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MINIMUM STANDARDS FOR INTENSIVE CARE UNITS

This Document outlines the minimum standards relating to w
operational requirements, design, equipment and monitori
Intensive Care Units (ICUs). The Document IC-13 (2010
High Dependency Units Seeking Accreditation for Trai

ractice, caseload, staffing and
r Level Ill, Il, | and Paediatric
commendations on Standards for
ensive Care Medicine” outlines

Policy Document IC-3 “Guidelines for Inten

Intensive Care Medicine”. However, it is the ex tion of the College th
training will also meet the standards outlined in thi ume

DEFINITION \

An Intensive Care Unit (ICU) i fe ) i eparate and self-contained
area of a hospital dedi h S ( [ reatening illnesses, injuries
and complications, a i tening conditions. It provides special
expertise and facilitie: f vi e skills of medical, nursing and
other personnel experienced i f these problems.

------------------ i es outside of the ICU such as emergency
feam arvices. Where applicable the hospital must

Depending upon tf
that it serves, an IC
pods of 8-15 patients.

vel, function, size and case mix of the hospital and/or region
rom four to over 50 beds. Large ICUs should be divided into

1. STAFFING

The concentration of staff and equipment to care for critically ill patients in one area of the
hospital encourages efficient use of expertise and resources.

1.1  Medical Staff

Each ICU must have a medical director who takes overall responsibility for the operation of
the Unit. The director should be a Fellow of the College and have a full time commitment to
the role, although these requirements cannot always be metin Level | ICUs.

There must be sufficient specialist staff with experience in intensive care medicine to
provide for patient management, administration, teaching, research, audit and ICU based



1.2

1.3

activities outside of the ICU as required. Duties outside of the ICU must be staffed by
personnel additional to those required for managing patients within the ICU, and must not
compromise care of patients within the ICU.

The ICU specialist roster must allow reasonable working hours and leave of all types.
Employment of locums may be necessary to cover leave in smaller ICUs. There must be at
least one specialist rostered to the unit at all times. In larger ICUs more than one specialist
should be rostered to the Unit (one per pod of 8-15 beds). All specialist staff must meet the
CPD requirements of the College.

There must be at least one other registered medical practitioner with an appropriate level of
experience rostered to the ICU at all times. These medical practitioners must have
appropriate orientation and training and be competent in providing advanced life support.
There must be access to a range of specialty consultants appropriate for the designated
role of the hospital. o

Nursing Staff

yF 4
y 4
-4
The appropriate nursing staff: patient ratio and “ber of nursing staff required by

each unit depends on many variables suc e tota ber of patients, severity of
illness of patients, methods of rosterin ell as indiv policies for support and
monitoring in each unit.

The Australian College of Critical Care es (ACCCN) guidMire a minimum of
1:1 for ventilated and other critically ill 2 nursing for lower acuity

patients (clinically determined). Greater ra required fo ients requiring
e of the unit with a'post registration
qualification in intensive care.

each ICU or pod per shift w
qualification in intensive care. AC
nursing staff should have a

Supervision Supp ses may b
post registratio ini
post registrati alifica in i ed nurses must be competent in

providing adva life sup and und e refresher training annually. All nursing staff
responsible for di atie re should Division 1 registered nurses. Enrolled nurses
RNs) i 0 assist registered nurses. However, any

rnumerary team leader in charge of
ior nurse with a post-registration
ination Contingency Education
the number of nurses with

of the unit, physiotherapists, radiographers, dieticians,
omedical engineering and scientific  officers, social
aori liaison, occupational therapists, interpreters, pastoral,
clerical and clean are all required. Secretarial services should be available to
support educational and administrative activities. These should be separate from ward
clerk duties in the ICU. Larger ICUs should have an equipment officer to coordinate and
oversee the selection, purchase and maintenance of equipment and disposables for the
Unit, and a research coordinator to coordinate research activities and to collect and store
research data.

1.4 Educational

The unit should have a documented educational program for medical, nursing and other
staff. There should be at least one nurse educator for every 50 nurses on the roster. Larger
units should have an interprofessional education coordinator to manage educational
activities in the unit.



