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Welcome to the Department of Anaesthesia at Nottingham University Hospitals NHS Trust, Queen's Medical Centre Campus.  We are a large and busy department in one of the largest acute hospitals in the UK.  It is hoped that you will enjoy your time with us.

USEFUL TELEPHONE NUMBERS

Anaesthetic Office
Telephone Numbers


61195 / 67190


 Direct Line


0115 9709195



 Fax Number


(0115) 978 3891     

Theatre Coordinator Office 



64668

Theatre Reception






63243

Anaesthetic Common Room



62612

Wards - Dial 690  +  number of ward 




e.g. 
for ward C5 

dial
69005 






for ward D34 
dial
69034

QMC Emergency number






2222
BLEEPS

Trainees will be allocated a personal bleep by the Anaesthetic Department.  This should be signed for and returned to the Department on departure from QMC.
All anaesthetic trainees and most consultants are able to be contacted by individual bleep.
Most hospital bleeps (including on-call bleeps) are accessed by dialling 784 then the bleep number
Anaesthetic department bleeps beginning with 6 are accessed by dialling 780 then the  bleep number.

USEFUL BLEEP NUMBERS

First on-call 






7841050

Night Fellow on-call





7841051

Third on-call    (Paediatric Cardiac Arrest)


7843051 

Obstetrics Anaesthetist




7843341

ICU on-call






7843014

Acute Pain






7806546

Paediatric Pain Nurse





7806527

Theatre Coordinator





7843344

Theatre Emergency Coordinator


7843201

ORGANISATION OF THE ANAESTHETICS DIRECTORATE

STAFFING:
1]
Consultants:
The Head of Service of the Nottingham University Hospitals Department of Anaesthesia is Dr Jo Lamb.  The Clinical Director of the Specialist Support Directorate is Dr Keith Girling. There are 55 consultant anaesthetists based at QMC, some of whom work at both the University and City Hospitals.  All trainees at the QMC are part of the Nottingham and East Midlands School of Anaesthesia (NEMSA). The Head of School is Dr Bernard Riley.  The Training Programme Directors are Dr O’Dwyer and Dr McCahon for the core trainees. The Regional Advisors are Dr Andy Norris (Anaesthesia), Dr David Selwyn (ICM). The Academic representative is Prof Jon Hardman and the Simulator Director is Dr Bryn Baxendale. The Educational Supervisor for Out of Programme Training is Dr Nigel Bedforth.


We also have five non-consultant career grade staff.

2]
Trainees:
All Nottingham anaesthetic trainees rotate between University and City Hospitals campuses.  All SpRs and ‘ST’ trainees also rotate to DGHs participating in NEMSA.

All trainees other than supernumerary CT1 rotate through a system of modular training attachments.  NEMSA suggests that trainees should be allocated a minimum of 3 sessions in module per week whenever possible.  

Training module carousels are supervised by NEMSA and the College Tutors and administered by nominated consultants.

Carousel Administrator 

Dr Grainne O’Dwyer - Consultant Anaesthetist – Lincoln County Hospital
Dr Rob McCahon for Core Trainees –Consultant Anaesthetist - QMC
College Tutors

Dr Iain Moppett (ST3 – ST7) - Consultant Anaesthetist – QMC
Dr Henry Skinner (ST3 – ST7) - Consultant Anaesthetist – City Hospital

Dr Munib Malik (CT/ST 1&2) - Consultant Anaesthetist – City Hospital
All trainees have a Module and an Educational Supervisor.

Foundation Trainees – Educational Supervisor – Dr Sam Bharmal

Novice Trainees – Module Supervisor – Dr Isla Crighton

3]
Administration:   


Audrey Strong


PA to Clinical Director/Business Manager &





Consultant Anaesthetists



-
63738


Alice  Jackson


NEMSA Coordinator
   
    

-
31009


Rachael Foster


Rota Administrator




-
61195


Pauline


Ormis Administrator


Jo Litchfield


ICU




-
66241





Pain Clinic Reception 



-
41194

The Anaesthetic office - off the main corridor near the theatre complex on 'C' floor - is open from 0730 to 1530 hours Monday to Friday.  Mail should be picked up from the Common Room.  Swipe cards are needed to enter the theatre complex and common room.  

All members of staff are required to leave their home and mobile telephone numbers with the secretaries and the hospital switchboard.

ROTAS

Weekly rotas are published, putting Trainees as far as possible in the training modules assigned to them.  They should have at least three supervised sessions in that particular sub-specialty each week.  During holidays or periods of staff illness disruption to the rota may occur.

The weekly rotas are planned in advance by our Rota Consultants, Dr Elen Evans / Dr Sally Hancock / Dr Chris Gornall / Dr Philippa Veale, to whom any requests should be made or any problems referred in good time for the preparation of the rota.  Trainee on-call rotas are drawn up by a senior trainee and leave and “not on-call” requests should be entered in the diary at least 6 weeks in advance.

