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1  Welcome

You are now part of the Critical Care Team at North Manchester General Hospital (one of the 
four Hospitals that make up the Pennine Acute Hospitals NHS Trust).   We hope that you will 
have an enjoyable time while you are with us and make the most of the opportunities it offers.

At the end 2017 we completed the conversion of the old Intensive Care Unit and separate 
High Dependency Unit into a single combined Unit with both level 2 and level 3 patients.

The Intensive Care Unit has 6 level 2 and 6 level 3 beds. However, this can be flexibly 
changed to e.g. 4(level 2) and 7(level 3) or 2(level 2) and 8(level 3) or 9(level 3 only) within 
the current nursing complement.  Although we can from time to time have additional staff on 
overtime the maximum number of patients is fixed at 12.

NMGH provides medical care for a challenging social group of patients around central 
Manchester. It specialises in Head & Neck/ urological/ breast cancers along with an excellent 
Infectious Diseases centre. We also have strong links with the University of Manchester 
medical school with a great reputation in training students.   Our ICU trainees come from a 
variety of clinical backgrounds including ACCS/ Acute Medicine/ Respiratory Med/ 
Anaesthetics and ICM training.  In addition we have 2 FY2 doctors. Therefore, it truly can be 
regarded as a MDT team!   If you are new to Critical Care medicine, it may feel a daunting 
prospect, but you are very well supervised and supported by the team so please ask us.

Please note that this document is a work in progress.   As the combined unit is a new 
experience at North Manchester we are still exploring the best way to deliver this service.   
Thank you.

Infection Control

Please remember to consider infection control as you travel around Critical Care.   It helps for 
us to provide a good example by using alcohol hand rubs, soap & water, plastic aprons, visors 
etc appropriately.   This demonstrates our commitment to reduce transmission of infection and 
reinforces to visitors the importance of them following the advice we provide in this respect.   
This will be intermittently audited by infection control.

Present Staffing

Consultants:    Dr Tracy Duncan – Clinical Director

Dr Evangelos Boultoukas
     Dr Jerry Cerman 
     Dr Christos Chaintoutis
     Dr Angela Chung (Full time Locum)
     Dr Nicholas Jones
     Dr Jodie Wilkinson (Alternating ED)
     Dr Muhammad Asif (P/T Locum)
     Dr Mark Longshaw (P/T Locum)
     Dr Shams Abdelraheem (P/T from MFT from Sept)
   
    

Intensive Care Secretary: 01617202342
    Internal – 42342 
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2  Scope of Intensive Care Medicine Practice

Intensive Care Medicine (ICM) involves the combination of the ability to correct abnormal 
pathophysiology (support/care) whilst simultaneously making sure that the definitive diagnosis 
is accurately made and therefore that disease modifying therapy (definitive treatment/
medicine) is applied. 
ICM comprises a constellation of knowledge and practice – almost all of which is well 
represented in a variety of other specialties. The ICM specialist transcends the traditional 
borders of medical specialities bringing all these competences together in one specialist and 
in so doing develops a unique approach to critical illness. 
Intensive Care Medicine specialists are therefore medical experts in: 

• Resuscitation
• Advanced Physiological Monitoring
• Provision of Single or Multiple Advanced Organ Support
• Diagnosis and Disease Management in the context of the Most Gravely Ill Patients in 

the Hospital
• Provision of Symptom Control
• Management and Support of the Family of the Critically Ill Patient
• End of Life Care
• Collaborative Team Management
• Coordination of Specialist and Multi-Specialty input to Complicated Clinical Cases in 

the Unique Context of Intensive Care
These specialists are based in Intensive Care Units [ICUs] which are hospital  areas in which 
increased concentration of specially trained staff and monitoring equipment allow more 
detailed and more frequent monitoring and interventions for a seriously ill  patient. Whilst 
practitioners may be based in Intensive Care and High Dependency Units their range of 
referral practice includes most of the modern acute hospital. Within a single day, intensivists 
may find themselves involved in the care of patients ranging from the young to the very old; 
encompassing locations as diverse as the Emergency Department and the day case surgery 
unit. 
The management of intensive care patients by doctors whose primary function is the work of 
Intensive Care Medicine has been demonstrated to have a significant beneficial influence on 
the outcomes for the patients with a decrease in mortality and a reduction of complications

3  Intensive Care Unit Patient Notes

It is the intention of this unit to ensure that all documentation regarding events relating to 
patient care will be neat, and set out in a logical fashion, so that all those with a legitimate 
need to access patient information can do so easily, and follow the logical progression of 
events throughout the patients’ stay.   Documentation in patient notes follows the trust policy 
and is audited from time to time for the CNST/NHSLA.   

Admission Documentation

It is important to document the reasons why a patient is admitted to the Intensive Care Unit, 
and to lay out in a clear manner the clinical problems that will need addressing.   There 
should be evidence of a physical examination, and, if appropriate a pictorial representation of 
any complex surgical procedures.   In cases of trauma, it is particularly useful to provide a 
pictorial representation of the extent of the injuries.   When injury has been as a result of an 
alleged assault, or any cause that is likely to involve criminal proceedings, great care must be 
taken to document the extent of those injuries including bruises, grazes etc.   

