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	1.  Purpose



	1.1 Aims 

Critical care services provide specialised care to patients who require intensive monitoring and support in a hospital setting and are a significant element of many patient pathways within and between hospitals.  Critical Care Networks aim to promote excellence of care for critically ill patients; support critical care providers and commissioners to ensure an integrated approach to the planning and delivery of critical care, and to support continual quality improvements.  

This service specification aims to define a level of service which commissioners can expect to be delivered by its providers and which is supported by the North Trent Critical Care Network (the Network).

The level of service specified reflects national guidelines. Any critical care units that do not already meet these specifications should have an action plan in place to work towards their achievement over the next two years. This will be monitored by the Critical Care network Board against agreed timescales. Commissioners and providers may also wish to add specific details relating to their own organisations.

1.2 Evidence Base

Commissioners wish to promote a service underpinned by evidence to ensure the delivery of effective clinical care.  There is an increasing body of evidence relating to aspects of critical care services and commissioners will expect their providers to both access and contribute to the developing body of relevant literature.  Providers should particularly, but not exclusively, note standards, guidance and information available in Appendix A.

1.3 General Overview

Critical care services  are delivered at a number of defined levels of care:

Level 0  

· Patients whose needs can be met through normal ward care in an acute hospital
Level 1  

· Patients recently discharged from a higher level of care
· Patients in need of additional monitoring/clinical interventions, clinical input or advice

· Patients requiring critical care outreach service support

Level 2        

· Patients needing pre-operative optimization

· Patients needing extended post-operative care

· Patients stepping down to level 2 from level 3

· Patients receiving single organ support

· Patients receiving basic respiratory support

· Patients receiving basic cardiovascular support

· Patients receiving advanced cardiovascular support

· Patients receiving neurological support

· Patients receiving renal support

· Patients receiving dermatological support 

Level 3        

· Patients receiving advanced respiratory support or

· Patients receiving a minimum of 2 organs supported 

1.3.1 National currency
The payment by results system is designed to: 

· Provide a fair basis for paying for the provision of health care 

· Support patient choice 

· Incentivise efficiency 

· Underpin the devolution of resources and responsibility to frontline organisations.

It does this by setting a national price for units of activity based on the average NHS costs encouraging commissioners to focus on volume and quality, and providers on efficient delivery of quality services. The mandated currency for 2011/12 will be locally agreed pricing. 

Table 1 provides details of the HRG codes for the number of organs supported 

Table 1: HRG for adult critical care 

HRG

Organs supported

XC01Z 

6

XC02Z 

5

XC03Z 

4

XC04Z 

3

XC05Z 

2

XC06Z 

1

XC07Z 

0

Notes to table 1:

· Includes the total cost of outreach services, as submitted in reference costs

· Excludes critical care activity in specialist burn units, spinal units and specialist hepatic (liver) critical care units

· Excludes costs of high cost drugs and blood products published as exclusions to PbR

· Benchmark prices exclude MFF

Source: Payment by Results Guidance for 2010 – 2011 (Department of Health, 2010)

This service specification supports [the Commissioner] to provide adult critical care at Levels 1, 2 and 3 and to ensure that:

· Care is delivered at the appropriate level as defined in relevant standards and in this document

· Transfer of care between levels or between critical units is appropriate, timely and compliant with transfer standards as illustrated at 3.2 below

· There is active involvement with the North Trent Critical Care Network (and/or any new model of networking arrangements) to ensure integrated care pathways and consistent quality of care

This specification is not designed to replicate, duplicate or supersede any relevant legislative provisions which may apply, e.g. of the Health and Social Care Act 2008 or the work undertaken by the Care Quality Commission.  The specification will be reviewed and amended in line with any new guidance as quickly as possible, but commissioners and service providers will work pro-actively to agree speedy variations of contract to take account of any new guidance ahead of the production of a revised service specification.
1.4 Objectives

· To deliver the best possible outcome for individuals in need of intensive care

· To offer high quality critical care services in the most appropriate setting to the population of the responsible commissioner

· To ensure best practice and evidence based interventions appropriate to individual needs

· To ensure effective and timely transfer between levels of care/critical care units where needed

· To ensure good communication and shared decision making with patients and families within a philosophy of patient centred care

· To maintain a culture of continual quality improvement underpinned by reliable information and audit

· To maintain an effective critical care network serving the population of member organisations

1.5 Expected Outcomes
· Optimised survival rates for patients with intensive care needs as per national benchmarks

· Patients are treated in the most appropriate setting at every stage of care

· Interventions are based on latest evidence and best practice

· There is capacity in terms of beds, expert staff and equipment to meet the needs of the commissioner’s responsible population

· Care is patient centred with consideration of the wishes and support needs of the patients and their carers/ family at all stages

· Compliance with the Intensive Care National Audit and Research Centre’s (ICNARC) aim to foster improvements in the organisation and practice of critical care through audit, research and the use of evidence (see http://www.icnarc.org/)  



	· 2. Service Scope



	2.1 Service Description

The provision of adult critical care at defined levels 1, 2 and 3 with appropriate transfer arrangements between levels of care and between units where this is necessary for patient care. In some instances units will treat children to stabilise them prior to transfer to a specialist paediatric unit. 

