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Appendix 1

LEVELS QBAREL PATIENTDEPENDENCY
Paediatric Intensive Care Society (Clinically Based)

Level l(incorporating Dept of Health recommendiats, 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 id#aand awaiting transfer to a general ward,
the child undergoing close pasperative observation with ECG and pulse oximetry and receiving
oxygen. Children requiring long term chronic ventilation (with tracheostomy) are included in this
category, as ar€PAP and neimvasive 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 supsas)below.

2. Patients equiring 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. Postoperative patients who need close moniiag for more than a few hours.

Specific single organ support requiring high dependency care:
1 Basic Respiratory Monitoring and Support

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

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

c. The need for physiotherapy to clear secretions at leasb@rly, 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
ventlation.

e. The need for CPAP or namvasive ventilation.

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



Appendix (Continued)

2 Circulatory Support

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

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, pestirgical 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, sufficigorejudice 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 patienatio of 1:1

The child requiring continuous nursing supervision who is usually receiving advanced respiratory
support, i.e intubated and ventilateor receiving BiPAP

Also the unstable nointubated child, for example some cases with acute upper airwagration
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 timd® 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 nursedlick cu

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 reneéreetd therapy.



Appendix (Continued)

Health Care Resource Groups
(Department of Health- Accounting Based)

HRG1¢ High Dependency (HD1)

HRGZ; High Dependency Adv (HD2)
HRGZ; Intensive Care Basic (IC1)

HRG4; Intensive Care Basic Enhancd@2)
HRGX; Intensive Care Advanced (IC3)
HRGE&; Intensive Care Adv Enhanced (IC4)
HRGT Intensive Caregf 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-s1lhrg-flowchart-v0-9.pdf

Return toList of Appendices
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REGIONAAUDITDATACOLLECTION

Example of Data Clalction for monitoring HDUcritical care episodes within a Region

AYO2NLI2 NI GAy3

G§KS Wt SRAFGNRO

AUDIT FORM FOR WARD/HDU BASED PAEDIATRIC PATIENTS
[incorporating Paediatric Critical Care Minimum Dataset]

*PLEASE ENTER* 16 digit unique PATIENT IDENTIFIER

HEEEEEEEEEEEEEEE GENDER

Fgrm cannat be processed Hnﬂﬂss this section is completed
17 3 letters of first namg, 1° 3 letiers of surname, Date of
Birth in & digit format, 1™ part of post code eg:
JOHSMID30995GL2- (Enter a dash -Jr'rf box is blank)

*DO NOT AFFIX PATIENT STICKERS®

Appendix 2

I NAGAOI ¢

Hospital Number

SWACIC STUDY No

[Office use only)

SPECIALITY OF CONSULTANT ..o iniimcies . ADMISSION TYPE: EMERGEMNCY I:ELEGTI‘-.-'E I:'

ADMITTED FROM HOME [] GP [ ]OPD [ |A&E [ |HDU [ | THEATRE

[l

ITUFICU DASEEEEM ENT AREAOF WARD | |waRD | NAMEOFWARD . ..
IF FROM ANOTHER HOSPITAL, ENTER OTHER HOSPITAL NAME+WARD AREA ......o.ooooooiveieeieiecee

INCOMING TRANSFER TEAM:  DGH team |:| SPECIALIST TEAM |:|

Intervention and diagnostic criteria
[Complete adjacent boxes for all applicable criteria)

09 Supplemental cxygen Therapy

73 Continuous Pulse Oximetry

59 Severe Agthma requiring intravenous bronchodilator, or continuous nebulisers

57 Upper ainvay obstruction requiring nebulised adrenaling

28 Apnoea requiring intervention in past 24 hrs (>3 stimulation or bag-mask)

85 Masopharyngeal* or Guedal® airway

52 Invasive Wentilation via tracheostomy

51 Invasive Ventilation via endotracheal tube

53 Mon invasive ventilation 7 CPAP [ BIPAP

50 | Confinuous ECG monitoring

20 Cardiac arrhythmia — excluding sinug bradycardiaftachycardia

a7 >10 mlikg volume bolus at any time

63 >80 mils‘kg volume boluses in 24 hours

06 Continuous vasoactive infusion

62 | CVP monitoring

60 | Arterial monitoring

68 ICP manitoring

s12] Intraventricular catheter or external ventricular drain

70 DKA requiring confinuous insulin infusion

i Intravenous thrombolysis ((PA, sireptokinase)

