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Appendix 1 
 

LEVELS OF CARE & PATIENT DEPENDENCY 
 
Paediatric Intensive Care Society (Clinically Based)  
 
 

Level I (incorporating Dept of Health recommendations, 1996) 
High Dependency Care requiring nurse to patient Ratio of 0.5:1 (1:1 if in a Cubicle) 
 
 
Close monitoring and observation required but not requiring acute mechanical ventilation. Examples 
would also include the recently extubated child who is stable and awaiting transfer to a general ward; 
the child undergoing close post-operative observation with ECG and pulse oximetry and receiving 
oxygen. Children requiring long term chronic ventilation (with tracheostomy) are included in this 
category, as are CPAP and non-invasive ventilation.  
The dependency of a Level 1 patient increases to Level 2 if the child is nursed in a cubicle. 
 
General Situations: 
 

1. Patients requiring single organ support (excluding advanced respiratory support) ς see below. 

2. Patients requiring more detailed observation/monitoring than can safely be provided on a 

general ward. 

3. Patients who no longer need intensive care but are not well enough for a general ward. 

4. Post-operative patients who need close monitoring for more than a few hours. 

 

Specific single organ support requiring high dependency care: 
 

1 Basic Respiratory Monitoring and Support 
 

a. The need for more than 40% oxygen via a fixed performance mask. 

b. The possibility of progressive deterioration to the point of needing advanced respiratory 
support. 

c. The need for physiotherapy to clear secretions at least 2-hourly, whether via a 
tracheostomy, mini tracheostomy, or in the absence of an artificial airway. 

d. Patients recently extubated after a prolonged period of intubation and mechanical 
ventilation. 

e. The need for CPAP or non-invasive ventilation. 

f. Patients who are intubated to protect the airway, but needing no ventilatory support and 
who are otherwise stable. 

 

 



 5 

Appendix 1 (Continued) 

2 Circulatory Support 
 

a. The need for vasoactive drugs to support arterial pressure or cardiac output. 

b. Support for circulatory instability due to hypovolaemia from any cause and which is 
unresponsive to modest volume replacement. 

c. This will include, but not be limited to, post-surgical or gastrointestinal haemorrhage 
or haemorrhage related to a coagulopathy. 

d. Patients resuscitated following cardiac arrest where intensive or high dependency care 
is considered appropriate. 

 
3 Neurological Monitoring and Support 

 
a. Central nervous system depression, from whatever cause, sufficient to prejudice the 

airway and protective reflexes. 

b. Invasive neurological monitoring. 

 
4 Renal Support 

 
a. The need for acute renal replacement therapy (haemodialysis, haemofiltration or 

haemodiafiltration). 
 
 

Level 2 
Intensive Care requiring nurse to patient ratio of 1:1 
 
The child requiring continuous nursing supervision who is usually receiving advanced respiratory 
support, i.e intubated and ventilated or receiving BiPAP 
Also the unstable non-intubated child, for example some cases with acute upper airway obstruction 
who may be receiving nebulised adrenaline.  
The dependency of a Level 2 patient increases to Level 3 if nursed in a cubicle. 
 
 

Level 3 
Intensive Care requiring nurse to patient ratio of 1.5:1 
 
The child requiring intensive supervision at all times who needs additional complex therapeutic 
procedures and nursing. For example, unstable ventilated children on vasoactive drugs and inotropic 
support or with multiple organ failure. 
The dependency of a Level 3 patient increases to Level 4 if nursed in a cubicle. 
 
 

Level 4 
Intensive care requiring a nurse to patient ratio of 2:1 
 
Children requiring the most intensive interventions such as particularly unstable patients, Level 3 
patients managed in a cubicle, those on ECMO, and children undergoing renal replacement therapy. 
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Appendix 1 (Continued) 

 

Health Care Resource Groups 
(Department of Health - Accounting Based) 
 
 
HRG1 ς High Dependency (HD1)    
 
HRG2 ς High Dependency Adv (HD2)   
 
HRG3 ς Intensive Care Basic (IC1)   
 
HRG4 ς Intensive Care Basic Enhanced (IC2) 
 
HRG5 ς Intensive Care Advanced (IC3)  
 
HRG6 ς Intensive Care Adv Enhanced (IC4) 
 
HRG7 ς Intensive Care ς ECMO / ECLS (IC5) 
 
 
The derivation of these levels is complex but in graphic form can be accessed at: 
http://www.isb.nhs.uk/docs/appendix-c-wp203-s11-hrg-flowchart-v0-9.pdf 

 
 