It is expected that transfers will be within the agreed transfer boundaries wherever possible unless the transfer is for specialist care, e.g. for liver, burns and spinal conditions. Transfers should be compliant with existing policy. See section 3.2 on Transfers. 
2.2 Accessibility/acceptability

The provider will ensure that services are equally accessible to all and sensitive to any specific needs of patients or families.

2.3 Whole System Relationships

2.3.1 Critical care, whether undertaken in dedicated units or on the hospital ward, is part of and needs to be fully integrated into whole hospital services. Where inter-unit transfer is indicated providers need to ensure that critical care is delivered in a planned and integrated way, working with partner hospitals/critical care units to provide ongoing best quality clinical care. Arrangements need to be in place for access to the services needed to support critical care such as theatre provision, ENT provision, therapeutics, imaging and laboratory services. 
These standards should also apply to all paediatric patients presenting to provider hospitals in need of Critical Care Services and Level 3 support prior to stabilisation and Transfer to a specialist paediatric ICU. The providers will ensure that training levels of staff asked to care for paediatric patients is adequate and regularly updated in order to provide best quality clinical care.
2.3.2 There will be leadership and integrated governance systems in place for critical care.  Providers will fully participate at appropriate levels of seniority, in the critical care network systems for planning and review of services.

2.3.3 Providers will recognise the duty of partnership working, demonstrated by participation, at a senior corporate level, in the Critical Care Network Board and other appropriate network meetings for the planning and review of services.
2.4 Interdependencies

Good critical care is dependent on strong functioning working relationships between a wide variety of professional, operational and management groups within the hospital and between hospitals, as well as between care givers and patients and families.  Care may need to be delivered across organisational and/or departmental boundaries and the provider will be expected to ensure that robust organisation systems are in place both within and between hospitals to ensure integrated care pathways for all aspects of critical care.  

2.5 Relevant networks and screening programmes

The provider will establish a Critical Care Delivery Group (CCDG) to oversee the development, integration and performance of their critical care services and ensure a hospital wide approach to critical care services. Membership of the CCDG will include senior management and clinical support.  The group will work closely with the North Trent Critical Care Network. An Executive Director should takes lead responsibility as the Chair of the group with a suggested minimum of quarterly meetings  Providers will ensure that each unit has a clinical network representative who will guide the CCDG in matters relating to the activities of the North Trent Critical Care Network.
 



	3.  Service Delivery



	3.1 Service  model 
3.1.1 Service Principles
The aim of the service is to provide comprehensive, patient centred, critical care which can flexibly meet the needs of patients along the care pathway.  The critical care service is an integral part of whole hospital systems and needs to be flexible enough to meet the needs of patients and respond effectively to peaks in demand for the service.

To ensure the best quality of critical care both commissioners and providers will work to the following principles:

· Care designed to meet the needs of the individual patient at all times

· Care which is evidence based and regularly monitored

· A service focused on continual improvement

· Care provided by an appropriately trained, multi-disciplinary and empowered workforce

· A service available 24 hours a day, every day

· Flexible and collaborative service planning to maximise capacity

· Facilities which meet the needs of patients and comply with relevant standards, e.g. as per HBN 57 (See section 3.9)

3.1.2 Patient Centred Care

The provider will, wherever possible, respect the choices of patients about their own care and will provide appropriate supporting information to patients and families in an accessible format.  The provider will ensure that support is available at each stage of the patient journey and that there is good communication between the clinical team and the patient and family.

The provider will seek patient and family feedback about their experiences and reflect those experiences in service developments as part of a culture of continual improvement.

3.1.3 Level 1 Care 

The provider should develop a standardised approach to the detection and treatment of critical illness on general wards with reference to NICE clinical guidance 50 on acutely ill patients in hospital (NICE, 2007). This should include:

· Formal standards describing the process for the early detection of critical illness in general wards.  This will include the standard use across the hospital of an early warning mechanism such as the track and trigger system designed to identify patients at risk and who may need specialist critical care support on the ward or timely transfer to Level 2 and Level 3 care  

· Support for patients stepping down to Level 1 care when discharged from a dedicated critical care area.  (see section 3.3 on Rehabilitation)

Level one patients are the primary responsibility of ward teams across the hospital who should be able to access support and advice as and when required. There are a number of ways in which this might be achieved, however the preferred option of the Network is the use of a critical care outreach service. Critical care outreach services are intended to provide equity of access to critical care and can play a significant role in the early identification of patients on general hospital wards requiring support from the critical care team and in supporting patients recovering from critical illness in the hospital and afterwards in follow up outpatient clinics (DH, 2005).
The provider will also ensure that wards have staff available at all times who are skilled in the basic management of ‘at risk’ and critically ill patients.  The provider will, as part of its training and development plans, include training for ward staff in the early identification, basic management and timely transfer of patients with critical care needs.