11 Surfactant administiration

61 Temporary pacing

64 CPRin last 24 hrs

B6 | Haemadialysis* 05 Peritoneal dialysis* 22/ Haemaofiltration* 67| Plasmafiltration®

04 Exchange trangfusion

22 Burns =10%

17 Glasgow Coma Score < 12

18 Acute Renal Failure ie Urine cutput <1mlfkg/hour for =5 hours

18 Prolonged (eq: = 20 minutes) or recurrent convulsions

16 Meningococcal Septicaegmia (Clinically diagnosed)

15 Bacterial Meningitis (Proven or suspected)

24 Pre or post-operative patients following complex surgery (eg: spinal or multi
trauma) and'or requiring complex fluid fanalgesia management.

25 The patient with infractable pain eg: acute pancreatitis or oncological conditicns

23 Poisoning/substance misuse with the POTEMTIAL for significant problems

74 Isolation in a side room

/

NI



HDUEPISODESg. 2) Appendix Zontinued)

Example of Data Entry for monitoringl D Ucritical care episodes within a Region
AYO2NLIEZ2NI GAy3 GKS Wt SRAFGNRO / NRGAOI

DIAGHOSTIC DETAILS

Co=morbidiby ... e
Operative procedure (Enter detail and date) ... e

Imvestigations (O T, IR AT L e et
DISCHARGE INFORMATION

Was thers a delay in discharge? NO D YES |:| ITYES, why?
If requested, was ICU admission pefused? YES I:' [ [#] |:| MNiA I:l

=T PO PP PRSPPI
DATEITIME of Discharge ............ T, Feiiiiiee vemreeis ceaned Hirs
DIAGHNDSIS OM DISCHARGE ..o e et e et a e ana e
D T T BN ..o o 0 0 .00 8 88 LB KL B AR LB L8 68 £ 4 BRI BB B AR RS E28
Was the patieni's condifion discussed with BCH PICU af any tima? YES D NOD I:'

TRAWNSFER DETAILS - please complete if child is transferred to another hospital

Transterrad by your hospilal leam? YES D NO D Retrieval by BCH PICU? YES D NOD D

Retrieval by other team? YES | | NO[ | Mame of other PICU retrieval team _.........coccoverernn.
If ¥ES, was this because:

BCH FICU full? |:| BCH PICU team unavailable? |:| BCH PICU team nol requested? |:|
OHREE FEESEN .. e na e

OUTCOME: ALWEE DIED |:| Enter date and fime of death... .../ ... .........¢"s

Mode of Death: Treatmeant Withdrawn l:l Treatment Limifed |:| Failed CPR I:l
Was thera a "Do not Resuscitate” order in place for this patienl? YES I:' NO I:'
Please indicate if any of the fallowing were performed:

Brain Stem Death || Tissue/Organ Donation? | |  PostMortem? | |

*** To be signed by a Clinician to verify the patient required high dependency care (form will not be
processed unless this section has been signed)
SIONE Lo e e ae Date ... | PO | P

Please ensure that ALL SECTIONS of the form have been completed before return and complete a
new form for each admission episode.
*DO NOT SEND WITH PATIENT NOTES*
THANK ¥OU FOR YOUR HELPF AND CO-DPERATION.
Please return all COMPLETED forms to: Carol Maskrey = Regional PICU Audit Co-ordinator, PICU
Consultants Office, Royal Hogpital for Children, C/0 No 2 5t Michael's Hill, Bristol. BS2 88.J.
Tel: DDI 0117 342 8343 Mobile: 0771 569 1120 Fas: 0117 342 8510 email: carol maskreyiubhtnhs uk

