
Welcome to the 

Royal Oldham Hospital

 

Welcome to the Critical Care Unit at The Royal Oldham Hospital.

Our aim is to make your time on our unit as enjoyable and productive as possible.

This guide has been produced by our trainees to provide an introduction to the unit. It i
s not a comprehensive guide 

to critical care nor is it intended to provide clinical guidance – it has been written to provide practical advice and tips 

to help you settle in. 

Please have a read through and make some time to familiarise yourself with the unit. If a
t any time you are unsure 

please seek advice from a consultant or if appropriate a senior member of the nursing staff.

We look forward to working with you and hope to give you plenty of opportunities for learning. If you have any particular 

educational needs (exams, audits, research) please discuss these at an early stage. 

I hope you find this guide useful. If you have any comments or suggestions for improvement please let us know.

Kathryn Naylor

ROH ICU Handbook
Written by Dr. Nico Zin and 
Dr. Charlotte Ash
Graphics by Yuki Zin
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Consultant Medical Staff

Dr. S Surapaneni 
Dr D Eissa
Dr F Alberran
Dr. TC Watt 
Dr. JK Orton 
Dr. N Ravishankar 
Dr. A L Richards 
Dr. B Saha

Junior Medical Staff

Daytime
• 1 or 2 x Trainee / Specialty Doctor 
• 1 Foundation Year Doctor  (supernumerary)

Night  
• 1 x Trainee or Specialty Doctor 

On-call Team

Other members of on-call team
• Maternity anaesthetist 
• General theatre anaesthetist 

Usually the on-site out-of-hours team is made up 
of a mix of senior and junior staff to support and 
work together. 

Assistance is always available from the 
consultant staff and they would rather be 
called too early than too late particularly with 
paediatric patients.  

Physiotherapists

• Physiotherapists attend the intensive care 
daily (including weekends)  

• They usually provide chest physiotherapy and 
will often highlight their concerns to you. 

• There are no on-call physiotherapist out-of-
hours for emergency chest physiotherapy. 

Pharmacists

- ICU Pharmacist usually attends daily
- On-call pharmacist also available 

Nursing Staff

• Critical care nursing staff are generally shared 
between the ICU and HDU 

• A senior nurse will be nominated during each 
shift to be the ICU coordinator and good 
communication is essential to avoid confusion 
during admission and discharge of patients.

• They are very helpful and will prepare 
equipment for you if required before your 
arrival in the intensive care unit. 

• It is good practice to communicate patient 
requirements e.g. side room, ventilator, 
vasopressors, lines...etc.  

• Nursing handover times occur between 8.00-
8.30 am in the morning and 7.30-8pm in the 
evenings 



Contacts
There are 4 different bleeps held by the on-call team.  

Bleep 7409 - ICU 

Bleep 7410 - Theatre Anaesthetist 

Bleep 7411 - Maternity Anaesthetist 

Trauma Bleep 7203 - This is usually held by an ST3+ or 
SAS grade 

Please check on the weekly on-call rota to ensure the 
correct person is holding the trauma bleep.  

The trauma bleep rarely goes off. However when it 
does, the patients are usually too unstable to go to a 
trauma centre and will require extensive resuscitation.  

There are daily test bleeps by switchboard for: 

Adult resuscitation team 
Paediatric resuscitation team 
Obstetric team  

There has also recently been an “Airway Assistance” 
bleep which can be used to summon the other anaes-
thetic bleep holders when required i.e. difficult airway 
scenario. This is tested on a monthly basis.  

Codes
These are the current door codes known at the time of 
writing. These may change regularly to prevent free public 
access to the ICU.  

ICU Front Door - 8838 
HDU Front Door - 8838 
ICU Pharmacy Room  
ICU Rest Room C0X369.  

Other codes you may find useful: 

PCA 166
Epidural 
Level 1 Code 166
Level 2 Code 277

Rest Facilities
There is a staff common room for all critical care staff which 
has seating, tea, coffee, microwave and fridge.  

There is also a rest room with a sofa bed, shower and 
toilet. The code to this door is C0X369.  