2. OPERATIONAL

All units should be under the direction of a specialist in intensive care medicine. This person
should institute agreed policies, develop a team approach for management and be responsible to
the hospital administration through appropriate channels. There must be defined policies for
patient care and drug administration, and admission, discharge, referral and evacuation of
patients. These should be immediately available to all staff, preferably on the hospital intranet.
There should be a surge capacity plan to cope with an emergency/epidemic.

Clinical management of the patient must be achieved within the framework of agreed policies (eg.
procedural and infection control, including defined antibiotic policies). All patients admitted must
be referred for management to the rostered intensive care specialist. Clinical management should
include two bedside ward rounds per day conducted by the rostered intensive care specialist and

junior medical staff and nursing staff. o

y 4
All units should have documented and demonstrable proWor formal audit, peer review and
quality assurance. An active research plan is desirable..‘

L A
Services required on a 24 hour basis include imagi IM)ratory other diagnostic facilities.

ithin the ital with access to the emergency
and inte ional cardiology and trauma unit

3.2 Design A \

A high standa intensi is influenced by good design and adequate

space. Whenev novat ctures are being planned there are certain
vhich mus area of the ICU should be 2.5-3 times the

2 of floor area is required for each bedspace
of service areas and circulation space. Single rooms
. iatric ICUs may use less than 20m? when using cots
e must be adequate access to the head of each bed.

asin with elbow or foot-operated taps for every two beds is
e for each bedspace is preferred. At least one single room
procedures should be available for every six beds. Each
isolation roo Jld have its own wash basin, an en suite and appropriate facilities
for isolation such as an ante room of at 3m?and control of air flow.

There must be an adequate number of service outlets depending on the purpose of
the unit. A Level Il unit will require at least four oxygen, three air, three suction and
four data outlets, and at least 16 power points for each bedspace. The electrical
wiring and protection of patient treatment areas must be Cardiac Protected Status
AS3003. Service outlets and lighting must comply with standards prescribed by the
appropriate authority. Adequate and appropriate lighting for clinical observation must
be available and there must be individual light controls for each patient with capacity
for dimming.

For the psychological well-being of patients and staff, windows with access to natural
light allowing a clear day/night distinction and bed access to the exterior are
desirable features. A clock at each bedspace is useful for patient orientation. Sound

3. STRUCTURE OF AN ICU
3.1 Siting
The ICU should be a separ

department, operating theatres,
where relevant.




absorbing materials should be used for floor coverings etc. Design of the unit should
take into account the need for patient privacy.

3.2.2 Working Area — the working area must include adequate space for staff to work in
comfort while maintaining visual contact with the patient. Adequate space must be
allowed for patient monitoring, resuscitation equipment and medical storage areas
(including a refrigerator). The unit needs space for a mobile x-ray machine, and
associated equipment. The x-ray viewing facilities must enable simultaneous
viewing of multiple x-rays. There should be adequate room for telephones and other
communication systems, computers and data collection equipment and storage of
stationery. Adequate space for a receptionist and/or ward clerk must be available.

3.2.3 Environment — the unit should have appropriate aﬂonditioning which allows control
of temperature, humidity and air change. y

3.2.4 Pharmacy/drug preparation area — for cIeaﬂd drug and fluid preparation

L A
itors, ven s, infusion pumps, dialysis
tands, troll blood warmers, suction
equipment.

3.2.6 Dirty utility — area for cleaning app s, urine.testing, emp
pans and urine bottles. Unit design s r appropriate
for contaminated equip

3.2.7 Staff Facilities — should atient area and have adequate
communication with it. The and debriefing during breaks

3.2.8 Seminar ould be s atient area with adequate
commu on an equipped \ i diovisual aids, wall boards and

other te

3.2.5 Equipment storage area — e.g. for
equipment, disposables, fluids,
apparatus, linen, large items of s

and cleaning bed
ment pathways

should have adequate office space. There
pace for junior medical staff to perform educational,
quiet clinical periods.

3.2.11 Relz a separate waiting area must be available (with drinks dispenser,
isi omfortable seating desirable). A separate interview room and
relatives sho 0 be considered.