/

NI



|CUEPISODHEAGH) Appendix Zontinued)

Example of Data Entry for monitorintfCUcritical care episodes within a Region
AYO2NLIR2 NI GAy3a GKS Wt SRAFGNRO / NRGAOI €

AUDIT FORM FOR INTENSIVE CARE BASED PAEDIATRIC PATIENTS

*PLEASE ENTER* 16 digit unigue PATIENT IDENTIFIER Hospital Number I I
Farm cannof be proceseed unisss this section iz completed
STUDY No | |
HENEEEREEEEEEEEN ' (Office use anly)
1" 3 letters of finst name, 17 2 letters of surname, Dete of
Blrth in & digit format, 1* part of post code eg: |:| MALE |:| FEMALE
JOHSMIDZDEREGL2- (Entar a dash (-) if box s blank)
*DO NOT AFFIX PATIENT STICKERS®
MAME OF HOSPITAL: DATETIME OF UNIT ADMISSION: P :_HRS

SPECIALITY OF CONSULTANT
apmirreo From: vome | op [ oeo || mse [ | meurrou [ ]| Paediamcrou [

THEATRE D MU/RICU D WARD D WARD MAME __ OTHER HOSPITAL |:|
IF TRANSFERRED FROM ANOTHER HOSPITAL, ENTER NAME+WARD AREA OF OTHER
HOGPITAL ...coico00icamesmsnasnnannnnnas WARID AREA - coccosciniininisssssmmassesss samanimins

TRAMSFERRING TEAM: DGH team D SPECIALIST team D

PAEDIATRIC INDEX OF MORTALITY (PIM + PIM 2) DATA

‘Was the child a BOOKED admission after elective surgery, or admission for procedure e.g. insertion of a | |
cantral ine. YES/ING

If the child has ane of these UNDERLYING CONDITIONS Plaase anter the FIRST value of @ach varable measurad
please TICK the approoaate box within ONE HOUR of contact with 10U doctor
NGH_E Pupil responsa =3mm both fixed = 1
Cardiac Arrest OUT of hospital. Otnesiunknown = 0
Cardiac Arrest IN hospital, Base excess in arterialicaplllaryvenous
Severe combined immune deficlency. blood {include + or - sign]
Pad2 (Arterial sample only)
Leukaamia/lympnoma after complebon of 17 induction kPa or mmHg
Spontansous carsbral haemorhage from aneurysm ar FIOZ or 02 flow in bres &t time of P02
AV mefarmation. semple above
METHOD of O2 delivery
Cardiomyopathy or myacenditis Mesopharyngeal ainaay

Fece mask with reservoir bag

Hypopiaatic laft heart syndrome, <1 maonth reguiring Hesal canmuae or faca mash

Moreooed. Head box
["HiIV ar AIDS infection Endatrachesl tue
Tracheostomy
| Inkam armor In metsbollam | SYSTOLIC blond pressure in mmHg
ki CPAF &t any time? YES
Severs developmental delay Mesal [ ] Facial [] Fronged [ INOD
A neurodeqenerative discrder Mechanical ventilation at any time in FIRST | YES
Ex —premature baby < 3240 HOUR INOD

DIAGNOSTIC DETAILS
P Ery OB e e et e

BNy A s . e e
OPETANIVE PROCEOLITE L. oottt ettt tee e e s et e e e e o oea e n e e oo oae e et se e e e n e e

Lo T
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Example of Data Entry for monitorintfCUcritical care episodes within a Region
AYO2NLIR2 NI GAy3a GKS Wt SRAFGNRO / NRGAOI €

