

In order to ensure the Trust’s ability to respond to changes in the needs of the service, after appropriate consultation and discussion with you (including consideration of personal circumstances current skills, abilities and career development) the Trust may make a change to your location, duties and responsibilities that are deemed reasonable in the circumstances.

Your normal place of work will be as discussed at interview and will be confirmed in Section 1 of your contract but you may be required to work in other locations of the Trust. In particular, flexibility is required across the three main Hospital sites (Leicester Royal Infirmary, Leicester General Hospital, Glenfield Hospital).  If your initial location is based at one of these sites, excess travel reimbursement will not apply for a permanent/temporary change to base.



DISCLOSURE AND BARRING SERVICE (DBS) –

{Formerly known as Criminal Records Bureau (CRB)}



This post requires a standard/enhanced disclosure by the DBS as it is regulated by statute. Failure to disclose details if you are currently / or in the future the subject of police investigation / proceedings which could result in a conviction, caution, bind over order or charges is a disciplinary matter, and may result in dismissal.



The cost of undertaking a DBS disclosure at the required level and associated processing costs will be met by the individual.

To expedite the process the Trust will meet the initial costs of the disclosure which will be deducted from the individuals’ salary over a three month period commencing on their first months payment. 



INFECTION CONTROL 



All Employees



All employees of UHL must be aware of infection prevention and control policies and are expected to follow them at all times.  Any breach of infection control policies will put patients at risk and repeated non-compliance will lead to disciplinary action.





SAFEGUARDING CHILDREN AND VULNERABLE ADULTS 



The post holder is responsible for safeguarding the interests of children and adults who they come into contact with during their work. To fulfil these duties post holders are required to attend training and development to recognise the signs and symptoms of abuse or individuals at risk, to follow local and national policy relating a safeguarding practice and to report and act on concerns that they may have.



RESPONSIBILITIES FOR CONTINUING EDUCATION AND PERSONAL DEVELOPMENT 



Undertake the Trust Corporate and Directorate specific Induction and competency Programmes appropriate to role.



ELECTRONIC ROSTERING	



Our Electronic Rostering system is key to ensuring staff are in the right place with the right skills at the right time, to ensure we carry out this responsibility effectively; all UHL staff must adhere to the rostering standards and guidelines set out in the Electronic Rostering Policy, pertaining to their role.

Statement On The Recruitment Of Ex-Offenders



As an organisation using the Disclosure and Barring Service (DBS) to assess applicants’ suitability for positions of trust, the University Hospitals of Leicester NHS Trust complies fully with the DBS Code of Practice and undertakes to treat all applicants for positions fairly.  It undertakes not to discriminate unfairly against any subject of a Disclosure on the basis of conviction or other information revealed.



The University Hospitals of Leicester NHS Trust is committed to the fair treatment of its staff, potential staff or users of its services, regardless of race, gender, religion, sexual orientation, responsibilities for dependants, age, physical/mental disability or offending background.



We have a written policy on the recruitment of ex-offenders, which is made available to all Disclosure applicants at the outset of the recruitment process.



We actively promote equality of opportunity for all with the right mix of talent, skills and potential and welcome applications from a wide range of candidates, including those with criminal records.  We select all candidates for interview and appointment based on their skills, qualifications and experience.



A Disclosure is only requested after a thorough risk assessment has indicated that one is both proportionate and relevant to the position concerned.  For those positions where a Disclosure is required, all application forms, job adverts and application packs will contain a statement that a Disclosure will be requested in the event of the individual being offered the position.



Where a Disclosure is to form part of the recruitment process, we encourage all applicants called for interview to provide details of their criminal record at an early stage in the application process.  We request that this information is sent under separate, confidential cover, to a designated person within the University Hospitals of 

Leicester NHS Trust and we guarantee that this information is only seen by those who need to see it as part of the recruitment process. Unless the nature of the position 

allows the University Hospitals of Leicester NHS Trust to ask questions about your entire criminal record we only ask about “unspent” convictions as defined in the Rehabilitation of Offenders Act 1970.



We aim to ensure that all those in the University Hospitals of Leicester NHS Trust who are involved in the recruitment process have been suitably trained to identify and assess the relevance and circumstances of offences.  We also ensure that they have received appropriate guidance and training in the relevant legislation relating to the employment of ex-offenders, e.g. the Rehabilitation of Offenders Act 1970.



At interview, or in a separate discussion, we ensure that an open and measured discussion takes place on the subject of any offences or other matter that might be relevant to the position.  Failure to reveal information that is directly relevant to the position sought could lead to withdrawal of an offer of employment.











We make every subject of a DBS Disclosure aware of the existence of the DBS Code of Practice and make a copy available on request.



We undertake to discuss any matter revealed in a Disclosure with the person seeking the position before withdrawing a conditional offer of employment.



Having a criminal record will not necessarily bar you from working with us.  This will depend on the nature of the position and the circumstances and background of your offences.
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Post:  Critical Care Audit ClerkPERSON SPECIFICATION



Band: 4	

CMG: ITAPS





		Criteria

		Essential

		Desirable

		Stage Measured at

A – application

I – Interview

T – Test



		Commitment to Trust Values and Behaviours

		Must be able to demonstrate behaviours consistent with the Trust’s Values and Behaviours

		

		Application and Interview



		Training & Qualifications





		· 5 A-C GCSE’s or NVQ level 3 equivalent, particularly in English and Numeracy.

· Computer skills training including data handling/spreadsheets

		· A Level/further/higher education with reference to audit and statistical analysis

		A,I



		Experience





		· Proven experience and ability in computer and data handling skills.

· Establishing, maintaining and generating reports from a 

database 

· Two years NHS administration experience

· Experience of working in a busy, high pressure environment

		· Experience in the clinical setting.

· Knowledge of audit process and medical terminology

		A,I



		Communication and relationship skills



		· Excellent communication and interpersonal skills, both verbal and written 

		

		I



		Analytical and Judgement skills





		· Attention to detail in data collection and inputting 

· Able to interpret data

		

		I,T



















		Planning and organisation skills



		· Good time management skills

· Able to work independently

· Computer literate

		· Advanced computer skills, able to use Powerpoint, Excel, Access

		I,T



		Physical skills

		· Ability to travel to other sites within UHL and the wider area



		

		A,I







		Other requirements specific to the role

		· Flexible approach to meet the needs of the service

· Able to prioritise workloads and work to deadlines

		

		A,I







		Equality and Diversity



		Able to demonstrate a commitment and understanding of the importance of treating all individuals with dignity and respect appropriate to their individual needs. 

		

		Interview
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		Job description







		Post		 

		Audit Administrator (ICNARC Audit for Critical Care)



		Salary	

		Band 3



		Responsible to

		Matron for Critical Care Services



		Accountable to

		Head of Nursing for Surgical Division







		Job summary



		The post holder will work closely with the Matron, Consultants, Doctors and Nurses within the Intensive Care Unit to support the collection and inputting of clinical data onto the ICNARC patient data management system.

They will be responsible for undertaking comprehensive data collection, data activity and related activities for the CQUIN Schemes, ICNARC audit and other deteriorating patient associated audits. 







		Key working relationships



		Head of Nursing for Surgical Division, Matron for Critical Care Services, Business Unit Director, Clinical Director, General Managers, Practice Development Nurse, Clinical Leads and Intensive Nursing team.







		Main duties and responsibilities



		Be competent in using NHS computer systems, CCMDS and ICNARC programmes.



Have working knowledge and understanding of the audit process and be competent in data collection, data analysis and formatting reports utilising appropriate methodology within the Critical Care Unit. 



Be competent in using word processing, databases and spread sheets.



Assist in the collection of accurate and up-to-date data. 



Liaise and consult with the Matron for Critical Care Services and the unit’s nursing staff.



Work closely with the Clinicians and the Matron to develop processes to enable Kettering General NHS Foundation Trust Intensive Care Unit to contribute data to local & national audits.



Use the Critical Care Patient Data Management System to access and update data accurately as necessary.



Collect data monthly for CCMDS and ICNARC audits, reporting to the Matron and lead clinician for Intensive Care.



Monitor and collect patient ward attendance data and format monthly/yearly statistics reports.



Produce monthly/yearly Critical Care activity & acuity statistic reports.



Assist the Matron and Clinicians in the identification of actions that may inhibit or enhance the successful outcome of the CQUINS and data response.



Collect and input intensive care activity & acuity data required by the Central Critical Care Network.



Co-operate with qualified and other clinical staff as part of the multi-disciplinary team in activities designed to extend personal knowledge and skills.



Access, collect and track medical notes using the Medway Electronic Patient Information system.



When collecting and recording patient data ensure it is accurate, up-to-date and complete.



Identify through appropriate channels all inaccurate data and assist in amending incorrect or incomplete data.



Be responsible for maintaining confidentiality of all patient information used in audit or research projects. 



Use effective communication skills to answer the telephone and give the appropriate information as required when receiving sensitive and complex information.



Ensure that patient confidentiality, high standards of professional conduct and core behaviours are maintained at all times.



Educate nursing and medical staff during induction and develop their knowledge and understanding by teaching and demonstrating skills required to maintain and fulfil ICNARC Patient Data Management System and Medway Electronic Patient Information System requirements.



Assist in medical and nurse staff orientation to the intensive care unit.



Maintain the ward based patient records/notes and ensure records/notes are filed in chronological order, complete and all components are securely fixed.



[bookmark: _GoBack]Ensure that Medway Electronic Patient Information system is maintained and matches the information on the ICNARC Patient Data Management System.



Complete and dispatch discharge notes and ensure patient records are complete prior to forwarding appropriately.



Assist registered nurses and medical staff to maintain admission, discharge and transfer records both electronically and in hard copy.



To photocopy documents as required.



To undertake any other general administration duties as required and as appropriate within the scope of the role.



Welcome patients and their relatives on their arrival to the ward.



Ensure visitors to the ward areas adhere to infection control and security measures.



Co-operate with other clinical staff as part of the multi-disciplinary team in activities designed to extend personal knowledge and skills.



Provide emotional support to patients and their relatives through effective use of communication skills, liaison with PALs and patients and public involvement forums as required.



To answer queries from carers and relatives, providing reassurance and referring to qualified staff as required.



To maintain high standards of cleanliness in ward environment and replenish stocks as required on the ward.



Ensure the appropriate care and cleaning of equipment, reporting any faulty equipment/hazards to a senior team member.



Education 



To identify a Personal Development Plan through annual appraisal/performance review.



Be aware of need for own personal development and be prepared to attend and undertake any necessary training, being aware of the need to develop oneself and to strive to increase personal knowledge.







		Statutory and miscellaneous



		This post involves access to children and/or vulnerable adults as defined by the Criminal Records Bureau.  It will therefore be necessary to apply to the CRB for a Disclosure Check.  This post requires a satisfactory Disclosure check of the post holder.



Be responsible for maintaining own vaccinations/Hepatitis B immunity.



Safeguard patient confidentiality at all times including adherence to the Data Protection Act.



Attend the Trust statutory refresher courses as necessary



This post is subject to the terms and conditions of employment of Kettering General Hospital NHS Foundation Trust.



Be aware of the responsibility of all employees to maintain a safe and healthy environment for patients, visitors and staff.



Ensure that all duties are carried out to the highest possible standard, and in accordance with current quality initiatives within the area of work and the Trust Equal Opportunities Policy.



Have a commitment to identifying and minimising risk, report all incidents and report to manager any risks which need to be assessed.



Any other duties commensurate with the grade and in line with the requirement of the post.










