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Welcome to Critical Care at the RVI! 
This handbook is designed to provide introductory information for new members joining our team. We hope 

you enjoy working with us, and we want you to feel supported and have the opportunity to improve your 

clinical and non-clinical skills. Most of all; have a good time, learn and develop! 

 

We are a multidisciplinary team of friendly and dedicated professionals, continuously striving to deliver the 

highest standards of care for our patients. The team works across 2 adult critical care units (both on level 5). 

Ward 38 is in Leazes Wing (LW) next to Leazes theatres, and ward 18 is in New Victoria Wing (NVW) next to 

NVW theatres. Most senior members of the nursing and medical team work on one unit. Others including 

physios, pharmacists, ICM trainees, trust grade doctors, ACCPs and several consultants rotate between units.  

 

The Perioperative and critical care ‘Anaesthetic’ department (where consultant desks are located) is on level 

5 of the Clinical Resources Building (CRB), between Peacock Hall and New Victoria Wing (NVW).  

This office department is 1 floor down from the level 5 link bridge from NVW. You will need security 

(29200/24893) to give you swipe card access to the Anaesthetic department so you can access the trainees 

facilities and secretaries.   

The departmental secretaries work from Monday to Friday 0730-1530. Their contact details are: 

   

anaesthetics.secretaries@nuth.nhs.uk  (0191) 2824386/2824619/2824387 

        Internal ext: 24386/24387/24619 

The secretarial team is: 

Michelle Brown, Melanie Routledge, Hollie Christie 

 

Educational Supervision - You will be allocated an educational supervisor (ES). The first meeting with your 

Educational Supervisor should take place within 14 days of your start date and is your responsibility to 

organise. Please make contact with your ES as soon as practicable.  

For trainees on the new contract it is important to discuss an individualised work schedule at the first 

meeting with your Educational Supervisor. If you submit an exception report this will be dealt with by your 

educational Supervisor in the first instance. If you have queries about hours of work or new contract 

arrangements then direct them to your supervisor and consider talking to the rota makers or one of the 

faculty tutors so that issues may be resolved effectively.  

 

RVI ICM Faculty tutors     

   

       Dr Lewis Gray     Dr Tom Cairns 
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The Senior Medical Team 

  

NAME DECT Role/Specific interest 

Dr Miriam Baruch 21595 
Regional Advisor (ICM) Co-lead ACCP 

Programme, Trauma sim. FICM/EDIC study 

Dr Anna Batchelor 29982 GIRFT. (Semi-retired).  

Dr Tom Cairns 21884 Faculty Tutor, M+M lead, ICM Sim 

Dr Kaye Cantlay 29980 
Organ donation lead (38),  

ICU follow-up clinic / RACI 

Dr Ian Clement 29813 
Clinical lead 38, Research,  

New unit development 

Dr Jo Clements 23937 
Datix lead,  

Governance and safety ‘look out’ author 

Dr Tom Doris 23922 
Home ventilation, NECTAR,  

Medical students (ICM) 

Dr Alistair Gascoigne 29540 Respiratory medicine 

Dr Lewis Gray 39798 
Faculty tutor, Echo & POCUS,  

FICM/EDIC study 

Dr Chris Johnson 77185 
ICM Sim, Pre-hospital care, Military.  

Major incidents. Residents’ rota (18). 

Dr Phil Laws 21844 
Clinical director quality and patient safety, 

Human factors, systems thinking.  

Dr Huw McConnell 21843 Infection control 18, Audit lead 

Dr Ben Messer 21664 Home ventilation, Echo 

NAME DECT Role/specific interest 
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Dr Barry Paul 29833 
Guidelines lead, Midline lead,  

GDE champion 

Dr Sarah Platt 29451 
Clinical lead 18, Trauma sim, Trauma MDT, 

ICM teaching coordinator 

Dr Vickie Robson 29973 
Residents’ rota (38), MTI programme  

ALS course director 

Dr Jonathon Shelton 29824 Echo, Research, Chair of resus committee 

Dr Alan Sweenie 23916 
Organ donation lead (ward 18).  

Major incident planning.  

Dr Gus Vincent 23906 

Clinical director peri-op, Associate medical 

director for quality and safety. Regional organ 

donation lead.  

  

 

Daily work schedule 

A timetable of scheduled work that occurs on both units is published below. In addition to this – to ensure 

the smooth running of the units, residents should complete the following tasks as part of their daily 

routine: 

 VTE risk assessments on all admissions 

 Endorsement of results on e-record 

 Review pharmacy book  

 Attend cardiac arrests as primary airway responder (38 Leazes wing cardiac arrests, 18 NVW cardiac arrest) 

 Complete ‘saving lives’ documents for all lines, tubes, catheters inserted 

 Admission clerking of patients, drug review and prescribing, admission plans and discussion with senior 

 Regular review of gases, vent settings, infusions, radiology of patients on unit 

 Filing of paperwork you have written. Please do not leave loose papers at the bedside. 
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Timetable of scheduled work  

Time Ward 18 Ward 38 Notes 

Day shift handover start 0800h trainees room 
0830h handover 

room/cons office 

Night residents prepare 

handover sheets please 

Team brief 
0830h HDU board 

(Trauma meeting 0845) 

Straight after handover in 

handover room/cons 

office 

 

Specialty ward round 
Neurosurgical ward round 

0900h   

Microbiology round 1200h cons micro round 1200h cons micro round 
Document plans in notes 

after micro round 

Handover to on-call cons 

team 
1700h onwards 1700h onwards 

Attend handover if 

possible 

Night handover 2000h 2030h 

Day residents to prepare 

handover sheets for night 

team please.  