Return to List of Appendices 

 

http://www.isb.nhs.uk/docs/appendix-c-wp203-s11-hrg-flowchart-v0-9.pdf
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REGIONAL AUDIT DATA COLLECTION      Appendix 2 
Example of Data Collection for monitoring HDU critical care episodes within a Region 

ƛƴŎƻǊǇƻǊŀǘƛƴƎ ǘƘŜ ΨtŀŜŘƛŀǘǊƛŎ /ǊƛǘƛŎŀƭ /ŀǊŜ aƛƴƛƳǳƳ 5ŀǘŀǎŜǘΩ 
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HDU EPISODES (Pg. 2)    Appendix 2(Continued) 

Example of Data Entry for monitoring HDU critical care episodes within a Region 

ƛƴŎƻǊǇƻǊŀǘƛƴƎ ǘƘŜ ΨtŀŜŘƛŀǘǊƛŎ /ǊƛǘƛŎŀƭ /ŀǊŜ aƛƴƛƳǳƳ 5ŀǘŀǎŜǘΩ 
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ICU EPISODES (PAGE1)    Appendix 2(Continued) 
Example of Data Entry for monitoring ICU critical care episodes within a Region 

ƛƴŎƻǊǇƻǊŀǘƛƴƎ ǘƘŜ ΨtŀŜŘƛŀǘǊƛŎ /ǊƛǘƛŎŀƭ /ŀǊŜ aƛƴƛƳǳƳ 5ŀǘŀǎŜǘΩ 
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ICU EPISODES (PAGE 2)         Appendix 2(Continued) 
Example of Data Entry for monitoring ICU critical care episodes within a Region 

ƛƴŎƻǊǇƻǊŀǘƛƴƎ ǘƘŜ ΨtŀŜŘƛŀǘǊƛŎ /ǊƛǘƛŎŀƭ /ŀǊŜ aƛƴƛƳǳƳ 5ŀǘŀǎŜǘΩ όtнύ 
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Appendix 3  
 

DRUGS & EQUIPMENT FOR RESUSCITATION AND 

STABILISATION AREAS 
 

Immediate Drug Availability 

Adrenaline 1:10,000 

Adenosine 3mg/ml 

Adrenaline 1:1,000 

Aminophylline 25mg/ml 

Amiodarone 50mg/ml 

Amiodarone 50mg/ml 

Antibiotics according to local microbiology protocols   

Atracurium 10mg/ml 

Atropine sulphate Check Label ς variations. 

Calcium Gluconate 10% 100mg/ml 

Chlorphenamine 10mg/ml 

Dextrose 10%   

Diazepam inj. 5 mg/ml 

Dinoprostone (prostaglandin E2) 1microg/ml 

Dobutamine 250mg vials 

Dopamine 40mg/ml 

Flecanide 10mg/ml 

Flumazenil 100mcg/ml 

Frusemide 20mg/ml 

Hydrocortisone inj   

Ketamine 10mg/ml OR 100mg/ml - NB!! 

Lidocaine 1% 10mg/ml 
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Appendix 3(Continued) 

 
 

Lorazepam inj. 4 mg/ml 

Mannitol 10% and 20% 

Midazolam 5mg/ml (Check Label - variations) 

Morphine 10mg/ml 

Naloxone 400mcg/ml 

Nebulisable beta-agonist (salbutamol or terbutaline)  (Various preparations) 

Nebulised Budesonide 250 or 500 microg/ml 

Noradrenaline 2mg/ml 

Paraldehyde 
Neat or dissolved in olive oil. Check 
Label. 

Phenytoin sodium 50mg/ml 

Propofol (inj NOT Infusion) 10mg/ml 

Propranolol 1mg/ml 

Rectal diazepam 5mg and 10mg 

Rocuronium  10mg/ml 

Salbutamol inj. 500 mcg/ml (Check ς variations) 

Sodium Bicarbonate 4.2% and 8.4% 

Sodium Chloride (HYPERTONIC) 3% or 5% (For raised ICP) 

Suxamethonium 100mg/2ml 

Thiopental 
500mg vials powder (mix with 20ml 
water) 

Vecuronium 10mg powder (mix with dextrose 5%) 
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Appendix 3 (continued) 
 

Equipment List for ED, HDU & General ICU 
General Items In ED In HDU/GICU 
 Essential Desirable Essential Desirable 

Dry White board and markers     

Advanced Paediatric Life Support algorithms     

Organized emergency trolley     

Printed drug doses / tape     

Weighing scale     

Heating source (for infant warming)     

Clock     
 

Monitoring Equipment In ED In HD/GICU 
 Essential Desirable Essential Desirable 

ECG monitor & defibrillator 
with paediatric paddles 
0ς400 joules and hard copy capabilities 

    

Pulse oximeter (adult / paediatric probes)     