Pleasa indicate below if any of the following interventions were carried out

Start date Finish date
& tima & tima
Continuous pulse-oximelry
Intravenous branchodilator or conlinuous nebuliser
Apnosa reguiring intervention in past 24 hrs [=3 stimulation or bag rmask]
Nebulised adrenaling
Invasive machanical ventilation
Continuaus CVP manitoring
Continuous artarial line manitaring
Vasoactive infusion [inotropes] ..o [enter numbsar}
=B0 milikg in 24 hours velume boluses
CPRin he last 24 hours
Inhaled Mitric Oxide
Cardiac pacing
Intravenous thrombalysis
DEA requiring continuous infusion of insulin
Haemofiltration® Haemodialysis® Plasmafiltration® Peritoneal Dialysis®
Exchange transfusion
ICP menitoring
BIUITES ..o lenier % BEA]
Isalation in a side room

* Please circle all that apply

DISCHARGE INFORMATION

Waa there a delay in ITU discharge? YES I:l NO I:l
WS, WhYT e

DeteTime of Discharge ... y I foviee o hre DIAGNOSIS ON DISCHARGE ...

Discharge DESTINATION

Was the patient discussed with BCH PICU at any time?  YES D N D
TRANSFER DETAILS — please complete if child Is transferred to another hospital
Transferrad by your hospital teem? YES D NO |:| Retrieval by BCH PICU? YES |:| NO D

Retrieval by other teem? YES I:' L [o] I:' Mame of other PICU redrieval team ...
if ¥ES, wes this because:

BCHPMCURM? | | BCHPICUteamunavalatie? | | BOCH PICU team not requested? | |

OUTCOME: ALIVE I:l DIED I:l Enter date and time of death... .00 ... _hrs
Mode of Death: Treatment Withdrawn D Treatment Limited D Failed GPR D

‘Was there a “Do not Resuscitate” order in place for this petient? YES I:‘ NO I:‘

Please Indicate if any of the folowing were parformed:

Brain Stem Death D Tissus!Organ Donation? D Post Mortern? D

*** To be signed by a Clinician to verify the patient required high dependencyfintensive care
(form will not be processed unless this section has been signed)
SN oo Date ... | SO | PO

Please ensure that ail sections of the farm have been completed before return and complete @ new form for each
admission eplsods”
*0DO NOT SEND THIS FORM WITH PATIENT NOTES™
*THANK YOLU FOR YOUR HELP AND CO-OPERATION®

Please return all COMPLETED forms to: Carol Maskrey — Reglonal PICU Audit Co-ordinator, PICU Consultants

Office, Royal Hospital for Children, G/O Mo 2 5t Michael's Hill, Bristal. BS2 8BJ.
Tal: [0 N7 342 A4 Maokdla: 0771 560 1120 Faees M1117 342 8590 amall- raesd maskrawfiuhht nhe ok




Appendix 3

DRUGS: EQUIPMENT FORESUSCITATION AND
STABLISATIOMREAS

Immediate Drug Availability

Adrenaline 1:10,000
Adenosine 3mg/ml
Adrenaline 1:1,000
Aminophylline 25mg/ml
Amiodarone 50mg/mi
Amiodarone 50mg/mi

Antibiotics according to local microbiology protocols

Atracurium 10mg/mi

Atropine suphate Check Labe] variations.
Calcium Gluconate 10% 100mg/ml
Chlorphenamine 10mg/mi

Dextrose 10%

Diazepam inj. 5 mg/ml
Dinoprostone(prostaglandin ) Imicrogml
Dobutamine 250mg vials
Dopamine 40mg/ml
Flecanide 10mg/mi
Flumazenil 100mcg/ml
Frusemide 20mg/mi

Hydrocortisone inj

Ketamine 10mg/ml OR 100mg/miINB!!

Lidocaine 1% 10mg/mi

11



Appe nd iXS(Continued)

Lorazepam in;.