These arrangements should be in place 24 hours a day, every day and should be subject to a regular audit programme.

3.1.4 Levels 2 and 3    

Level two and three patients are the responsibility of designated critical care areas. The designation of these areas should be assessed against the commissioning and contracting guidance provided in the North Trent Critical Care Network’s specification for critical care units/ service (NTCCN, 2010d).

The provider will ensure that level two and three critical care areas are designed and equipped according to the guidelines provided by the Intensive Care Society (ICS, 1997) and with reference to the basic descriptions of intensive care unit (ICU) and high dependency unit (HDU) beds provided in Department of Health guidance on Admission and Discharge for Intensive and High Dependency Care (DH, 1996). The provider will also ensure that all equipment conforms to the relevant safety standards and is regularly serviced and that staff are appropriately trained and familiar with the use of all equipment. The provider should have a programme in place for the replacement of capital equipment. 

The provider will ensure that critical care areas are suitably staffed according to the specifications described in section 3.7. 

The provider will have agreed arrangements in place for the admission of patients to critical care units. These should include:

· The types of patient admitted

· The referral process

· The assessment of patients 

· Review by a critical care consultant within 12 hours of admission

For processes relating to the discharge of patients from critical care see section 3.2 on transfers.

The provider will also develop standards relating to the appropriate level of care required by patients that are compliant with the levels of care criteria set out in the Intensive Care Society Standards (ICS, 2009) and the standards for intensive and high dependency care detailed by the Intensive Care Society (ICS, 1997). The provider will ensure that a care pathway is in place relating to the assessment and monitoring of patients and the response required should a patient be at risk of deterioration. For further details on care pathways see section 3.11.

A mechanism should be put in place to support clinicians in making difficult and stressful decisions without interfering with clinical autonomy (DH, 2000).

A formal structured handover of care should take place whenever a patient moves between any of the three levels of care. This should include a summary of their diagnosis and treatment, plans for monitoring, investigation and ongoing treatment and care, details of physical, psychological, emotional and rehabilitation needs and any specific communication or language needs.  

The provider will also put in place mechanisms for ensuring that protocols and guidelines are implemented correctly with clear identification of the people responsible for monitoring this (DH, 2000). 

3.1.5 Laboratory services

The provider should ensure that dedicated cover is in place for critical care areas to have access to Microbiology services 24 hours a day, seven days a week. The provider should ensure that there is an agreement between critical care units and laboratory services for the rapid transfer of samples. This should include agreement that urgent results should be available within one hour and routine results within two hours. 

3.1.6 End of life care

Considering the views of the medical and nursing staff, the family and, if known, the patient and the importance of recording all discussions and decisions in the notes and regularly reviewing, updating and auditing this. This should apply to all patients admitted to critical care and to ward-based patients whose conditions /circumstances suggest that a transfer to critical care may be considered at some stage. 

Guidelines for limitation of treatment for adults requiring intensive care have been produced by members of the ICS standards committee (Cohen et al, 2003).

3.1.7 Organ donation 

The provider will adhere to the guidelines for adult organ and tissue donation prepared by the Intensive Care Society (2005), the recommendations in the report from the organ donation taskforce (DH, 2008) and the guidance of the NHS Blood and Transport (NHSBT) service. These include reference to the identification of all potential organ donors and the actions to be taken in notifying the donor transplant co-ordinator of a potential donor and for discussing the issue with the family. 

The provider will have a process in place to enable critical care staff and families to access a donor transplant co-ordinator at reasonable times. The provider will also ensure that all clinical staff who are likely to be involved in the treatment of potential organ donors receive mandatory training with regular update in the principles of donation. 

The provider will develop local guidelines for the organisation of haematological and biochemical investigations for potential donors through discussion between the critical care and laboratory consultant staff and the donor transplant co-ordinator. 

The provider will facilitate the audit of all donation activity including potential donor identification, referral, approach to the family and consent to donation. 

3.2 Transfers
Patients can be transferred from a critical care unit to a general ward when the level of care required changes. Transfers to general wards should be undertaken in a timely manner within a formal handover structure, supported by a written plan for ongoing treatment with, where required, critical care outreach support. The handover plan should include:

· A summary of critical care stay including diagnosis and treatment

· A monitoring and investigation plan

· A plan for ongoing treatment

· Physical and rehabilitation needs

· Psychological and emotional needs

· Specific communication needs

Patients should be offered information tailored to individual circumstances and encouraged to participate in decisions about their care. If they agree, family and carers should be involved.

These transfers should take place as early in the day as possible and transfers should not be made between 22.00 and 7.00 hours wherever possible.