 

Apps 

There are many useful Apps that can be used daily by everyone with a smartphone working in ICM.  

Two of the most useful resources to download if you haven’t got them already are: 

 

BNF/BNFC The BNF and BNF Children App allows access to all information – but without 

needing to find a book. It is an excellent resource for use in ICM. Search for BNF/BNFC in 

your app store, and download content.  

 

 

RxGuidelines is used by many trusts around the UK. It contains the most up to date trust 

approved antibiotic guidelines, and our critical care guidelines. Search for RxGuidelines in 

your app store, and download content for NUTH microbiology / critical care.  

  

 

 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwidzuLX2pXjAhVQzBoKHfk7CFMQjRx6BAgBEAU&url=http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=2ahUKEwidzuLX2pXjAhVQzBoKHfk7CFMQjRx6BAgBEAU&url=http://rx-guidelines.com/resources.php&psig=AOvVaw2XUZ33jN2EbzAiqWGoiPkZ&ust=1562138801745029&psig=AOvVaw2XUZ33jN2EbzAiqWGoiPkZ&ust=1562138801745029
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=&url=/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=&url=https://apps.apple.com/gb/app/bnf-publications/id1045514038&psig=AOvVaw39pWRg6kZXQDRq9ZIqF-f_&ust=1562138629868615&psig=AOvVaw39pWRg6kZXQDRq9ZIqF-f_&ust=1562138629868615
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Education & Learning 

 

You should attend M+M if you are on shift, if your work pattern is such you cannot attend an M+M meeting 

then please discuss with your Ed Sup or FICM tutor well in advance so a rota swap is organised. You must 

attend at least 1 M+M meeting to satisfy your curriculum requirements.  

 

FFICM / EDIC exam teaching is organised by Dr Miriam Baruch and Dr Lewis Gray. If you need time off for 

study leave, exam leave, or private study – please discuss and bring the appropriate forms for signing to the 

Faculty Tutors or your educational Supervisor. 

Throughout 

the Week 

Small group teaching, bedside teaching, practical skills training, and ICU Simulation is facilitated 

throughout the week, dependent on staffing, workload and trainee needs.  

 

‘Theme of the week’ is incorporated into morning handover with key updates in practice.  

Day Ward 18 Ward 38 Notes 

Monday 

  1400h X-ray meeting 

Handover room 

  

Tuesday 
      

Wednesday 

1st Wed of month M+M 

meeting, 1100h Leazes  Th  

or NVW seminar room 

3rd Wed of month , Clinical 

governance meeting , 1130h 

NVW Th seminar room 

 

Weekly X-ray meeting, 1300h 

ward 18 trainees room 

 

Weekly teaching 1400h, 

location and topic on notice 

board in trainees room, 

mapped to ICM curriculum 

Journal club follows 

1st Wed of month M+M 

meeting, 1100h Leazes  Th or 

NVW  seminar room 

3rd Wed of month ,Clinical 

governance meeting , 1130h 

NVW Th seminar room 

 

 

 

 

Weekly teaching 1400h, 

location and topic on notice 

board by handover room, 

mapped to ICM curriculum 

Journal club follows 

Journal club occurs after the 

trainee teaching at around 

15:30 – 1600Hrs.  

 

Each week a trainee will be 

nominated to critique a 

recent or important journal 

article related to critical care 

or associated medicine / 

surgery.  

 

Thursday 

4th Thursday of month, 

Trauma MDT 17.30hrs (dates 

sometimes change), email Dr 

Platt to be added to 

distribution list 

4th Thursday of month, Trauma 

MDT 17:30hrs (dates 

sometimes change), email Dr 

Platt to be added to distribution 

list 

Trauma cases presented, 

open to all residents,  

meeting is held in pathology 

seminar room Level 3 NVW 

Friday 
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Peri-operative directorate on-call team 
Out of hours work is a big part of critical care – with many emergency admissions occurring out of hours. 

Unlike other specialties, you will find that senior help is readily forthcoming, and that our other colleagues in 

the hospital can be very helpful. Especially at times of increased workload or difficulties.  

Critical care at the RVI is part of the Peri-operative Directorate along with our anaesthesia colleagues and 

theatre staff. Out of daytime hours there is one consultant for each ICU (Ward 38 and Ward 18).  

There are 5 trainees working for Critical Care out of hours. Two residents each in Ward 38 and Ward 18, and 

the ORANGE phone carrier.  

There are 4 anaesthetic trainee on-call slots at the RVI. 1st call, Trauma, PINC, Obstetrics.  

After 1700 hrs, there is a specialist consultant on-call for each of paediatric anaesthesia and obstetric 

anaesthesia.  A single consultant on-call for general anaesthesia (3rd call), and a second consultant 

anaesthestist for trauma theatre until 8pm.  

  

PINC (DECT 29214) 

The PINC phone carrier is a senior anaesthetic registrar working in theatre out-of-hours. They are likely to 

have anaesthetised emergency cases admitted to critical care overnight. They will often be experienced in 

anaesthesia +/- critical care and may be able to offer helpful advice or guidance.  