4 mg/ml

Mannitol 10% and 20%

Midazolam 5mg/ml (Check Labelvariations)
Morphine 10mg/mi

Naloxone 400mcg/ml

Nehulisable betaagonist (salbutamol or terbutaline)

(Various preparations)

Nebulised Budesonide 250 or 500 microg/ml
Noradrenaline 2mg/ml

Paraldehyde Taeséf)r dissolved in olive oil. Check
Phenytoin sodium 50mg/ml

Propofol (inj NOT Infusion) 10mgml

Propranolol Img/ml

Rectal diazepam

5mg and 10mg

Rocuronium

10mg/ml

Salbutamol inj.

500 mcg/ml (Check variations)

Sodium Bicarbonate

4.2% and 8.4%

Sodium Chloride (HYPERTONIC)

3% or 5% (For raised ICP)

Suxamethonium 100mg/2mi

Thiopental 500mgvials powder (mix with 20ml
water)

Vecuronium 10mg powder (mix with dextrose 5%)

12




Appendix Jcontinued)

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 Degrable Essential Desirable

ECG monitor & defibrillator
with paediatric paddles ) °
0¢400 joules and hard copy capabilities

Pulse oximeter (adult / paediatric probes) ° °

Noninvasive blood pressure monitoring

(infant, child, adult cuffs) ¢ °
Rectd thermometer probe

(28¢42°C) ¢ ¢
Otoscope, ophthalmoscope, stethoscope ° °
Cardiopulmonary monitor ° °
Invasive arterial and central venous pressure

transducers & connections ¢ °
Portable capnograph ° °
Arterial / capillary blood glucoseanitor ) °
Access to blood gas machine ° °

Access to 12 lead ECG o °

13
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Airway Control/Ventilation Equipment In ED In HDU/GICU
Essential Desirable Essential Desirable
Bagvalvemask 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 (sizex:B) ° °
Suction devicesatheters €14 FG Yankauip ° °
Nasal airways (infant, child, adult) ° °
Nasogastric tubes (sizesl6 fr) ° °
Laryngoscope handle and blades: ° °

Macintosh curved 2,3;
Robertshaw/Seward strght 1,2

Endotracheal tubes + tape for securing: ° °

uncuffed (2.55.5), cuffed (3.6.0)

Stylets for endotracheal tubes ° °
(paediatric, adult)

Lubricant, water soluble ° °

Maygill forceps (various sizes) ° °
Laryngeal masks (size3) ° °
Tracheal guide ° °
Tracheostomy tubes (Size5681m ID) ° °
Oxygen blender ° °
Ventilators (capable down to 5 Kg Infant) ° °

Chest drain set ° °

Cricoidotomy set ° °

14
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Vascular Access In ED In HDU/GICU
Essenitl Desirable Essential Desirable

Butterflies (1225 gauge) ° °

Needles (1827 gauge) ° °

Intraosseous needles ® °

Catheters for intravenous lines ® °

(16¢24 gauge)

IV administration sets and extension tubing ® ®

with calibrated chambers

Paediatric infusion pumps ® ®

Syringe drivers ® ®

[.V. fluids ° Y

Lumbar puncture set ° °

Urinary catheters: Foleyc@4 Fr ® ®

Fracture immobilisation ° °

Cervical Collar (hard) Various Sizes ° °

Head blocks & Tape ® ®

Femur & Pelvisplint ® ®

Extremity splints ° °

Return toList of Appendices
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Appendix 4

KNOWLEDG& XKILLRREQUIREMENTS FNBRSES CARING KBR.DREN
IN PAEDIATRIEIGHDEPENDENCY ARG HNTENSIVEARE
ENVIRONMENTS

Aim: - The objectives and content of any educational programme should be adapted to meet the needs

of the participants.Its content & emphasiill vary depending on whether the participants are
WSIAAUGSNBR / KAf RNBY QA b dzNH tBeienviodientr3avhich th&/NBIR DSy S N.
e.g. paediatric high dependency, paediatric ward or general ICU.