		Confidentiality, Data protection and data quality



		It is a requirement of employment within Kettering General Hospital NHS Foundation Trust that all staff must comply with the obligation of confidentiality to personal identifiable information.  The Data Protection Act 1974/1998 safeguards the handling of information held in both electronic and manual filing systems and it is the duty of all staff employed by the Trust to uphold the principles of the Act, adhere to Trust policies and to maintain strict confidentiality at all times. 



Under the fourth principle of the Data Protection Act (1998), all data collection staff have a responsibility to ensure that personal data is accurate. The post holder is responsible for data quality and complying with the policies, procedures and accountability arrangements throughout the Trust for maintaining accuracy and integrity in the recording of the Trust's data. 







		Safeguarding Children & Vulnerable Adults



		KGH is committed to safeguarding and promoting the welfare of children, young people and vulnerable adults. All staff and volunteers are therefore expected to behave in such a way that supports this commitment. You will be responsible for safeguarding the interests of children and adults who you come into contact during your work. To fulfil these duties, you will be required to attend training and development to recognise the signs and symptoms of abuse or individuals at risk, to follow local and national policy relating to safeguarding practice and to report and act on concerns you may have appropriately.










		Our story



		Our Vision 

To provide safe, high quality care to our communities. 



Our Aim 

We believe that the highest quality of care is achieved by working together and demonstrating that we CARE in everything we do.



Our Communities

As a local hospital, we see ourselves as invested for the long term, friendly and personal. We consider our patients, our staff, our stakeholders and partners to be part of the KGH family and we want everyone who interacts with us to be able to see and feel that KGH CAREs about them.



Our Personality

As a hospital we are warm, knowledgeable, kind and welcoming.

Our Values

By living our values we all will show we CARE. 

We are Compassionate, Accountable, Respectful and Engaging in all that we do.



Our Promise 

· Always working together

· Always there for you

· Always caring for you

· Always improving

· Always having the courage to do the right thing



Benefit to patients

· I am treated as a person with compassion and competence

· I am heard and communicated with 

· Everyone is committed and involves me in my care

· I am kept safe, comfortable   and my environment is tidy 

· My care is seamless



This makes us confident to be able to say: ”I CARE and We will CARE, together”
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		Personal specification / shortlisting / interview criteria
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		Personal specification / shortlisting / interview criteria



		

Shortlisting Criteria

		Weighting

		Comments and justification

		Scoring



		

		3 Essential

		2 Important

		1 Desirable

		

		4 Excellent

		3 Good

		2 Satisfactory

		1 Poor







		Post		 

		ICNARC Audit Administrator

		

		Application ref

		



		Salary	

		Band 3

		

		Decision

		Successful/Unsuccessful/Reserve* (*Delete as applicable) 



		Location area

		Critical Care 

		

		Line manager

		Joanna Snow Matron



		

		

		

		Signature

		







		

Shortlisting Criteria

		Weighting

		Comments and justification

		Scoring



		

		3 Essential

		2 Important

		1 Desirable

		

		4 Excellent

		3 Good

		2 Satisfactory

		1 Poor



		Qualifications

		

		

		

		

		

		

		

		



		GCSE Level Education or equivalent                

		X

		

		

		

		

		

		

		



		NVQ Level 2 – Administration or IT or equivalent

		

		X

		

		

		

		

		

		



		IT Skills - Microsoft Office to include Word, Excel and  Outlook

		X

		

		

		

		

		

		

		



		Knowledge / experience

		

		

		

		

		

		

		

		



		Hospital experience

		x

		

		

		

		

		

		

		



		Previous administration experience

		x

		

		

		

		

		

		

		



		Knowledge of NHS Hospital Computer Systems

		

		X

		

		

		

		

		

		



		Experience in data collection and audit process

		x

		[bookmark: _GoBack]

		

		

		

		

		

		



		Experience of working as part of a team

		x

		

		

		

		

		

		

		



		Knowledge of problem solving skills

		

		X

		

		

		

		

		

		



		Skills

		

		

		

		

		

		

		

		



		Good communication skills

		X

		

		

		

		

		

		

		



		Working on own initiative

		X

		

		

		

		

		

		

		



		Innate Abilities:

Ability to work within set timelines and prioritise tasks

		X

		

		

		

		

		

		

		



		Competent computer and IT skills

		X

		

		

		

		

		

		

		



		Adjustment and Attitude: 

Positive Attitude

		X

		

		

		

		

		

		

		



		Fairness and respect for others

		X

		

		

		

		

		

		

		



		Motivation

		X

		

		

		

		

		

		

		



		Enthusiasm

		X

		

		

		

		

		

		

		



		Supportive

		X

		

		

		

		

		

		

		



		Encouraging

		X

		

		

		

		

		

		

		



		Other requirements:  

Ability to work flexibly

		X

		

		

		

		

		

		

		



		Ability to maintain accurate patient records

		X

		

		

		

		

		

		

		



		Able to deal with regular interruptions and demands

		X

		

		

		

		

		

		

		



		Able to cope with the noise level of Intensive Care

		X

		

		

		

		

		

		

		



		Spending long periods of time on Computer

		X

		

		

		

		

		

		

		

























		Values and behaviours
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		Compassionate - means we take the time to be empathetic and open: treating each other and our patients as individuals that matter
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		Accountable - means taking responsibility and ownership, individually and collectively, for our decisions and actions
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		Respectful -means we value the experience and contribution of others: respecting others’ thoughts, feelings, beliefs and behaviours

		

		

		

		

		

		

		

		



		[image: FINAL CARE identity-05.png]

		Engaging - means asking for and listening to the opinions of others and facilitating an open environment for dialogue

		

		

		

		

		

		

		

		







		Contact details

Recruitment Services

Kettering General Hospital NHS Foundation Trust, Rothwell Road, Kettering, NN16 8UZ 

advertising.recruitment@kgh.nhs.uk 

		Document details

Page 1 of 4

			06 March 2016
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JOB DESCRIPTION 


(To be read with the Person Specification and NHS KSF outline of this Post)


		POST TITLE:

		Senior Critical Care Practitioner



		DEPARTMENT:

		Critical Care



		DIRECTORATE:

		Anaesthetics & Critical Care



		BAND:

		Band 6



		HOURS OF WORK:

		30 hours per week



		SHIFT PATTERNS:

		Days, Week days and weekends



		OTHER POST DETAILS:

		Part time permanent position



		BASE:

		Critical Care



		REPORTS TO:

		Modern Matron/Lead ODP for Critical Care (LODP)



		PROFESSIONAL ACCOUNTABLE TO:

		Director of Patient & Nursing Services



		ACCOUNTABLE TO:

		Modern Matron/Lead ODP for Critical Care



		DATE:

		4/7/16



		WRITTEN BY:

		L. Swan/ Richard Coxhill





		1.

		ORGANISATIONAL CHART



		

		



		

		













		2.

		PURPOSE OF THE JOB



		

		



		

		· To Assist the LODP in managing the technical requirements of the Critical Care Unit.

· To provide technical & clinical assistance in the Critical Care Unit and the NGH


       emergency teams

·  To deputise for the LODP as Critical Care lead for technical related issues within the Trust. 





		3.

		MAIN DUTIES 



		

		



		

		Patient/Client care

· Participate as a member of the clinical team in the admission and management of patients to Critical Care.


· Assist nursing and medical staff in the performance of specialist procedures e.g arterial and central vein cannulation, tracheal intubation.


· Co-ordinate, assist and perform the transfer of critical care patients both intra and inter-hospital.


· Provide specialised on-going assistance to the Critical Care team including the Outreach service.


· Be an active member of the Trust cardiac arrest, paediatric and trauma resuscitation teams. To act as lead in cardiac arrest situations as required.

· Provide specialised assistance in the performance of elective and emergency cardioversion within the Trust.


· Provide assistance to Trust theatres in the event of emergency short staffing.

· At all times ensure that ones own actions support and promote equality, diversity and the rights of patients, public and colleagues.


· To be responsible for your own professional development, maintain a professional portfolio and keep up to date on current nursing and health service issues.


Financial & physical resources

· Take responsibility for the effectiveness, callibration and daily maintenance of all clinical equipment within Critical Care and provide technical expertise in their use.


· Ensure timely equipment maintenance and servicing and maintain accurate records.


· Liaise with Trust electronics department in the maintenance and servicing of all equipment.


· Monitor the detection and management of any faulty equipment in accordance with recognised procedure and Trust policy.


· Ensure continuous Critical Care blood gas analysis service. 

· Support the LODP with regards Critical Care consumable stock, ensuring optimal stock level maintained using e-procurement.


· Contribute to the formulation of agreed non-pay cost improvement plans.


· Lead on new consumable trials as advised by the LODP to ensure cost effectiveness and service improvement.

· Liaise with materials management team in relation to the above.


· Follow the agreed schedule of sterilisation and disinfection of appropriate equipment in accordance with local agreement and Trust policy

Policy / service development

· Ensure equipment provision is adequate for the clinical requirements of the Critical Care Unit.

· Act as a deputy to the LODP in relation to meeting with company representatives in the continuous review of critical care consumables and equipment.


· Organise and supervise trials of new consumables / equipment as instructed by the LODP and as per hospital policy.


· Attendance and participation at relevant Critical Care management groups i.e. ITU management group, ITU clinical risk group as required by LODP.

· Respond to medical device alerts according to Trust policy in conjunction with the Modern Matron.


· Attendance and participation at appropriate Trust meetings / committees e.g. medical device training committee, point of care testing committee, Critical Care Governance Group, paediatric anaesthetic group as required by LODP.

· Assist the LODP in Monitoring and ensuring Critical Care staff compliance with the Trust medical device training policy.


· Assist the LODP in the provision of equipment training to all Critical Care Staff


Human Resources

· Attendance at a formal annual review in line with the Knowledge and Skills Framework and PDP.


· Attendance at Trust and professional mandatory training and development as required, or outlined in PDP.


· Assist in the Co-ordination of student ODP Critical Care placements.


Freedom to Act


· Use health related information only for the purposes of what it is intended for and in accordance with the Data Protection act. 

· Ensure confidentiality is maintained at all times and information relating to patient/users and personnel is used only in connection with authorised duties.






		

		



		4..

		OTHER INFORMATION



		

		



		

		· This job description lists the main duties but is not exhaustive and will be regularly reviewed with the post holder.


· The post holder may be required to carry out other relevant duties as required


· The post holder will be expected to participate in the Trust’s objectives, contractual obligations and governance agenda.


· The post holder will make themselves familiar with, and adhere to, at all times, the policies and procedures of the Trust 

· The post holder will adhere to, at all times, any Professional and NHS Code of Conducts for their area of work. 

· The post holder will be expected to work to any Directorate/Department objectives and standards set in order to provide an acceptable level of service.

· The post holder will act, at all times, in a courteous, dignified and respectful manner when dealing with patients, staff and visitors to the Trust








Modern



Matron







Service Manager







Band 7



Lead ODP for Critical Care
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EYE CARE IN ADULT INTENSIVE CARE UNIT


The ocular surface is normally protected by the ability to 


produce tears, to blink and to close eyes with rest or sleep. 


All the mechanisms can be disrupted in the ITU population, 


increasing the risk of developing ocular surface disease 


which is common in ITU.