Noninvasive blood pressure monitoring 
(infant, child, adult cuffs)     

Rectal thermometer probe 
(28ς42ºC)     

Otoscope, ophthalmoscope, stethoscope     

Cardiopulmonary monitor      

Invasive arterial and central venous pressure 
transducers & connections     

Portable capnograph     

Arterial / capillary blood glucose monitor     

Access to blood gas machine     

Access to 12 lead ECG     
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Appendix 3 (continued) 
 

Airway Control/Ventilation Equipment In ED In HDU/GICU 
 Essential Desirable Essential Desirable 

Bag-valve-mask device: paediatric (500 mL) 
& adult (1000 / 2000 mL) with oxygen 
reservoir bags 

    

Infant, child, and adult masks     

Oxygen delivery device with flow meter     

Clear oxygen masks, standard and 
non-rebreathing 
(neonatal, infant, child, adult) 

    

Nasal cannulae (infant, child, adult)     

Oral airways (sizes 0ς5)     

Suction devices-catheters 6ς14 FG Yankauer-tip     

Nasal airways (infant, child, adult)     

Nasogastric tubes (sizes 6-16 fr)     

Laryngoscope handle and blades: 
Macintosh curved 2,3; 
Robertshaw/Seward straight 1,2 

    

Endotracheal tubes + tape for securing: 
uncuffed (2.5-5.5), cuffed (3.0-9.0) 

    

Stylets for endotracheal tubes 
(paediatric, adult) 

    

Lubricant, water soluble     

Magill forceps (various sizes)     

Laryngeal masks (size 0ς3)     

Tracheal guide     

Tracheostomy tubes (Sizes 3-6mm ID)     

Oxygen blender     

Ventilators (capable down to 5 Kg Infant)     

Chest drain set     

Cricoidotomy set     
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Appendix 3 (continued) 
 
 

Vascular Access In ED In HDU/GICU 
 Essential Desirable Essential Desirable 

Butterflies (19ς25 gauge)     

Needles (18ς27 gauge)     
Intraosseous needles     

Catheters for intravenous lines 
(16ς24 gauge) 

    

IV administration sets and extension tubing 
with calibrated chambers 

    

Paediatric infusion pumps     

Syringe drivers     
I.V. fluids     

Lumbar puncture set     
Urinary catheters: Foley 6ς14 Fr     
Fracture immobilisation     
Cervical Collar (hard) Various Sizes     
Head blocks & Tape     
Femur & Pelvic splint     
Extremity splints     
 
 

Return to List of Appendices 
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Appendix 4 
 

KNOWLEDGE & SKILLS REQUIREMENTS FOR NURSES CARING FOR CHILDREN 

IN PAEDIATRIC HIGH DEPENDENCY AND DGH INTENSIVE CARE 

ENVIRONMENTS 
 
Aim: - The objectives and content of any educational programme should be adapted to meet the needs 
of the participants.  Its content & emphasis will vary depending on whether the participants are 
wŜƎƛǎǘŜǊŜŘ /ƘƛƭŘǊŜƴΩǎ bǳǊǎŜǎ ƻǊ wŜƎƛǎǘŜǊŜŘ DŜƴŜǊŀƭ bǳǊǎŜǎ ŀƴd the environment in which they work 
e.g. paediatric high dependency, paediatric ward or general ICU. 
The educational programme is designed to equip nurses (and other members of the team) who might 
care for critically ill children with the knowledge and skills to do this ǎŀŦŜƭȅ ŀƴŘ ŎƻƳǇŜǘŜƴǘƭȅΦ ά/ǊƛǘƛŎŀƭ 
/ŀǊŜέ ŎƻǾŜǊǎ ōƻǘƘ IƛƎƘ 5ŜǇŜƴŘŜƴŎȅ ŀƴŘ ǘƘŜ ƛƴƛǘƛŀǘƛƻƴ ƻŦ LƴǘŜƴǎƛǾŜ /ŀǊŜΦ 
Method: - Students would be expected to build up a portfolio during such a programme with evidence 
of achievement of KSF dimensions. CƭƛƴƛŎŀƭ ŎƻƳǇŜǘŜƴŎȅ ǿƛƭƭ ōŜ ŀǎǎŜǎǎŜŘ ōȅ ƛƴŘƛǾƛŘǳŀƭǎΩ ǿƻǊƪǇƭŀŎŜ 
mentors following assessment during and after the programme. 
 