The educational programmis designedo equip nurses (and other members of the team) who might

care forcritically illchildren with the knowledge and #ls todo thisa  FSf & Ty R 02 YLISGSyif
/| NBé¢ O20SNE 020K | A3IK 5SLISYRSyOe FyR (G4KS AYyAGAL
Method: - Students would be expected to build up a portfolio during such a programme with evidence

of achievement of KSF dimensions. Cy A OF f O2Y LSSy Oe gAftf 06S laasSaa:
mentors following assessmedtring and aftethe programme

ProgrammeObijectives that relate to Knowledge Skills Framework (KSF):
Dimension Programme indicative content
Communication e Accurate@ SNB I f NBLIZ2NIAYy3I 2F | OF
members of the Multidisciplinary Team (MDT)
e Communicating potentially distressing news to relatives

Personal and people ¢ Identification of own development needs

development o Development of knowledge and dkitelating to critical care

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

Service Improvement e Through development of knowledge, improve services for

critically ill children in own work area
o Reflection @ knowledge and skills gained during the programn

Quality e The importance of team working when caring for critically|
children
e Increased quality in own work due to new knowledge and skill
Equality and diversity e Respond to the needs of children witarying chronic or acute

health issues

Example of howa programmecontent might link to the specific KSF dimensians
HWB2 e Accurate assessment of the child with Critical Care feature
Assessment and care
planning to meet peoples
health and well being needs

loAfAGe G2 LIly OFNB I NRdzyR

HWB5 e tNRPOAAAZ2Y 2F AYRAODGARIZ f A44SR
Provision of care to meet needs

health and weltbeing e Development of interpersonal and communication skills to
needs suppat and care for children and their relatives.

IK1: Information processing e Accurate charting of observations and fluid status for children

Critical Care
e Retrieval of patient results such as blood gas analysis

16



Appendix 4Continued)

SuggestedProgramne Learning Outcomes

At the end of theProgrammethe student should be able to:

1.

2.

6.

7.

wSO023yArasS GKS | O0dziSte Attt OKAfR YR NBtFIGS (GKS

changes associated with illness.
Demonstrate a comprehensive knowledge of themtoring required by acutely ill children, and
relate observations and investigations to anatomical and physiological disturbance.

Recognise life threatening situations and respond appropriately, acting as a team member during
resuscitation.
Assess, planmplement and evaluate care for children with high dependency needs, taking into
consideration family centred ca®F Yy R G KS LJA@ OK2f 23AO0Ft FyR SY2(A2
TIFEYAT eQ
Have the ability to communicate to members of the mdigciplinary t@am issues relating to the
care of high dependency children (this includes verbal and written communication).

Demonstrate the knowledge and skills to safely participate in the care of a child requiring intensive
care for a period of time.
Contribute to thedevelopment of high dependency care by utilising evidence based practice.

SYLLABUS OUTLINE

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

1.

Respirabry 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

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.

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

Metabolic and renal care to include the assessment and management of the child with acute

renal failure and Diabetic Ketoacidosis
Pain assessment and management in children.

Assessing, planning and implementing family centred care.

Recognition and implementation of strategies to assist in managing the emotional and

psychological needs of the child and family.

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

Basic and advanced paediatric life support.

Decision Makingand Change Management

1.

Critical evaluation of current practice in light of contemporaneous research with identification

of changes which should be made to practice

Identification of ways in which change may be facilitated in clinical areas and theipfagtiy’ S NI &

role in the change process

Return toList of Appendices
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Appendix 5

PAEDIATRIBESUSCITATIARAINING ANDIPDATING

PICS does not endorse any particular Course in preference, whether European Pdatkatric

{ dzLJLJ2 NJH! Y WeS d dzOA G G A2y

[ 2dzy OAf 00X 2N CiKS ! ROI

Advanced Life Support Group), though the undoubted value of such courses is recognised.

tF SRAFGNARO wSadzaOAGl GA2Y

i NJ Acyiohsyadd warkirtydzf R 0 S |

environment, taking into account existing background knowledge & skills:

STAFFGROUP

Appropriate Minimum
Training

MEDICAL STAFF

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

Advanced Life Suppor

ST38 in acute paediatrics, ED, ICU/Anaesthesia or PICU

Advanced Life Support

ST212 in acute paediatrics, ED or ICU/Anaesthesia

One day Paediatric Lif¢
Support

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

One day Paediatric Lif¢
Support

NURSING STAFF

Retrieval team

Advanced Life Suppor

Nominated Lead Nurse for an area such as HDU/ICU

Advanced Life Suppor

Senior Nurses on PICU/Theatres & Recovery

Advanced Life Suppor

Nurses in Paediatrics, ED, I@PICU/Theatres & Recovery

Oneday Paediatric Life
Support

Health care assistants

Basic Life Support

NOTES
1.

UpdatesBasic Life Support should be updated yearly. Advanced Resuscitation skills should be
refreshed every three/four years. Please als@rdb the recommendations ainy providing

agencies.

The expected levealf Advanced Life Support trainiegnbe met by courses such as APLS or
EPLS. Howevanore may be expected from already highly qualified practitioners, so training
shouldbe tailoredto the individual anddentified by formal yearly Appraisdor example,

Simulation Training & Clinical Attachments may be required
Paediatric Life Support training (Basic or @iag,; OO2 NRA y 3

0 2rold) $h8uldbe/ RA A R

undertaken within the fist 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 prastdks
training in defibrillation, basic airway management and intraosseous access. Assessment of
competence should be undertaken and evidence of competence should be documented.

Return toList of Appendices
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Apperdix 6

(QUIDELINES AREFERRAL TAPACU

CKS F2tft26Ay3 GLINRPOSRdAzNBEAE | NBE GONRGAOIT OF NJ
paediatric critical care environment.

e Endotracheal intubation,

e Endotracheal Continuous Positive Airway Pressure (endotrachi®@P)X(acute and medium
term)

¢ Artificial/mechanical ventilation (acute and medium term)

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

e Use of antiarrhythmic, inotropic or vasoactive drug infusions,

e Acute renal supporthaemodialysis, haemofiltration, plasmafiltration and peritoneal dialysis),

e Cardioversion or DC countershock,

e Acute or external cardiac pacing,

e Mechanical circulatory support,

¢ Intracranial pressure monitoring,

e Complex intravenous nutrition and drugheduling,

o Complex/intravenous anticonvulsant therapy

e Frequent or pressurised infusions of blood products,

e Active or forced diuresis,

¢ Induced hypothermia,

¢ Balloon tamponade of oesophageal varices,

e Emergency thoracmr pericardiocentesis.

Paediatriantensive 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:

e Ifitis highly likely that they will need an intensiveecdependent 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 resuscitath or who are requiring some form of continuing resuscitation.

e Who have received a significant injury.

e 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 potetial or actual severe metabolic derangement, fluid or electrolyte imbalance

¢ \Who have an acute organ (or orgapstem) failure.

e Who have established chronic disease (or orggsiem failure) and who experience a severe
acute clinical deterioration or secdary failure in another orgagystem.

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

Return toList of Appendices
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Appendix 7

EXAMPLE OESSENTIAREFERRANFORMATDN

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
. Spontaneous Assisted Rate
Breathing -
Fi02 Sa02 PIP PEEP
HR BP Cap refill
Circulation Access Volume Inotropes
given
Neurology GCS Pupils Scan
Time
Blood pH pCO2 p0O2 HCO3 BE Lact
gases
Haematol. Hb WBC Plat INR
Biochem. Gluc Na K Urea Creat
Ca Mg Lactate NH;
Imaging CXR Other
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Appendix 8

RETRIEVAR TRANSFEBAFETYROTOCOL

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.

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

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

Equipment saféy

¢ 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

e Lights and sirens should be used witeadetion and mainly to expedite the way
through busy traffic.

e 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 anénsiron both outbound and
return journeys.

® |n 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

e The vacuum mattress must be securely strappethe trolley.

e ¢KS LI GASY(d Ydzald 0S aSOdzaNBfe adNILIISR 2y
mattress is not being used.