Admission Policy

All ICU admissions are approved by the ICU consultant 
on call.  
HDU admissions are generally discussed with the HDU 
consultant during the daytime (between 8am to 6pm) 
Decisions to admit patients to HDU after 6 pm are made 
by the parent team but their consultant must be aware. 
They may ask for advice and assistance with lines. 
Patients should only be discharged from HDU on the 
advice of a critical care consultant.

Admission Checklist

• Admission document
• There is a dedicated admission proforma which you 

will find on the unit. It is particularly important that 
the coding data is completed and approved by a 
consultant (this can be done the next day)

• Critical care medication (electronically prescribed)
• Critical care infusion chart for vasopressors, 

inotropes and sedation (paper form) Attach copy of 
this in appendix with hyperlink

• IV fluids chart (on paper form) 
• Communication with relatives (pink history sheet) if 

applicable
• Update electronic handover sheet 

Discharge Policy

When the decision is made to “step down” the patient 
to a lower level of care requirement, a critical care 
discharge form should be filled out and the patient 
handed over verbally to the parent team. 

This is particularly relevant when the step-down is to the 
ward 

Day Duties:

Individual bedside patient review should take place in 
the morning 
Basic documentation could include:
• Number of days in ICU
• Background history
• Reason for admission
• Systems review (Airway, Respiratory, Cardiovascular, 

Neurological, Gastro, Nutrition, Renal)
• Checklist for things commonly forgotten - FASTHUGS 

or SLAVED (See Appendix)
• Clinical Impression
• Plan

A consultant ward round usually takes place late morning 
to early afternoon during which further plans and jobs 
are made. Fill in the ward round sheet for documenting 
the ward round which includes the SLAVED checklist and 
scoring system for VAP.
The rest of the afternoon is usually spent completing the 
jobs.
Patient referrals are usually reviewed by the bleep holder 
and the consultant .

Night Duties

Night shifts start at 2030 and finish at 0830
Handover is taken between 2030 and 2100
It is recommended to review the patients and document 
a brief summary in the notes. 
Jobs may include preparing patients for procedures in 
the morning such as ensuring feeds / sedation stopped 
in the morning and bloods checked.
Occasionally you may be called to assess patients in 
HDU at night.
A rest room is available (code C0X369) which has a sofa 
bed which can be pulled out and sheets laid on top. 

Documentation

Most of the clinical notes should be written in the white 
clinical notes form.  
Please ensure that you check the patient details before 
writing in the notes. 
Beware of filling in details for already completed notes 
with no details. 

After communicating with relatives, please ensure that 
you write on the pink clinical notes form. 
Don’t forget to write down who you spoke to and how 
they are related to the patient! 

Certain procedures have their own form to fill in (central 
line, tracheostomy, bronchoscopy) in line with national 
recommendations.

Handover

There are two points in the day when handover takes 
place
• 0810 to 0830 (This is a joint handover between HDU 

and ICU which takes place in the equipment room of 
the “old” HDU)

• 2030 to 2100 - Night handover

The electronic handover sheet should be completed 
prior to handover which can be found on the main ICU 
computer.

The joint handover in the morning is attended by 
all medical staff working in ICU and HDU including 
consultants.
A suggestion for handover would include patient 
background history, reason for admission, plan and jobs 
to be done. 
Ensure that the bleeps are handed over.

Clinical DutiesContacts Codes

Rest Facilities



Airway
This section aims to provide you with an overview of 
the range of equipment available for securing airways. 

Rapid Sequence Induction Tray 

Kept in the fridge.
Contains commonly used induction drugs, muscle 
relaxants and cardiovascular drugs. 
If any of the drugs are used, please ensure that the tray is 
stocked up again fully.

Conduct of Rapid Sequence Induction 

The B@EASE Checklist is available for use
This is a checklist which is read through during pre-
oxygenation to ensure that all adequate equipment and 
personnel are ready available and an intubation plan is 
verbalised
This is particularly useful when working with staff who 
may not be familiar or comfortable with rapid sequence 
induction
It also reminds you of things commonly forgotten during 
RSI e.g. post-intubation sedation. 