3.2.12Secretarial area — a separate area should be available for departmental secretarial
assistance. There must be space for storage of records.

3.2.13 Computing facilities — a separate area should be designated for computerised
patient data entry and analysis. Confidentiality should be built into any system.

3.2.14 Cleaners’ area — for storage of equipment and materials.
8.2.15 Workshop and Laboratory — should have blood gas machine which allows stat

measurement of blood gases, simple electrolytes, haemoglobin and facility to
measure blood glucose..



3.2.16 Library facilities — an appropriate range of bench manuals, textbooks, journals and
access to electronic medical information and the hospital intranet should be available
24 hours a day within the ICU.

4. EQUIPMENT
41 The type and quantity of equipment will vary with the type, size and function of the
unit and must be appropriate to the workload of the unit, judged by contemporary
standards.

4.2 There must be a regular system in force for replacement and checking the safety of

equipment. o
y 4
4.3 Basic equipment should include: ‘.
. ventilators for invasive/and or non—ﬂe‘ ilation
. hand ventilating assemblies o~
o suction apparatus
. airway access equipmen uding a bronchos V equipment and
equipment to assist with th agement of the diffic
. vascular access equipment
) i i i invasive
. "
. tempe\
[ ]
[ ]
; A Y
[ ]
[ ]
[ ]

g for medical and nursing staff need to be available
ment, including steps to be taken in the event of malfunction.

5 MONITORING
Adequate monitoring is a core capability of all Intensive Care Units.

The described monitoring methods below are not meant to replace vigilance by medical and
nursing staff in the unit and may fail to detect unfavourable clinical developments. Furthermore, it
is understood that the use of monitoring does not guarantee any specific patient outcome, since
detection of a problem does not guarantee that treatment is appropriate or possible.

Patient monitoring equipment should be modular, with trending capability, visible and audible
alarms and unobstructed, comfortable viewing and capacity for alarm recording and hard copy.
Networking capability and uniformity with the operating theatres and emergency department are
desirable. There should be a bright high definition screen and all devices must be designed to an
appropriate level of electrical safety.



The health care facility is responsible for provision of equipment for intensive care and monitoring
on the advice of one or more designated intensive care specialists, and for effective maintenance
of this equipment.

5.1

5.2

5.2.1

5.2.2

5.2.3

5.3

Personnel

Clinical monitoring by a vigilant nurse is the basis of intensive patient care. This should be
supplemented by appropriate devices to assist the nurse.

Patient Monitoring

N

y 4
Circulation ..
The circulation must be monitored at frequegd"mally appropriate intervals by
detection of the arterial pulse, ECG dis ‘and me ment of the arterial blood
pressure.
Respiration \
Respiratory function should be assessed at e clinically appropriate intervals by

observation, supported by cay aphy and blo nalysis.

Oxygenation

The patient’s ox ion shoulo at fN and clinically appropriate
intervals by obs i gas-analysis.

monitor and continuously display the

Equipment to monitor and continuously and simultaneously
venous and at least one other pressure (eg pulmonary artery,

5.3.3 Temperature acity to monitor central and cutaneous temperature

5.3.4 Pulse Oximeter

5.3.5 End tidal CO, monitor - Capnography must be available at each bed in the Intensive
Care Unit and must be used to confirm tracheal placement of the endotracheal or
tracheostomy tube immediately after insertion, and continuously in patients who are
ventilator dependent.

5.3.5 Continuous Monitoring of Ventilation — When a ventilator is in use, ventilatory
volumes should be measured although it is accepted that this is not always possible
with some ventilators used for paediatric and neonatal patients. Airway and
respiratory circuit pressure must be monitored continuously and prompt warning
given of excessive pressures



5.3.6 Endotracheal Cuff Monitoring — Equipment to measure cuff pressure intermittently
5.3.7 Non Invasive Arterial Pressure Monitoring
5.3.8 Other Equipment - When clinically indicated, equipment must be available to
measure other physiological variables such as cardiac output and derived variables,
neuromuscular transmission etc.
5.4 Monitoring of Equipment

5.4.1 Piped gas supply failure alarm - There must be piped gas supply failure alarms.

5.4.2 Oxygen supply failure alarm - An automatically‘ated device to monitor oxygen
supply pressure and to warn of low pressure e fitted to ventilators.