ORANGE (DECT 29999)  

The ORANGE phone carrier is a senior anaesthetic / ICM trainee out-of-hours. They are your first point of call 

in an emergency in addition to the consultant in critical care. Orange is a busy role and covers many areas 

and assist many junior members of the team. On weekday mornings (and Wednesday PM) an ICM consultant 

carriers the ORANGE phone. In the afternoon senior trainees in critical care will hold the phone, with 

consultant back up from their unit.  

 

ORANGE handover occurs at 08:00hrs daily – in the outreach nurses office (just off main entrance to ward 18) 

Any patients that have been seen outside of critical care 2 or more times in the preceding 24 hours, or 3 

times in the last 72 hours should be reviewed by the daytime consultant.  

This will allow effective communication and escalation plans to be made.  

 

Overview of the ORANGE role: 

Trauma calls - provide experienced first line airway and resuscitation skills working as part of the trauma 

team or ensure an appropriately skilled member of the team can attend if you are attending another 

emergency call. For paediatric trauma or airway calls in resus your senior first point of contact is the 

paediatric anaesthetic consultant on call. PINC attends paediatric trauma calls in working hours. 

All referrals for adult critical care will come to this phone. When holding the ORANGE phone, you should 

delegate referrals to the respective unit’s residents or consultants or attend yourself as appropriate.  Please 

take the call and pass the details on rather than asking the caller to simply call another member of the team, 

you will often need to hear the whole referral to decide the most appropriate person to delegate to. 

Leazes and NVW units will as far as possible accept their own base specialties and wards in their block: 

NVW—trauma, neurosciences, orthopaedics/spinal, infectious diseases, max-fax 
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Leazes - Surgical specialties, obstetrics, burns, inpatient medicine from wards other than EAU 

Acute medical referrals from ED/EAS (emergency assessment suite, medical admissions unit) will be primarily 

discussed between the units on a 24h alternating basis (08:00 to 08:00) and admissions or referrals should be 

directed appropriately. The initial discussion should be with the “medical on-call” unit consultant even if their 

unit is full, on even days of the month it is ward 38 on odd days it is ward 18 consultant to make contact with. 

Difficult access requiring central venous cannulation or a midline can be booked on the emergency lists 

(Neuro pts on Attending list, Trauma pts in Th 32 and others in Leazes Th 6) and done in the anaesthetic 

rooms but will not take priority over emergency operating. Ask the referring team to book the case with the 

theatre coordinator.  

Resuscitation calls - ORANGE will receive all cardiac arrest calls and should always attend paediatric arrest 

calls or ensure one of the team of residents is competent and able to attend if ORANGE is unable to attend.  

For adult arrests the  NVW and Leazes Wing ICU residents are first responders for their geographical hospital 

area. ORANGE receives the calls so that they are aware of what is going on in the hospital and the potential 

for ICU admissions, ORANGE should ensure that one of the residents has been able to attend. 

 

Airway Emergency Team 

The RVI on-call anaesthetic (PINC/ORANGE/OBS) and ICM trainees comprise the “Airway Emergency Team”. 

This system is for you to use to summon immediate assistance for an airway emergency in theatre, ICU or 

Resus or a ward / department. A 2222 call to switchboard saying the words “airway emergency location RVI” 

will call all your on-call trainees colleagues and an anaesthetic nurse/ODP. If you are working with a 

consultant please inform them so they may offer their assistance, consultants are not automatically called.  

There are junior team members on-call for both theatres and ICU and some of the ICU residents do not have 

advanced airway skills. They will use this system to summon immediate help from those of you on the on-call 

rota who have advanced airway skills or are significantly more senior and are more likely to be able to deal 

with the situation. Everyone should respond and on arrival a senior member of the team should assume a 

leadership role. Make an early judgement as to whether a consultant from anaesthesia or ICU should be 

called to help if they are not immediately available. Please complete a datix form for every airway emergency 

call so that audit data can be captured. 

 

Handover 

There is a residents’ handover sheet on the ward 18 and 38 shared drives. You will be given access to the 

shared drive when we have your IT login. Please update this sheet in time to handover at the end of your 

shift and print the sheets out for your colleagues. (Dispose of old papers in confidential waste).  

Verbal handovers should include all relevant PMH, detail key interventions and investigations and provide a 

concise systems summary and then outstanding issues. We aim to complete the entire handover in less than 

30 minutes. 

Handover commences promptly at 08:00am on ward 18 in the trainees room and 08:30am in the 

handover/cons office on ward 38. The evening handover commences at 20:00h on ward 18 and 20:30h on 

ward 38. Ask for feedback on your handovers and collect at least 1 ACAT for handover. 
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Documentation 

Historically we had a critical care admission summary to complete on admission. ‘Clerking’ of patients 

(History, examination, planned investigations, management) were all recorded here. Repeated assessments / 

daily reviews / ward rounds were recorded freehand in the medical notes.  

NUTH has transformed with the Paperlite (Global digital exemplar) process, and now all documentation 

should be on E-record. Excepting blood transfusion – which remains on paper.  

You will receive ‘Paperlite’ training as part of your trust induction process, and we will send you the eRecord 

guides for doctors and intensivists.  To help with understanding of paperlite processes, scan and follow the 

associated YouTube videos from the QR code below. There are several official NUTH videos on Paperlite 

 

 

 

 

 

 

 

 

 

 

 

 

Discharging patients to the ward/home and notifying deaths 

There are separate electronic letters for transfer to NUTH wards, discharge home (or another hospital) and 

death notification. The induction to your base unit will outline how to complete a discharge summary. It is 

imperative the correct letter is chosen for the critical care episode. 