Due to the following risk factor:


• Reduced blinking and poor eyelid closure or low GCS


• Sedation +/- paralysing agents


• Prone positioning / Ventilatory treatment


• Conjunctival oedema


Chemosis


Corneal abrasion/ 


exposure Keratopathy


Conjunctivitis


Microbial 


Keratitis


Grading Of Lagophthalmos:


Common Eye Complications in ITU:


No action 


required, continue 


to observe


Nursing Actions:


Grade 0 – Lid completely closed


Grade 1 – Any conjunctival exposure 


but no corneal exposure


Grade 2 – Any corneal exposure 


Requires lubrication, use eye 


ointment every 4 hours 


Lubrication and consider taping of the lids with 


eye protection dressing as per Medical advice.


Eye Hygiene:


• Maintain ANTT


• Use gauze soaked with sterile water to remove 


eye protection dressing.


• Clean eye with gauze soaked in sterile water


• Each gauze single use – wipe from inner to outer 


canthus of eye, then  dispose.


• Use eye ointment as labelled  (L /R) each eye


Alert Medical Staff With The Following: 
• Eye swelling


• Red eye


• Sticky eye


• If corneal clarity is not clear with bright light


KD Casupang
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1 Summary 


This document aims to provide advice and information for clinical staff who are involved in 
eye care in the ICU. It is primarily intended to help non-ophthalmic ICU staff to: 


1. protect the eye in vulnerable patients, thus preventing ICU-related eye problems 


2. identify disease affecting the eye in ITU patients, and specifically those which might need 


ophthalmic referral 


3. deliver treatment to the eye when it is prescribed 


It concentrates primarily on the common problems of the eye surface but also touches on 
other less common conditions. As such, it should also be helpful to those ophthalmologists 
asked for advice about ICU patients. 


2 Introduction 


The health of the front surface of the eye, particularly the cornea (the clear front window of 
the eye) depends on the ability to produce tears, to blink, and to close the eyes with rest or 
sleep. These can be impaired on the intensive care unit (ICU) whether by disease (e.g. facial 
oedema, reduced conscious level, peripheral or central neurological injury) or treatments 
(e.g. the drying effects of gas flows from CPAP or oxygen masks). In particular muscle 
relaxants reduce the tonic contraction of the orbicularis muscle around the eye which 
normally keeps the lids closed, and sedation reduces blink rate and impairs (and can 
eliminate) the blink reflex. Whatever the cause, those unable to close the eye for 
themselves, or in whom blinking rates are substantially reduced, are at increased risk of 
damage to the front of the eye, and this risk is higher in those mechanically ventilated, due 
to greater length of stay, use of sedative/paralysing drugs and the effects of positive 
pressure ventilation (see below). 


The main possible problems affecting the front of the eye in ICU are: 


 Direct injury to the cornea - most often a superficial corneal abrasion (scratch) 
(1) 


 Exposure keratopathy  


 Chemosis (conjunctival swelling) 


 Microbial conjunctivitis and keratitis   


ICU eye care protocols are sometimes haphazardly followed, and documentation of eye care 
is often poor (3). However, having a clear protocol for assessment and intervention, which is 
applied rigorously and correctly, will prevent the majority of corneal problems (4, 6, 10). 
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Protecting the eye of the vulnerable patient 
 


Assessment: identifying those at greatest risk of corneal injury 


Assessment of eyelid closure must be done at the onset of the care plan and regularly 
throughout the patient’s stay. Incomplete closure of the eyelids is called lagophthalmos. If 
the eyes do not close properly the grade of severity must be assessed. 


Grade 0: Lids completely closed 


 


Grade 1: Any conjunctival exposure (any white of the eye being visible) but no corneal 
exposure 


 


Grade 2: Any corneal exposure, even a very tiny amount 


 


Protective measures 


A variety of methods can be used to protect the eyes of ITU patients. These include: 
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 Manual closure of the eyes or taping the eyes shut. Lid taping is not always 
necessary and can be distressing to relatives, and repeated removal may lead to 
some degree of facial skin or eyelid injury or irritation. It should therefore only 
be undertaken when necessary. 


 


 Liberal use of lubricants into the eye: ointment (such as simple eye ointment, 
LacrilubeTM and VitA-POSTM) is recommended as drops do not last long enough. 
This needs to be applied correctly into the eye and not, as is sometimes found, 
over closed eyelids. Such action is superior to manual eye closure alone and to 
the (once prevalent) application of GelipermTM (3). 


The action required is based on the grading of exposure: 


 Grade 0 exposure (i.e. no exposure) requires no action. 


 Grade 1 exposure requires lubrication 


 Grade 2 exposure needs lubrication and taping of the lids with Micropore tape 
along the lash margin. 


Eyes should be bathed with warm water first to remove dried ointment. Before the next 
lubricant application, the eye should be examined with a bright light to look for redness, 
areas of chemosis or corneal dullness or opacity. If these are found, the medical staff should 
be alerted (and consideration of referral for ophthalmological opinion given) and 
considerably increased lubrication given. New ointment is applied to the eye surface: pull 
the lower eyelid down with a finger and insert the ointment over the top of the lower lid 
into the gap between the lid and the conjunctiva every 4 hours.  


 


 


If taping is also performed, ointment is put in first and the eyes are closed (7, 8, 9). The 
position of the lashes is then checked as the lashes must be clear of the cornea if iatrogenic 
corneal abrasion is to be avoided). The outside of the eye must be free of the lubricant 
ointment for tape to stick properly. MicroporeTM tape is then applied horizontally across the 
lids to seal them shut as below: 
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In those patients nursed prone and unconscious, the eyelids and face can become 
oedematous and conjunctival swelling (chemosis) is common. As in all ventilated patients, 
exposure keratopathy (a drying of the corneal surface, see below) can occur (10, 11). Direct 
eye compression can occur and can be avoided using a 3-pin head holder as is used for 
prone spinal surgery (12). The eyes should always be re-lubricated every 4 hours, and taped 
shut. Where there is severe oedema and the swollen conjunctiva prolapses through the 
closed eyelids, the medical staff should be contacted as the eyelids may need to be 
temporally closed with sutures.  


3 Identifying disease of the eye 


Exposure keratopathy and corneal abrasion 
 
The corneal can be accidentally injured and nearly always in ICU this is in the form of a 
corneal abrasion (a superficial scratch removing the surface epithelium). It will cause the eye 
to become red and is best seen using fluorescein dye eye drops and a blue light, where the 
epithelial defect glows bright yellow; a white light will also work but the injury is less 
obvious. Exposure keratopathy represents a dryness of the cornea due to incomplete lid 
closure allowing excessive tear evaporation and a consequent failure of the tears to spread 
adequately across the eye surface. It manifests as a red eye and fluorescein dye drops reveal 
smaller or larger epithelial defects which can look identical to corneal abrasions.  It affects 
20-42% of ICU patients (3), and 60% of those sedated for >48hours develop corneal 
epithelial defects (42% within the first week) as a result (1,2). Prolonged epithelial defects 
can cause scarring or even, in severe cases, perforation of the cornea. Secondary infection 
(microbial keratitis see below) can occur. 


Treatment of a simple corneal abrasion without secondary infection can be with 
chloramphenicol ointment four times daily for 5 to 7 days and increased lubrication and lid 
taping if there is significant unwanted corneal exposure. 
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Corneal abrasion:  A) Eye without fluorescein B) stained with fluorescein with blue light 
showing abrasion on cornea 


A       B     
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Chemosis 
 
Conjunctival oedema which causes the conjunctiva to bulge out (chemosis) is common in ICU 
patients. Risk factors include those which compromise venous return from the ocular 
structures (positive pressure ventilation, escalating positive end expiratory pressures or tight 
endotracheal tube taping); those states associated with generalised oedema (such as fluid 
overload or hypalbuminaemia); gravitational causes of increased hydrostatic pressure 
(prolonged recumbency or prone ventilation); or states which increase capillary leak (such as 
systemic inflammatory response syndromes) (2). Chemosis can cause impaired eyelid 
closure, whilst incomplete eyelid closure can also predispose to chemosis.  


 


 


Microbial infections 
The eye commonly becomes colonized with bacteria (in a time-dependent fashion) on ICU: 
as many as 77% of ventilated medical patients being colonised by at least one abnormal 
bacterial species in 7-42 days, 40% of those with prolonged ventilation and sedation with 
multiple bacteria. The most common isolated organisms are Pseudomonas aeruginosa, 
Acinetobacter spp. and Staphylococcus epidermidis. (3).  


Respiratory secretions are thought to be the major source of ocular surface infection, with 
aerosols from tracheal suctioning and direct contact from suction catheters both being 
implicated. Pseudomonas infection rates can thus be reduced if endotracheal suctioning is 
done from the side (rather than head) of the patient & with their eyes covered (4, 5, 6). 


Conjunctivitis: ICU staff should look for a sticky eye which is usually (but not always in ICU) 
red.  Note that if the eye is very red but not sticky, this might not be conjunctivitis and staff 
must seek expert ophthalmological help. 


 
 
 
 
 
 
 
 


 Swollen conjunctiva 
(chemosis) 
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RED AND STICKY                                                                   RED BUT NOT STICKY 


 


Conjunctivitis in this setting is usually bacterial and can be very infectious and virulent. 
Without due care it can be spread to other patients and staff.  


Management of conjunctivitis: It is wise to take a swab of the eye discharge and send it for 
microbial culture because of the increased possibility of infection with unusual organisms.  


The discharge can be removed by bathing the eyelids with warm water, using separate gauze 
for each eye.  


Chloramphenicol ointment (rather than drops to utilise the continued good lubrication from 
the ointment) is applied in the eye four times a day for 5-7 days.  


 If the microbial results suggest that the organism is not sensitive to 
chloramphenicol, but the eye is better, leave alone and do not change this. If the 
eye is still sticky or red, then the ointment can be changed to one containing an 
antibiotic to which the organism is sensitive, or other antibiotic drops can be 
used in addition to simple lubricant ointment. 


 If the discharge and redness have not markedly improved in 48 hours, the 
medical staff must be informed and ophthalmic help sought. 


 If the cornea becomes dull or a white patch appears, an urgent 
ophthalmological opinion sought.  


Microbial keratitis: The damaged cornea (for instance, that affected by exposure 
keratopathy) is especially vulnerable to bacterial invasion which can occur very rapidly. 
Whilst superficial infection can result, deeper infection can lead to permanent and severe 
damage, and loss of vision. 


Most cases are due to bacteria and appear as a red eye, which may be watery or sticky, with 
a corneal ulcer (an epithelial defect -which stains with fluorescein dye- on top of an 
underlying white/grey/yellowish opacity). Less commonly, debilitated patients may develop 
herpes simplex keratitis which takes the form of typical “dendrites” in the corneal 
epithelium and/or ulcers which stain yellow with fluorescein dye, but which can also appear 
as non-staining grey areas in the cornea. If any of these corneal problems are seen, urgent 
ophthalmic help must be sought. 
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RED EYE WITH WHITE PATCH ON CORNEA   - LIKELY MICROBIAL KERATITIS 


        
 


RED EYE STAINED WITH FLUORECEIN DYE SHOWING DENDRITE ON CORNEA – LIKELY 
HERPES SIMPLEX KERATITIS 


 


4 Rare eye conditions in ICU 


Red eye in a septic patient: possible endogenous endophthalmitis 
This is a very serious problem caused by spread of systemic infection in the blood stream to 
the inside of the eye. The eye may be red, although sometimes much less red than might be 
expected. Endophthalmitis is to be suspected if a white line is visible in the eye in front of 
the iris, which represents a level of pus in the chamber of the eye (hypopyon).  Immediate 
ophthalmic help needs to be sought as this is a sight threatening emergency and it also 
indicates systemic active sepsis. 
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Other problems 


 


 


Other eye problems can complicate ICU care. Severe or recurrent hypotension can cause 
blindness from ischaemic optic neuropathy (12,13).  In those ventilated prone, increased 
intra-ocular pressures or intraorbital pressure with marked periocular swelling can decrease 
ocular perfusion pressures (worse with concurrent systemic hypotension), leading to 
ischaemic optic neuropathy, central retinal artery occlusion and permanent visual loss. (12) 


Rarely, those nursed prone can develop bilateral acute glaucoma in which there is a sudden 
rise in intraocular pressure which can causes visual loss very quickly because of retinal or 
optic nerve ischaemia. In this condition, the cornea becomes cloudy and grey and the pupil 
becomes fixed at a mid-dilated position and unresponsive to light. This needs immediate 
ophthalmic treatment. 