Programme Objectives that relate to Knowledge Skills Framework (KSF): 

Dimension Programme indicative content 

Communication  Accurate ǾŜǊōŀƭ ǊŜǇƻǊǘƛƴƎ ƻŦ ŀ ŎƘƛƭŘΩǎ ŎƻƴŘƛǘƛƻƴ ǘƻ ƻǘƘŜǊ 
members of the Multidisciplinary Team (MDT) 

 Communicating potentially distressing news to relatives 

Personal and people 
development 

 Identification of own development needs 

 Development of knowledge and skills relating to critical care 

Health, safety and security  Enhanced knowledge of actions during paediatric emergency 
situations 

Service Improvement  Through development of knowledge, improve services for 
critically ill children in own work area 

 Reflection on knowledge and skills gained during the programme 

Quality  The importance of team working when caring for critically ill 
children 

 Increased quality in own work due to new knowledge and skills 

Equality and diversity   Respond to the needs of children with varying chronic or acute 
health issues 

 
Example of how a programme content might link to the specific KSF dimensions: 
HWB2 
Assessment and care 
planning to meet peoples 
health and well being needs 

 Accurate assessment of the child with Critical Care features 
 

 !ōƛƭƛǘȅ ǘƻ Ǉƭŀƴ ŎŀǊŜ ŀǊƻǳƴŘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ŎƘƛƭŘΩǎ ƴŜŜŘǎ 
 

HWB5 
Provision of care to meet 
health and well-being 
needs 

 tǊƻǾƛǎƛƻƴ ƻŦ ƛƴŘƛǾƛŘǳŀƭƛǎŜŘ ŎŀǊŜ ǘƻ ƳŜŜǘ ǘƘŜ ŎƘƛƭŘΩǎ /ǊƛǘƛŎŀƭ /ŀǊŜ 
needs 

 Development of interpersonal and communication skills to 
support and care for children and their relatives. 

IK1: Information processing  Accurate charting of observations and fluid status for children in 
Critical Care 

 Retrieval of patient results such as blood gas analysis 
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Appendix 4 (Continued) 
 

Suggested Programme Learning Outcomes 
 
At the end of the Programme the student should be able to: 

1. wŜŎƻƎƴƛǎŜ ǘƘŜ ŀŎǳǘŜƭȅ ƛƭƭ ŎƘƛƭŘ ŀƴŘ ǊŜƭŀǘŜ ǘƘŜ ŎƘƛƭŘΩǎ ŎƻƴŘƛǘƛƻƴ ǘƻ ŀƴŀǘƻƳƛŎŀƭ ŀƴŘ ǇƘȅǎƛƻƭƻƎƛŎŀƭ 
changes associated with illness. 

2. Demonstrate a comprehensive knowledge of the monitoring required by acutely ill children, and 
relate observations and investigations to anatomical and physiological disturbance. 

3. Recognise life threatening situations and respond appropriately, acting as a team member during 
resuscitation. 

4. Assess, plan, implement and evaluate care for children with high dependency needs, taking into 
consideration family centred care ΩŀƴŘ ǘƘŜ ǇǎȅŎƘƻƭƻƎƛŎŀƭ ŀƴŘ ŜƳƻǘƛƻƴŀƭ ƴŜŜŘǎ ƻŦ ǘƘŜ ŎƘƛƭŘ ŀƴŘ 
ŦŀƳƛƭȅΩ. 

5. Have the ability to communicate to members of the multi-disciplinary team issues relating to the 
care of high dependency children (this includes verbal and written communication). 

6. Demonstrate the knowledge and skills to safely participate in the care of a child requiring intensive 
care for a period of time. 

7. Contribute to the development of high dependency care by utilising evidence based practice. 
 
SYLLABUS OUTLINE: 

Assessment, implementation and evaluation of the care of the acutely ill child 

1. Respiratory management to include assessment, pathophysiology of common paediatric 
respiratory illnesses, management of the child in respiratory distress and the principles of the 
management of the child requiring intubation and mechanical ventilation 

2. Cardiovascular assessment and management.  Including an overview of congenital heart 
disease, the pathophysiology of cardiac dysfunction and the use of vasoactive drugs in acutely 
ill children. 

3. Neurological management to include neurological assessment of the child, pathophysiology of 
neurological dysfunction in children with appropriate therapeutic interventions 

4. Metabolic and renal care to include the assessment and management of the child with acute 
renal failure and Diabetic Ketoacidosis 

5. Pain assessment and management in children. 

6. Assessing, planning and implementing family centred care. 

7. Recognition and implementation of strategies to assist in managing the emotional and 
psychological needs of the child and family. 

8. Relevant death, child protection, legal, ethical and policy issues. 

9. Basic and advanced paediatric life support. 

 
Decision Making and Change Management  

1. Critical evaluation of current practice in light of contemporaneous research with identification 
of changes which should be made to practice. 