There is an admission document for completion when admitting the patient, with a section on 
the back for the on call Intensive Care Consultant to complete.   Patients within the Intensive 
Care Unit remain under the care of their parent team consultant.   It is essential that it is 
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documented who the parent team were, when referral was made and the time of admission to 
Intensive Care.

The Unit is part of the Intensive Care National Audit (ICNARC see below) and this involves 
the collection of specific data in the first 24 hours.   In addition to the information collected 
during admission, further data is entered by the Critical Care Data Clerks.

With developments in the legal frameworks that apply to patients in hospital, we need to 
consider if the patients have capacity, and, given the care provided in Intensive Care, 
completion of deprivation of liberty standards documentation.

Ward Watcher

We use Ward Watcher to collect data from the ITU her at North Manchester.    It replaces a 
previous system.   Most of the data entry is done by data clerks, but they require some 
assistance with the data they need being collected onto the sheets of the pink admission 
booklet.   Please encourage consultants to complete the consultant section either on 
admission or at the next possible opportunity.

Daily Patient Documentation

The Intensive Care Unit medical notes are now integrated with the nursing notes.   There is a 
daily review sheet that is to completed once a day on each patient on the Intensive Care Unit 
irrespective of it they are level 3 or level 2.   Please strike out and mark as “Blank” any 
unused space that precedes the daily sheet you are using, to help prevent the notes being 
created out of date order.   Medical Staff are encouraged to think in terms of the classic body 
systems, and organise their thoughts to ask the following questions:

 Which systems are involved?
 Is the normal physiology of these systems deranged?
 How has the disease process affected the normal functioning of these organs?
 What therapeutic manoeuvres can be implemented to attempt to restore normal function?

We use a modified organ review system: A – Airway
      B – Breathing
      C – Circulation
      K – Kidney
      M – Metabolism
      H – Host defences
      D – Disability (i.e. conscious level or GCS)

The daily medical routine is designed to ensure a continuity of narrative in the patients 
medical history through multiple daily entries of varying detail.   In some of our less sick 
patients this may be considered excessive so in that situation medical entries must be made 
at least every day and updated as information is received which causes an action to be 
taken.   Where a ward round is being under taken, the notes should identify which Consultant 
is doing the ward round and those present.   Furthermore, comments by attending medical 
staff involved in the patients care should be recorded, as should results of ad-hoc 
investigations. (see investigations).   

It is important not to lose the overall view of the patients progress and to this end the notes 
form a narrative of where the patient has been, is and will be going during their current illness.
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Communication

All communications with relatives and the perception of their understanding of the situation 
should be documented clearly and unambiguously so that colleagues are aware of what has 
been said and understood.   This helps prevent the perception that a different message is 
being provided at each meeting as the conversations so far can be referred to prior to the 
subsequent conversation.   Hopefully, this way the family are more likely to understand that 
there is a continuing underlying problem.  Through this the emphasis on any one day can be 
related to a side issue that contributes to the overall picture without the impression of 
confusion.

Drug & Infusion Prescriptions

Medico-legally, all infusions and medicines that are used in ICU are for drugs that are 
prescription only medicines (POM) and as such must be “written up” before nursing staff 
administer them. *  (Standards for the Administration of Medicines, UKCC, October 1992).    

Only in exceptional circumstances 
(e.g. a dire emergency) should any drug be administered without a written prescription.   
A check for allergies must be performed either with the patient or their notes.

Prescriptions are now completed on the ePMA system for which you should have received a 
login for. We have a number of protocol prescriptions for ICU which make it easier to select 
the medicines needed in ICU.

On top of this there is the need to sign the infusions prescriptions which are on paper.

Insulin Regime & Diabetic Control

On Intensive Care we have introduced a Diabetic/Insulin regime.   The aim is to achieve tight 
control of blood glucose in line with the aims of the Surviving Sepsis campaign in our patients.   
Suggested regimes are included to allow for variation dependant on patient response.   There 
is also space to add a regime if necessary.   A sample is included in the appendix.

Antibiotics

The Trust has an antibiotic policy which has recently been amended. The microbiologists are 
easily accessible and regularly visit Intensive Care to assist in planning a patient’s therapy.   
Infectious diseases contribute their expertise to the microbiology advice.  There is a folder to 
record the microbiology round advice, for future reference.

Critical Incidents

We have a critical incident reporting system on the Intensive Care Unit.  This is intended to 
identify all situations where a patient either did come to harm or could have come to harm as 
a result of acts of omission.   The system is anonymous and there is a separate but parallel 
arrangement for equipment failures.   Critical incidents will be discussed at the Wednesday 
afternoon grand rounds as necessary once appropriate investigation/analysis has been 
undertaken.   The necessary paperwork is in the “Critical Incidents” box in the lab.
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Computerised Transfer of Care Summaries

When discharging patients, it is essential to send a discharge summary to the General 
Practitioner.   This has become all the more important as local CCG’s  will refuse payment to 
the Trust when summaries have not been received.   This is done using the “Healthviews” 
system on the Trust network.  Please be aware that for long periods of stay on the Intensive 
Care Unit the size of the discharge summary can cause an issue with the stability of the 
health views system.   Our policy is to complete a letter for all patients who die on Intensive 
Care as soon as possible so that the GP has access to accurate information if approached by 
the family.   If the patient leaves the Trust for specialist care a discharge summary should be 
sent to the GP too.