5 Delivering treatment to the eye when it is prescribed 


This is usually given in the form of drops or ointment.  Sometimes several different drops are 
required. 


 When giving several different drops, do not give them at the same time as one 
drop may wash out another, thereby reducing its effectiveness. Allow ideally 5 
minutes and at least 1 minute between each medication 


 Always put drops in before ointment. The ointment is water repellent and 
prevents the drops from getting into the eye tissues. 


 When putting in ointment in poor lid closure, after instilling ointment manually 
shut eyelids to ensure ointment is spread over whole eye surface. 


 


 


 


Hypopyon – pus in 
the eye  
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Table 1 Patient nursed supine and unconscious 


Grade Action 


Grade 0 – eyelids close well No action required 


Grade 1 – some conjunctival exposure EYES NEED LUBRICATING EVERY 4 HOURS 


 Clean off old ointment before 
putting in new 


 Pull lower lid down and instil 
ointment onto eye between lower 
lid and conjunctiva 


 Always check corneal clarity with 
bright light: IF NOT CLEAR – ALERT 
MEDICAL STAFF 


Grade 2 – conjunctival and some corneal 
exposure – MAJOR RISK 


EYES NEED LUBRICATING AND LIDS TAPING 


 Apply ointment as for Grade 2 


 Close lids, ensure lashes outside 
eye and lids free of ointment 


 Tape upper lid down with 
micropore tape horizontally 


 Always check corneal clarity with 
bright light: IF NOT CLEAR – ALERT 
MEDICAL STAFF 


 


 


Table 2 Patient nursed prone and unconscious  


Major risk to eye in all cases 


EYES NEED LUBRICATING AND LIDS TAPING 


 Apply ointment as for Grade 2 


 Close lids, ensures lashes outside eye and lids free of ointment 


 micropore tape horizontally 


 Always check corneal clarity with bright light: IF NOT CLEAR – ALERT MEDICAL 
STAFF 


Red eye in ICU patient 


Table 3 Eye sticky 


 Take swab 


 Use chloramphenicol ointment X 4/DAY to eye 


 Condition is contagious and can be transmitted to other patients 


 IF NO BETTER IN 24 HOURS – ALERT MEDICAL STAFF 
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Table 4 Eye not sticky 


 Is the cornea clear or does it stain with fluorescein drops? 


 If clear cornea, or simple abrasion, check lubrication schedule and consider lid 
taping 


 If corneal opacity or eye not dry – ALERT MEDICAL STAFF 


 


White line visible inside eye: ALERT MEDICAL STAFF IMMEDIATELY 
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6. Systemic fungal infection and the eye for intensivists 


It is important to recognise that the eye may be involved in any patient who has a systemic  
fungal infection and this is particularly important in ITU where the patient is unlikely to be 
able to report any problems with their eyesight. Of the systemic antifungal agents neither 
echinocandins nor amphotericin preparations penetrate the eye sufficiently to treat 
intraocular disease and visual loss may happen despite effective control of the systemic 
infection. We recommend: 


 All patients with a positive blood culture or line tip for candida, aspergillus or any 
other fungal organism should be referred for urgent ophthalmological 
assessment.  


 


 If intraocular fungal disease is detected, treatment with an anti-fungal that 
penetrates the eye is needed. For Candida albicans this will generally be 
fluconazole (unless evidence of resistance) but for non-albicans candida or 
aspergillus voriconazole is the preferred agent. Local ID or microbiology services 
will be able to advise on the most suitable agent. 


 


 If any patient complains of a change in vision when they wake up on ITU then 
intraocular infection should be considered in the differential diagnosis and 
urgent ophthalmological review organised. 


 


7. Tips for ophthalmologists seeing patients in ICU 


1. If corneal exposure and taping requested, ensure taping done correctly to avoid 
lashes rubbing on the cornea. 
 


2. If keratitis present, it is most likely to be bacterial and virulent bacteria – especially 
pseudomonas. Therefore, do a corneal scape and start appropriate intensive topical 
antibiotic therapy immediately. Try to avoid lid taping (which can encourage bacterial 
growth) and keep lubricated with plenty of ointment. 


 
3. Endogenous bacterial endophthalmitis – most likely if a hypopyon is present. Be 


guided by systemic infection if known, otherwise urgently tap and inject using 
protocol of amikacin and vancomycin. If platelet count is low (<30,000), there is a risk 
of vitreous haemorrhage, so ask for platelets to be given before you do the 
procedure. 


 
4. The most common systemic fungal infection is from candida spp. 


If positive blood culture/long line catheter, then urgently examine dilated eyes using 
an indirect ophthalmoscope. It is safe to use G tropicamide 1% and G. phenylephrine 
2.5%, but write clearly in the notes that the pupils have been dilated, stating the time 
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drops were given and the time over which pupils are likely to be unresponsive to light 
(about 4 hours). 
 
Physicians will generally use echinocandins such as caspofungin or liposomal 
amphotericin amphotericin to treat systemic fungal infections in the ICU but these 
agents do NOT adequately penetrate the eye. Azole antifungals such as 
fluconazole or voriconazole do penetrate well. 


Table 5 Candida 


Location of candida What does it look like? Treatment 


Candidia in choroid 


 
 
Lesions grey and deep 


Lesions are 
outside the BRB, 
so systemic 
amphotericin will 
be effective. 


Candida in retina 


 
 
Lesions white but flat 


Inside the Blood-
retinal-barrier, so 
systemic 
amphotericin 
(even in lipophilic 
form) will not 
achieve a local 
Minimum 
Inhibitory 
Concentration 
(MIC). 
Fluconazole (oral 
or intravenous) is 
thus needed. 
Then watch daily 
to ensure that 
infection does 
not progress to 
involve the 
vitreous. 
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Candida in vitreous 


 
 
Classic string of pearls appearance 


Lesions now in 
the vitreous. Give 
10ug intravitreal 
amphotericin plus 
oral fluconazole. 
If the patient 
survives, they are 
likely to need 
vitrectomy to 
prevent tractional 
retinal 
detachment. 


 


5. If candida spp not sensitive to fluconazole, voriconazole can be used: it penetrates 
the eye well. Caspofungin does not. 


 
6. If patient has cystic fibrosis, always think of aspergillus first as the cause of 


endophthalmitis as patients are usually colonised with this. Use voriconazole as first 
line therapy. 


 
7. Patients on voriconazole may get visual aura because it is a cytochrome P450 


inhibitor and this is present in the RPE. These aura are totally reversible when the 
drug is stopped and are NOT an indication to stop the drug. 


 
8. Patients nursed prone may suffer direct pressure on eyes or raised 


orbital/ophthalmic pressure due to gravitational effects or periocular swelling. This 
can cause acute primary angle closure glaucoma, ischaemic optic neuropathy, 
vascular occlusion and, rarely, orbital apex syndrome (visual loss from optic 
neuropathy with ophthalmoplegia involving multiple cranial nerves). Pressure needs 
to be taken off the eyes where possible (14)  
 


9. Patients who are profoundly hypotensive for extended periods of time may get 


ischaemic optic neuropathy or cortical blindness causing visual loss  


8. Authors 
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		Directorate 

		Critical Care

		Date RA on register/completed 

		NA



		Source of Risk    

		Storage

		RA/DATIX ref. no. 

		NA



		Theme 

		Medications management

		Initial risk grading when added to register 

		NA



		Directorate Lead

		Jonathan Wilkinson





		Reviewed Date 

		January 2019

1.5.19 / 26.7.19





		Assessor

		Lisa Swan



		Frequency of review/

next review due

		

Annual



		Description of Risk 

(see legend below)

		Consequence rating

		Likelihood information

(Including Existing Controls)

		Likelihood Rating

		

Consequence x Likelihood = Risk



		Inaccurate IVI fluid administration as all IV fluids not stored according to legislation (Not stored in original boxes) on Critical care









































Inaccuracy in IV fluid administration and Information governance breach due to lack of storage on CC. 











10.5.19

Delayed drug administration  in an emergency situation  such as rapid sequence induction or cardiac arrest  







26.7.19

Administration of incorrect medicines as a result of not storing them in their original containers.
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		All staff are aware of the potential  risk



All IVI fluids are stored in clearly labelled drawers in the equipment room on Critical Care. 

(There is insufficient space to store in original boxes). 



IV fluid stock is stored in a locked room. 

Critical Care is a locked unit with swipe access only



Like fluids are stored together.

Potassium containing fluids are stored separately, and in clearly marked drawers 

There is a clear process for double checking all fluids and a process for the delivery of fluids in an emergency. 



Limited IV fluids (Hartmann’s, sodium chloride 0.9%, 5% dextrose and flushes)  can be kept in the unlocked bedside trollies. No fluids containing potassium can be stored in the locked chart stations or bedside trollies.

Other mitigations as above. 



Second fridge in locked equipment room to be kept open for easy access. 

All RSI drugs to be in stored (drawn up) in  tagged box in cardiac arrest trolley with temporary locking flap in use



All staff are aware of the potential risk and complications of non-compliance.  Educate staff with change in practice.

The only medicines that can be kept in the locked drawers in the bedside chart stations outside of their original containers are:

1. Emergency vasopressors (e.g noradrenaline) pre-diluted in the syringe as per the ICS and RCN guidance.

2. Patient’s own insulin pens.

Patients’ own medicines in their original boxes should be kept in the locked drawers in the bedside chart stations.



Stock medicines should not be kept in the chart station drawers.  Exceptions to this include:

1. Emergency drugs for delirious patients (e.g haloperidol)

2. Time critical drugs for level 3 patients

These should be stored in their original boxes if kept in the locked drawers in chart stations.
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General Risk Assessment Action Plan Log



		

Proposed Actions 

		Lead

		Target date for completion

		Actual completion Date



		

Refurbishment of Critical Care is on the long term estates plan and consideration to adequate storage to be made. 

























		

S Finn





		

2020

		







Description of Risk Legend

Task - A brief description of the activity being performed

Hazard – a simple description of the key hazard (Something with the potential to cause harm)

RFA – A description of the reasonably foreseeable accident i.e. what you could reasonably predict occurring and why it would

RFWCI – The Reasonably Foreseeable Worst Case Injury i.e. a description of an injury that reasonably – at worst could occur 

General Risk Assessment Form V.2
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RISK ASSESSMENT FORM 
 


Directorate: Surgical  Location of Risk: ICU  


     


Service:  Critical Care - ICU  Date Form 
Completed: 


26/02/18 


 


Risk Title  


Storing medicines in an unlocked storage unit i.e. patients bed space, fridge, IV fluids. 