2. Identification of ways in which change may be facilitated in clinical areas and the practiǘƛƻƴŜǊΩǎ 
role in the change process. 

Return to List of Appendices 
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Appendix 5  
 

PAEDIATRIC RESUSCITATION TRAINING AND UPDATING 
 
PICS does not endorse any particular Course in preference, whether European Paediatric Life 
{ǳǇǇƻǊǘ όΨ9t[{Ω- ¦Y wŜǎǳǎŎƛǘŀǘƛƻƴ /ƻǳƴŎƛƭύΣ ƻǊ ǘƘŜ !ŘǾŀƴŎŜŘ [ƛŦŜ {ǳǇǇƻǊǘ /ƻǳǊǎŜǎ όΨ!t[{Ω ς 
Advanced Life Support Group), though the undoubted value of such courses is recognised. 
tŀŜŘƛŀǘǊƛŎ wŜǎǳǎŎƛǘŀǘƛƻƴ ǘǊŀƛƴƛƴƎ ǎƘƻǳƭŘ ōŜ ǘŀƛƭƻǊŜŘ ŦƻǊ ƛƴŘƛǾƛŘǳŀƭǎΩ Ŧǳnctions and working 
environment, taking into account existing background knowledge & skills: 
 

STAFF GROUP 
Appropriate Minimum 

Training 

MEDICAL STAFF 

Consultant who may be on call for acute paediatrics, ED, 
ICU/Anaesthesia or PICU 

Advanced Life Support 

ST3-8 in acute paediatrics, ED, ICU/Anaesthesia or PICU Advanced Life Support 

ST1-2 in acute paediatrics, ED or ICU/Anaesthesia 
One day Paediatric Life 

Support  

Medical staff (all grades) caring for children in settings other than 
acute paediatrics and ED 

One day Paediatric Life 
Support 

NURSING STAFF 

Retrieval team  Advanced Life Support 

Nominated Lead Nurse for an area such as HDU/ICU Advanced Life Support 

Senior Nurses on PICU/Theatres & Recovery Advanced Life Support 

Nurses in Paediatrics, ED, ICU or PICU/Theatres & Recovery 
One-day Paediatric Life 

Support 

Health care assistants Basic Life Support  

 

NOTES: 
1. Updates: Basic Life Support should be updated yearly. Advanced Resuscitation skills should be 

refreshed every three/four years. Please also refer to the recommendations of any providing 
agencies. 

2. The expected level of Advanced Life Support training can be met by courses such as APLS or 
EPLS. However, more may be expected from already highly qualified practitioners, so training 
should be tailored to the individual and identified by formal yearly Appraisal. For example, 
Simulation Training & Clinical Attachments may be required 

3. Paediatric Life Support training (Basic or One-day, ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ role) should be 
undertaken within the first 20 days of working with acutely ill children. This training should be 
transferable between posts (and Hospitals). Advanced Life Support should be of at least 8 
hours duration in total and include both lectures in recognition of ill children and practical skills 
training in defibrillation, basic airway management and intraosseous access. Assessment of 
competence should be undertaken and evidence of competence should be documented. 

Return to List of Appendices
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Appendix 6  
 

GUIDELINES ON REFERRAL TO A PICU 
 

¢ƘŜ ŦƻƭƭƻǿƛƴƎ άǇǊƻŎŜŘǳǊŜǎέ ŀǊŜ άŎǊƛǘƛŎŀƭ ŎŀǊŜ ŘŜǇŜƴŘŜƴǘέ ŀƴŘ ǎƘƻǳƭŘ ōŜ ǇŜǊŦƻǊƳŜŘ ƛƴ ŀ 
paediatric critical care environment. 
 

 Endotracheal intubation, 

 Endotracheal Continuous Positive Airway Pressure (endotracheal CPAP) (acute and medium 
term) 

 Artificial/mechanical ventilation (acute and medium term) 

 Continuous invasive cardiovascular monitoring (e.g. central venous or arterial line), 

 Use of antiarrhythmic, inotropic or vasoactive drug infusions,  

 Acute renal support (haemodialysis, haemofiltration, plasmafiltration and peritoneal dialysis),  

 Cardioversion or DC countershock,  

 Acute or external cardiac pacing,  

 Mechanical circulatory support,  

 Intracranial pressure monitoring, 

 Complex intravenous nutrition and drug scheduling,  

 Complex/intravenous anticonvulsant therapy 

 Frequent or pressurised infusions of blood products,  

 Active or forced diuresis,  

 Induced hypothermia,  

 Balloon tamponade of oesophageal varices,  
 Emergency thoraco- or pericardiocentesis. 