5.4.3 Oxygen analyser - An oxygen analyser gbe‘-ailable to measure the oxygen

Failure - When an
ptly of a breathing
tion.

5.4.4 Alarms for Breathing System
automatic ventilator is in use, a

difier is in use nitoring of the
rms at high temperature.

5.4.5 Humidifier temperature
inspired temperature m

- When renal replacement therapy,

ir embolism must be in use.

5.4.6 Air embolism

onitoring of ventilation and respiratory and
or patient transports



LEVELS OF INTENSIVE CARE UNITS

The level of intensive care available should support the delineated role of the particular hospital.
The role of the ICU will vary, depending on its size and the number, type and severity of iliness of
the patients admitted as well as staffing expertise, facilities and support services.

Critically ill children have specific needs and are usually treated in a paediatric intensive care unit.
For the purposes of this document rural ICUs may be designated as Level Il or Level |. By
definition they are present in hospitals serving a population of < 99,000 (< 25,000 small rural),
where there are limited specialist services and where travel to specialist services may take many
hours. Issues common to rural ICUs include staff recruitment and referral on to tertiary hospitals
for tertiary services. For these reasons the College strongly recommends that an arrangement is
made with a designated tertiary hospital so that patients re can be accepted for specialty
management (including ICU management).

6. LEVEL lIl INTENSIVE CARE UNIT

A Level lll ICU is a tertiary referral unit
providing comprehensive critical care
indefinite period. Level Il units should

life support for an
ent to academic

to the attending intensive car

A Level lll unit should have:

6.1  Work practic@

re than 50 (depending upon clinical activity)
discharge clinical, teaching and research
g of an ICU in a tertiary referral centre.

-mix of patients to maintain a high level of
ide adequate clinical exposure and education of staff,

6.2 Staffing Requireme

6.2.1 A medical director with a full time commitment to the operation of the ICU and who is
a Fellow of the College of Intensive Care Medicine. The medical director must have
a clinical practice predominantly in Intensive Care Medicine and must meet the CPD
requirements of the College.

6.2.2 Sufficient supporting specialists so that consultant support is always available to the
medical staff in the unit, and to provide for reasonable working hours and leave of all
types and to allow the duty specialist to be available exclusively to the Unit or pod at
all times. This will be at least 4FTE and may be many more for larger units (at least
4FTE per pod). For each 4FTE, at least two specialists should have a minimum of
50% involvement in the Unit.



6.3

It is expected that all registered medical specialists in the ICU are Fellows of the
College.
All specialists must mett the CPD requirements of the College

6.2.3 At least one of the specialists must be exclusively rostered to the unit or pod at all
times. During normal working hours this specialist must be predominantly present in
the unit or pod, and at all times be able to proceed immediately to it. This specialist
must see all patients under his/her care with junior staff at least twice daily and set a
management plan, in the form of a structured bedside ward round.

6.2.4 In addition to the attending specialist, at least one registered medical practitioner
with an appropriate level of experience exclusively rostered and predominantly
present in the unit or pod of 8-15 patients at all times.

y

6.2.5 It is recommended that both intensive care s sts and other registered medical
practitioners working in the ICU be require age no more than 8-15 intensive
care patients. After hours it is acceptable sive care specialist to manage
two such pods provided there is an ‘are specialist on second

call.
equire ICU staff t

rtake clinical duties
assessment and

6.2.6. Most hospitals with Level Il |
outside of the ICU, such as eme
review etc.

One intensive care spe

stered medlcal practitioner with an
quired for these activities.

6.2.7 A minimum of 1:1 nursing similarly critically ill patients

clinically de ined), and 1:2 ) r acuity patients (clinically
determin staff sho : 3 r than 1:1 ratio for patients
requiri plex , [ ist device, ECMO). There should
be a sup erary arge of each pod per shift who is a designated
senior nurs hap i alification in intensive care. ACCESS nurses

equired mber of nurses with post registration

registration qualification in intensive care.

f 50% (optimum 75%) of nursing staff with a post
sive care for every shift.