Difficult airway trolley 

Same as the one found in theatres
It is advisable to familiarise yourself with the trolley 
including the kit for front-of-neck access if required 

Bedside Whiteboard

On the wall of every ICU bed should be a dry-erase board 
with information regarding the patient’s airway such as 
grade of intubation, recommended ventilation prescription

Glidescope 

The Verathon Glidescope has recently been made 
available at Royal Oldham Hospital
Please let one of the consultants know if you wish to be 
trained in its use
It would be advisable to familiarise yourself with its use in 
elective low-risk cases rather than when required in an 
emergency
There are two types of glidescope blades:
Standard disposable sleeves
Titanium (more expensive but its main advantage is the 
more slender shape for better manoeuvrability inside 
mouth)

Endotracheal Tubes / Tracheostomy Tubes 

Subglottic endotracheal and tracheostomy tubes have 
recently been introduced to the ICU which allows for 
suction above the cuff of the endotracheal tube. 

The rationale for these tubes is to reduce the risk of 
ventilator associated pneumonia due to bacteria growing 
on secretions pooling above the cuff. 

These endotracheal tubes are not available in the A&E 
department so if you have time and anticipate long term 
ventilation for a patient, you could ask for a subglottic tube 
to sent down. This would reduce the need to change the 
endotracheal tube and risk of accidental extubation and 
aspiration.  

Tracheostomy 

Tracheostomy is a frequent procedure performed at Royal 
Oldham Hospital and you will no doubt come across 
patients with tracheostomies during your placement. 

It is therefore highly recommended to go through the 
tracheostomy e-learning modules made by the National 
Tracheostomy Safety Project.  

http://www.e-lfh.org.uk/programmes/tracheostomy-safety/

These modules introduce you to the concept of a 
tracheostomy including insertion, types of tracheostomy 
tubes and maintenance. 

More importantly it will also go through the emergency 
protocol for tracheostomy problems.  

Airway Assistance 

There is an emergency call on 2222 to summon 
anaesthetic assistance from the other  on-call bleep 
holders e.g. failed intubation. 



Ventilation
Ventilation Prescription

Ventilation in the ICU is based on predicted 
body weight.  

Predicted body weight is calculated based 
on patient height and sex.  

You can use a phone application such 
as MedCalc or a table like the one from 
ARDSnet.  

http://www.ardsnet.org/files/
pbwtables_2005-02-02.pdf

Tidal Volumes

Standard ventilation 8ml/kg
Lung protective ventilation 6ml/kg

These recommended tidal volumes should 
be written on the dry erase board at the 
patient bedside. 

The respiratory rate is then adjusted to the 
optimal minute volume. (up to 35 RR) 

The PEEP is adjusted according to the FiO2 
and lung dynamics to increase mean airway 
pressure. 

The peak ventilation pressure should be 
kept less than 30 cm H2O 

For more information about lung protective 
ventilation and prescription, see Appendix 
for guidelines. 

Main Ventilation Modes

There are several modes of ventilation with 
this machine. This handbook will outline 
briefly the main modes. 

Ventilation modes can be difficult to 
understand. Please don’t hesitate to ask a 
consultant to explain them to you in more 
depth.  

The main modes of ventilation on this are: 

Assist Control Pressure-
Regulated Volume Control (AC 
PRVC)

This is the highest level of ventilatory 
support used for patient

It provides mandatory ventilation for patients 
who are not triggering their own breaths
The assist control will support every breath 
whether it is initiated by the patient or the 
ventilator

The PRVC is similar to the PCV-VG mode 
on the anaesthetic machines

It delivers a pressure control ventilation 
waveform to a preset tidal volume by 
adjusting inspiratory time according to lung 
compliance

Ensure that the maximum pressure is not set 
above 30 cm H2O otherwise the ventilator 
will deliver a higher peak pressure in order 
to achieve the preset tidal volume

Assist Control Bi-level

This is similar to the PRVC mode except 
that it delivers a pressure control ventilation 
waveform to a preset PEAK and PEEP. 
The tidal volume delivered is dependent 
on the patient lung compliance

Continuous Positive Airway 
Pressure - Pressure Support 
(CPAP-PS)

This mode is used most commonly for 
weaning from the ventilator
The patient draws in an initial breath which 
triggers the ventilator to provide a small 
amount of pressure to support the patient’s 
inspiration. 
The amount of pressure support is 
gradually reduced until it reaches between 
6-8 cm H2O at which point the resistance 
of the tube increases the patient work of 
breathing.