 
 

Paediatric intensive care admission is mandatory for patients likely to require advanced 
respiratory support (i.e. acute or medium term mechanical ventilation) but children should 
also be referred to a PICU: 
 

 If it is highly likely that they will need an intensive care dependent procedure. 

 Who have symptoms or evidence of shock, respiratory distress or respiratory depression. 

 Who have the potential to develop airway compromise. 

 Who have an unexplained deteriorating level of consciousness. 

 Who have required resuscitation or who are requiring some form of continuing resuscitation. 

 Who have received a significant injury. 

 After prolonged surgery or any surgical procedure that is medium or high risk or of a specialist 
nature, even if this surgery is elective. 

 Who have potential or actual severe metabolic derangement, fluid or electrolyte imbalance  

 Who have an acute organ (or organ-system) failure. 

 Who have established chronic disease (or organ-system failure) and who experience a severe 
acute clinical deterioration or secondary failure in another organ-system. 

 Who require one to one nursing because of the severity of an acute or acute on chronic illness. 

 

Return to List of Appendices
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Appendix 7 
 

EXAMPLE OF ESSENTIAL REFERRAL INFORMATION 
 

 
 

Patient   Hospital  
Name   Consultant  
D.O.B.   Contact tel  
Age   Contact bleep  
Weight   Patient location  

 
Brief History 
 
 
 
 
 

Diagnosis 
 

Reason for referral 
 

Family Situation/Child Protection concerns 
 

 
Airway Intubated Y N ETT size ETT length 

Breathing 
Spontaneous Assisted Rate 

Fi02 Sa02 PIP PEEP 

 
Circulation 
 

HR BP Cap refill 

Access Volume  
given 

Inotropes 

 
Neurology 
 

 
GCS 

 
Pupils 

 
Scan 

 
 Time       

Blood 
gases 

 pH pCO2 pO2 HCO3 BE Lact 

Haematol.  Hb WBC Plat INR   

Biochem.  Gluc Na K Urea Creat  

  Ca Mg Lactate NH3   

Imaging 
 

 CXR  Other    
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Appendix 8 
 

RETRIEVAL & TRANSFER SAFETY PROTOCOL 
 
 

Breakdown 
 

 In the event of an ambulance breakdown team members should remain in the 
ambulance unless unsafe to do so. 

 Ensure ambulance staff have contacted base to inform them of the breakdown and 
any ensuing problems likely to arise from it.  

 Ambulance staff should be asked to contact the police to divert or stop the traffic. 

 High visibility jackets should be worn if the team member is required to leave the 
ambulance for any reason. 

 
 
Equipment safety 
 

 All retrieval and ambulance equipment should be stowed and securely restrained 
during the transport. 

 All retrieval equipment should be serviced yearly by medical physics and battery 
integrity confirmed. 

 
 

Speed 
 

 Lights and sirens should be used with discretion and mainly to expedite the way 
through busy traffic. 

 The speed limit and traffic lights should be observed unless requested by the team and 
agreed by all members travelling in the ambulance. 

 It may occasionally be appropriate to use lights and sirens on both outbound and 
return journeys. 

 In exceptional circumstances it may be felt appropriate to exceed the speed limit but 
the reason must be stated and agreed upon by all team members.  

 
 
Patient Safety 
 

 The vacuum mattress must be securely strapped to the trolley. 

 ¢ƘŜ ǇŀǘƛŜƴǘ Ƴǳǎǘ ōŜ ǎŜŎǳǊŜƭȅ ǎǘǊŀǇǇŜŘ ƻƴǘƻ ǘƘŜ ΨǾŀŎǳƳŀǘǘǊŜǎǎΩ ƻǊ ƘŀǊƴŜǎǎ ƛŦ ǘƘŜ 
mattress is not being used. 

 CO2 monitoring and waveform must be displayed on all intubated patients. 

 It must be ascertained prior to departure that the oxygen supply is sufficient for the 
needs of the journey. 
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Appendix 8 (Continued) 

 

Parent Safety 
 

 Parents accompanying their child in the ambulance must wear seatbelts at all times. 

 Retrieval & Ambulance Services must make certain that the carriage of parents is 
appropriately insured in case of accident & personal injury. 

 Parents must be told not to follow the ambulance on the return journey. 

 A contact number for parents must be taken prior to departure from the referring 
hospital. 

 Parents must be provided with the PICU telephone number. The PICU will then be able 
to contact the retrieval team on their behalf. 

 
 

Personal Safety 
 

 Full three point seat belts must be worn at all times. 

 If any patient interventions are required the ambulance should be requested to stop. 

 Appropriate footwear should be worn on retrieval 

 High visibility jackets should be carried and worn at night and if for any reason the 
team member has to leave the ambulance. 