6.2.10All nu nsible for direct patient care should be Division 1 registered
es (Division 2 RNs may be allocated duties to assist registered
nurses, how any activities that involve direct contact with the patient must
always be performed in the immediate presence of a Division 1 registered nurse

6.2.11 There should be at least one FTE nurse educator per 50 nurses on the roster. This
is in addition to educators running and managing tertiary based Critical Care Nursing
Courses

6.2.12 Support staff as appropriate eg. biomedical engineer, clerical and scientific staff.

Operational Requirements
6.3.1 Defined patient care and drug administration protocols, admission, discharge and

referral policies. These should be available on the intranet or otherwise
immediately available to staff



6.4

6.5

10

6.3.2 Demonstrable and documented formal audit and review of its activities and
outcomes, with participation in the ANZICS CORE or other similar that allows
calculation of the standardised mortality ratio (SMR) and benchmarking with other
units. There should be at least one full time equivalent data manager per ICU who
has received appropriate training for the position

6.3.3 A documented orientation program for new staff.
6.3.4 Educational programs for medical staff and a formal nursing education program.

There should be an interprofessional education coordinator to manage the
education activities of the unit

6.3.5 An active research program. There should bA full time equivalent research
coordinator per ICU who has had appropriat ng for the position

6.3.6 Suitable infection control and isolation prm facilities. Regular liaison with
infection control/infectious diseases te recom ed

, Operating theatr d tertiary level imaging
There must be acNed health
i apist and ch pathologist as

: cialists, oth ied health
practitioners (eg physi 3 original liaison o r, kaiatawhai
- ccess to technical support staff

6.3.7 24 hour access to pharmacy, pat
services immediately available o

(biochemical engineers a

6.3.8 Appropriate ical and secre i N there will be one ward
clerk per ds rese and at least one FTE
secreta eight i € .

6.3.9 One equip officer per ICU

y, storage, staff accommodation (including office space),
ch. There must be a relatives’ area with facilities to deal with

Equipment and Monitoring

Equipment and monitoring of appropriate type and quantity suitable for the function of the
unit, and appropriate as judged by contemporary standards.

LEVEL Il INTENSIVE CARE UNIT

A Level Il ICU should be capable of providing a high standard of general intensive care,
including complex multi-system life support, which supports the hospital’s delineated
responsibilities. It should be capable of providing mechanical ventilation, renal
replacement therapy and invasive cardiovascular monitoring for an indefinite period
providing appropriate specialty support is available within the hospital. Where appropriate
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specialty support (eg neurosurgery, cardiothoracic surgery) within the hospital there should
be an arrangement with a designated tertiary hospital so that patients referred can be
accepted for specialty management (including ICU management).

Some training and experience in managing critically ill children preferably with APLS
provider status or equivalent, is desirable for medical and nursing staff in rural ICUs

All patients admitted to the unit must be referred for management to the attending intensive
care specialist.

A Level Il unit should have:

7.1

7.2

Work practice/caseload

N
y 4
7.1.1 At least six staffed and equipped beds to aw discharge clinical and teaching
functions. y _ N
€ &5 <
7.1.2 Sufficient clinical workload for maintaining clinical e ise and to provide adequate

ve care staff,
mechanically ven

clinical exposure and education of i
This should normally be more th

uding trainees if relevant.
d patients per annum.

Staffing requirements

7.2.1 A medical director with CU and who is
a Fellow of the College o
The medical director mus

Medicine and must meet the
7.2.2 Sufficien aff to pro

and to he du ecialist (
all times. re sho be at lea
appointme Y%. T jori

PD requ

he operation of th

predominantly in Intensive Care
College.

ours and leave of all types
ailable exclusively to the unit at
TE specialists of whom two should have a
d be Fellows of the College and all must meet

nding specialist, at least one registered medical practitioner

level of experience exclusively rostered and predominantly

present in tf at all times.