All patients being discharged from critical care to the ward should be handed over by telephone call to the 

receiving medical team.  Please outline any outstanding issues and specific plans or follow up that needs to 

be arranged. If re-escalation plans are in place, these need to be clearly conveyed to the ward team.  

 

Deaths in critical care 

Death is relatively common in critical care and patients are occasionally admitted for end of life care. There is 

a specific form for recording deaths in critical care, and after-death checklists that must be completed.  

Many of the deaths are reported to the Coroner and you should not issue a death certificate to any patient 

without discussing this with a consultant (including the exact cause of death). Please record in the notes what 

you have written on the death certificate. 

Please inform the GP surgery via telephone as soon as possible after death. 

 

Fire 
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Please familiarise yourself with the procedure to be followed in the event of fire in critical care. Locate the 

fire alarm points and fire extinguishers on the unit. There is a file on the unit by the nurses’ station with unit 

specific information.  Horizontal evacuation destination for ward 38 is to Leazes’ recovery and for ward 18 is 

to NVW recovery. Sound the alarm. Assist patients and staff. Do not put yourself in danger.  

 

Blood Transfusion 

Transfusion and elective surgery 

If you are involved with a case which may need transfusion you can check they have a valid G+S sample if the 

2nd sample appears on e-record in transfusion section. You may contact the lab to confirm or if you have 

other specific transfusion queries. Transfusion samples are only valid for 6 weeks, and may have been taken 

prior to this in pre-assessment. 

Obtaining blood products 

Phone the transfusion lab and give patient details and degree of urgency. Obtaining blood products for 

massive haemorrhage is via the “Major Haemorrhage Protocol” trigger. 

Mandatory Training for blood transfusion 

You must complete the LET/Trust on-line transfusion training, including updates. You are also required to 

complete observed practical transfusion competencies every 3 years. If you have not completed these, 

discuss with your educational supervisor who will direct you to the members of the department who are 

designated assessors. 

Major Haemorrhage 

If you need to treat major haemorrhage (MH)  

 Phone Blood Bank on 29249 

 State ‘Activate Major Haemorrhage Protocol’ 

Using these words is important as it starts a lab protocol which provides products in a standard way. The 

technician will ask you for specific patient details. 

 Give Patient’s: MRN, Forename, Surname, Date of Birth, Male/Female,  Location 
 Give a ‘nominated contact person’ name and number for      

 further communication during the Major Haemorrhage. 
 Send Porter for Major Haemorrhage Pack 1 immediately 
 Use Major Haemorrhage Prescription documents delivered in cool box 
 

You must provide the lab with samples in Pink top transfusion tubes initially and on receiving the first MH 

pack. Timing and details are on the protocols.  

Major Haemorrhage Pack Contents: 

First MH pack             4U RBC (O Negative), 4U FFP 

 

Give rapidly. Stand-down MHP 

if not all used.  

Second MH pack     

       

4U RBC, 4U FFP, 2 Platelets Give FFP first 
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Subsequent MH 

packs         

4U RBC, 4U FFP, 1 Platelets, 2 Cryoprecipitate 

 

Give Cryo /FFP first 

The lab will continue to send blood products until you inform them otherwise. 

Please phone the lab to ‘stand down’ the MH protocol when no longer needed and return any unused 

components to the lab immediately. 

 There is a ROTEM in NVW recovery and in obstetrics for point of care coagulation testing. There are 

online training resources for the ROTEM (see card on machine). The NUTH MH protocol is available 

on the intranet. 

 Consultant Haematologists can advise further: call them early for advice. 

Equipment & Drugs 

You should complete “self-certification” documents online for all mechanical devices you may come across at 

the RVI. Your educational supervisor can show you how to complete self-certification online. For most of you 

this includes the ICU ventilators, portable ventilators, oxygen cylinders and infusion pumps. Please do not use 

equipment that you are not familiar with. 

 

Difficult airway equipment 

Airway rescue trolleys (Green trolleys with drawers) are located in: 

 Critical care units 18 and 38 (1 on each ICU and HDU) 

 All theatre suites 

In a “can’t intubate can’t oxygenate” situation follow the Difficult Airway Society guidelines das.uk.com.  

 Early use of OPA / 4 hands ventilation / LMA and CALL FOR HELP 

 Surgical airway via cricothyroidotomy (scalpel, bougie, tube).  

Please familiarise yourself with the difficult airway kit and it’s location. The drawers run in sequence top to 

bottom and match the current DAS guidelines. KEEP IT SIMPLE in an emergency. Give Oxygen. Ventilate. 

 

Defibrillators 

The trust uses biphasic defibrillators with hands-free pads (used for adults and children). The energy for 

defibrillation in adults is 150J. Defibrillators are located in all recovery areas. The ICU defibrillators have 

integral pacing function, the HDU defibrillators do not.  

 

Ultrasound machines 

There are new machines (Sonosite X-Porte, M-Turbo, SII) available on both units and ultrasound should be 

used for all central venous access procedures. There are also curvilinear and cardiac probes.  

We strongly encourage the use of point of care ultrasound (POCUS) for the extension to clinical examination 

that it offers. We co-ordinate and facilitate POCUS training within our department.  