 A spare 150cm line with a three-way tap should be flushed through and left accessible 
throughout the ambulance journey. This will enable team members to bolus 
drugs/fluids without removing their seatbelts. 

 If staff have been out for a long period of time they must consider whether they are in 
a fit condition to drive home. A taxi may be provided for team members if it is felt to 
be appropriate. 

 
 
PICS-ATG Group Review Date 2011 

Return to List of Appendices 
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Appendix 9 
 

FACILITIES & SUPPORT FOR FAMILIES OF CRITICALLY ILL CHILDREN  
 
 

This list of recommendations represents the gold standard which should be met in Tertiary 
/ŜƴǘǊŜǎ ŎƻƴǘŀƛƴƛƴƎ tL/¦ǎΦ Ψ!Ŏǘƛƻƴ ŦƻǊ {ƛŎƪ /ƘƛƭŘǊŜƴΩ ƘƻǇŜǎ ǘƘŀǘ ŀƭƭ 5DIǎ ǿƛǘƘ ŀ ŎƘƛƭŘǊŜƴΩǎ ǿŀǊŘ 
and a High Dependency Unit will strive to meet these quality standards as far as possible. 
 
 

Facilities 
 
Overnight facilities should be provided for the parent or carer of each child, to include all of 
the following: 
 

 Somewhere for them to sit away from the ward. 

 A quiet room for use by relatives whose child is critically ill. 

 A kitchen, toilet and washing area together with changing facilities for other young 
children in the family. 

 Provision for breastfeeding mothers. 
 
Parents should not be charged for overnight accommodation. The following choices should be 
offered: 
 

 A foldaway bed or pullout chair bed next to the child. 

 ! ōŜŘ ŀǘ άŘǊŜǎǎƛƴƎ Ǝƻǿƴέ ŘƛǎǘŀƴŎŜ όǎƻ ǘƘŀǘ ǘƘŜ ǇŀǊŜƴǘ Ŏŀƴ ōŜ ŎŀƭƭŜŘ ǉǳƛŎƪƭȅ ōǳǘ Ƙŀǎ ǎƻƳŜ 
ǇǊƛǾŀŎȅ ŀƴŘ ƛǎ ƳƻǊŜ ƭƛƪŜƭȅ ǘƻ ƘŀǾŜ ŀ ƎƻƻŘ ƴƛƎƘǘΩǎ ǎƭŜŜǇύ 

 Accommodation away from the ward. This is particularly useful for specialist units where 
the children have longer stays. Sometimes it is possible for both parents to stay or for 
whole families to come for the weekend when this kind of facility is available. 

 Hostels in specialist centres for parents to stay with their children as a preparation for 
going home, where complex home care is needed. 

 
 

Support 
 
A family care nurse should be appointed who would lead a family support service. He or she 
would act as a link with the family from admission through to discharge from PICU. Liaison 
with the Health Visitor and Community Carers when the child leaves hospital would be an 
important part of this role. 
 
A welcome pack with written information about the unit would be helpful. This should include 
details about ward routine and the location of facilities within the hospital which the parents 
might want to use such as the chapel/prayer room and cafeteria. Some parents will be from a 
long way away and may have particular difficulties. 
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Appendix 9 (Continued) 

 

Children & families from Minority Communities 
 
The need for link workers, advocates and interpreters to facilitate communication, religious 
and cultural understanding between English speaking health care workers and non-English 
speaking users has long been recognised. It is not satisfactory to use untrained interpreters, 
whether relatives, neighbours or friends since interpreting requires a knowledge of two 
languages i.e. that of the health professional and that of the patient. Untrained interpreters 
may unwittingly cause distress when they try to save the parents the pain and shock of serious 
information by not telling them the whole truth. Parents should be told about the availability 
of interpreters on admission. 
 
It would be helpful if the hospital could forge links with the local minority ethnic community, 
religious and cultural leaders as well as outreach workers. Staff should be able to provide 
contact with local leaders if parents need this. 
 

Costs 
 
The following points should also be borne in mind: 
 

 Car Parking: Special arrangements should be in place for the parents of children who are 
critically ill. 

 Travel Costs: Transport could be a considerable problem for families when their child is 
admitted to a specialist unit outside their home area. 

 
It is very important that parents are able to stay with their child in hospital and to visit as often 
as possible. Travel costs to visit children in hospital can be a major problem for some families 
and limit how often they can visit. 
 
The NHS Travel Costs Scheme will refund fares of the patient and an escort for a child 
attending hospital where the parents are on Income Support or Family Credit but there are no 
arrangements to cover the cost of visiting. Visiting parents on Income Support can apply to the 
Social Fund but many are refused and offered a loan instead. 
 