See also section 3.3 on rehabilitation. 

Critically ill (level 2 & 3) patients may sometimes be transferred to or from a critical care unit in another hospital, for example if the patient needs specialist care which is not available on site, for subsequent repatriation from a specialist unit or repatriation to a local unit for geographical reasons. 

The provider should ensure, by good capacity planning and working flexibly, that instances where patients are transferred for non-clinical reasons, i.e. due to lack of capacity, are as limited as possible. Where a transfer is considered for non clinical reasons, the provider should first ensure that:

· There are no patients on the unit who could be safely transferred to another ward/unit elsewhere in the hospital

· If the problem is lack of staff rather than lack of beds, ensure that levels of staffing are appropriate for levels of care needed and that no staff could be freed up, e.g. from level 2 to take on level 3 care.

· No other arrangements can be safely made in another area of the hospital

· All elective high-risk surgery which requires post-operative critical care bed is cancelled or reduced 

· That the most suitable patient is chosen for transfer

· That patients are only transferred once for non clinical reasons

The provider will complete the critical care audit tool for all transfers and will review any transfers that are made for non clinical reasons, reporting to the Critical Care Network, internally within the Trust clinical governance arrangements, and to the commissioner to facilitate capacity planning.  

All transfers will comply with the policies and procedures of the North Trent Network Transfer Policy and any subsequent revisions. Transfers will also comply with Intensive Care Society’s guidelines on the transportation of critically ill adults (ICS, 2002) and reference the safety guideline for interhospital transfer produced by the Association of Anaesthetists of Great Britain and Ireland (AAGBI, 2009).  

The provider will have a nominated Consultant and Senior Nurse representing intra and inter hospital transfers and will ensure that Trust processes comply with Network transfer policies and procedures.  The provider will also ensure that communication and documentation used for transfer is as advised by the Network, undertake regular audit as recommended by the Network and provide accurate information to Commissioners on transfer of care in and out of agreed transfer boundaries.

Any transfers that do not proceed as planned will be reviewed following recognised governance pathways. 

The provider will ensure that all staff involved in transfers are trained to a level agreed by the network. 

3.3 Rehabilitation and follow up
Trusts should be developing rehabilitation and follow up pathways for all patients admitted to critical care. These should be designed with reference to NICE clinical guideline 83 on rehabilitation after critical illness (NICE, 2009) and audited with reference to the Network’s QIPP targets for rehabilitation and the management of long term conditions. Consideration should be given to whether the patient is recovering from a neurological or non-neurological condition.

A summary of the stay in critical care should be sent to the patient’s GP at the point of discharge from critical care. 

The provider will ensure that suitably trained staff are in place to facilitate the rehabilitation of patients after their transfer from critical care to a lower level of care. See section 3.1.3.

3.4 Care Bundles – Improving the quality of care

Care bundles aim to ensure a systematic approach to care by combining several elements of evidence based care applicable to a selected group of patients. The commissioner expects the provider to adopt and maintain the ‘Care Bundle’ approach to underpin quality of care. The provider should implement and audit nationally developed care bundles and should be able to illustrate compliance to components of the care bundle approach.

The provider should ensure that processes are in place, particularly in relation to staff training to ensure continual compliance with the Care Bundle approach. 

3.5  Service Planning

3.5.1     Across Organisations

All NHS critical care units should belong to the Critical Care Network. There should be a designated medical and nursing representative from the critical care unit who regularly attends Network meetings on behalf of their organisation. All significant issues with service capacity or delivery should be reported to the commissioning PCT in the first instance and to the North Trent Critical Care Network Team.

[The commissioner should add the detail of any cross organisational pathways or restriction of movement in this section if required]

3.5.2 Flexibility

The DH recommends that providers of critical care services should have mechanisms in place that allow for collaborative and flexible service planning that is informed by continuous evaluation and monitoring of patient outcomes and by feedback from all stakeholders involved in the patient’s journey (DH, 2005).

It is important for critical care service planners to acknowledge that critical care capacity is not just the number of physical beds in designated critical care areas; it also includes the resources devoted to supporting actual and potential critically ill patients away from the designated critical areas within the hospital. This includes essential services such as outreach, dietetics, physiotherapy, speech and language therapy, pharmacy, imaging and clerical and administrative staff.  

The provider will have clear planning processes to support flexible, multi-professional working to support high quality critical care and be able to illustrate how this is achieved.

See also section 3.5.4 on emergency planning and business continuity. 

3.5.3 Capacity 

Critical care must be included as part of the hospital Trusts approach to bed management.

The provider will ensure the flexible use of beds to support level 2 or 3 patients as needed to maximise the capacity of critical care services. The provision of sufficient capacity should be determined through the review of activity data from all relevant areas and comparison with the national care mix distributions for critical care areas. 

See also section 3.5.4 on emergency planning and business continuity.