 

Dantrolene 

Dantrolene is used in Malignant Hyperthermia, and can be found in the following locations: 



 12 

  Leazes theatre central drug store cupboard 

  New Victoria Recovery cupboard 

 

Intralipid 

Intralipid is used for LA toxicity and lipid soluble drug overdoses. It can be found in the following locations: 

 Leazes theatre recovery drug cupboard 

 Obstetrics recovery drug cupboard 

 New Victoria Wing  Recovery cupboard 

 

Sugammadex  

Sugammadex is used for reversal of Rocuronium muscle relaxation. It can be found in the following locations: 

Drug cupboard in recovery areas and ED Resus Anaesthesia drug cupboard.  On ward 18 it is in sandwich box 

labelled “Sugammadex” in the ICU airway trolley. In ward 38 it is in the ICU drug cupboard.  

Rocuronium is the preferred muscle relaxant for RSI due to the risk of hyperkalaemia in certain patient 

groups with suxamethonium (burns, immobility, muscle disorders).  Wards 18 and 38 are “sux free units”. 

 

Prescribing 

Prescribing throughout NUTH (including critical care) is done electronically via E-record. Please check and 

double check prescriptions before and after ‘signing’ them electronically. Please only use your own login to 

prescribe medications.  

To avoid recurrent issues that we have had with prescribing: 

1) Please use ICU ordering sets within E-record 

2) Please prescribe the correct STOP date for drugs e.g. antibiotics, and check these regularly 

3) Please avoid duplicate drug dosing. New prescriptions default to set times, and there is a risk of 

duplicate dosing e.g. paracetamol within a sensible timeframe, or an inappropriate delay to next dose 

of medication e.g. antibiotics. Please therefore alter / correct the timing of next dose as appropriate.  

4) Please review and discontinue unnecessary medications when patients are discharged to the ward. 

Failure to do so can result in additional risks to our patients at a time when they are recovering.  

 

There are special critical care pharmacists that can assist with medication enquiries, documented medication 

histories, contacting GP or community pharmacy services etc. They are also very good with prescribing within 

E-record, and recognise all the common errors.  

Incident Reporting 

Our trust uses an electronic reporting system called Datix.  This may be accessed via the homepage on the 

intranet. All incidents including near misses should be reported. Please try and include as much relevant 

information as possible. When you submit an entry, you will get an email receipt. All incidents are 

investigated and themes or specific incidents are anonymised and discussed at the M&M or audit meetings.  

If you need any help or feedback on a form you have submitted, please contact Dr Jo Clements (23937). 
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Needlestick Injuries 

In the event of needlestick or sharps injury, blood splash or bite: 

 Encourage bleeding if broken skin 

 Wash affected area with soap and running water  

 Record details of exposure and donor 

 Inform nurse in charge of clinical area and then report to: 

o Occupational Health, 0800-1700 Mon – Fri, or call for advice if you cannot attend 

immediately: ext 22895 or EAU, RVI, out of hours 

 On call ID team can be contacted for advice on risk assessment, counselling and the need for post-

exposure prophylaxis for high risk patient groups (PEP).  

 Trust DATIX accident/incident record must be completed by the ward/area manager within 24 hours. 

 

Important safety & governance issues: 

Nasogastric feeding tubes 

Please note that we do not routinely use fine bore NG tubes in intubated patients as it is not possible to 

tell whether they can absorb feed.  

Every year there are reports of inadvertent feeding into the lungs. This should not happen. It is imperative 

that there is clear communication and documentation of the tube position. As part of the Saving Lives 

initiative there is an insertion checklist that should be followed. To confirm tube position, pH testing is used 

initially. The pH should be < 5 to confirm position. A chest x-ray is requested when this is not possible, or pH 

is greater than 5. CXR should be studied and NG tube signed off as ‘safe for use’ only when: 

 The chest x-ray view is adequate – upper oesophagus down to 

below the diaphragm  

 The NG tube remains in the midline down to the level of the 

diaphragm 

 The NG tube bisects the carina (T4)  

 The tip of the NG tube is clearly visible and below the 

diaphragm 

If there is any doubt, do not use it and await a second opinion from a senior colleague. If you are happy with 

the position then document this on the bottom of the checklist and inform staff that the tube is safe for use 

for feeding / medicines. 

Some NG tubes are placed for surgical drainage only. These require the above checks prior to use for feeding 

Satisfactory 

position 
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or administration of medications. Otherwise they should be removed.  

 

There are other potential safety problems with NG tubes including pneumothorax. Please check the CXRs 

carefully and have an index of suspicion if the patient’s clinical condition deteriorates after placement of an 

NG tube. 

Please complete the trust online training for NG tubes. They can be accessed via ESR for trust employees. 

LET trainees cannot currently access the ESR system to complete the training. Please complete a DOPS for 

NGT placement and checking position for your portfolio. 

 

DVT Prophylaxis 

Venous thromboembolism is one of the commonest causes of preventable death in hospital. Mechanisms to 

reduce this risk revolve around using mechanical means, pharmacological prophylaxis or a combination of the 

two. There is always a risk benefit judgement to be made regarding the timing of commencing 

pharmacological prophylaxis and this is the reason for the VTE risk assessment tool on e-record.  