 


Description of Risk:  


There is a risk of patient harm because some medicines on ICU are NOT stored in a lockable 
storage area as per the national guidance (Standards for Better Health’ Domain 1; core standard 
C4d). Instead this is what occurs; 
 


1. Patient specific oral medicines are stored in the unlocked drawer of the desk in the patient 
bed space.  


2. Ampoules of 0.9% Sodium chloride are stored in the emergency procedure trolley and in 
each individual bed-space.  


3. Emergency Drugs are kept on the Resuscitation Trolley which is unlocked 
4. Fluids used for Haemofiltration are stored in a bulk store room which is unlocked 
5. Insulin is stored in the patient’s bedside drawer of the desk in the patient bed space, which 


must be clearly labelled with a patient ID sticker and the date of opening to ensure clear 
expiry dates 


6. Medications in the ICU fridge which is unlocked 
 


This means that the risk of unauthorised access and tampering with the products is increased. In 
the worst case scenario this can lead to patient death (e.g. Stepping Hill where insulin was added 
to Intravenous fluids) 
However on ICU the risks to an unstable patient of a delay in accessing fridgerated medicines, 
sodium chloride flushes,  intravenous fluids and emergency medicines due to searching for and 
locating a single set of keys is considered greater than the risks posed by unlocked storage. 


 


Score Risk without Current Controls (Initial Risk Score)  


 
Consequence 


 
4 


 
X 


 
Likelihood 


3 = 
 


Risk Rating 
12 


 


Controls in Place:  


All patient specific oral medications are stored in the unlocked drawer of the desk in the patient 
bed space. 


The drawers are in an area visible to trained medical and nursing staff at all times 


The drawers are located in a patient specific bed-space 


Nurse-patient ratio is 1:1 or 1:2 at all times allowing for tight supervision 


Only oral medication prescribed by the WVT pharmacy for the individual patient is kept in the 
drawers 


No intravenous medication is to be stored in patient specific desk drawers EXCEPT 0.9% sodium 
chloride ampoules 


All medicines must remain in the original outer packaging 


The ward area has access control measures in place in the form of a keypad/intercom that denies 
unauthorised access 


All hemofiltration fluid is stored in a sealed cardboard box which is only opened in the clinical area 
after visual inspection 


All staff have completed their medicines optimisation training  


The fridge is in a clinical room in a non-patient area which is visible from the nurses’ station 
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Score Risk with Current Controls (Current Risk Score) 


 
Consequence 


 
4 X Likelihood 2 = 


Initial Risk 
Rating 


8 


   
 


Gaps in Controls:   


Tail gating (although not permitted) can occur allowing possible unauthorised persons into ICU 
past the video camera access 


High level of recruitment  


There will be occasions when the nurse’s station isn’t manned and therefore the clean utility area 
will be accessible 


Currently the drawer of the desk in the patient bed space is unlocked, although key pad access is 
available  


No clean utility door which means the unlocked fridge and current racking area for additional IV 
fluids are also not locked away (see additional risk assessment for storage of IV fluids) 


 


Assurances:  


All staff have completed their medicines optimisation training and are aware of how to confirm that 
a medicine has not been tampered with i.e. confirm integrity of the outer packaging and for 
damage. Evidence available and stored with the EDC and Clinical Lead on ITU 


Annual pharmacy medication storage audit 


Quarterly fridge and insulin audit 


Staff are vigilant to reporting suspicious behaviour and challenging unauthorised access 


The bulk store room which currently stores the hemofiltration fluid has restricted key pad access 
into the ICU unit 


 


Gaps in Assurance:   


New staff are mentored by the Clinical Lead and given 2-4 weeks to complete their medicines 
optimisation training if they haven’t already done so. 


 


Actions Required to reduce risk rating:   Completion 
Date  


Key pad access of the drawer of the desk in the patient’s bed space to allow 
controlled access into drawers to be obtained for storing patients own medicines 
and any ward stock items  


 


To look into whether a door for the clean utility area would be appropriate, with 
a key pad safe for storing medicine cabinet keys 


 


Lock for the fridge and appropriate lockable cupboard for IV fluids  


Current storage problem with hemofiltration fluid as increased demand and bulk 
store room not sufficient – to explore options with estates. 


 


 


Considering all of the information you have on the controls and assurances how would you 
rate the risk when the actions are completed (Target Risk Score):   


 
Consequence 


 
4 X Likelihood 1 = 


 
Target Risk 


Rating 
4 


 


Main Risk Type: please tick one only 


Clinical Care Communication/PR 
Compliance with 


Standards 
Corporate 


Governance 
Estates 
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Financial Health & Safety 
Information 
Governance 


Infection Control Legal 


Safeguarding Security Social Care Strategic  


 
 
Assurance Source / CQC Outline: please tick one only 


Outcome 1 Respecting and involving people who use services Information and 
involvement Outcome 2 Consent to care and treatment 


Outcome 4 Care and welfare of people who use services 
Personalised care, 


treatment and support 
Outcome 5 Meeting nutritional needs 


Outcome 6 Cooperating with other providers 


Outcome 7 Safeguarding people who use services from abuse 


Safeguarding and security 


Outcome 8 Cleanliness and infection control 


Outcome 9 Management of medicines 


Outcome 10 Safety and suitability of premises 


Outcome 11 Safety, availability and suitability of equipment 


Outcome 12 Requirements relating to workers 


Suitability of staffing Outcome 13 Staffing 


Outcome 14 Supporting workers 


Outcome 16 Assessing and monitoring the quality of service provision 


Quality and Management Outcome 17 Complaints 


Outcome 21 Records 


 
 


Signature of Assessor  L. Carpenter/ K. Leonardo ITU Pharmacist 
  


Date of Assessment  09/06/2015  Reassessed 19/03/2018 
  


Risk Owner  L. Carpenter/ A. Miles 
  


Signature of Service Unit Director A. Miles 
  


Date  19/03/2018 






image14.emf
WAHT-PI-0177  moving on from the intensive care unit.docx


WAHT-PI-0177 moving on from the intensive care unit.docx
 







[image: ]PATIENT INFORMATION


 MOVING ON FROM THE INTENSIVE CARE UNIT     



Introduction 

Following your stay on Intensive Care you will begin your recovery. This can be a difficult time for you and your family. This booklet is designed to help you understand some of the common problems that occur following critical illness. You may not experience any of the problems we describe, but the longer your stay on the Intensive Care Unit the more likely they are to occur.



Please remember that recovery can be a long and slow process and that it might be helpful to think about it in terms of months rather than weeks.  It is usual to have good and bad days and to feel frustrated. The length of time it takes to recover will depend on many things including: how long you have been ill and how much weight you have lost.



You will probably feel exhausted and tire easily. This is normal; your muscles have been doing very little for a while and need time to build up their strength. The Physiotherapists will continue to support you in your rehabilitation. You will need to find ways to keep motivated and focusing on better times ahead can be helpful.



Leaving Intensive Care

Although you may feel apprehensive about leaving the Intensive Care Unit, it is a really significant step in your journey to recovery. The decision to leave the unit is made by the Intensive Care Consultant in consultation with the rest of the team and the medical or surgical team who share responsibility for your care.



The Critical Care Outreach Team (experienced Intensive care nurses) will be made aware of your transfer and will review you before you leave the unit to ensure a good handover of your care between the Intensive Care Unit and the ward.

We know from our patients that one of the things they find most daunting is the change in the number of nurses that are visible on the ward. Please be reassured that the reduction in nursing staff is because you are ready to do more for yourself and become more independent. You will still be allocated a nurse, but they will have a greater number of patients to look after. You will have a call bell to use should you need attention.



Within 24 hours of your discharge to the ward a member of the Critical Care Outreach Team will come and assess you to see how you are feeling and to ensure that everything is okay.



During the first few days on the ward you might feel a bit strange or out of sorts whilst you adjust to the transition. Try to be positive and remember that you are at the heart of all we do.



It might seem unkind to keep pushing you to be more independent but we are trying to get you back to being as healthy as you can be.



A patient diary may have been kept for you on the unit; the nurses, doctors and perhaps your family and friends will have had the opportunity to write in it. Reading the diary may help you to understand what you have been through. It can be emotive, as it is so personal to you. It can be helpful to read the diary with a loved one and to talk through some of the things that may have happened to you when you feel ready.



If you have any concerns you can ask to speak to the Physiotherapist or the Critical Care Outreach Team.





Returning Home

As with your discharge from Intensive Care, you will have been assessed thoroughly to ensure all of the things that you may need are in place. You are likely to experience mixed emotions about returning home and although the rate of your progress may sometimes be frustrating this is a major step in your recovery. 



When you have been critically unwell even simple tasks can seem exhausting. You will get there, but please remember it can be a long and slow process. Keep doing the exercises the Physiotherapist has given to you. Some patients find it useful to keep a diary during this time.



Try setting yourself small, realistic tasks within your daily and weekly routine-to start with this could be as simple as making a cup of tea. 



Once you are discharged home your GP will become involved with your care and recovery, so if you experience any problems please make an appointment to see them. 



During your stay there may have been changes to your medication, your GP will have received a discharge letter from the Intensive Care Unit so they should be aware of what has happened and will be able to discuss this with you.



Nutrition

You might experience poor appetite, swallowing difficulties, taste changes and weight loss. These are normal following critical illness. We have dietary advice sheets available. The rule of thumb is “little and often”, most patients find a full plate of food very daunting. Loved ones often want to feed you up, and whilst their intentions are good this can have the opposite effect.

Sleeping

Sleep is a very important part of your healing process, and many patients who attend our Intensive Care Follow-Up Clinic tell us their sleep pattern has changed; they find it difficult to fall asleep, have disturbed sleep or just don’t feel rested when they rise in the morning. 



Despite best efforts, the Intensive Care Unit is often a very noisy place to be, and very difficult for you to get good natural sleep. This can affect your internal ‘body clock’ and when prolonged can lead to sleep deprivation, confusion and disorientation. Just being ill and having to take certain medications can add to this problem and can lead to a delayed recovery. Disturbed sleep patterns may have led to you needing to sleep during the day or waking and remaining awake for the rest of the night. 



The normal patterns of sleep take time to return, so when you finally get home, try not to worry too much – most patients find this improves over time. You should find that as you become more active in the day your sleep pattern will improve. 



Being awake at night can be worrying, especially when you have been unwell. It is normal for post critical care patients to have these problems. If you still have problems, discuss them with your GP or come and talk to us at the Intensive Care Follow Up Clinic.



Body Image

Since being in hospital, you may have noticed changes in your appearance. You may have lost weight and muscle bulk, both of which may change the way you look. Some patients get a degree of hair loss, change in hair quality or suffer from dry skin. 



These problems are normally a result of being critically ill and not being able to have a normal diet.



These changes are almost always temporary and will improve over time. However, if you are concerned you should seek advice from your GP or the Intensive Care Follow Up Clinic.



You may also have some scars. Some of these will be from intravenous drips or drains. Others could be from having had an operation or suffering trauma to the body. 



The appearance of scars can improve over time. It can take a while to get used to the changes in your appearance. If scars continue to bother or worry you, you can seek advice from your GP.



Stoma

Many Intensive Care patients are admitted for post-operative care. Some bowel or bladder cancer patients’ are booked for planned surgery and therefore prepared for the possible outcomes which may include the placement of a stoma or ‘bag’. However, many patients require emergency bowel surgery and in some extreme cases those patients may not be well enough to understand what may happen to them. 



For anyone the days after stoma surgery can be challenging. You have a pouch attached to your abdomen and lots of new things to learn. It's important to remember that it takes time to adjust, but it will get easier. With support from your stoma care nurse and practical guidance on how to change your ostomy pouch and care for your skin, you should soon be able to do the things you’ve always done. 



If you are finding caring for your stoma a challenge, you can discuss this with the stoma specialist nurses.