• Check that the grammar and spelling in the admission & discharge notes are correct.
• Print the discharge summary and photocopy.   One copy to be put on the ward clerks’ 

desk for sending to the GP and the other copy to go in the hospital notes.   (Both copies 
should be signed and the copy in the notes should be marked “ Letter sent to GP √ “ next 
to the GP’s address)

Certification of Cause of Death

Not all our patients on Intensive Care survive their illness and so we have to spend time 
dealing with the paperwork and other details surrounding a death.   When you have been on 
call and there has been a death then it is expected that you will either write a certificate before 
you go or speak to the coroner if that is required.   The latter is obviously difficult at a 
weekend but relatively easy at other times.

Issuing a Death Certificate

With the introduction of rules on Deprivation of Liberty Standards, it will be essential that 
deaths on the Intensive Care Unit are discussed with the coroner.   As these deaths then 
require an inquest it may not be necessary to complete a death certificate.   Where possible, 
however,  it is the policy of this Unit to issue a Medical Certificate of The Cause of Death as 
soon as possible after death where circumstances allow.   This means that the bereaved 
relatives do not have to return to the hospital to collect the certificate.   We have our own book 
of certificates.
(Please read the instructions on the front of the box file* in the seminar room - especially the 
bit about documenting in the hospital notes!) .   Also record in the notes the details of the 
information provided on the death certificate.

The Coroner

If you are unsure as to whether to refer a death to the Coroner seek senior advice, but note 
the comment above re: DoLS and the implications in the section above.   An on-line trust 
referral form is on the interactive forms section of the intranet.   This allows the referral to be 
made without the need to talk to the coroner’s office.   Please note that you need to let the 
General Office know that you have made a referral.   Also let the ward clerks know as they will  
deal with the notes for you.
The Manchester Coroner or his assistant should only be contacted out of hours in very rare 
circumstances.  (Usually if the deceased is likely to be a “Coroner’s case” and is a potential 
organ Donor or who’s religion requires prompt funeral arrangements.)
*(See also further information in the box file: (“Death Certificates & Information”)

6



ICNARC (Intensive Care National Audit & Research Centre)

ICNARC is essentially a centralized collection of data from ICUs throughout the country.   At 
present, more than 150 of the approximately 350 Intensive Care Units have been recruited to 
the ICNARC programme.   Potentially, the information collected from all these units will form 
the largest collection of comparative data in respect of Intensive Care patients in the world.   
Apache, SAPS and other scoring systems were developed using data from non-UK hospitals.   
There is evidence that these data are not validated for the UK population.   For example, in 
one USA study, less than 50% of the patients in Intensive Care were ventilated in the first 24 
hours.   SAPS claims to be a European based and validated model, however, only one UK 
hospital was involved in the initial study.   ICNARC intends to develop a predictive system that 
will be UK based but it has to collect all the information that all the other scoring systems 
require in order to validate or discount these systems.   The data collection has been 
minimized as far as possible, however, some scoring systems have peculiar requirements 
that we need to collect in order to use the ICNARC system to prove or disprove the efficiency 
of that system.   That is why you will see questions that talk about coma or deep stupor in one 
section, whereas in another section you will be asked about details of the GCS.    This is 
because these various scoring systems were developed in countries before the GCS was 
adopted.   This data needs to be collected in order that ICNARC can prove or disprove the 
validity of the various scoring systems or even develop a UK specific scoring system.

The main areas of data collection are as follows:
• Demographics and location of patient prior to admission to ICU
• Diagnosis (ICNARC has it's own coding methodology which is easy to use once you get 

used to it)
• Physiology
• Outcome (both early and late)

As in any scientific study, data needs to be as accurate as possible.   Within ICU there is 
great potential for subconsciously or deliberately manipulating the data.   In order to ensure 
that data that is collected is comparable between hospitals, the ICNARC Steering Group have 
written a data collection manual.   Each piece of data that is to be collected is collected in a 
standardized form and there are very stringent rules and exclusions.   Each entry field in the 
dataset has comprehensive rules and regulations about what is acceptable and what is not 
acceptable, so ask advice if you’re having trouble.   All data must be collected from 
documented sources.   The key is, if it's not proven it does not exist, has not happened and 
therefore is not included in the responses to the dataset questions.