We see a lot of patients who are at a high risk of both bleeding and thrombotic complications and our 

practice is to use two means of prophylaxis in all of our patients. As a rough guide TEDs should be used in all 

patients unless contra-indicated. In those patients where there is no contra-indication to LMWH we give it, in 

those that have a contra-indication we use SCDs (Sequential Compression Devices) until it is felt safe to give 

LMWH. The actual decision of when to start LMWH in this high risk group should be made by a senior 

clinician in conjunction the patient’s home team. 

VTE risk assessments should be completed for ALL patients to critical care on admission. Admission to critical 

care is a change in location and upgrade of care so even if it has been done on the ward it needs to be 

completed again. 

  

The Legal Basis of Care & the Mental Capacity Act (MCA) 

Critical illness may be associated with loss of capacity and/or challenging behaviour. Before administering 

care to a patient it is important to consider the legal basis upon which you plan to treat them, in particular 

whether they have capacity to consent to treatment or not. The Mental Capacity Act defines the code of 

practice in this regard.  

Key points 

Every adult has the legal right to make his or her own decisions and must be assumed to have capacity to 

do so unless it is proved otherwise. People have the right to make what others might regard as unwise or 

eccentric decisions. Everyone has their own values, beliefs and preferences which may not be the same as 

those of other people. You cannot treat them as lacking capacity for that reason. A patient with capacity can 

decline treatment(s) and violation of their autonomy is unlawful. 

Any act done for, or any decision made on behalf of a person who lacks capacity must be done, or made, in 

that person’s best interests. One exception to this principle is where a person has made a valid advance 

decision in which case the person’s explicit wishes override any assessment of best interests. However, 
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where such a decision involves the refusal of life sustaining treatment, it must be documented in writing, 

signed and witnessed, with specific and explicit recognition that the decision applies even if life is at risk. 

 

It is good practice to record assessments undertaken in medical records. On a practical level assessment of 

capacity could be incorporated in the critical care unit care plan by documentation of a patient’s consent to 

treatment and completion of MCA1 forms if required. Assessment of capacity should be ongoing and 

reviewed regularly and may be a multi-disciplinary team decision following discussion with all those involved 

in the care process. 

The Use of Restraint Pharmacological & Physical Restraint 
  
Section 6 of the MCA deals specifically with the issue of restraint. The decision to restrain a person who lacks 

capacity will only attract protection from liability if the following two conditions are satisfied.  

i. The person taking action must reasonably believe that restraint is necessary to prevent harm to the person 

who lacks capacity; and  

ii. The amount or type of restraint used and amount of time it lasts must be a proportionate response to the 

likelihood and seriousness of harm.  

  

In the critical care setting, such intervention can take the form of either physical restraints, or more 

commonly, pharmacological interventions in response to challenging behaviour which represents a risk to the 

patient or other individuals. It is important to proceed from a starting point that appreciates that 

inappropriate limitation of an individual’s liberty is unlawful. There are times however when such restraint is 

clinically necessary in order to deliver the treatment which the clinicians have assessed to be in the best 

interests of the patient. In such circumstances restraint may be necessary to prevent harm to the patient 

(because without restraint the treatment cannot be given) and is proportionate (because in the balance 

between the options open to clinicians the benefits of treatment outweigh the dis-benefits of restraint).  

Accordingly if the appropriate processes under the MCA have been followed and documented, the use of 

chemical or physical restraint is lawful under the MCA. However, it is important, before proceeding to the use 

of such restraint, that other options (such as discussion and persuasion) have been tried (or at least 

considered and dismissed as inappropriate based on reasonable and defensible criteria).  

  

Deprivation of Liberty Safeguards (DoLS) 

The purpose of the DoLS is to protect vulnerable people lacking capacity from being arbitrarily deprived of 

their liberty and providing them with a range of safeguards. This should be considered, after discussion with a 

consultant, when a patient who lacks capacity and would physically be able to leave but is being prevented 

from doing so by the use of physical & pharmacological restraint. A DoLS referral can be made via adult 

safeguarding and involves an application for independent assessment for the use of restraint by a designated 

assessor not affiliated to the Trust. 

It is normally not necessary to consider DoLS for adult patients admitted to critical care either as elective 

surgical cases (having consented to treatment), or emergencies (having consented to treatment, or 

treatment ongoing in their best interests).  

However – if someone is deemed to no longer have mental capacity (longer-term), or arrives in hospital with 

a DoLS in place for long – term care. We need to apply for DoLS assessment as NUTH is a new care provider.  
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Infection Prevention and Control in Critical Care 
Infection prevention and control in critical care is paramount to keep our patients safe. 

5 Moments of Hand Hygiene 

We are regularly audited on this, and also conduct peer observation of practice to help everyone achieve the 

highest possible standard. Your practice in hand hygiene matters, and will be observed.  

Personal Protective Equipment (PPE) 

 For all patients, irrespective of isolation requirements, you should wear gloves and an apron every 

time you enter a bed space to deliver any type of hands on care. 

 If you see a visiting member of staff who doesn’t have the correct PPE on, make sure you help them 

and let them know where they can access what they need.  

 Isolation nursing, and barrier nursing are conducted within critical care for staff / patient safety.  

Please check with a senior member of staff on duty what PPE is required for these patients. 

 

Aseptic non touch technique (ANTT) and Saving Lives Documentation 

Patients may come to accidental harm with device related infections. All staff need to be meticulous with 

ANTT technique. Every time you insert a line or device, there is a Saving Lives chart to use as a checklist and 

for you to document the insertion. Please remove all lines / devices that are no longer needed by patients.  