The provider will develop an escalation procedure mapping the actions to be taken in situations where a critical care bed is not immediately available. This will include restricting the number of elective, non emergency admissions to critical care at times when the critical care unit is at full capacity.  

The aim will always be the avoidance of transfer to another unit for non clinical reasons. 

See also section 3.2 on transfers. 

The provider will ensure that any proposed changes to designation or funding of critical care areas is subject to full financial appraisal. 

The cancellation rate of planned booked hospital admissions due to lack of a critical care bed must be less than 5% of total booked admissions (NTCCN, 2010d).

The provider will comply with any National Bed Management System implementation, such as that suggested in the Department of Health’s Comprehensive Critical Care (DH, 2000).

3.5.4     Emergency Planning

The provider should have contingency plans in place to accommodate an additional need for critical care services following a major incident, for example, an influenza outbreak or chemical, biological, radiological or nuclear (CBRN) incidents. These should recognise the need for strong communication networks and collaborative, multi-professional working at local, regional, and potentially national, levels.

The provider should comply with BS 25999 Parts 1 and 2 which provide the code of practice and specification of business continuity management. 

The provider should ensure that all critical care staff receive training to prepare them for their role and responsibilities in response to a major local or national incident and that there are plans and educational processes in place to up-skill other staff to allow additional surge capacity in critical care to be provided at times of emergency.  

A plan for the implementation of processes to support staff during and following a major incident should also be in place.   

3.5.5 Evaluation 

Patient and family reflections on their experience of intensive care need to be a cornerstone of service delivery and planning.  The provider will be expected to seek the views of patients, family and friends to inform services.  As a minimum, the provider should ensure that all units sample the views of the patients and relatives by means of a survey on an annual basis.
3.6   Communications

The provider will ensure that there are good communication processes across the hospital to underpin high quality critical care at all stages of the patient pathway with reference to standards referred to in this specification.  
All critical care areas should provide patients and families with information about critical care services, on the facilities available, the purpose and operation of common pieces of equipment and the staff likely to be involved in care. Patients and families should also be provided with important telephone numbers, details of relevant local and national organisations and chaplaincy services. This information should be available in a written format and mechanisms for accessing translation services where necessary should be in place.  

The provision of information regarding care to patients and relations in written or verbal formats should be documented in the patient’s notes.
See also sections 3.1.3 on level 1 care and 3.2 on transfers. 

3.7 Staffing

Comprehensive critical care is a 24 hour a day, 7 day a week service that requires the deployment of a sufficient number of appropriately trained and experienced specialist and support staff (DH, 2000).  

3.7.1 Leadership

All hospital trusts providing critical care must have a named Director of Intensive Care (ICS, 2006) or Clinical Lead. If the trust has more than 20 Level 3 beds, this should be a full time role with a job plan committed to patient care and management of the ICU.  The Director must have sufficient time to administer the ICU; a minimum of 1 PA per week is recommended for this activity.

Every hospital trust providing critical care should also have an established Critical Care Delivery Group (CCDG) with the designated Executive lead for Critical Care in the hospital either chairing this group or a core part of its membership.  The membership of the CCDG should be multi-professional including representation from the medical staff, nursing staff, anaesthetics, allied professionals and management. This group should ensure that services are safe and delivered to an acceptable standard and to find pragmatic solutions to address any issues that are identified (DH, 2000).

3.7.2 Consultant and nursing staff

Critical care areas should be staffed to the levels set out in the standards for consultant staffing of intensive care units (ICS, 2006) and follow the recommendations described below regarding nursing levels from the BACCN/RCN/CC3N (2010). 

3.7.3 Staffing Levels and Ratios

The level of staffing and skill mix required for the critically ill should be based on patient need and level of dependency rather than being determined by the number of beds within the critical care unit. The provider should utilise the available beds flexibly, taking into account changing patient needs (DH, 2000).

The BACCN/RCN/CC3N (2010) recommendations are that:

· Ventilated patients should have a minimum of one nurse to one patient

· The nurse to patient ratio within any critical care unit should not go below 1 nurse to 2 patients
· Supernumerary co-ordinator for units with more than 6 critical care beds

· All patients have access to a critical care trained nurse
· A more flexible approach to staffing levels within critical care
3.7.4 Allied Health Professionals

A balanced team of medical, therapy and support staff is essential to the delivery of high quality critical care services (DH 2000). The nature of critical care and the demands for a 24 hour, 7 day a week service mean that allied health professional staff need to be available on a similar basis to medical staff.

Critical care areas should be staffed by allied health professionals to the standards set out in the Allied Health Professionals and Health Care Scientists Critical Care Staffing Guidance (Modernisation Agency 2003).
The critical care team should be appropriately supported by administrative, cleaning and portering services.

3.7.5 Training and Induction

All new critical care staff should undertake an induction programme lasting at least three weeks.