Tracheostomy

Some patients in Intensive Care have undergone a procedure called a tracheostomy. This is where a tube is placed into the windpipe (in the neck) through the skin. This helps patients to breathe and be more comfortable when being weaned from a ventilator (breathing machine). It will leave a wound in the throat, but this will heal to form a small scar and should not cause further problems.



If you have had a tracheostomy and have problems such as redness, itching and/or discharge from the site, the wound not healing, difficulty swallowing or narrowing of your airway, you must seek help from your GP who may feel it necessary to refer you to an Ear Nose and Throat Specialist (ENT).



Voice

You may find that your voice has changed because of having a tube in your windpipe. You may get hoarse when talking, or your voice may weaken over the course of the day. This should improve a few weeks after discharge from hospital. If it doesn’t, discuss it with your GP or at the Intensive Care Follow up Clinic. It may be necessary to ask for an earlier clinic appointment.



Mood

Following a period of critical illness it normal to experience fluctuations in mood. Patients often report having good days and the next day feeling very low. You may also lose interest in things that would normally find interesting. You might feel more irritable, frustrated and find it difficult to concentrate. 

Please be reassured that this is normal and that mood should stabilise over time. Remember recovery from critical illness can be a protracted process, but also that it is individual to you so you shouldn’t measure your recovery against anybody else.



Post Traumatic Stress Disorder

Some patients experience symptoms of persistent stress or anxiety following severe illness and intensive care treatment. These symptoms of ‘Post-Traumatic Stress Disorder’ (PTSD) include irritability, loss of concentration and memory lapses, low mood, withdrawal, disturbed sleep, nightmares, and flash-backs, being jumpy or having negative feelings about the future. You may experience some or all of these symptoms, but most find that the symptoms improve after a few weeks.



PTSD is when the symptoms described above are more severe and become overpowering. Perhaps the most worrying part of having PTSD is that frightening memories may flood and distract your mind without warning and when you are least prepared. 



Some memories are mental pictures of very distressing events that upset you (intrusive memories).



They might only last a few seconds, and simply be re-occurrences of your intensive care experience, but these flashbacks can feel unbearable to some and may cause physical feelings, such as palpitations. 



Over time these memories should become less vivid and gradually fade away. The other symptoms of post-traumatic stress should also bother you less. 



If you find that the symptoms continue, are severe, or if you would like to discuss them, it is important that you seek professional help. Your GP can refer you to an appropriate service to help you. 



Counselling has been shown to be of great benefit in these circumstances (see also the ‘Help lines’ section at the end of this booklet). You can also contact the Intensive Care Follow Up Clinic for more advice.



Families and Relationships

Supporting a relative or friend through a period of critical illness can be a worrying and stressful time. Although their experience will be very different to yours, coping and coming to terms with your illness will take time. 



You might find that they are over protective because they are worried about you. It is usually helpful to keep talking to each other.



Most people find it difficult to talk about sex. Following critical illness you may be concerned about resuming your usual sexual relationship for lots of reasons. If you are worried seek advice from your GP.



Employment, Hobbies and Socialising

If you worked before becoming unwell you might find that your circumstances have changed after such severe illness. Many patients begin with a phased return to work; this may be worth discussing with your employer. The Occupational Therapist in the Intensive Care Follow Up Clinic will be able to advise you on this and give advice regarding financial concerns.



It is normal to find socialising more difficult after critical illness but hopefully given time you will feel confident to go out and enjoy the hobbies and activities that you used to.



Intensive Care follow up clinic

You may be offered a clinic appointment depending upon the duration of your stay on the Intensive Care Unit. The clinic is run once a month. An Intensive Care Consultant and a Critical Care Outreach nurse will talk to you about any psychological issues you may be experiencing and give you the opportunity to ask anything about your stay on the Intensive Care Unit. 



There will also be a Physiotherapist and Occupational Therapist to help you with any physical or mobility issues. 



During your attendance to the Intensive Care Follow up clinic it may be suggested to you that attending the Intensive Care Support group could be beneficial to your recovery, an invite to the group would then be sent to you directly.



If we cannot help directly we can signpost you to the appropriate service or department, or liaise with your GP.























HELP LINES AND INTERNET SITES

NHS Direct

0845 46 47

www.nhsdirect.nhs.uk



Patient Health Information

www.patient.co.uk



British Heart Foundation

020 7554 0000

www.bhf.org.uk



Diabetes UK

0845 120 2960

www.diabetes.org.uk



Asthma UK

0800 121 6244

www.asthma.org.uk



NHS Smoking Helpline

0800 022 4332

www.smokefreenhs.uk.co.uk



British Association for Counselling and Psychotherapy

01455 883300

www.bacp.co.uk



British Psychological Society

0116 254 9568

www.bps.org.uk



Oxford Cognitive Therapy Centre

01865 738 816

www.octc.co.uk



Samaritans

08457 90 90 90

www.samaritans.org.uk



Cruse Bereavement Care

0844 477 9400

www.crusebereavementcare.org.uk



Age UK

0800 169 8787

www.ageuk.org.uk



Alcoholics Anonymous

0845 769 7555

www.alcoholics-anonymous.org.uk



Terence Higgins Trust (HIV/AIDS)

0808 802 1221

www.tht.org.uk



Carers UK

020 7378 4999

www.carersuk.org



Princess Royal Trust for Carers or Carers Trust

0844 800 4361

www.carers.org



Cancer Care

020 7242 0200

www.cancerresearchuk.org



Marie Curie Cancer Trust

0800 716 146

www.mariecurie.org.uk





Macmillan Cancer Support

020 7840 7840

www.macmillan.org.uk



Shelter Line (housing and homelessness)

0808 800 4444

www.shelter.org.uk



Disabled Living Foundation

0845 130 9177

www.dlf.org.uk



Telephone Helplines Association

020 7089 6321

www.helplines.org.uk



National Drugs Helpline

0800 77 66 00

www.talktofrank.com



Headway

A charity that supports people with brain injury and the people who care for them.

0808 800 2244

www.headway.org.uk



ICU Steps

A registered charity run by ex-intensive care patients, relatives and ICU staff to support patients and families through the long road to recovery from critical illness.

www.ICUsteps.org.uk











Healthtalkonline

A website covering a variety of personal experiences of health and illness. It includes sections for critical care patients and their relatives.

www.healthtalkonline.org



Lee Spark NF Foundation

This is a charity and support group for people who have been affected by severe streptococcal infections or necrotising fasciitis (a rare and serious infection that causes skin and the tissues beneath it to die).

01254 87 87 01

www.nfsuk.org.uk















































Patient Experience

We know that being admitted to hospital can be a difficult and unsettling time for you and your loved ones. If you have any questions or concerns, please do speak with a member of staff on the ward or in the relevant department who will do their best to answer your questions and reassure you. 

Feedback

Feedback is really important and useful to us – it can tell us where we are working well and where improvements can be made. There are lots of ways you can share your experience with us including completing our Friends and Family Test – cards are available and can be posted on all wards, departments and clinics at our hospitals. We value your comments and feedback and thank you for taking the time to share this with us. 

Patient Advice and Liaison Service (PALS)

If you have any concerns or questions about your care, we advise you to talk with the nurse in charge or the department manager in the first instance as they are best placed to answer any questions or resolve concerns quickly. If the relevant member of staff is unable to help resolve your concern, you can contact the PALS Team. We offer informal help, advice or support about any aspect of hospital services & experiences. 

Our PALS team will liaise with the various departments in our hospitals on your behalf, if you feel unable to do so, to resolve your problems and where appropriate refer to outside help.

If you are still unhappy you can contact the Complaints Department, who can investigate your concerns. You can make a complaint orally, electronically or in writing and we can advise and guide you through the complaints procedure. 

How to contact PALS:

Telephone Patient Services: 0300 123 1732 or via email at: 

 wah-tr.PET@nhs.net 

Opening times:

The PALS telephone lines are open Monday to Thursday from  8.30am to 4.30pm and Friday: 8.30am to 4.00pm. Please be aware that a voicemail service is in use at busy times, but messages will be returned as quickly as possible.

If you are unable to understand this leaflet, please communicate with a member of staff. 
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THE INTENSIVE CARE UNIT 

 A Guide for Patients, Relatives and Friends

  













































































Introduction to Intensive Care

The Intensive Care Unit is a ward designed to care for very sick patients who require close observation and monitoring. 



Your relative/friend will be cared for by an experienced Multi-disciplinary team, including the Intensive Care Consultant in charge of the unit and the Consultant who admitted them to Hospital. Medical staff are present within the unit at all times and all ward staff are identifiable by uniform and name badge. 



There is a great deal of equipment around the bed that is essential to the extra care patients need. Due to all the equipment it can be very noisy at times and there are a number of alarms that may sound, but these rarely indicate any sort of emergency situation. 



Some of the equipment may be added or taken away depending on the treatment prescribed by the doctors. Don’t be afraid to ask about the equipment, it may help you feel more comfortable in the surroundings. 



It takes some time, often an hour or so, on the initial admission to settle the patient onto the unit, allowing the doctors and nurses to assess your relative/friend and commence all the necessary treatments. During this time you will be asked to wait in the relative’s room. 



As soon as it is possible a member of staff will come to update you on the patient’s condition and arrange for you to come into the unit to see them. 



Although the initial admission is a busy time, please feel free to approach the staff with any concerns. They will try to answer questions as soon as possible. 



Telephone Enquiries

You may call to ask about your relative/friend’s progress at any time of the day or night but we are only able to give you limited information over the phone due to patient confidentiality. We appreciate that many family and friends may want to enquire about the patient. 



It would be helpful if one person could be chosen to be the link to keep family and friends informed, as this minimises the number of phone calls that the nurse looking after the patient has to take, and reduces the noise disruption to other patients from phone ringing.



Worcester Hospital ICU Direct Dial: 01905 760598

Worcester Hospital Main Switchboard: 01905 763333



Alexandra Hospital ICU Direct Dial: 01527 512090

Alexandra Hospital Main Switchboard: 01527 503030



Visiting

Although we suggest visiting times, the unit has a flexible visiting policy depending on the needs of the patient, and you will not be refused access without good reason, as a guide though, there are two periods of the day which are less suitable for visitors.



Every morning a ward round is held by the Intensive Care Consultant in charge to assess all of the patients.  It is usually best to visit after this so that we can give you the most up-to-date information on progress and future plans.

In the early afternoon we encourage our patients to rest from 3 – 4 pm each day, as this is a fundamental part of the recovery process. We try to minimise disturbance to the patients during this time.



When you do visit, access to the Unit is by pressing the bell at the main door and using the intercom. 



Visiting Times

Early Afternoon: 					12.00pm to 3.00pm

Rest and Rehabilitation period:		3.00pm to 4.00pm

Afternoon/Evening:      				4.00pm to 8.00pm



There may be times when we may be particularly busy caring for your relative/friend, but whatever is being carried out is for their benefit, so please be patient with us – we will call you in as soon as possible.



During nurse handover times, the patients’ condition is discussed and to protect privacy and confidentiality visitors may be asked to wait outside.



Shift Handovers are at:	07:30 hrs – 08:00 hrs

				         	13:30 hrs – 14:00 hrs

				         	19:45 hrs – 20:00 hrs



We ask that you do not bring flowers into the unit as they present a risk of infection to the patients, but we welcome photographs, Get Well cards, books, newspapers, toys or small personal items.



At every visit you will be required to wash your hands and use alcohol gel at one of the designated sinks on arrival and before you leave. 

