Guidelines for SHO’s & SpR’s on Ward 61 

(Neurointensive Care Unit)

These guidelines are to help you. We hope you find them useful. If you have any questions or comments on them – please let us know.

Patients

Patients are admitted from neurosurgery, neurology, ENT and Maxillo-Facial. Generally, neurosurgical admissions are either emergency cases with severe head injury or intracranial haemorrhage, post-operative cases admitted for observation and/or treatment or patients with chest infections admitted from the ward. Neurological referrals are generally patients with neurological impairment of respiratory drive, airway maintenance or respiratory muscle power.   Infrequently patients may be referred from the Spinal Injuries Unit – these latter cases will always involve a consultant decision.

Daily routine
The handover ward round is at 08:30. Please check that bloods have been taken by nursing staff. If they have not, you will need to take them yourself. CXR requests are decided. Patients are then examined and clinical notes are written. Fluid maintenance is prescribed.

The day will be spent carrying out procedures arising from the morning eg. Line changes, CT scans. Blood form requests for the next day are written.

The handover ward round with the on- call staff takes place at 20.00.

Obviously this is a theoretical schedule and is adjusted to allow for urgent admissions, procedures or scans required.

Clinical Notes

These are pre-printed notes for easy completion of the necessary information. There are separate pages for initial admission (2-page form) and subsequent daily review (1 page form). At the end of the form, formulate a plan for the day.

Clinical notes reside in multi-disciplinary folders at the end of each bed. ICU notes will be filed to the SGH notes in the notes trolley, by the ward clerkess, when the patients leave the unit.

Patients being discharged should have a discharge sheet completed, and attached to the notes before they leave the ward.

Results
Results arrive electronically to the bedside ‘DocVue’ monitors or are available via HIS system. Please ask a member of staff to show you how to access these.

Formal results are filed into the SGH notes by the ward clerkess. All bacteriology results need to be signed before they will be filed.

Investigations

A schedule of tests with appropriate containers and timing is attached.  Copies of this exist on the ward.  Our laboratories are extremely particular about labelling / information requested, and will reject samples inadequately labelled.  This results in great inconvenience to the running of the unit, so please get it right the first time.

Investigation forms are completed by the person on the unit through the day. Accordingly all forms should be completed by 7 p.m., and placed together with labelled blood tubes, arterial adapters, blood gas syringes and syringes for drawing off dead space, in the sample box on the ward. 

The ward computer has a label-printing programme, which can provide sheets of small labels satisfactory for both tube and form labelling.   Please ask a member of staff to demonstrate this to you.   Labels should include the patients FULL NAME (initials are unacceptable) , the DATE OF BIRTH, the UNIT NUMBER and WARD 61.   The large bar-code labels, while acceptable for forms, are unacceptable for blood tubes and WILL BE REJECTED by the labs.  There are three different ICU’s in the SGH so you MUST write or label ‘Ward 61’ on all requests.

The spelling and dates of birth should be checked against the HIS main computer – if they disagree, the results will not arrive on the monitors and will not be included in our data records.

These may seem trivial matters, but can cause major hiccups through the day…!

In the interests of efficiency, and to reduce error, bloods (including a blood gas) will for the most part be taken from arterial lines by the nursing staff at around 7 a.m. In cases of difficulty, they will ask you to take the blood instead. Any venepuncture required will have to be done by medical staff. 

If patients arrive overnight – their blood forms will need to be filled in by the person on call.  Nursing staff are not responsible for completion of the forms or tubes, at any time.

Please ask a member of staff to show you how to operate the blood gas analyser, as soon as possible after your arrival on the unit. Pre-heparinised syringes are used for arterial sampling. 

Patient DocVue codes (on a list beside the machine ) should always be entered. If the patient has no code, then use ’000’ instead, and ensure a printed result is attached to the notes.

 In this particular circumstance, label or print the patients name on the printed result and initial it.