All critical care staff should have an assessment of their training needs during their induction with an annual review as part of the appraisal system. 

Staff should be assessed against the appropriate Competencies and staff completion of all mandatory and update training programmes relating to the delivery of critical care should be monitored.
Provider organisations are expected to sign a statement of partnership in regard to the administration and ongoing delivery of two modules in critical care practice developed and delivered by clinical educators and staff from critical care units within the North Trent Critical Care Network.
The purpose of the Statement of Partnership is to agree the roles and responsibilities in the administration and delivery of the Network modules.  This is to ensure a quality 

course is designed and delivered which:

· Helps to meet the needs of the Network in both content and capacity

· Ensures equity of access to all Trusts within the Network 

· Is delivered to staff flexibly in tune with Improving Working Lives

· Supports the development of clinical competence

· Is sustainable

· The delivery is shared by clinical educators from all Trusts within the Network

· Improves flexibility in training staff and improves recruitment and retention

· Is responsive and proactive to service delivery

3.8 Data and Information

The provider should promote a data collecting culture where actions and decision making are underpinned by a firm evidence base. 

All critical care areas must participate in national and regional data collection programmes such as:

· The Critical Care Minimum Data Set (CCMDS) for all level 2 and level 3 patients within general and specialist critical care units
· The Case Mix Programme from the Intensive Care National Audit and Research Centre (ICNARC) currently collected for all network level 3 patients within general critical care units and Level 2 patients within combined critical care departments
· Data required by the Critical Care Network for quarterly reports to the commissioners
All Critical care units within the network should be moving towards collecting ICNARC data for all level 2 and level 3 patients. This includes the independent sector and specialty critical care units such as Cardiac, Neurological and Obstetrics.
All critical care areas should also support local data collection for audit and evaluation purposes defined by the commissioner and/or the Network or in general to support evidence based practice. 

3.9 Facilities

The provider should ensure that critical care areas are situated in adjacent locations and, if not aligned already, that adjacent locations should be considered within any longer-term estate planning (DH, 2000).

Where possible, units should comply with HBN 27 and for new buildings HBN 57 in respect of storage for drugs, personal property, changing rooms, staff lounge, meeting/teaching rooms, waiting areas and quiet rooms. If not already compliant, these guidelines should be considered within any longer-term planning. 

Each bed space with the critical care unit should be equipped as per HBN 57.

All units should adhere to the Department of Health’s guidance regarding the national privacy and dignity agenda and the provision of single sex or same sex accommodation (DH, 2009). 

There should be sufficient space to double critical care capacity and broaden the range of patients and casemix accommodated in emergencies, for example in providing paediatric or neurological care in units that do not usually specialise in these areas. 

The provider should ensure that access to residential accommodation is available for the relatives of critical care patients.  

3.10 Policies and Procedures

The provider will be expected to have in place written policies and procedures to support best practice and arrangements in place to ensure compliance with those policies and procedures.  This will include, but is not limited to policies relating to:

· Staffing

· Admission, discharge and referral

· Transfer

· Infection control

· Care pathway management, inc operational polices for track and trigger/transfer etc

· Organ donation

· Informed consent

· Withdrawal/withholding of medical treatment

· Training and induction of new staff

· Major incident planning

· Clinical governance

· Audit and data management 

The provider will comply with policies and procedures generated by the Network on behalf of Network members.

3.11 Care Pathways

The provider should ensure that a care model is in place specifying pathways for the assessment and monitoring of patients and the response required if a patient is at risk of deteriorating. An example of a care pathway is given in NICE clinical guideline 50 ‘Acutely ill patients in hospital’ (NICE, 2007).

	

	4.  Referral, Access and Acceptance Criteria



	4.1 Geographic coverage/boundaries

There will be equity of service across North Trent’s geographical and organisational boundaries.
[To be completed by the commissioner]
4.2 Location(s) of Service Delivery

Insert Provider Name
Critical care will be delivered as an integrated part of hospital care whether this is on hospital wards or within the critical care unit/s.  Specialist care will be undertaken at the most appropriate unit and comply with Network transfer policies.

4.3 Days/Hours of operation 

Critical Care Services should be available 24 hours a day, seven days a week. 

4.4 Referral criteria & sources

The critical care unit must be able to accept 95% of all appropriate referrals (NTCCN, 2010).

See section 3 on service delivery. 

4.5 Referral route

See section 3 on service delivery. 

4.6 Exclusion criteria

There are no exclusion criteria for access to critical care services. 

4.7 Response time & detail and prioritisation

A Consultant in critical care must see all patients admitted to critical care within twelve hours of admission. 



	5.  Transfer of and Discharge from Care Obligations


	Transfer of care between critical care units and between levels of care need to comply with standards of best practice as outlined in section 3.