Non-Invasive Respiratory 
Support

CPAP “Column”
This is a T-piece with a valve attached on 
the end to provide continuous positive 
airway pressure
This is usually attached once the pressure 
support on the ventilator reaches 6 - 8 cm 
H2O
There are different valves to provide 
different levels of CPAP

Non Invasive Ventilation (NIV)
Delivered via a tight fitting mask to patient
iPAP (PEAK) and ePAP (PEEP) settings
Can be used to provide CPAP when iPAP = 
ePAP

Nasal High Flow Oxygen
This is usually provided to patients who 
require a fixed concentration of humidified 
oxygen.
The flow of fresh gas is high enough that it 
is able to provide some CPAP

Other Ventilators:

Oxylog 1000
LTV

These are transport ventilators used when 
transporting patients to the CT scanner or 
to another hospital.  

You will receive separate training by Dr. T 
Watt on induction on the correct use of the 



Circulatory Support
Invasive Line Insertion 

Invasive line insertion trolleys are available in the middle of 
the ICU. 
Stocked with everything you need to insert central lines and 
arterial line.  
There are dedicated line insertion kits which contain swabs, 
needles, syringes, sutures and scalpel. 
Within each pack there is an insertion checklist which needs 
to be filled in  
Documentation of central line insertion occurs separately in 
patient’s notes 

Line Care

Everyday it is essential to look at the insertion site of the 
invasive lines.  
There are no routine removal of invasive lines after a 
specified time in situ.   
If the invasive line has been in situ for a while, the decision to 
change the lines would be made on the clinical examination 
of the line and the patient’s condition i.e. displaying signs of 
sepsis. 

Ultrasound Machine

There is a smaller and older sonosite ultrasound machine 
and the echocardiogram machine. 
 
You are free to use either when inserting lines. 
The ultrasound probe covers are kept inside the line 
insertion trolley.  

Several consultants are able to use lung ultrasound to 
identify lung pathology. 
Please ask for training if you wish to learn this. 

Echocardiogram

Several of the consultants are able to use echocardiogram 
to assist with clinical decisions regarding fluids, vasopressors 
and inotropes.  

Please ask for basic training whilst on the job if you wish to 
learn this.  

Vasopressors and Inotropes

Noradrenaline is the first line vasopressor used.  

Extremely unwell patients may be on adrenaline infusions  

Vasopressin is occasionally used.  

Dobutamine and Milrinone are also available.  

Cardiac Output Monitoring

Echocardiogram tends to be used more often than cardiac 
output monitoring in ROH.  

The oesophageal doppler is available with 72 hour probes 
and the CHEETAH NICOM is also available.  



Drug Prescription
Admission medications
 
All patients should be prescribed a course 
of MRSA prophylaxis which includes 
chlorhexidine mouthwash, toothpaste and 
mupirocin wash. 
The preferred stress ulcer prophylaxis is 
ranitidine in ROH. 

Tip: 
- The ePMA system currently in use does 
not have an automatic alert system when 
antibiotics prescriptions are about to expire.  
- We are encouraged to have a review 
or stop date on the antibiotics when we 
prescribe them but at the same time risk 
them expiring without anyone noticing and 
missing doses.  
- A solution for this is to add a manual alert 
to the prescription alerts to appear on the 
day antibiotics are due to expire.  

Paper Format Prescriptions

The ePMA sadly does not support infusions 
or continuously running medicines.  
Hence the need for a separate paper format 
prescription for infusions such as sedatives, 
vasopressors and fluids. 

You will find examples of each of these 
forms in the appendix. 

Sedation

The preferred sedatives used in ROH are: 

Propofol 2% 

Morphine 1mg/ml @ 1-5ml/hour

Alfentanil 500mcg / ml @ 1-5ml/hour

Other available sedatives include clonidine 
and midazolam.  

Anaesthetic Emergency Drugs

Sugammadex is available for those 
situations where rocuronium was used for 
RSI and intubation has failed.  