You will also be asked to wear an apron around the bed space. This is an infection control measure to protect you and all the patients.



Who can visit?

A quiet, restful atmosphere is necessary to aid recovery and we therefore suggest that only close relatives/friends visit initially, but if there are particular people you would like to visit we leave it to your discretion. 



We advise up to four visitors at a time as there is limited space around the bed. If the patient is conscious, we recommend visiting is limited to short periods to ensure they get sufficient rest.



Please remember that your relative/friend is going to need you in good health, so it is important that you take good care of yourself, get plenty of rest and eat and drink regularly. 



Children are welcome to visit but this should be following a discussion with the Nurse in Charge as the ICU can be a distressing place for children.



There are sleeping facilities available which may be used overnight if necessary, but on the whole it is more beneficial for your health and welfare if you return home for a rest and to freshen up.



We will endeavour to keep you updated on your relative/friend’s care. Please speak to the nurse at the bedside if you would like to arrange a meeting with doctors concerning the patient’s treatment. 



Always ask if you have questions or concerns, we are here to help you as much as possible. 

Please do not be alarmed if when you come to visit your relative/friend you find they have been moved down the unit. Sometimes patients are moved to different bed spaces as their condition improves, or to accommodate new admissions.



How can you help?

It is natural when you first visit your sick relative/friend to feel shocked and unable to help. We would like to reassure you that your visits and continuous support is a valuable part of the patient’s care in Intensive Care.



We always talk to our patients because we don’t always know if they can hear us or not. If you have been told that your relative is unconscious due to their condition or drugs, they may feel reassured if you continue to speak to them in a normal manner, about events that have happened at home, family and friends, reminding them of the day, the date and time. The voice of a loved one could bring them a great deal of comfort and reassurance. 



You might also like to consider helping to complete a Patient Diary of some of the more significant events that happened during their stay for them to look back on when they have recovered. Please speak to their Nurse for more details.



Physical contact may be a normal part of your relationship such as holding hands, kissing cheeks etc., but if you are anxious about the equipment please ask the nurse at their bedside. Curtains can be drawn for privacy and it may be possible for you to help with washing, hair and nail care if you would like to.







Patient personal belongings

Due to space restriction it is preferable if only a wash-bag, personal toiletries and spectacles are kept on the Intensive Care Unit.



We do not encourage money to be kept on the Unit but if there are large amounts of cash in their property upon the patients’ admission this will be placed in the Hospital Safe in the Cashiers office and a receipt will be issued to be collected at a later time or date.



Items such as mobile phones, MP3 players, personal stereos, mini DVD players and tablet computers are allowed but must be clearly marked with the patients’ name. Please be aware these items are not insured under any hospital policy and will remain your own responsibility if they are lost. 



We also encourage the use of headphones where possible as not to disturb other patients’ rest.



Religious support

There are Chapels located at both The Alexandra and Worcester Hospitals. The Alexandra Chapel is located on the ground floor, on the right hand side of the main entrance. The Worcester Chapel is located in the main reception area behind the Costa Coffee Shop.  Both Chapels are always open for the use of anyone of any faith for silence, prayer and thought. 



Chaplains from all denominations can visit the unit upon request or your own regular chaplain or representative of your own faith can be contacted at your request.



Car parking

The trust operates ‘Pay and Display’ car parks. As visitors often spend long periods of time in Intensive Care we are able to issue concessionary car parking passes to close family/friends for the duration of the patients’ stay. Please ask any member of staff for a form which you will then need to take to the Cashiers office in exchange for the passes.



If you are called to the Intensive Care Unit urgently, please park your car in any designated parking space and we will liaise with security when you arrive and leave.



What happens when a patient leaves Intensive Care?

Patients who no longer require Intensive or High Dependency care are transferred to the ward environment.



Transfer to the ward environment is a positive step. It is perfectly normal for relatives and friends to feel unsettled, because less support and monitoring will be required.



Be assured that we do not transfer any patient until we are satisfied that they no longer require Intensive or High Dependency Care.



Patients who are transferred out of Intensive Care are visited by the Critical Care Outreach Team which helps us maintain links with the ward and support the patients’ continued recovery. 



The Intensive Care follow up clinic offers a service to patients after discharge from their hospital stay.



Patients are invited to attend the clinic two to three months after their return home from hospital to have their individual needs assessed by a specialised team- including an outreach nurse, occupational therapist and a physiotherapist. The clinic offers both physical and mental assessments of each patient, signposting them to other services they may need. 



The service aims to improve patient experience by helping the survivors of critical illness and their families to get back to living their normal lives as quickly as possible.



Complaints procedure

If you have a concern about any aspect of the unit, please feel free to speak to any member of the team. If you continue to have concerns please ask to make an appointment with the Intensive Care Matron / Clinical Director. 



We value feedback and would welcome the opportunity to put a bad situation right as soon as possible.



Leaflets are available explaining how you may also contact the Patients Advice and Liaison Service (PALS) for impartial help and a completely confidential source of contact. 



Please feel free to liaise with them if you have concerns about any other aspect of your hospital stay or visit, or if we are unable to resolve your worries.



The PALS team can be contacted on 

Tel: 0300 123 1732



Or by email: wah-tr.pet@nhs.net

Worcester Hospital Facilities

There is a tea and coffee machine available in the Intensive Care relatives room at the Worcester Hospital, there is also water and squash available inside the unit. 



There is a restaurant located on Level 0 of the Hospital that is open Monday to Friday 8.00am to 7.30pm, Saturday 8.00am to 12.00pm.  There is a Costa Coffee shop situated in the main entrance serving beverages and food which is open Weekdays 7.30am – 7.30pm and Weekends 8.30am to 7.30pm.



Newspapers, drinks, snacks, gifts etc., can be obtained from the WRVS Shop which is also located in the main entrance and is open Monday – Friday 8am – 8pm, and weekends 10am – 8pm.



There are public toilets located throughout the Hospital including disabled facilities next to the relative’s room.



A regular bus service operates between the Hospital and Worcester City Centre. There are bus stops around the Hospital site and timetable information is available in the main entrance.























The Alexandra Hospital Facilities

There is tea and coffee making facilities in the Intensive Care relative’s room at the Alexandra Hospital, there is water and squash as well as a small fridge available for use. 



[bookmark: _GoBack]Quinney’s Restaurant is located along the corridor from Intensive Care Unit at The Alexandra Hospital. It is open from 7:30am to 11:30am serving breakfast, lunch 11:30 to 2:00pm, hot snacks, sandwiches and light bites 2:00pm to 6:00pm and 6:00pm to 7:00pm serving evening meals. It is open on the weekends from 8:30am to 11:00am serving breakfast. Please be aware that Quinney’s Restaurant do not take card payments and are cash only.

 

There is a League of Friends Coffee Shop located along from the Hospital main entrance. It has a menu available of hot and cold drinks, sandwiches and cakes. Opening times vary with the availability of volunteers.



Newspapers, drinks, snacks, gifts etc. are available from W.H Smiths Newsagents which is also located in the main reception area of the Hospital; it is open 8:00am to 8:00pm.



There are public toilets located throughout the Hospital including disabled access where signposted. 



A regular bus service operates between the Hospital and Redditch town centre as well as other destinations. Timetables are available at the front reception desk.



If you need any further information on anything please do not hesitate to ask a member of staff who will be happy to help.



The below section is for you to add further useful contacts and make notes.





		Name

		Address & Telephone Number



		

		



		

		



		

		



		

		



		

		

























		Notes:



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		

















Patient Experience

We know that being admitted to hospital can be a difficult and unsettling time for you and your loved ones. If you have any questions or concerns, please do speak with a member of staff on the ward or in the relevant department who will do their best to answer your questions and reassure you. 

Feedback

Feedback is really important and useful to us – it can tell us where we are working well and where improvements can be made. There are lots of ways you can share your experience with us including completing our Friends and Family Test – cards are available and can be posted on all wards, departments and clinics at our hospitals. We value your comments and feedback and thank you for taking the time to share this with us. 

Patient Advice and Liaison Service (PALS)

If you have any concerns or questions about your care, we advise you to talk with the nurse in charge or the department manager in the first instance as they are best placed to answer any questions or resolve concerns quickly. If the relevant member of staff is unable to help resolve your concern, you can contact the PALS Team. We offer informal help, advice or support about any aspect of hospital services & experiences. 

Our PALS team will liaise with the various departments in our hospitals on your behalf, if you feel unable to do so, to resolve your problems and where appropriate refer to outside help.

If you are still unhappy you can contact the Complaints Department, who can investigate your concerns. You can make a complaint orally, electronically or in writing and we can advise and guide you through the complaints procedure. 

How to contact PALS:

Telephone Patient Services: 0300 123 1732 or via email at: wah-tr.PET@nhs.net 

Opening times:

The PALS telephone lines are open Monday to Thursday from  8.30am to 4.30pm and Friday: 8.30am to 4.00pm. Please be aware that a voicemail service is in use at busy times, but messages will be returned as quickly as possible.

If you are unable to understand this leaflet, please communicate with a member of staff. 
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Request for Information – Feedback Summary Sheet

		Request made by:

		Maureen Issott

		Responses to be sent back to:

		Maureen Issott



		Date request made:

		28/05/2020



		Date sent out:

		28/05/2020



		Details of Request:

		Are any units wearing reduced PPE in areas confirmed as Non Covid Critical Care areas or is full PPE still in use in these areas?





		No.

		Response Received From:

		Details of Response:



		1

		Tracey

Tracey Spacey

Lead Nurse for Critical Care

tracey.spacey@nhs.net

Telephone external 01924 542631

          internal 52631









		We are in full PPE for all areas/patients that have any aerosol generating procedures, whether they are positive/suspected or negative.





		2

		

Dawn Saad-Saoud, RN, BSc (Hons), PGCert HCL.

Unit Manager/Senior Sister

Cardiac Intensive Care Unit

Manchester Royal Infirmary





		My area is classed as non-COVID.  Foa all new admissions whose COVID status is unknown, we nurse in side-rooms and use full PPE.  Otherwise for negative patients we use WRFM for basic care and full PPE for all AGPs



		3

		

Jane Adderley

Advanced Nurse Practitioner, Intensive Care Unit



Milton Keynes University  Hospital NHS Foundation Trust





		We’re down to surgical mask gloves and aprons for non covid in patient areas. At nurses station because we have bay doors shut we are not wearing any PPE unless individuals request to do so for their own reassurance but only Level 1



		4

		



Steve King

Matron

Neuro Critical care

Leeds



		Currently we are wearing full PPE in all area at Leeds



		5

		

Kerry Millington

Ward Manager

Oncology Critical Care Unit

The Christie Hospital

Wilmslow Road

Manchester







		





We are a hot and cold unit.  Covid patients and those suspected of having Covid are nursed in side rooms with full PPE.

However patients in the unit who are Covid negative are nursed with standard surgical mask and PPE

	



		6

		



Linda Gregson

Matron Critical Care , ESU and SAECU

East Lancashire NHS Trust



		



We are using reduced PPE in non covid areas. Staff are wearing paper mask at all times. If doing suction on any ENT tracheostomies then full PPE is worn as it is classed as AGP







		7

		

Linda Cross

Lead Sister

ICU Harrogate





		

	

In Non covid critical care we are wearing surgical mask, visa when near patient apron and gloves.  We would wear full PPE for intubation , each case though can be assessed, as may be different,





		8

		

Alison Marsh

Associate Divisional Director – Surgery, Women’s & Children’s Division

Directorate Manager – Theatres, Anaesthetics, Critical Care, Pre-op, Pain Management

Tameside & Glossop Integrated Care NHS Foundation Trust







		



	We use full PPE in both of our ITU units regardless of covid status – we have been able to make one unit red (+ve) and one unit green (-ve)





		9

		

Joanne Richards

Practice Development Senior Sister

Critical Care Unit

BCUHB

Wrexham Maelor Hospital







		





We are still wearing full Level 2 PPE for our non Covid patients if they are ventilated or on CPAP/NIV.