All trainees rotating to critical care will be expected to demonstrate and be assessed in ANTT. Those who 

require it or who fail assessment will be offered additional training. We would like you to be observed 

carrying out ANTT across a range of procedures: 

 

 Blood culture acquisition 

 Arterial or central line placement 

 Peripheral cannulation 

 

The minimum requirement for the Trust is for ANTT to be assessed for just one procedure. Once you’ve done 

this, it should be registered on the following surveymonkey link:  

https://www.surveymonkey.co.uk/r/medicalANTTDOPrecordJFKTZVX 

Dr Joanne Clements will keep a record of the other procedures on ward 18, Dr Lewis Gray will keep this for 

ward 38. We will provide you with a list of possible trainers / assessors at induction. 

Indwelling time for lines 

 Any type of device that does not have robust documentation to confirm that it was placed with ANTT 

(for example lines inserted in ED or another hospital) should be removed ideally within 24 hours. 

 Peripheral venous cannulae should only remain in situ for 72 hours. Peripheral venous cannulae 

should only be kept in longer than this in exceptional circumstances with careful observation and 

documentation. 

 If you think a patient is going to require ongoing peripheral access and this is going to be difficult with 

cannulae needing to stay in for longer than 72 hours, strong consideration should be given to a 

midline, or tunnelled central venous access (Hickman line) etc.  

 

 

https://www.surveymonkey.co.uk/r/medicalANTTDOPrecordJFKTZVX
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Mandatory training 

The Trust has adopted the LET e-Induction package to replace some elements of central face to face 

induction and allow the focus to be placed on effective departmental induction. Completion of the 

induction/mandatory training package will be monitored by the Trust Education & Training department. 

Contact the LET if you do not have details of how to complete the package.   

Trust employees should complete their mandatory training via ESR. 

Audit & Quality Improvement 

Audit and quality improvement projects are encouraged in our department. Some of our greatest steps 

forward are small ones, that come from trainees, and suggestions from outside are always welcome. There 

are various types of audits / projects you may wish to get involved in, please discuss this with your 

educational supervisor or Dr Huw McConnell (audit lead). There are certain trust audits you may be 

requested to assist with. 

In all cases, you will need to fill in an online registration form and submit to the audit dept. 

Rest facilities (day and night) 

Rest facilities will be provided for those trainees working a night shift. The sofa in ward 18 trainees room can 

be used (linen from ICU linen store) and there is a room next to the relatives interview room on ward 38 (key 

on wooden brick in drug cupboard on ICU, please sign it out and back in again in book for this purpose).  

Rest during your shift is essential to safe working and is actively encouraged. Please give each other breaks 

when working in pairs in ICU. Try to take a 30 minute break every four hours of clinical work. Some shifts are 

extremely busy and this may not be possible, talk to the faculty tutors if you feel that there are issues with 

taking breaks especially overnight. 

There are on-call rooms provided in the hospital for you to rest before driving home after a night shift. These 

are hospital wide rooms and not specific to the Peri-op directorate. We would strongly encourage you to use 

these facilities so that you feel able to drive home, especially if it is some distance to travel. As part of the 

morning handover you will be asked if you have had rest overnight and how far you are driving. Take a 

“powernap” if you are not using public transport or don’t live locally. Your safety and welfare in this regard is 

very important.  

Please book a room via Pat Hodkinson in HR (phone 24371 ) the day before and pick the keys up from Leazes 

Reception. If you forget to book a room phone in the morning. If you cannot speak to a member of the HR 

team to book a room then the room can be authorised by an ICU Cons (give the name of your Ed Sup or any 

cons on shift, no need to ask them first, we have agreement it will be authorised) with Leazes reception. You 

will need to sign out the key from Leazes main reception and sign it back in. The rooms are located in the old 

block between Leazes wing and the park, the receptionist can direct you. 

If the event of severe adverse weather conditions the trust will endeavour to provide accommodation for 

staff on duty if they are unable to reach home safely.  

Booking Leave 

In a six month period trainees should aim to take half their annual leave entitlement, i.e. 13.5 days if entitled 

to 27 days, 16 for 32 days, and in a four month period one third of their entitlement etc. 



 19 

All leave requests while working on ward 38 should be directed to Dr Vickie Robson and on ward 18 to Dr 

Chris Johnson.  

If you have booked leave with the Anaesthetic departent during an ICU block you MUST ensure Dr Johnson 

(ward 18) and Dr Robson (ward 38) are aware and have approved it in addition to the Anaesthetic dept. 

NB: Please do not book flights etc. until you have received confirmation that your leave is approved. 

Sickness 
If you are ill and unable to come to work, please notify the department as early as possible on extn- 24619 or 

24386 (secretaries are in from 8am) so that arrangements can be made to cover your shift if possible. You 

should phone the night ICM trainee if you are ill overnight and unable to attend work that morning. They can 

then inform the consultant of the day at handover. You do not need to inform the trainee / consultant / 

secretaries of the nature of illness. Please follow this up with an email to the rota-maker with an estimate of 

duration of sick leave. 

A sick note should be supplied for all absence due to illness more than 5 days. Once you return back to work 

you need to see the Faculty Tutor (or at least contact them by phone) before recommencing clinical duties 

(according to Trust sick leave policy). This is to protect you, and to ensure reasonable adjustments to role and 

environment are made if you require them.  