	6.  Self-Care and Patient and Carer Information



	Being in intensive care can be a daunting experience, both for the patient and for family and friends. High quality information and support is vital throughout the care pathway.  The provider is expected to seek and respond to patient and carer experiences.  The provider will supply relevant and timely information and also refer to other information sources as appropriate, for example: www.icnarc.org/CMS/DisplayContent.aspx?root=PATIENTS  
Providers should also provide information on other supporting organisations where relevant.


	7.  Quality Requirements where possible
Note: Link these back to CQUIN and the Quality Schedule



	Performance
	Indicator
	Threshold
	Method of Measurement
	

	Quality


	
	
	
	

	Participation in Nationally Recognised Case Mix Adjusted programmes


	Participation in ICNARC Case Mix Programme (CMP). 


	Maintain up to date database.  All Level 2 / 3 units must participate in case mix adjusted programme.


	ICNARC


	

	HRGs for all admissions to the unit


	HRGs derived from organ monitoring / support in the CCMDS will be used to support Payment by Results (PbR) for Critical Care


	Units must provide evidence of collection of HRGs and a low error rate.


	ICNARC


	

	Readmissions within 48 hours


	Patients discharged from Critical Care who are readmitted within 48 hours


	CMP level or below
	ICNARC


	

	Mortality - Funnel plots of mortality ratio - ICNARC (2009) model


	The funnel plot is a plot of the mortality ratio (number of observed deaths divided by number of deaths predicted by the risk prediction model) against the number of eligible admissions.  As the number of admissions increases, the precision with which the mortality ratio can be calculated increases and so, if the model is perfectly predicting hospital mortality, we expect the points to form a funnel shape centred on a mortality ratio of 1.0


	Units should be less than 2 standard deviations from the mean if SMR >1.


	ICNARC


	

	Non-Clinical Transfers


	Discharges from your hospital to a Level 3 critical care bed in another hospital, that may be in the same Trust, due to lack of capacity in the transferring hospital and involves the patient being moved by ambulance.


	CMP level or below
	ICNARC


	

	Delayed Discharges


	Unit survivors with a recorded delay of 4 hours or more.  The delay commences 4 hours after the patient is ready for discharge and bed was requested.


	Delayed discharges should be below the CMP average.


	ICNARC


	

	Out of Hours Discharge


	Unit survivors discharged to a non-critical care area between 22:00 and 06:59


	No patient should be discharged from Critical Care areas between 22:00 and 06:59


	ICNARC


	

	Days at Level 3


	The percentage of total calendar days on which admissions received Level 3 care.


	Level 3 units: 60-80%.  Level 2 units: <10%


	ICNARC


	

	Infection: Unit acquired MRSA, Infections in blood; Unit acquired and C. Diff infection.


	The presence of MRSA infection in any blood sample taken for microbiological culture after 48 hours following admission to the unit (contaminants excluded).  Detection of C. diff toxin in any stool sample taken for microbiological examination after 48 hours following admission to the unit and related to a new episode of diarrhoea.


	CMP level or below.


	ICNARC


	

	In-hospital CPR


	CPR within 24 hours prior to admission to the unit taking place within hospital buildings.


	CMP level or below
	ICNARC


	

	Outreach
	Dedicated funded Outreach Service.
	a) Outreach services should be available 24/7 =gold standard
b) All discharges from Critical Care will receive an outreach follow up visit

c) All patients referred to Outreach will be assessed


	Y&H
	

	Availability / Presence of an Intensive Care Trained Doctor 24 Hours a Day, 7 Days a Week
	Medical staff trained in critical care must be available 24 hours a day, 7 days a week, with access to advice from a appropriately trained Fellow of the Faculty of Intensive Care Medicine (FFICM) or equivalent.
	Hours per week that there is a dedicated trainee available (with basic level training (3 months ICU)) on site with access to advice from a Consultant who is a Fellow of the Faculty of Intensive Care Medicine (FFICM) or has equivalent training.
	Y&H
	

	Nurse Staffing
	a) All critical care patients should have immediate access to a registered nurse with a post registration qualification in critical care
b) There should be a  supernumerary shift leader to facilitate safe practice and coordinate services (only on units with more than 6 beds)

c) Invasive ventilated patients have a minimum of 1 nurse to 1 patient

d) Not less than 1 nurse to 2 critical care patients
	British Association of Critical Care Nurses (BACCN) 2010
	Y&H
	

	Catheter Related Blood Stream Infections


	As Matching Michigan or equivalent


	CVC related infection ≤1.4 per 1000 catheter days.
	Matching Michigan Annual audit data
	

	Ventilator Associated Pneumonia (VAP) Rate


	New antibiotics started for a presumed ventilator associated pneumonia occurring more than 48 hours after admission and not subsequently stopped due to a revised diagnosis.
	Rates for units should not fall outside 2 standard deviations from the mean for all network units


	Annual audit data


	

	Continuous Renal Replacement  Therapy (CRRT)
	Units should perform sufficient CRRT to maintain expertise.
	Units should be treating the equivalent of 100 patient days.
	CCMDS
	

	Monthly Occupancy of the Unit
	Average monthly occupancy:- Actual Number of Patient Days in Month /Number of funded days in the month                                                            x100
	
	Local data collection i.e. Global measures
	

	Care Bundles:                      a) Ventilator


	The Ventilator Care Bundle,  implemented on admission to Critical Care, is a series of interventions related to ventilator care that, when implemented together, will achieve significantly better outcomes than when implemented individually.  The Care Bundle must incorporate national recommended guidance.