¢ CQ monitoring and waveform must be displayed on all intubated patients.

e [t must be ascertained prior to departure that the oxygeipgly is sufficient for the
needs of the journey.
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Appendix8 (Continued)

Parent Safety

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

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

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

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

e Parents must be provided with tHelCUelephonenumber. ThePICUwill then be able
to contact the retrieval team on their behalf.

Personal Safety

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

¢ [f any patient interventions are required the ambulance should be requested to stop.

e Appropriate footwear should be worn on retrieval

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

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

o |[f 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 mége provided for team members if it is felt to
be appropriate.

PICSATG Group Review Date 2011
Return toList of Appendices
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Appendix 9

FACILITIE& SUPPORT FOR FAMIIOESRITICALUYLCHILDREN

This list ofecommendations represents the gold standard which should be met in Tertiary
/| SYiNBa O2ydGlrAyAy3d tL/'aod W OGA2y FT2N { A01 [
and a High Dependency Unit will strive to meet these quality standards as fassiblpo

Facilities

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

e Somewhere for them to sit away from the ward.

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

e A kitchentoilet 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 opullout chair bed next to the child.
e ! O0SR U GRNBaaAy3a 3I2gyeée RAAGEYOS 6a2 i
LINKR @ O YR Aa Y2NB ftA1Stfe (2 KIFI@S | 32
e Accommodation away from the ward. This is particularly useful for sp&aialits 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.
e Hostels in specialist centres for parents to stay with their childsea preparation for
going home, where complex home care is needed.

KI @
2R Y

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 PICiorLiai

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 locati 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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Appendix9 (Continued)

Children & families from Minoriy Communities

The need for link workers, advocates and interpreters to facilitate communication, religious
and cultural understanding between English speaking health care workers argngish
speaking users has long been recognised. It is not satsyaitt use untrained interpreters,
whether relatives, neighbours or friends since interpreting requires a knowledge of two
languages i.e. that of the health professional and thiathe patient. Untrained interpreters

may unwittingly cause distress wherethtry 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 milycethnic 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:

e Car ParkingSpecial arrangemestshould be in place for the parents of children who are
critically ill.

e Travel CostsTransport 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 arable 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 thenpatiel 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 arfteoed 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 inclugedost 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
buyinghospital food. This is also more convenient for those with siblings present. Minimum
provision should include a kettle, microwave, toaster and refrigerator/freezer.

Return toList of Appendices
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Appendix 10

PROVIEON OFPLAYSERVICES NOSPITAL

Children coping with health care and iliness 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 treatmentMany 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 appropriatplay activities and specialist programmes of care are available
G2 KSftLI 6KS OKAfRQA OFNB YR NBO2OSNEO®

Children and young people frequently have fears about what might happen to them in
hospital. Play can help reduce anxiety, prepare the child for tneat and procedures, or

provide distraction play during treatment. Children may need gostedural and

rehabilitation support when critical illness or injury is sudden. Trained play specialists can offer
specialist programmes that address the individue¢ds 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 servicetitoughout the NHS. Many previous publications have endorsed the
provision of hospital play services. The 2005/06 Health Care Commission Self Assessment

CNI YSG2N] F2N)/ KAfRNByQa {SNBAOSa AyOfdzRSa O
United Nations Convention on the Rights of the Child Article 31 states that signatories shall
GwSO23yAasS (KS NARIKG 2F GKS OKAfR G2 NBadG Iyl
activities appropriate to the age of the child and to participate freely inucaltlife and the

I NI & ¢

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 servicesrasmaged 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 wok 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
peoplewith 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 trainpagticularly 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 nurseryses 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 1 Qcontinued)

Children who are critically ill or injured have specific play and psychologieds 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
NAHP3nformation Officer
C/o Coram Family. Coram Community Campus
49 Mecklenburgh Square. London WC1N 2QA
www.naphs.org.uk

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

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