Collecting the data for ICNARC is a team effort.   The admission data collection is fed from 
the notes the medical staff write on admission of the patient.   This data is also used for 
coding, and so the use of impression, “?” , differential diagnosis and other terms of 
uncertainty are discouraged.   Try to think of terms that indicate our direction of care – 
“treating as”, “proven infection with…” as this will make the ICNARC data clerks jobs easier 
and save them needing to search you out to ask questions.   The nursing staff will record the 
physiology data on the Cardiovascular chart, biochemical data will be recorded on the flow 
charts in the yellow folders.   The ward clerks will extract the physiological & biochemical data 
from the charts and input these into the computer.
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4  Routine Daily Tests and Special Investigations

Investigations & Routine daily tests

Most patients admitted to the Unit will have “baseline bloods” taken shortly after admission. 
Each morning most patients will have blood taken for the following:
    Haematology - Hb, WCC etc. & clotting screen
    Biochemistry - Electrolytes, Urea, Liver Profile, Glucose
    Blood gases 
* Magnesium and Phosphate may be indicated if the patient is on TPN (Suggest Tues, Thurs)
* Triglycerides are required to be checked for patients on Propofol

Non-standard tests

As well as the above many patients will require specific ad hoc investigations. When 
requesting x-rays or portable scans it would be helpful to the X-Ray Department if you would 
check that these services are not required by another patient at the same time.

The “chute”

The nearest compressed air transport system station is located in the gas machine lab on 
ICU.  Pathology reception is destination number 7.

Protocols

This Unit has a long established tradition of very close co-operation between medical staff 
and nursing staff.    The developing role of the nurse in ICU is probably still more advanced 
here than in many other Units.   We are at present in the process of agreeing protocols & 
guidelines for various therapies that will be used by members of the multi-disciplinary team.   
It will be to your advantage if you understand the issues behind the protocols and perhaps 
become involved in the discussions.

Some of the guidelines, policies and procedures are included in the Appendix at the end of 
the introductory section.
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5  Medical Daily Routine

The general activity of the Intensive Care usually follows a fairly regular pattern.   Consultants 
often have their own ways and may run the ward slightly differently on the day they are 
responsible.

Day Shift

08:30-09:00 Trainee Handover
 Handover in Seminar room @ 08:30 Prompt
 Need to keep it short and to time
 Nights need to be away @ 09:00

09:00-11:00 Ward Work and Jobs
 Deal out the work and review the patients
 Prescriptions for dialysis/HF etc

11:00-12:00 Consultant Formal Ward Round
 Blood Results
 Plans etc
 Document ward round in the patient notes

12:30-14:00 Variable activities
 12:45-13:30 – Medical Grand Round (Monday)
 12:30-14:00 – FY1 Trainees Training (Monday & Thursday)
 12:30-13-15 – Anaesthetic Department Meeting (Tuesdays)

14:00  Wednesday Grand Round
 ITU Seminar Room

14:00  ICM Teaching Programme – Date vary – Please see the programme
 ITU Seminar Room
 Trainees from across the trust
 Consultant to cover ward work etc

16:00-16:30 End of Early Short Day
 Handover from short day Doc’s to those on long shift
 Ongoing jobs and pending issues

19:30-20:30 Late Ward Round
 Ensure jobs are done or remaining issues are identified
 Review Changes and brief documentation in the notes
 Prepare for handover to nights

20:30-21:00 Handover to Nights
 In seminar room @ 20:30 prompt
 Days need to be away @ 21:00
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Night Shift

20:30-21:00 Handover from Days
 In seminar room @ 20:30 prompt
 Days need to be away @ 21:00

21:30-22:30 Night Preparation
 Trainee +/- Consultant ward round
 Identify problems to be resolved and other jobs
 Brief Documentation of review and plan in the notes

07:30-08:30 Night Trainee Ward Round
 Review patients ready for handover in the morning, including morning 

ABG result and appropriateness of sedation hold and brief 
documentation of the review in the patient notes

 Aware of changes overnight which have been managed by nursing staff
 Deal with potentially urgent issues and be aware of pending jobs for the 

day staff
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6  Intensive Care Referrals

General Referrals

General referrals to Intensive Care come from a variety of sources.   Internally either you or 
one of the Consultants will be called to enquire about the possibility of admitting a patient to 
Intensive Care.   All referrals need to go through the Consultant on call for Intensive Care that 
day as they may well be aware of other potential referrals and may need to prioritise any 
admissions.   The Intensive Care Bed Information Service (ICBIS), which is based at North 
Manchester, provides a list of beds to those looking for an ICU bed from outside the Trust.   
As for internal referrals, external referrals must go through the on call Consultant.

J4 High Care

There are 2 Critical Care beds on ward J4. These beds belong to the Infectious Diseases (ID) 
Directorate.   We are also occasionally asked to help out with difficult ICU problems with 
Infectious Diseases patients. 

Transfers

Transferring critically ill patients even within the hospital is not to be undertaken lightly. Ensure 
that almost every eventuality is catered for.   Transfers between hospitals should be as per 
the ICBIS Regional Guidelines.   If you receive patients from another hospital ask about the 
transfer form.   If they have not brought one, do not let them leave until the form has been 
filled in!