		10

		

Debbie Evans

Matron – Surgery

The Rotherham NHS Foundation Trust







		On non-covid critical care we are wearing apron, gloves and surgical mask. Full PPE for intubation.





		11

		

Sarah McHenry
Unit Coordinator 
Blackpool Critical Care Unit





		At Blackpool all Critical Care areas remain in full PPE, we have been informed by infection prevention that this is PHE guidance due to being in sustained transmission phase. We would welcome wearing reduced PPE in non covid areas



		12

		

Louise Barr 

Band 6 sister/ Service improvement lead (Sil)

01514787572 / Ext 7572

Ward 4E, Critical Care 

Whiston Hospital







		We have now reduced the PPE in the non-COVID areas/ patients to that of the rest of the hospital. Surgical facemask, apron and gloves.





		13

		Alison Barnes

Sister & Local Service Improvement Lead for CMCCN

Critical Care Unit

Wirral University Trust Hospitals



		We are wearing reduced PPE (gloves, apron, surgical mask) in Non-Covid areas as long as there are no AGPs.

In reality this isn't that often as we don't have many siderooms so all patients are in one area. 





		14

		Jane Morgan

Matron Ward J81 HDU & Patient Flow Team Adult Critical Care  | Leeds Teaching Hospitals NHS Trust



		We have used different approaches to PPE in our Cold units in Leeds. We are now using full FFP3 and gloves and gowns for all areas including ‘super cold’ areas. 





		15.

		Anne Williams

Macclesfield (East Cheshire)

		In the non covid area staff are wearing a surgical facemask, plastic apron and gloves. All additional staff - dieticians, speech and language, pharmacy put on a mask as soon as they arrive in the non covid area.





		16.

		DEBBIE MURPHY,

Sister/SILCritical Care Dept,

Aintree University Hospital, Liverpool

	

		At Aintree we have gone back to full PPE in all AGP areas .





		17.

		Jane Mc Mullen

McMullen Jane 

lhch.

		At LHCH we are wearing reduced PPE in non covid areas (apron, gloves and surgical mask) if we are carrying out any aerosol procedures for instance extubating patients then we will wear full PPE. 

Full PPE in all covid areas.





		18.

		Maxine Hardy

Chesterfield Royal Hospital



		We are wearing a surgical facemask at all times in the Non Covid critical care units. Standard PPE is used for patient care.





		19.

		Helen Barrow

Lead Nurse

Critical Care 

Oldham Care Organisation 



		At ROH we are using full PPE for the yellow and blue areas (confirmed / suspected / previous positive). In the green area (elective negative patients) we are using FFP3 masks, visors and long sleeved gowns for AGP’s only. The rest of the time in green we are in surgical masks with visors if within 2m of patients.

[bookmark: _GoBack]



		

		

		









Please complete and return this form to Karen.berry@cmft.nhs.uk  12 weeks following request for information.
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Using Personal Protective Equipment for Covid-19 in Intensive 


Care Settings: Questions and Answers 
 


Infection Prevention & Control (IPC) Guidance is developed on the best evidence 


available at any given time. It is for individual organisations to determine how 


best to implement it in order to protect their staff & patients. As the first wave of 


Covid-19 admissions declines, organisations need to consider how best to protect 


their staff from SARS-CoV-2 infection, but also protect their patients from the 


spread of other hospital pathogens. 
 


In this set of questions and answers, the Infection Prevention Society aims to explain how 


National guidance on the use of PPE needs to be applied to ensure the risk of cross infection 


between patients is minimised whilst providing appropriate protection from SARS-CoV-2 for staff 


and patients.  We need to ensure that established infection prevention and control practices 


continue to be performed at a high standard in critical care settings to protect patients and 


prevent the spread of healthcare-associated infections such as antimicrobial resistant bacteria 


and Clostrioides difficile.   
 


These statements have been developed by Dr Jennie Wilson (Professor, Healthcare 


Epidemiology, University of West London) and Dr Hugh Montgomery (Professor, Intensive Care 


Medicine, University College London and Whittington Health NHS Trust) in response to 


questions asked by staff. 
 


Question: Is ICU a high-risk area?  


Answer: Since Covid-19 admissions requiring intensive care started to increase in early March 


2020, many patients have required aerosol generating procedures (AGPs) that exposed staff to a 


higher risk of respiratory infection (e.g. intubation, extubation, tracheostomy, CPAP/BiPAP, high 


flow nasal oxygen). It was therefore agreed that ICU was a high-risk area. However, mechanical 


ventilation (with closed suctioning) is itself NOT an AGP and, whilst viral clearance might be 


slowed in the critically ill, they will not remain infectious indefinitely. The presence of a positive 


PCR from a viral swab does not necessarily mean that the patient remains infectious.   
 


In the absence of a large second wave of infections, intensive care units will (over time) no 


longer be a high-risk Covid-19 area. Where possible, new admissions with known/suspected 


Covid-19 should be managed in designated isolation rooms, where those in the room performing 


an AGP should wear FFP3 respirator, gown and gloves.  


 


PHE Guidance 5.8.1: For patients with possible or confirmed COVID-19, any of these 


potentially infectious AGPs should only be carried out when essential. Where possible, 


these procedures should be carried out in a single room with the doors shut. Only those 


healthcare staff who are needed to undertake the procedure should be present. 
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The situation with regards to high-risk status would need to be kept under review in conjunction 


with the demand for intensive care for Covid-19 patients.  


 


Question: Are accidental ventilator tubing disconnections AGPs? 


Answer:  With the disconnection of the ventilator from the patient, any aerosols will come from 


the ventilator, not the patient. There may be respiratory droplets from patient secretions, but 


these are not aerosols. 


 


Question: The current PHE states that gloves must be worn at the high-risk area. When 


do I have to put them on and take them off? 


Answer: PHE guidance (below) says that gloves and aprons are subject to single patient use 


according to standard precautions.  This means that they must be removed and hands 


washed between patient contacts and between tasks on the same patient.  This is reiterated 


throughout the guidance.   


 


The guidance also indicates that local risk assessment is required, and that the optimal 


boundaries of the high-risk area need to be defined by each organisation including the creation 


of an area for donning of sessional use items (e.g. mask, gown and eye protection). However, 


because gloves and aprons are single use and adherence to standard precautions is required 


they should be donned and doffed close to the patient.  Gloves should be changed between 


tasks on the same patient and aprons changed when moving between patients.  Gloves are 


readily contaminated by pathogens and, if not removed, these pathogens will be transferred to 


surfaces or patients. 


 


Hands may be contaminated when gloves are removed and therefore hand hygiene should be 


performed after gloves are removed and always between every patient contact. 


 


Once a patient is no longer infectious, then there is NO indication to wear gloves for their care 


except as indicated by standard precautions i.e. before direct contact with body fluid.   


 


 


PHE guidance (24th April 2020) on the use of PPE in high risk COVID-19 areas 
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Question: Why can’t we use alcohol gel to decontaminate our gloves or wear more 


than one pair and leave the hands covered by a glove? 


Answer: SARS-CoV-2 does not transmit through skin, and can easily be removed by usual hand 


hygiene (soap and water or alcohol gel). It is therefore not necessary to keep hands 


continuously covered with gloves. When worn, it is essential that gloves are disposed of after 


each patient contact (and between different task on the same patient), and hands must be 


decontaminated (using alcohol gel or soap and water) after gloves are removed. 


 


Gloves should not be kept on and decontaminated with alcohol handrub as there is insufficient 


evidence to suggest this practice is safe. Moreover, transmission of pathogens between patients 


in some ICUs where double gloving and gelling gloves is practiced, provides in vivo evidence that 


these measures are inadequate to prevent cross infection and prevent harm to patients. No 


Covid-19 guidance (e.g. PHE, WHO, CDC) recommends either double gloving or washing gloves.  


Current recommendations on IPC in acute care settings in both the WHO hand hygiene guidance 


and the NICE accredited UK guidance, informed by thorough scrutiny of evidence by IPC experts, 


should therefore continue to be followed (Loveday et al 2014 Epic3). 


 


Question:  Is it safe for the central work zone to be a ‘clean’ zone? 


Answer: The central work station and Computers-on-Wheels become contaminated if staff are 


wearing gloves all the time and moving between patients and such shared equipment (desks, 


computers, phones).  This practice INCREASES the risk that pathogens are transferred between 


patients and is probably a key factor in the transmission of multidrug resistant pathogens 


between ICU patients.  The way to eliminate this risk is to ensure that gloves and aprons are 


ALWAYS removed after contact with a patient and hands decontaminated BEFORE touching 


any of this shared equipment.  Hands should then be decontaminated again after touching the 


equipment.  Once all known/ suspected Covid-19 patients in intensive care can be cared for in 


single isolation rooms, the rest of the area can be returned to a clean zone. 


 


Question: Do we need gowns to protect us? 


Answer: The major risk to staff is from the inhalation of small airborne droplets generated 


during an AGP.  The people performing the AGP are likely the ones at risk. The most important 


element of PPE is the FFP3 respirator. The mask also prevents accidental hand contact with the 


mouth, and goggles/ masks with the eyes.  Small quantities of live virus from AGPs, or larger 


respiratory droplets from a non-intubated patient, may settle on clothing.  However, to cause 


infection, the staff member must then transfer the virus from their clothing to their own mucous 


membranes, via their hands.   


 


A gown helps to protect more of the uniform from contamination when AGPs are being 


performed.  If the patient is no longer infectious, or AGP are no longer being regularly performed 


on suspected/known Covid-19 patients, then there is no infection control reason to wear a 


gown.  Patients in intensive care can then be safely cared for (as has always been routine 


practice) by protecting the uniform with a plastic apron as this covers the part that is most likely 


to become contaminated with body fluid during usual care.  
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Wearing the same gown for a session of care and moving between different patients and using 


shared equipment INCREASES the risk of transferring pathogens from one patient to another.  


Following the guidance to protect the gown with a plastic apron can reduce this risk, however 


this requires aprons to be worn for any direct contact with the patient or their environment 


and always to be removed with the gloves when leaving the patient.  


 


Question: Do hair covers add any benefit in protecting staff? We have got used to 


using them now. 


Answer:  The human microbiome on the hair should rapidly destroy the small amount of virus 


laden droplet nuclei that might land on the hair, and hair covers are not necessary. 
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Standard Operating Procedure for moving staff from ICCU to other ward areas



Please contact the band 7 floor leader for that shift, the band 7 needs to feel that by lending a member of the team out to another ward area the patients on the unit can be safely looked after, taking into consideration skill mix and staff numbers. When a request is made the rationale for denial will be documented and kept on the ICCU for the operational nurse manager’s reference.

Do not move if:

-Over 18 months qualified  as assumed loss ward skills

-No to paediatric/neonatal ward

-No newly qualified staff nurses

-No new starters still in their supernumerary/supervisory status on ICCU

[bookmark: _GoBack]-Any staff on Enhanced rates

Do move:

-If staff member does bank elsewhere round the trust 

- If 2 or more empty beds, 4 points available after staff moved 









Sara Lawley

Operational Nurse Manager

ICCU 

07/08/18
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