Dantrolene is available for malignant 
hyperpyrexia. 

Intralipid is kept in the pharmacy cupboard. 

Most of the patient medication is prescribed on the ePMA (Electronic Prescribing and 
Medicines Administration) system.  

You will have received some training on the use of ePMA during your induction. 

There are specific critical care “protocols” which contain a quick-list of commonly 
prescribed medications in ICU and HDU.  

They are further split into sections for electrolyte replacement, antibiotics, MRSA 
prophylaxis and stress ulcer prophylaxis.  

Critical Care ePrescribing Sets

Electronic



Enteral Nutrition
There are many benefits for the critically ill from 
receiving appropriate nutrition, though many risks also 
coexist. In general, enteral nutrition (EN) should be 
considered before the parenteral route (PN).

Monitoring

Bloods should be sent daily including FBC, U&E, 
bone profile, magnesium, phosphate, glucose, LFTs & 
triglycerides to allow each patients’ regime to be tailored 
to their individual needs. 

Enteral nutrition (EN)

Evidence suggests early EN can reduce infectious 
complications, length of stay and mortality.

When to feed 

Start early feeding (within 24 hours of admission) for all 
critical care patients who are unlikely to be taking full 
oral diet for 3 days. Always review the post-op note 
for any specific instructions for surgical patients before 
commencing enteral feeding. 

Polymeric 1kcal/ml feed is the standard and will be 
available for use out of hours. 

Other feeds such as those for patients with renal 
impairment that contain lower Na, K and phosphate, 
elemental feeds for those with severe malabsorption or 
maldigestion and high energy (1.2-2 kcal/ml) feeds are also 
available after discussion with the dietician. 

The emergency feeding regime for Osmolite (standard 
feed) is contained within the yellow guidelines folder at 
each bed space and is also available on the trust intranet 
within the document: ‘Adult Critical Care Enteral Feeding 

Guidelines’. There are risks of re-feeding syndrome in 
those who are malnourished. A separate critical care 
feeding guideline is available on the Intranet to help 
guide the management of patients at risk of re-feeding 
syndrome.

Some contraindications to NG insertion 
Obstructive pathology preventing insertion 
Base of skull fractures (avoid the nasal route)
Patients with a laryngectomy
Refusal in a patient with capacity

Contraindications to enteral nutrition 
GI obstruction
Severe pancreatitis- consider post-pyloric feeding (this is 
not available in the emergency setting) 
Enterocutaneous fistula
Proned patients – stop NG feed whilst proned. (Consider 
nutrition via an alternative route if > 24 hours). 

Managing the risks and complications of 
EN 
Prior to any airway intervention always remember to stop 
the feed & aspirate the NG. 
Always make sure the tube is correctly positioned prior 
to feeding – Feeding into the respiratory tract is a NEVER 
EVENT. 
It may result in under-nutrition – dieticians are key in 
managing and optimizing the regime. 
Consider use of pro-kinetics such as erythromycin and/or 
metoclopramide (IV) with gastric volumes > 400mls every 4 
hours.
Head-up tilt of at least 30° should be used whenever 
possible to help prevent aspiration. 
Avoid the enteral route for enteric-coated drugs and 
MR/Slow-release forms. Never prescribe cytotoxics or 
hormones via the NG route.  

NG Tubes for Enteral Feeding

When considering siting an NG tube, the best interests 
and wishes of the patient should be taken into account. 
Ideally a 10-12Fr NG tube should be used.

Fine bore tubes are more comfortable for patients and 
reduce the risk of nasopharyngeal erosions.

Avoid feeding through a Ryles tube, as these are less 
comfortable, irritate the nose & oesophagus and can lead 
to erosions. 

After siting of a tube, an attempt should be made to gain a 
gastric aspirate for pH testing (without removing the guide 
wire if present).

If pH is 5.5 or below it is safe to feed, though note the tip 
could still be in the oesophagus. 

If you are unable to aspirate fluid, if pH of the aspirate is > 
5.5, or you are unsure of the position, a CXR is required to 
confirm position.  