Practice guidance for the modern doctor 

Social media 

The BMA has published guidance on the use of social media by doctors. The key messages include adopting 

conservative privacy settings when using Facebook and similar sites and ensuring “friends” are appropriate. 

You should be conscious of your online image and how it might impact on your professional standing.  

Consider references to colleagues very carefully. You have an ethical/legal duty to protect patient 

confidentiality when using ICM online forums and so consider your contributions with this in mind. For more 

information go to http://www.bma.org.uk/images/socialmediaguidancemay2011_tcm41-206859.pdf 

In simple terms DO NOT post any references to work on facebook or “Tag” anyone.  DO NOT “Tweet” about 

workplace related matters, colleagues, care provided or events at work.  

Referral to the GMC 

Information on referral to the GMC can be found on the GMC website, including information regarding self-

referral in certain circumstances. Please talk to the faculty tutors or educational supervisor if you think any 

matter regarding your health / probity / fitness to practice is in question.  

Support for trainees 

Your educational supervisor is generally your first point of contact, with Faculty Tutors as second point of 

contact, but there are several senior members of the department who have additional areas of expertise.  

Any of the consultants would be happy to help direct you to an appropriate member of the department if 

required. Within the department there is access to mentoring and coaching. 

The director of Medical Education for the Trust is Dr Ifti Haq (DECT 29755) and the Guardian of Safe Working 

is Dr Henrietta Dawson (DECT 29727).   
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Work Dress 

Consultants in critical care wear grey uniforms and these can be worn throughout the hospital.  

Similarly trainees in critical care wear light green/grey scrubs and these can be worn throughout the hospital. 

On ward 38 they are in the cupboard opposite the resource room and on 18 they are located in theatre 

changing facilities. 

If you work in critical care you should be of smart, professional appearance. Trainees with long hair should 

put it up for work, no jewellery, watches as per the trust uniform policy.  

Complaints 

If you are asked to provide a statement in response to a complaint, ensure you seek help and advice from a 

consultant before submitting any form of reply.  

Press and the media 

Sometimes patients in our care are the subject of media attention. It is vitally important we maintain patient 

confidentiality at all times. Relatives discussions should be held face to face as far as is possible (and normally 

be a senior clinician). Always be certain exactly who you are communicating with over the telephone. 

Do not give any information to press / media. Make no comment. Do not personally engage with it.  

Instead direct all media enquiries to the trust press office.  

Housekeeping 

Trust email 

Trainees can only access their Trust email from trust computers on-site. Please check your trust emails 

regularly since consultants will communicate with you about patients using this method. Be aware that trust 

email should be used for all patient related matters and confidential trust information. Get into the habit of 

logging on and checking your email at least once per shift. 

Hopper service 

Runs between all 3 sites in the Trust (limited service from old NGH site (CAV) to allow staff to Park and Ride 

on production of parking ticket from NCH car park). Ensure you get the correct hopper!  

There are regular services to FRH from Leazes Wing main entrance (approx every 15 mins during normal 

working hours) and this is the best place to board the service to maximize your chance of a seat at busy 

times. The full timetable is available on the intranet. Arriva Bus 46 from Regent Centre to NGH via RVI is free 

with Trust ID badge. 

Food 

There are fridges and microwaves in each unit coffee room. Remember to label any food you put in the 

fridges otherwise it may be removed.  

New Victoria Wing Costa, Subway, hot food (limited selection) on level 2 and a shop on level 1. 

Leazes Wing Costa (open weekends, evenings and nights) and shop at Leazes Wing entrance, level 3. 

Post-box 

Royal mail collection: 

Leazes Wing Entrance Mon-Fri 17:30, Sat 12:00 
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NVW, main entrance, Mon-Fri 18:30, Sat 12:00 

Link cash machines are available inside the shop in NVW (no fee), and opposite Costa in LW.  

Travel 

Parking permit eligibility depends on where you live. The Trust runs a travel scheme offering discounts on 

monthly metro and bus passes. See the trust website for current prices and more info.  If you want to apply 

for a permit see Trust intranet for guidance and application forms. Bicycle lockers are available outside Leazes 

entrance, to apply, contact the General Office. 

Lockers 

Locker numbers are very limited and are allocated centrally by Hotel services in the NVW theatre changing 

rooms for ward 18 trainees. You will need a deposit of £10 and must return the key to hotel services and not 

pass the key on to a colleague when you leave.  

Dr Robson has a small supply of lockers available for ward 38 trainees. You will need to pay a deposit and 

hand the key back at the end of your attachment. 

  

Useful Numbers 

CARDIAC ARREST   2222    

FIRE     3333 

AIRWAY EMERGENCY   2222 

RVI or FRH Newcastle (dialling in) 0191 2336161  

A+E Resus    26107/26108 

A+E Duty Cons     26117 

EAU reception    20646/20249 

NVW Recovery    23385/23391 

Leazes Recovery   25160/25241 

Ward 38 ICU Sister/CN   39815 

Ward 38 HDU Sister/CN   21998  

Ward 18 ICU Sister/CN   21788 

Ward 18 HDU Sister/CN   21783 

Residents ward 18   21816 + 21892 

Residents ward 38   29223 + 21721 

Security (onsite)     29209 

Switchboard (both RVI and FRH)  0 

 