Any out of ward samples should be entered into the logbook beside the machine.

Patient management

Guidelines exist for the management of head injury, and these can be found in the Ward 61 Protocol Folder. Guidelines also exist for feeding, antibiotic prescriptions, paediatric management, bowel management and most of the common issues of day to day running of the ICU.

Fluid management is particularly important. On arrival of the results (around 10.30 to 11 am), when you are seeing the patients, you should decide and prescribe a fluid regimen for that patient for the day. In cases of interim prescription, please ensure that this is followed up by a planned fluid prescription for the day.

Liaison

The neurosurgical registrar on call should communicate with the anaesthetist on call in the first instance, for both theatre cases and admissions to Ward 61.   Most such admissions will be straightforward and should be accepted.   Any problems or doubts should be discussed with the consultant anaesthetist on call.

The consultant anaesthetist on the ICU that day will compose a ‘working short list’ of patients who can be discharged should beds be required for urgent admissions, This should be passed on to the on call anaesthetist at the 20.00 handover. Thereafter, once all those patients have been transferred, any admissions or requirement for further discharges MUST be discussed with the consultant anaesthetist on call prior to any further action being taken.

The consultant should always be contacted if there is any difficulty in admitting new patients.

Admissions may vary between simple observation and possible wakening of head injuries after scan, to aggressive management of severe head injury.   

Neurology may seek an admission and this should usually be discussed with the consultant anaesthetist on call.

Paediatric admissions should always be discussed with the consultant anaesthetist.

Supervision

Appropriate levels of supervision will be decided by the consultant on call, depending on the clinical situation on the ICU and requirements for theatre. This may involve the on call anaesthetist taking patients to theatre at night, as long as ICU is under control. Please contact the Duty 2 in the event of any problems or doubts with management.

Death Certificates

A death certificate must NOT be issued without prior discussion with a consultant.   The consultant on call should also be informed before you make any reports to the procurator fiscal.

Education

You are expected to gain experience in basic neuroanaesthesia and neurointensive care during your attachment, with especial relevance to neurotrauma. Teaching will then take the form of an individual case-orientated approach, with discussion of pathophysiology, investigation and management of various common conditions. There will be opportunities to observe and if appropriate to participate in some of the specialised investigations and procedures of neurointensive care. There will also be opportunities for teaching of the principles of general intensive care.   

There are regular monthly tutorials on intensive care topics, which you are to take turns in preparing. These are supervised by one of the consultants who will allot topics for preparation.

This is a busy unit, but one which together with the nature of the theatre lists, provides opportunities to extend and broaden your education in anaesthesia.  Education is a two way process however, and for best results, it demands that you approach your stay here with an inquiring positive mind.

	
	Container
	Laboratory
	On Admission
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday & Sunday

	ABG
	ABG Syringe
	Sideroom
	+
	+
	+
	+
	+
	+
	+

	FBC
	Pink
	Haematology
	+
	+
	+
	+
	+
	+
	+

	U & E’s, glucose
	Brown
	Biochemistry
	+
	+
	+
	+
	+
	+
	+

	Nutrition screen, LFT’s
	Brown
	Biochemistry
	
	+
	
	
	+
	
	

	Coagulation 
	Green
	Haematology
	Any patient for theatre / transfused > 4 units / jaundiced / clinically suspect, alcohol abuse

	Vancomycin & Gentamicin Level
	Brown
	Bacteriology
	2nd day of therapy: immediately before dose and 1 hour post dose (Gentamicin) . Thereafter daily except on Sundays. Check on Sundays only if indicated

Gentamicin Trough < 2 mg/L; Peak 5 –10mg/L. 

Vancomycin is given as cont. infusion, Random level 15-25 mg/L

	Phenytoin Level
	Brown
	Biochemistry
	After loading dose /first regular dose (1 hour post dose) and every Monday and Thursday subsequently unless stable or on long term Phenytoin

	CXR
	
	
	Clinical indication only