On the CXR, the NG should be seen passing down the 
midline and travelling below the level of the diaphragm. If 
a Ryles tube is used, its tip should be seen sitting below 
the diaphragm. If you are at all unsure of the position, DO 
NOT START FEEDING.

If patient has been coughing, wretching, vomiting, or the 
airway has been manipulated, re-check the tube position 
before recommencing feeding. 

Type, position and checks for all NG tubes should be 
clearly documented in the patient notes. 



Intravenous nutrition in the form of a sterile, 
hypertonic feeding solution administered into a vein. 

Indications
Inadequate or unsafe oral/enteral route
Non-functioning, inaccessible or perforated GI tract 

Administration of PN

Either through a dedicated IV cannula or dedicated lumen 
on CVC line. 

A peripheral line for PN should be newly inserted under 
the appropriate ANTT. The CVC lumen should never have 
been used for other drug/fluid administration prior to use 
for PN. 

It is advisable to label a free lumen for PN at insertion of 
a CVC in surgical patients, avoiding the need to re-site 
a CVC line early purely to establish access for nutrition 
should peripheral sites fail. 

Peripheral parenteral nutrition via a 20G cannula is 
suitable for those who require PN for less than 14 days. 

The range of PN solutions however, that can be 
administered by this route is limited. 

The cannula should be placed in the largest available 
peripheral vein and re-sited every 72 hours. 

Central administration is preferred particularly when 
patients are expected to require PN for more than 14 days. 
We currently have no PICC or Midline team available to 
facilitate such lines for our ICU patients. 

Prescription

Emergency PN solutions are available for use out of hours. 
Electronic referral forms to dieticians should be completed 
(usually by nursing staff) ASAP after commencing PN. 
An emergency prescription regime for starting PN is 
stored with the PN itself. Nursing staff will not commence 
administration until medical staff sign this prescription. After 
the use of the initial emergency regime, pharmacy will 
dispense further PN only with a valid PN prescription. 

Complications
The most common complication from PN is catheter 
related sepsis, therefore the patient, line and inflammatory 
markers should be monitored daily. Peripheral vein 
thrombophlebitis can occur. This can be prevented by 
applying a 5mg GTN patch distal to the site. The duration 
and concentration of PN solutions can be altered if this 
occurs, however, it generally requires siting of a new 
peripheral PN line. Thrombophlebitis of a CVC line due 
to PN is rare. Other complications can occur as a result 
of PN. Further guidance is available on the Intranet: 
‘Nutrition Support in Adults: Hospital setting. Guidelines for 
Parenteral Nutrition’. 

When to stop 
Switch PN to enteral when the enteral route is available 
and at least ½ the nutritional requirements are being met. 
PN should be weaned as enteral feed is increased. 

The nutritional needs of  ICU patients are assessed daily 
by our dieticians. It is therefore recommended to discuss 
any new requirements with the dietetics team. 

Parenteral Nutrition



Renal Prescription
Vascath Insertion

The vascath is a large gauge double lumen catheter 
inserted into a vein to allow continuous veno-venous 
haemofiltration or haemodiafiltration.  

There are two main sizes of vascath available - 25cm (for 
femoral insertion) or 15cm (for jugular insertion) 

Heparin Lock

Heparin Lock can be utilised to prevent clot formation 
inside the lumen with 5000 units heparin diluted to 5ml 
0.9% NaCl. The amount of fluid required to fill the lumen 
is written on the clamp itself (usually 1.2 - 1.3ml).  

Documentation

As with insertion of a central line, ensure you fill in the 
checklist and file inside the notes.  

Renal Prescription

The prescription of haemofiltration is done on a program 
located on the main ICU computer. 
This program helps to calculate the dose and the settings 
of the haemofiltration machine based on patient weight, 
haematocrit, and potassium. 
There are a few steps that are needed to ensure the 
program works properly. Click here for instructions



Renal Prescription
3 Click on the “Options...” button. 

4

5

Find and double click on icon on the 
desktop of the main ICU computer

Enter password: filtrate

1
2

Select “Enable this content” and 
then press OK

Fill in the blank spaces. This will 
automatically fill in the prescription.
Press print preview. Check the 
prescription and print!