Action for Sick Children research has found that many families suffer financial distress as a 
result of visiting. Some funding can be provided by the Health Service within ambulance 
service contracts. Commissioners need to include the cost of visiting in their contracts for 
services with specialist units and arrangements for reimbursement for those in need at the 
hospital. 
 

Catering 
 
Kitchen facilities should enable parents to prepare simple meals to help reduce the expense of 
buying hospital food. This is also more convenient for those with siblings present. Minimum 
provision should include a kettle, microwave, toaster and refrigerator/freezer. 

Return to List of Appendices 
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Appendix 10 
 

PROVISION OF PLAY SERVICES IN HOSPITAL 
 
Children coping with health care and illness express their feelings and needs differently from 
adults, their behaviour may be out of character as they perhaps become withdrawn, lethargic, 
clinging or resistant to treatment. Many sick children, certainly those who are critically ill or 
injured, are not able to play without skilled adult help.  
 
All paediatric staff can use play in their care of the sick child but the trained play specialist is 
able to ensure that appropriate play activities and specialist programmes of care are available 
ǘƻ ƘŜƭǇ ǘƘŜ ŎƘƛƭŘΩǎ ŎŀǊŜ ŀƴŘ ǊŜŎƻǾŜǊȅΦ  
 
Children and young people frequently have fears about what might happen to them in 
hospital. Play can help reduce anxiety, prepare the child for treatment and procedures, or 
provide distraction play during treatment. Children may need post-procedural and 
rehabilitation support when critical illness or injury is sudden. Trained play specialists can offer 
specialist programmes that address the individual needs of these children offering support 
and empowering families to play with children who are critically ill often on intensive care. 
 
The National Service Framework for Children and Young People provides clear guidance on the 
provision of play services throughout the NHS. Many previous publications have endorsed the 
provision of hospital play services. The 2005/06 Health Care Commission Self Assessment 
CǊŀƳŜǿƻǊƪ ŦƻǊ /ƘƛƭŘǊŜƴΩǎ {ŜǊǾƛŎŜǎ ƛƴŎƭǳŘŜǎ ŎǊƛǘŜǊƛŀ ŦƻǊ ŀǳŘƛǘƛƴƎ ƘƻǎǇƛǘŀƭ Ǉƭŀȅ ǎǇŜŎƛŀƭƛǎǘǎΦ ¢ƘŜ 
United Nations Convention on the Rights of the Child Article 31 states that signatories shall 
άwŜŎƻƎƴƛǎŜ ǘƘŜ ǊƛƎƘǘ ƻŦ ǘƘŜ ŎƘƛƭŘ ǘƻ ǊŜǎǘ ŀƴŘ ƭŜƛǎǳǊŜΣ ǘƻ ŜƴƎŀƎŜ ƛƴ Ǉƭŀȅ ŀƴŘ ǊŜŎǊŜŀǘƛƻƴŀƭ 
activities appropriate to the age of the child and to participate freely in cultural life and the 
ŀǊǘǎΦέ 
 
The development and implementation of a professional play service when health budgets are 
overstretched is often difficult, but should be viewed as vital in meeting the psychological 
needs of the sick child. How play services are managed within a hospital will vary with the size 
of the paediatric department and the budget available. The recommended level of service 
would be a professionally trained play specialist working on every ward and in the emergency 
department with their work coordinated by a play services manager who would hold the play 
specialist diploma and have additional training in staff management. Often this service is 
managed centrally and ward teams and health care professionals will refer children and young 
people with specific needs for support. Play provision on the ward and in the ward playroom 
should be provided by play assistants, trainee play specialists or nursery nurses. In this case, it 
is important that the ward play staff should be given regular training, particularly on the value 
of normalising play, developmental play and assessment and the specific needs of babies, 
adolescents and children with learning disabilities. Play should be available on the ward and 
clinical areas on a daily basis. If nursery nurses are employed on the ward, they should have 
protected time for play and should not be expected to juggle their play role with clinical 
commitments. 
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Appendix 10 (Continued) 

 
Children who are critically ill or injured have specific play and psychological needs that should 
be addressed by specialist programmes of care that are vital in meeting their overall holistic 
needs and their fundamental right to play. 
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Useful addresses 
  
1. National Association of Hospital Play Staff 

NAHPS information Officer 
C/o Coram Family. Coram Community Campus 
49 Mecklenburgh Square. London WC1N 2QA 
www.naphs.org.uk 
 

2. Play Therapy Association 
PO Box 98  
Amersham 
Buckinghamshire 
HP6 5BL 
 

3. Hospital Play Staff Education Trust 
PO Box30 
Bramhall 
Stockport 
SK7 1FR  
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