Induction notes for critical care
1. Attend the 08:00 handover in the ICU seminar room. It is often useful if a trainee can have the radiology and pathology sections of the Powerchart open so we can review X-rays etc. Wardwatcher admissions and discharge sections can be updated daily. A patient information sheet is printed daily by the night team.
2. One senior trainee will cover the 830 bleep – this is the bleep for ICU referrals, paediatric emergencies, trauma calls and unit calls. A more junior trainee will take the 831 bleep to cover primarily ICU/HDU calls, although not exclusive to this area.
3. Patients are allocated to each member of the day team; you will typically see 2-3 patients each depending on number of doctors on the shop floor.

4. Each patient should have a daily review chart completed correctly.

5. Whilst reviewing patients please wear an apron at all times when in the bed space. Each patient should be examined and findings clearly documented on the daily progress sheet. Daily blood results need to be reviewed and included on the chart as applicable. You should devise a management plan for the patients care if you can and below this leave some space for any additions or alterations to your plan during the ward round. 
6. The Consultant and nurse in charge ward round will usually occur at about 09:00 after the hospital bed meeting. At roughly 10:30 the main round occurs; you will present your patients and a plan will be made for their immediate and short term care. One trainee should carry the jobs book to record what needs to be done. We also have a mobile laptop for easy access to results and booking investigations that can help with running the jobs more efficiently.
7. Monday and Thursday – MDT – this takes place in the ICU seminar room. One trainee will need to print off the MDT form located on the desktop on the ICU doctors’ computers. One trainee needs to prepare the computer and data projector ready for the meeting. All patients are reviewed; one trainee presents the patients they have reviewed that day and another trainee puts the radiology and phlebotomy investigations on the screen. You need to present concisely as time is at a premium.

8. Tuesday – this is VTE day, all patients need to have their VTE assessment updated on Cerner.

9. After MDT or after the ward round there is usually time for a break. 
10. Wednesday – teaching, we will provide you with a programme of topics. Initially the consultants will give tutorials on clinical aspects of ICU. After this period you will be expected to give talks on more specific topics and appraise and present papers that we will provide for you, unless you wish to present a recent paper of interest. Currently it is the twilight trainee’s responsibility to present journals
11. When performing procedures, for example CVP insertion, you should ensure the nursing staff are ready and there is someone available to supervise you before you become competent to do procedures alone. You must use a strict aseptic technique and use ultrasound guidance for central lines. There are forms to complete for all procedures for audit and governance purposes. These should be completed and placed in the notes. You can also keep an anonymised copy for your log book.
12. Admission to the unit – you will need to fully assess each new admission in a timely fashion by completing an admission sheet and adding their admission details to Wardwatcher. On Wardwatcher you only need to complete the admission comments section and Clinical frailty Score (please see below). The consultants and unit coordinators will do the rest. All admissions to the unit must be discussed with the duty consultant. 
13. Discharges from the unit – on Wardwatcher please complete the discharge comments section as appropriate. The research section on Wardwatcher is a useful area to document details such as; outstanding investigations, discussions had with relatives and most importantly our decision on ceilings of care and suitability for re-admission to ICU/HDU. You must ensure that you contact either the ward doctors or on call team to inform them of the discharge. The handover must be documented on Wardwatcher or in the notes at the time of handover. You then need to print off two copies of the transfer form and sign them. One copy goes in the patient’s notes to the ward, and the other goes in the black folder on the ICU desk for the patient’s GP.
14. Referrals – to make a referral to Nephrology and Neurology you will need to write a letter and take to their secretary. Other referrals do not require a letter; you just need to contact the registrar for the team. It has been agreed with the chiefs of medicine and surgery that referral letters are not needed. Any problems please speak to the consultant on the unit. The Neurology secretaries are in portacabins outside MRI and the Renal secretaries are in the Chipstead/Holmwood corridor. Renal referrals should be made before 12pm for a 6pm review.
15. Other teams reviewing patients on the unit – please see how we can help them and what they would like us to do, and ensure that they document their plans in the notes. The ICU/HDU is a closed unit. This means that all decisions regarding patient care, treatment and investigations go through the ICU/HDU team. The visiting team are not allowed to prescribe treatments or organised investigations without running it past us. The vast majority of the time we are in agreement regarding a course of action but please contact the consultant on the shop floor for any advice.

16. Afternoon ward round at about 17:00 with consultant and nurse in charge. This is a “wrap-up” round to check what jobs have been done and what are outstanding, jobs that can be deferred to the following day need to be documented in the jobs book accordingly. This is also an opportunity to hand over details of the patients to the evening team covering the 17:30 – 20:30 shift if not on the day ward round.
17. 20:00 handover between day and night team

18. 21:30 hospital at night meeting. This is attended by the 830 bleep holder to discuss any patients in the hospital of concern, also an opportunity to discuss any potential discharges to the wards.
19. The 830 and 831 bleep holders do a ward round with the nurse in charge.

20. 22:00 to 24:00 - The consultant on call for the night will ring in to check how things are at some stage after the hospital at night meeting.
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To access patient details click on corresponding bed space

To print off a handover sheet click on handover in bottom left corner

This screen corresponds to the opening screen of each patient
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Please fill in the admission comments, including details such as presenting complaint, past medical history and exercise tolerance, there is no need to complete History/Diagnose/Severity.

Next, please click on research
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Here you need to click on clinical frailty score and enter the score from 1-9.

This screen is useful for entering information for the ward team regarding details such as ongoing monitoring needs and information we have given to the patietn and their relatives.

It is very useful to include details such as ceilings of care and readmission decisions as we can access all previous admissions to see what our future thoughts were.

From the opening page if you click on discharge this screen will appear
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Here you should enter discharge comments that you haven’t entered elsewhere.

Please check the discharge summary and admission comments if a patient is ready to be transferred to the ward. Once you are happy with it, press Print transfer and print two copies and sign both. One will go in the notes, the other to the G.P.

The nursing staff tend to complete the other sections.

Any queries with this please find one of the consultants as this is an extremely useful tool for audit purposes and data entry is key to keeping it relevant and up to date.