The comments section of the Transfer Form is available not only for comments by the 
transferring team but also the receiving team.   If you have any comment to make about the 
standard of transfer you should record them on the form.   Remember that these forms are 
subject to audit, the results of which are fed back to the clinical director of the exporting 
hospital’s ICU and the Anaesthetic department’s college tutor in the same hospital.   Bearing 
in mind that the forms are legal documents your comments should be constructive and not 
contain facetious comments!

The Transfer Form consists of three copies, which should be distributed as follows:
 The white copy is filed in the receiving hospital’s notes.
 The yellow copy should be sent in a pre-addressed envelope to ICBIS (in the 

Admissions Office at this Hospital.
 The green copy should be fixed in the exporting hospital’s notes

 

Refused admissions

Please note if there have been any refused admissions so that they can be discussed at the 
MDT.   Additionally, where the patient has been transferred this will alert us that they may be 
returning at some point in the future.   If you let the nurse coordinating beds know the patient 
can be entered on the flow sheet too.
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The Planned Admission Diary

We do not make any guarantees to the surgeons that patients in the planned admission diary 
are guaranteed a bed on the day.   It is generally possible for the consultant on call the 
previous day to have a conversation with the nurse in charge to determine if it is likely 

Renal Referrals

We are not the acute renal dialysis unit for Manchester.   That is Manchester Royal Infirmary.   
However, you would not know that from the number of patients with renal failure we are 
referred for treatment.   With the combined Unit we now have the ability to assist with this 
group of patients in much reduced, and it should be indicated to those that refer if we are 
going to be unable to offer assistance.   We keep a list of these patients as sometimes they 
are not on the ICU but are only brought over for dialysis before being sent back to their ward.
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7  Professional Relationships

As well as the staff working on Intensive Care, there are a number of different staff who visit 
the Intensive Care Unit.   Some staff do not actually visit the Intensive Care but you will be 
involved with them when ordering investigations and TPN.   

Nursing staff

Of all the members of the ICU team the nursing staff are probably the closest to the patient.   
We medical staff should remember that the nurses do far more than administer drugs and 
keep infusions running.   As they have more contact with the patients their relatives and 
monitoring systems, they are in a good position to observe and report subtle (and not so 
subtle) changes to us.   Many of them are very experienced clinicians, and the consultants 
value their opinion highly.   Part of the art of a good ICU doctor is to communicate effectively 
with all those involved in the care of the patients, especially the nurses.   There are some 
golden rules that should be written in tablets of stone.

 Never change any infusion or ventilator setting without informing the nurse who is caring 
for the patient.

 Try to ensure that when speaking to relatives a nurse is present, or at least report your 
conversation to the nurse as soon as possible.

 Many Unit activities involve teamwork - this includes provision of refreshment! (See 
Brewing Up)

 Unless you can prove otherwise, regard the nursing staff as the experts in infection 
control (See Infection Control)

Please do not regard turning and positioning of patients as solely the job of the nurses, (see 
Health & Safety Considerations) but make sure you have had Lifting and Handling training 
before you do so.

Physiotherapists, Pathology MLSO’s and Radiographers

In general these paramedical groups respond better to requests than instructions or orders!

Pharmacy

In general there are two points of contact with pharmacy.   Firstly we have a pharmacist who 
visits the Intensive Care and secondly they provide the Total Parenteral Nutrition (TPN) for the 
patients on Intensive Care.   Please consider the time needed to modify the standard bags of 
TPN prior to their delivery to ICU and ordered before 12:00hrs.   TPN ordering can be done 
via extn. 42151 but fax communication can be required in some instances.
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8  NMGH Trust Policies & Procedures

There are a number of policies that you need to know, some to be aware of and others that 
you may need to know where to find them.   Below is a short, so not exhaustive, list.

Fire Lectures

Trust policy dictates that all members of staff must attend Fire Lectures.   This may well have 
been addressed during your induction to NMGH.   If not then Fire Lectures take place 
regularly and you are expected to attend at some point.  It now includes evacuation training.

Health & Safety Issues

Remember that The Health & Safety at work act 1974 is empowered under Criminal Law.

Disposal of  “sharps” is the responsibility of the member of staff who has used a needle, 
scalpel blade or other sharp object.   You are to ensure the safe disposal of these items.   In 
essence this means that the user places them carefully in the sharps bin.   Sharps bins are 
readily available.

Moving & Handling

Trust policy dictates that all members of staff must attend a recognised Moving & Handling 
course.

Control of ionising radiation  (See Radiation Protection Course)

Other Policies & Procedures

There are many policy and procedure manuals within the Trust.   Some must be read, some 
you should know the contents page, and some you should know little more than that they 
exist.    At the time of writing a comprehensive list is not available.
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9  Medical Equipment

There are a number of different pieces of equipment that you will come into contact with whilst 
on Intensive Care.   The sections below are not necessarily exhaustive, but as has been said 
before, ask if you are not sure.