7.2.5 Many hospitals with Level Il ICUs require ICU staff to undertake clinical duties
outside of the ICU, such as emergency responses, and patient assessment and
review etc.

One intensive care specialist and one other registered medical practitioner with an
appropriate level of experience will normally be required for these activities

7.2.6. A minimum of 1:1 nursing for ventilated and other similarly critically ill patients
clinically determined), and 1:2 nursing staff for lower acuity patients (clinically
determined). Nursing staff should be available to greater than 1:1 ratio for patients
requiring complex management. There should be a supernumerary team leader in
charge of each pod per shift who is a designated senior nurse with a post-
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registration qualification in intensive care. ACCESS nurses as required depending
upon the number of nurses with post registration qualifications in intensive care.

7.2.7 A nurse in charge of the unit with a post registration qualification in intensive care.

7.2.8 There should be a minimum of 50% (optimum 75%) of nursing staff with a post
registration qualification in intensive care for every shift.

7.2.9 All nursing staff responsible for direct patient care should be Division 1 registered
nurses. Enrolled nurses (Division 2 RNs may be allocated duties to assist registered
nurses, however any activities that involve direct contact with the patient must
always be performed in the immediate presence of a Division 1 registered nurse

7.2.10 There should be at least one FTE nurse educa Ar 50 nurses on the roster. This
is in addition to educators running and managi tiary based Critical care Nursing
Courses - N

a 7

7.2.11. Support staff as appropriate g

N

X

cols, admis
e intranet or othe

7.3 Operational Requirements

7.3.1 Defined patient care and
referral policies. These
available to staff

discharge and
se immediately

review of its activities and
r other similar that allows

armacy, pathology, operating theatres and tertiary level imaging
available on site. There must be access to allied health
professionals i ding a dietician, occupational therapist and speech pathologist as
required. There must be access to other medical specialists, other allied health
practitioners (eg physiotherapist, social worker, aboriginal liaison officer, kaiatawhai
(maori liaison officer)) on request 24 hours and access to technical support staff
(biochemical engineers and scientific officers) as required

7.3.7 An active research program. There should be one full time research coordinator per
ICU who has appropriate training for the position.

7.3.8 Appropriate secretarial and clerical support. A ward clerk must be present in the ICU
during office hours and preferably in the evenings and on weekends. There should
be one FTE secretary per eight intensive care specialists



7.4

7.5

8.1
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7.3.9 One equipment officer per ICU
Design

7.4.1 A self-contained area, with easy access to the emergency department, operating
theatres and organ imaging.

7.4.2 Appropriate design, providing a suitable environment with adequate space for patient
care delivery, storage, staff accommodation (including office space), education and
research.

Equipment and Monitoring

Equipment and monitoring of appropriate type and qu suitable for the function of the

unit and appropriate as judged by contemporary sta

A Level | ICU should be capable of pr
cardio-respiratory support for_critically ill

il also ha major role in
medical and surgical patients. It

and simple invasive cardiovascular

must be capable of providing
monitoring for a period of at lea

The patients most li o benefit

a) Patients wi i ~

b) Post-sur atient uiring speci . .

c) Unstable ical pati requiring ial observations and care beyond the scope
of a convent ward,

d) Patients requiri ice

al relationship with a Level Il or Level IlI unit
ck transfer policies and an established joint

d simple invasive cardiovascular monitoring for more
he treating specialist is a Fellow of the College. In
ating specialist is not a Fellow of the College this should only
going daily discussion with the referral Level Il or Level Il unit

Some training and experience in managing critically ill children preferably with APLS
provider status or equivalent, is desirable for medical and nursing staff in rural ICUs

All patients admitted to a Level | unit must be referred to the registered medical specialist
taking responsibility for the unit at the time of admission.

Work practice/caseload
The number of ICU beds and number of patient admissions should be sufficient to maintain

clinical skills by both medical and nursing staff. The number of beds should be based on
demand and have flexibility to meet increased demand

A Level | unit should have:



8.2

8.3

Staffing Requirements

8.2.1. A medical director who should be a Fellow of CICM. If a Fellow cannot be recruited
the Medical Director must be a registered medical specialist who is experienced in
intensive care medicine and who has credentials in intensive care medicine,
anaesthesia, emergency medicine or general medicine and who Meets the CPD
requirements of the College.