	Unit uses Ventilator Care Bundle


	Y&H
	

	Care Bundles:                               b) Sepsis


	The Sepsis Care Bundle, implemented on admission to Critical Care, is a series of interventions related to sepsis care that, when implemented together, will achieve significantly better outcomes than when implemented individually.


	Unit uses Sepsis Care Bundle


	Y&H
	

	c) care of the dying pathway
	Critical care will have a care of the dying pathway
	Appropriate patients receive end of life care pathway
	
	

	Patient and Public Involvement


	Equity & Excellence: liberating the NHS (DH: July 2010)


	All units must sample the views of patients and relatives on a regular basis and report annually.


	Y&H wide


	

	Rehabilitation after Critical Illness


	All units have implemented NICE Guidance (CG83) on Rehabilitation after Critical illness.


	NICE Clinical Guidance (CG) 83 Rehabilitation document.


	Local


	


	8.1 Activity Plan

8.1.1 The responsibility for performance managing the compliance with the requirements, listed below, rests with PCTs. The Critical Care Board is responsible for monitoring compliance in all areas. A number of areas will require the development of action plans in order to deliver the relevant standards over the next 2 years and it is expected that the NTCCN management team will lead this process.
8.1.2 All critical care areas must participate in national and regional data collection programmes such as:

· The Critical Care Minimum Data Set (CCMDS) for all level 2 and level 3 patients within general and specialist critical care units
· The Case Mix Programme from the Intensive Care National Audit and Research Centre (ICNARC) currently collected for all network level 3 patients within general critical care units and Level 2 patients within combined critical care departments
· Data required by the Critical Care Network for quarterly reports to the commissioners
.
8.1.3 All Critical care units within the network should be moving towards collecting ICNARC data for all level 2 and level 3 patients by April 2013. This includes the independent sector and specialty critical care units such as Cardiac, Neurological and Obstetrics
8.1.4 Six monthly/Annual monitoring of the agreed NTCCN Quality Indicators dataset 

(Section 7).
· Units review their own annual audit data in addition to the mandatory items 

· Units review any network audit initiative for that year 

· These are presented and agreed by their critical care delivery groups 

· Action plans are presented to the network clinical advisory group 

· Plans are ratified at board and monitored in succeeding years
8.2 Capacity Review


	


Appendix A 
Providers should particularly, but not exclusively, note standards, guidance and information available noted below:.

Department of Health - www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance 

For example:

· Comprehensive Critical Care: A review of Adult Critical Care Services 2002

· Quality Critical Care – Beyond ‘Comprehensive Critical Care 2005

· Infection Prevention and Control in Critical Care 2007

· Organs for Transplants: A report from the Organ Donation Taskforce 2008
· Allied Health Professionals and Health Care Scientists Critical Care Staffing Guidance – Modernisation Agency 2003

Intensive Care National Research and Audit Centre –

www.icnarc.org/
For example:

Case mix programme

· ‘The electronic Data Analysis Reports shows how the unit compares with others and helps the unit understand more about the care they deliver. It aims to assist them in decision-making, resource allocation and local performance management.’
The Intensive Care Society - 

www.ics.ac.uk/
For example:

· Levels of care – intensive care society standards – 2009

· Standards for consultant staffing of intensive care units – 2006

· Guidelines for adult organ and tissue donation – 2005

· Guidelines for the transport of the critically ill adult - 2002

National Institute for Health and Clinical Excellence – 

www.nice.org.uk/
For example:

· Clinical Guideline 83, Rehabilitation after critical illness – 2009

· Clinical Guideline 50, Acutely ill patients in hospital – 2007

· Clinical Guideline 103, Delirium: diagnosis, prevention and management – 2010

· Making decisions for people who lack capacity – Mental Capacity Act 2005

Royal College of Nursing – 

www.rcn.org.uk/
For example:

· Guidance for nurse staffing in critical care (revised) 2010

British Association of Critical Care Nurses -

www.baccn.org.uk/
For example:

· Standards for nurse staffing in critical care – 2009

Patient Safety First – 

www.patientsafetyfirst.nhs.uk
For example:

· Reducing harm in critical care – 2008

Understanding Patient and Family Experiences – 

www.healthtalkonline.org/intensivecare
For more support on sources of evidence and information contact the North Critical Care Network – www.ntccn.org.uk 
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