Rings and Watches

Neither of the above items are required for the treatment of patients.   Wedding rings may be 
worn.   Rings containing stones (i.e. not plain metal bands) are not to be worn.   Watches are 
not to be worn when attending patients.   These steps have become necessary as part of 
infection control and apply to all staff on the ICU.   This ban complements the use of alcohol 
hand rubs and/or soap and water.

Blood Gas Analyser

The Blood gas analyser is classed as a “near patient testing laboratory”.   This equipment is 
“operated” by the ICU team, who are therefore responsible for: 

• Generally ensuring correct use.
• General cleaning and emptying of waste bottles.
• Replenishing of reagents.

Special training has been undertaken by some staff to assist with these roles.   The 
Biochemistry Department provide daily second line maintenance (Monday to Friday office 
hours only).   The On-Call biochemist has no responsibility for this machine, though on 
occasion he/she may need to use it if their own analyser develops a fault.   

It is important to be trained to use the blood gas machine.   Without training you will not have 
a barcode which allows you to use it when you need to.   There is a minimum data set that 
needs to be completed on all samples processed.   Failure to adhere to the strict standards is 
not looked upon lightly by those responsible for point of care testing.

Bronchoscopes

We have access to 2 types of bronchoscope.   There is a stack system for the Olympus 
scopes we obtain from the day services scope service.   These are the default option.
In addition there are Ambu scopes for emergencies ONLY.

Information Technology

There are a number of computers connected to the hospital network on Intensive Care.

The seminar room computer can be connected to the projector on the ceiling allowing 
Powerpoint™ presentations to be projected.   When presenting a topic this is the usual format 
expected.

When using the Computer you are expected to adhere to Trust rules as regards e-mail and 
the type of data etc downloaded. 
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10  General Information

Information regarding general “house keeping” issues has been lumped together at this point.

Shifts and Monitoring

The Intensive Care Unit trainee rota is guided by the principles of the New Deal and limits 
imposed by the European Working Time Directive.   It has been sub-48 hrs and New Deal 
compliant for many years now, and has been regularly monitored.   As a result of that 
monitoring it has been banded at 1A.   Monitoring will occur during your time on the Intensive 
Care Unit if you remain on the old contract, and we would expect you to take an active part 
when requested to do so by Medical Staffing.   Accuracy of the information on the monitoring 
forms is essential to ensuring the correct banding (whatever that may be).   Timetabled hours 
on the rota are usually around 44-45 hours a week leaving time within the rota to allow for 
some accommodation of the unexpected.   For others there is exception reporting.
Please note you are expected to contribute to each other having time for breaks during the 
day.

Availability

It is the responsibility of the medical staff to ensure that the Intensive Care Unit staff can 
contact them.   During the day a member of the team should carry the pager at all times.   

The Night Shift doctor starts at 8:30pm and finishes at 9am and should carry the pager 
between these times.   They should ensure that the white board at the nursing station 
indicates:

 Who is on call 
 Their bleep number 
 Their on call room telephone number (relevant at night)

There is a Long distance pager for those instances where there are 2 doctors on the Night 
Shift and the most senior should carry this.   Advanced/Step 2 trainees have the option with 
the long range pager of undertaking a proportion of their on call duty from off site.   In the 
event that you are off site the following information should be available to medical and nursing 
staff on the Intensive Care Unit:

 Who is second on call
 Pager number – a long number  for direct dial
 Mobile Number – in case of more urgent need

On Call Facilities

There is an on call room is near the Doctors’ Mess.  Please make sure you hand over bleep 
and keys in the mornings.   The keys are usually kept on a chain in the Seminar Room and 
not returned to security.   The latter makes it more convenient for you.  
It’s phone number is 43643

Consultants also have an on call room, but this has a key pad.   If there is a need for a 
second on call room, and it is not being used please ask for the number.
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Annual & Study Leave

Leave requests received with sufficient notice prior to the start of this attachment have been 
included on the rota where possible.   There is a leave book for requests related to shift 
patterns and leave.   The leave book is a diary in the Critical Care Offices. Along with some 
printed leave forms for you to complete.
DO NOT remove it from there for any reason what so ever as it is the ONLY record of your 
and others requests.   Please give us as much notice as possible of your requests.   We 
appreciate that it may not be easy to comply with the Trust policy on notice periods and will, 
when possible attempt to accommodate requests.   

Due to the need to run a shift system to comply with junior doctors hours there are limits as to 
how many people can be on leave at any one time.   This information is in the diary.   Leave is 
not built into the shift pattern to allow you to chose the time you wish to take.   Leave should 
be taken on a pro-rata basis unless extenuating circumstances exist and you have discussed 
it first.   It is not however possible for you to keep all your leave to take in one enormous block 
in the last two or three weeks of your attachment here.   

Not all trainees are included in the numbers for the purposes of determining cover of the unit 
e.g. FY1 doctors cannot be on duty on their own and Step 2 trainees are not 1st on call.

You are responsible for swapping your shifts e.g. Night for Night, Long day for Long day in 
order to ensure the unit has cover at the point of booking your leave if the rota has been 
written.   Episodes of unexpected sickness may result in there being gaps in the rota with the 
need to request changes to help reduce the shortfall.   Traditionally assistance at times of 
need is appreciated and steps taken to demonstrate that appreciation.   