8.2.2 There should be sufficient registered specialists with experience in intensive care
medicine to provide a specialist roster of at least 1 in 3. Locums must be provided if
this ratio cannot be met. These specialists should meet the CPD requirements of
the College. In circumstances where the specialist on duty is not a Fellow of the
College, a designated Fellow should be availabl dvice and support.

8.2.3 In addition to the attending specialist, %egistered medical practitioner
with an appropriate level of experlence r e ICU at all times.

8.2.4 A nursing staff: patient ratio of 1:

patients clinically determined), DU patients (clinically
determined).

8.2.5 A nurse in charge of the unit with anualification‘ensive care..

8.2.6 There should be a minin of 50% o sing staff with a post registration
qualification in intensive ce shift.

8.2.7 All nursing i it res M re being registered nurses.
Enrolled isi ocated du to assist registered nurses,
howev activ that involve z ith the patient must always be

perform registered nurse

I ventllated
2 nursing staff

other similarly critically ill

asent in the unit at all times when there is a

hﬂical engineer, clerical and scientific staff.

and drug administration protocols, admission, discharge and
hese should be available on the intranet or otherwise
able to staff

8.3.2. Demonstrable and documented formal audit and review of its activities and
outcomes. Participation in the ANZICS database or other similar that allows
calculation of the SMR and benchmarking with other units is desirable.

8.3.3 A documented orientation program for new staff.

8.3.4. Educational programs for medical staff, and a formal nursing education program.

8.3.5 Suitable infection control and isolation procedures and facilities.



8.4

8.5

A PICU should have

9.1

9.2

8.3.6 24 hour access to pharmacy, pathology, operating theatres and imaging services
commensurate with the designated role of the hospital, and appropriate access to
physiotherapy and other allied health services when necessary.

8.3.7 An active research program is desirable.

Design

8.4.1 A self-contained area, with easy access to the emergency department, operating
theatres and organ imaging.

8.4.2 Appropriate design, providing a suitable environment with adequate space for patient
care delivery, storage, staff accommodation (incl@g office space), education and

research. y |
Equipment and Monitoring ..‘
L A&
The type and quantity of equipment and mo ing suita the function of the unit and
appropriate as judged by contemporary s s.

[

) should be capable of providing
stem life support for an indefinite
have a commitment to academic
st be referred for management

PAEDIATRIC INTENSIVE CARE UNIT

A tertiary referral Paediatric
comprehensive critical care i
period to children less than 16
education and research. All patie

to the attendinNspe

9.1.3 Large
for the p

should be divided into smaller areas or “pods” of 8-15 beds
ical management.

9.2.1 A medical director with a full time commitment to the operation of the ICU and who is
a Fellow of the College of Intensive Care Medicine. The medical director must have
a clinical practice predominantly in paediatric intensive care medicine and must meet
the CPD requirements of the College.

9.2.2 Sufficient supporting specialists so that consultant support is always available to the
medical staff in the unit, and to provide for reasonable working hours and leave of all
types and to allow the duty specialist to be available exclusively to the Unit or pod at
all times. This will be at least 4FTE and may be many more for larger units (at least
4FTE per pod). For each 4FTE, at least two specialists should have a minimum of
50% involvement in the Unit.



9.3
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It is expected that all registered medical specialists in the ICU are Fellows of the
College.
All specialists must meet the CPD requirements of the College

9.2.3 At least one of the specialists must be exclusively rostered to the unit or pod at all
times. During normal working hours this specialist must be predominantly present in
the unit or pod, and at all times be able to proceed immediately to it. This specialist
must see all patients under his/her care with junior staff at least twice daily and set a
management plan, in the form of a structured bedside ward round.