Please remember though, no planned leave should result in gaps in the rota.   When shifts 
are exchanged the rota-master needs to be informed so that an updated version can be 
compiled and issued.   You are therefore responsible for confirming your work pattern if 
changes have occurred (You should have been consulted regarding swaps).   The Trust leave 
forms have a segment for completing the names of those providing cover.

Sickness Absence

Unexpected (unplanned) sickness absence must be reported via the trusts chosen supplier 
BUT as they do not always provide that promptly to the trust you need to report it to a 
member of the Intensive Care Unit medical staff (usually the on call Consultant) too. 

Expected (elective) sickness absence should be dealt with via the rota master and the 
absence manager.   Then it is possible to assess the impact on Intensive Care and if the need 
will arise for additional (e.g. locum) staff during the period of absence.

With all periods of sickness absence a self-certification note or General Practitioners 
certificate will be required as appropriate.   Changes to the sickness procedures are in 
process and are likely to come into effect over the next few months.

Assessment & Development

It is expected that you will meet with your mentor at the beginning, middle and end of your 
attachment.   The first meeting should take place within 2 weeks of arrival.   Part of the 
process requires some form filling and a discussion of the educational contract.   You will be 
expected to complete the parts of the Intercollegiate Board for Training in Intensive Care 
Medicine competency documents (or similar) appropriate to your level of training during your 
time on Intensive Care.   Do not leave all the paperwork until the end.   The complete set of 
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documents can be found on the Intercollegiate Board web site and electronically on 
computers in ITU.   There may be other goals you wish/need to achieve and these should be 
planned form the start.   
The mid-attachment/module meeting is to ensure that progress is being made with your goals 
and to assist where necessary with you developmental progress.   The end of attachment/
module meeting is there to conclude the paperwork and do the final documentation.   It is 
expected that you will complete the paperwork at this stage whilst we can provide an accurate 
and comprehensive assessment of you progress while it is still fresh in our minds.   We will 
want to keep a copy for our records in case we are needed to provide a reference for you.   
Do not leave it to do the day before an ARCP/RITA months later when we would have to 
indicate that on any forms we complete the time interval between the attachment/module and 
the date of completion.

Education

A number of educational opportunities are available during the week.

Foundation Year 1 training occurs on Monday and Thursday lunchtimes in the Undergraduate 
teaching suite.   It is the responsibility of the FY1 doctor to make sure they attend.
Foundation year 2 training occurs alternate weeks generally, and similarly it is the 
responsibility of the FY2 doctor to inform other members of the team when their training is 
and when they will return.

We have an educational programme fro critical care trainees within the Trust here in the ITU 
seminar room at North Manchester.   As many trainees as possible are timetabled to be 
present.   It is possible that trainees from other units within the trust may attend.   More senior 
trainees may well be asked to assist.   There is a bank of tutorials available and this is 
increasing as the programme continues.   In addition there may be a presentation of various 
topics by the trainees – i.e. Audits and Paper reviews.   Due to the requirements of PMETB a 
register will be kept of attendance.   Obviously if not on duty (for whatever reason) you would 
not be expected to attend.   In order to develop the programme  feedback forms are available 
for completion after all tutorials.

The Medical Grand Round in the postgraduate centre takes place on Mondays at 12:30 (for 
lunch).   Various departments take part, including Intensive Care.   The PGMC notice board in 
the main corridor gives information regarding the topic any particular week.
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Appendix

11  On Call Bleep Information

Pager Process
Dial 11
Wait for message to begin
Dial bleep number you want
Then extension you’re calling from

Intensive Care Unit Bleep      4142
Anaesthetic Bleep Numbers
1st oncall Anaes (A&E/ Theatre cover; can be CT1-ST6+) 4041
2nd oncall Anaes (Maternity cover: can be CT2-ST6+)    4023

Extension Numbers

Location   Direct Dial  Internal

ITU Phone Number  0161 7202339  (42339)
ITU Alternative Number  0161 7202344  (42344)
ITU Secretary   0161 7202342  (42342)
ITU Seminar Room  0161 9223117  (43117)

General Office   0161 7202199  (42199)
Anaesthetic Department  0161 7202280  (42280)
A&E Resus      (43303)
Theatre (Main)      (42350)
Theatre (Phase 1)     (42063)

Blood Transfusion:      (42100)
Portable Xray:       (42247
         
Fast Bleep: 4444                               Cardiac arrest: 2222

Outreach nurses:   8-7pm daily       Bleep 4323
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12  Insulin Prescription

CRITICAL CARE INSULIN PRESCRIPTION  

Test Serum Glucose according to Insulin Control Policy ( at least 4 Hrly)