9.2.4 In addition to the attending specialist, at least one registered medical practitioner
with an appropriate level of experience exclusively rostered and predominantly
present in the unit or pod of 8-15 patients at all times.

yF

9.2.5 It is recommended that both intensive care s sts and other registered medical
practitioners working in the ICU be require age no more than 8-15 intensive

care patients. After hours it is acceptable sive care specialist to manage

two such pods provided there is an ‘are specialist on second

call.
require ICU staff t

rtake clinical duties
assessment and

9.2.6. Most hospitals with Paediatric |
outside of the ICU, such as emer
review etc.

One intensive care spe

stered medlcal practitioner with an
quired for these activities.

9.2.7 A minimum of 1:1 nursing similarly critically ill patients

clinically d ined), 2 r acuity patients (clinically
determin staff shoulo e 3 r than 1:1 ratio for patients
requiri plex [ ist device, ECMO). There should
be a sup erary arge of each pod per shift who is a designated
senior nur hap i alification in intensive care. ACCESS nurses
equired mber of nurses with post registration
registration qualification in intensive care.

f 50% (optimum 75%) of nursing staff with a post
sive care for every shift.

9.2.10All nu nsible for direct patient care should be Division 1 registered
nurses. es (Division 2 RNs may be allocated duties to assist registered
nurses, how any activities that involve direct contact with the patient must

always be performed in the immediate presence of a Division 1 registered nurse

9.2.11 There should be at least one FTE nurse educator per 50 nurses on the roster. This
is in addition to educators running and managing tertiary based Critical Care Nursing
Courses

9.2.12 Support staff as appropriate eg. biomedical engineer, clerical and scientific staff.

Operational Requirements



4.4

4.5

17

9.3.1 Defined patient care and drug administration protocols, admission, discharge and
referral policies. These should be available on the intranet or otherwise
immediately available to staff

9.3.2 Demonstrable and documented formal audit and review of its activities and
outcomes, kaiatawhai (maori liaison officer)), with participation in the ANZPIC
Registry or other similar that allows calculation of the SMR and benchmarking with
other units. There should be one full time equivalent data manager per ICU who has
received appropriate training for the position

9.3.3 A documented orientation program for new staff.

9.3.4 Educational programs for medical staff, and a formal nursing education program.
There should be an interprofessional education Q£'nator to manage the education

activities of the unit.
L=

9.3.5 An active research program. There shcﬂe“

full time equivalent research
osition

9.3.6 Suitable infection control and iso ies. Regular liaison with

9.3.7 24 hour access to pharmacy, patho i iary level imaging
health
professionals including ofici erapist and speech pathologist as
specialists, other allied health
practitioners (eg physiothe riginal liaison officer, kaiatawhai
(maori liaison officer)) on re to technical support staff

(biochemic ineers and s .
9.3.8 Approp lerical secreta . ected there will be one ward
clerk pe (8-15b , includi eekend presence and at least one FTE
secretary per eight intensive care specialists.

oviding a suitable environment with adequate space for patient
>, staff accommodation (including office space), education and
research. ist be appropriate accommodation for families
Equipment and Monitoring

Equipment and monitoring of appropriate type and quantity suitable for the function of the
unit and appropriate as judged by contemporary standards.



These guidelines should be interpreted in conjunction with the following Documents of the
College of Intensive Care Medicine:

IC-2  “Intensive Care Specialist Practice in Hospitals Accredited for Training in Intensive Care
Medicine”

IC-3  “Guidelines for Intensive Care Units seeking Accreditation for Training in Intensive Care
Medicine”

IC-4  “The Supervision of Vocational Trainees in Intensive Care Medicine”

IC-7  “Administrative Services to Intensive Care Units”

IC-13 “Recommendations on Standards for High Depend
Training in Intensive Care Medicine”

nits Seeking Accreditation for

This policy document has been prepared. ha eral circumstances, and it is the
responsibility of the practitioner to have ‘ arti umstances of each case, and the

application of this document.i h case.
Policy Documents ar wed fra ] ime
that the practitioner h tained t
regard to the information ilable at the time of the
have regard to.any.informati terial
are as current as possible at the time of their

tters arising from changed circumstances or information or

Policy Documents have been prepared having
preparation, and the practitioner should therefore
may have been published or become available
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