Insulin Infusion Prescription:
Route Infusion Solution Volume Approved name of 

Insulin
Dose of added Insulin

i.v. 0.9% Saline 50 ml Actrapid 50 Units

Preparation of insulin infusion
Solution Batch no Insulin 

added
Prepared 
by

Checked by Date and time

Parameters: Start with Insulin  regime A

                                                          
Serum GlucoseSerum Glucose Insulin regime  (Units per Hour)Insulin regime  (Units per Hour)Insulin regime  (Units per Hour)Insulin regime  (Units per Hour)Insulin regime  (Units per Hour)Insulin regime  (Units per Hour)Insulin regime  (Units per Hour)

RangeRange B C A D E F G

Greater than 18 4 5 6 7 13
15.1    to 18.0 3 4 5 6 11
12.1    to 15.0 2 3 4 5 9

      9.1    to 12.0 1 2 3 4 7
6.1    to 9.0 0.5 1 2 3 5
4.4    to 6.0 0.5 0.5 1 2 3

        4.0  to 4.3 0.5 0.5 0.5 0.5 0.5 0.5 0.5

Less than 3.0 Stop Stop Stop Stop Stop Stop Stop

STOP = give 20 ml of 50% Glucose - refer to guidelines

Insulin Glucose and fluids prescribed by: 
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13  References

Pennine Critical Care Web site   www.pencrit.com

Surviving Sepsis Campaign:          http://www.survivingsepsis.org

ARDS:          http://www.ardsnet.org

Difficult Airway Society:                http://www.das.uk.com 

Tracheostomy emergencies            http://www.tracheostomy.org.uk

Faculty of ICU (FICM)                      http://www.ficm.ac.uk

Association of NW ICU      http://www.anwicu.org

Anaesthesia Tutorial of the week    http://www.frca.co.uk

Royal college of Anaesthetists    http://www.rcoa.ac.uk

Free critical care tutorials :    http://www.ccmtutorials.com

Critical care reviews- latest journals appraised  http://www.criticalcarereviews.com

St Emlyns Blog, - run by Dr Carly, Prof of A&E med @ MRI
Great resource for general acute learning

Anaesthesia FRCA – lots of ICU material and MCQs for learning from
       http://www.frca.co.uk

Intensive Care Society:                http://www.ics.ac.uk
Membership includes insurance for patient transfers

ECMO/ PRONING Wythenshawe hospitals trust site
 – guidance and online referral form

N Engl J Med 2013; 368:2159-2168June 6, 2013
Pulm CCM website

Trust Intranet Page: “UptoDate” – database of current peer reviewed clinical  problems, free 
to access

Contact Post Grad center at North Manchester General’s library (John Addison) to get 
ATHENS password
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14  Education

Intensive Care Medicine Training

Those interested in a career in ICM can train in this as sole specialty or with a base specialty. 
Majority of ICM consultants in the UK are anaesthetists with further training in ICM. Recently, 
there are more ED and physicians who have developed this specialist interest

http://www.ficm.ac.uk   for more info on recruitment and training

Specialist Training Committee

Regional Advisor  Dr S Clarke @Royal Blackburn Hospital
Program Director  Dr McGratton @Lancaster
Program Placements  Dr A Euself @Royal Bolton Hospital

 

Our Intensive Care Medicine Team

Foundation – Years 1 & 2
Acute Care Common Stem
Acute Medicine
Anaesthetists
Intensive Care Medicine
Respiratory Medicine

This is a great opportunity to learn from one another.
Also, it means a variety of e-portfolios!

• You are in charge of organising your INITIAL, MID-POINT & END of attachment 
meetings with your nominated ICU educational supervisor. 

• You are also responsible for keeping your paperwork up to date
• Consultants will not remind you nor will we sign a large pile of assessments in the last 

week of your job!

Trainee Assessment

We will seek informal feedback about trainees from consultants and other staff about your
• Overall progress
• Professional attitude / Teamworking/ Situation awareness skills
• Clinical ability.

  This will be fed back to you during your jobs. 
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Intensive Care Medicine Tutorials

We have dedicated an hour on Wednesday am for teaching. 
The topic will be advertised in the seminar room and is in line with the FICM syllabus.

Audit

Several re-audit titles are available
Please register with audit dept, form is in the audit folder.
Royal college of Anaesthetists- audit recipe book is available on their website for ideas
It can be made more interesting if you do some research and come up with an idea yourself…

Morbidity & Mortality

Lead: Sister Keegan
She will  identify patients for you all to do a case presentation on & discussion as a group. 
Usually held monthly with a clinical theme, occasionally this can be a joint meeting with 
another specialty.  You will be expected to take part during your stay here.

Journal Club

Lead: Dr Boultoukas/senior trainee
Wed lunchtime, timetable will be in the seminar room. Each will get a chance to present an 
interesting ICU paper for 10mins. Q&A to follow

Multi-Disciplinary Team Meetings

Wed afternoon, the unit gets together with the junior doctors each presenting and updating 
the clinical  progress and issues of each of the unit’s patients. Clinical  management is 
discussed and planned by us all.

And Finally……

Just to finally say, enjoy ICU and the opportunities that comes with it.
You will be fully supported during your time with us and any constructive feedback is 
welcome.
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