LEAVE

1]
Annual Leave:  

This should be booked through the Departmental Leave diary at whichever hospital you would be located at the time your leave takes effect.  The leave form will be countersigned by the Consultant in charge of rotas.  At the City Hospital this will be Dr Pam Wake; at University Hospital it will be the Rota Consultants as above.  A minimum of six weeks' notice is needed in order to draw up the monthly duty rotas.  Leave taken during an ICU attachment must be cleared by AICU and booked with the ICU secretary.
It is current departmental policy that no more than two trainees from each on call rota may be away on leave at the same time ie. Two from obs on call rota, two from 1st on call rota, two from 3rd on call rota, two fellows and two supernumeries. However this is likely to be reduced in line with the reduction in trainee numbers. It is permitted to carry over a maximum of 5 days annual leave from one leave year to the next ONLY when written permission from the relevant Clinical Director has been obtained and not between external rotations.  Days in lieu of Bank Holidays must be taken as soon as possible after that holiday and not accumulated if at all possible.  Leave should be entered in the diary in the Anaesthetic office as well as completing the leave form.

2]
Study Leave:  

Is granted to attend approved courses or meetings and requests should be made at least six weeks before the leave is required.  Forms should be signed by the Rota Consultants (City Hospital Dr Pam Wake, and University Hospital Dr Sally Hancock/Dr Chris Gornall/Dr Elen Evans/Dr Philippa Veale). Trainees should submit their study leave requests with copies of programmes to the following: QMC Trainees Sarah Hunt, Postgraduate Centre, QMC
A period of one week's private study leave would normally be allowed prior to taking an anaesthetic examination.  The form is usually signed by the College Tutor or Educational Supervisor and countersigned by the Consultant in charge of the rota.  Private study leave should be booked at least six weeks in advance.  Examination leave also needs to be entered in the diary.  Please inform the Rota Consultant as soon as possible if leave is required for attendance at vivae or interviews. See NEMSA Website
3]
Sick Leave:  

If you are ill, please let the Anaesthetic office know as early as possible on the first morning of sickness by 0730 and if possible give an approximation of how long you expect to be off. If there is no one in the office then try a member of the oncall team or the Consultant troubleshooter for the morning. It would be ideal and preferable to talk to someone.  However an answermachine is available on the external line 0115 9709195  Personnel have a form that needs filling in if you are off for more than four days.  Doctors certificates are only required if absence through illness exceeds five  days.

EMERGENCY WORK and the ON CALL TEAM

Remember when you are on-call you are part of a TEAM.  Always keep in touch with the other on-call anaesthetists.  Although you will have a defined area of responsibility, if things get too hectic you may be asked by the senior SpR or Consultant on-call to take on some other duties.

The on-call rooms are conveniently sited for all resident Trainees on C Floor, East Block.

Please note all bleeps must always be handed personally to the next person coming on call. Handover takes place outside theatre one.
We have recently introduced a new split shift rota in order to achieve compliance with junior doctors hours.  The arrangements are as follows:

1]
First on-call  (Resident)


Emergency list in theatre 1


Usually accompanied by a consultant on weekdays


Monday to Friday, Saturday & Sunday: 
0800 - 2100 Long Day








2030 – 0830 Nights


If you have questions or problems always refer to the 3rd on-call or consultant on-call for advice.

2]
Third on-call Post FRCA SpR(Resident)

Responsible for co-ordinating the emergency team and liaising with the consultants on call.  Takes paediatric cardiac arrest calls, acute pain calls and emergency airway calls through the third on call bleep.  Also a vital member of the trauma team and carries the trauma team bleep.  


Monday to Friday, Saturday & Sunday: 
0800 - 2100 Long Day








2030 – 0830 Nights

3]
Obstetric Anaesthetist SpR or ST2 (Resident) 


Provides emergency obstetric anaesthesia and analgesia.  There is a 24-hour ‘on request’ epidural service.  Problems should be referred to the 3rd on-call anaesthetist.  If consultant cover is required (and the consultant on-call is not an obstetric anaesthetist) please refer to one of the consultant obstetric anaesthetists for support. Handover takes place at the patient board in labour suite.

Monday to Friday, Saturday & Sunday: 
0800 - 2100 Long Day








2030 – 0830 Nights

4]
Research Fellow

The research fellow forms part of the night on call team only. 

Monday to Sunday




20300 – 08.30

5]
Consultant in Theatre 1 

There will always be a consultant in theatre one from 08.00 - 21.00
6]
Consultant on call
There is a consultant on call for general and obstetric cases. 
Monday – Thursday

On call






2100 – 08.00

Friday – Sunday 

Resident





08.00 -21.30



On Call






21.00 – 08.00

7]
Consultant on-call for Paediatric cases 

Note another consultant will often be available for paediatric cases in the morning - the PET- Paediatric Emergency Troubleshooter, see the anaesthetic rota for more information.

Intensive Care On Call Team

The on-call team for adult intensive care is completely separate from the anaesthetic on call team, although some duties overlap eg cardiac arrest calls and polytrauma patients, calls to the emergency department.
There may be occasions when members of the anaesthetic team may be asked to provide urgent help on ICU, most commonly for urgent airway problems out of hours if the unit is being covered by a non-anaesthetic trainee.  Clearly in these situations every effort should be made to provide prompt assistance.

EDUCATION
Currently most educational activities are carried out  in a single ‘Divisional’ Day which takes place on Fridays approximately every two months. This rotates between QMC and the City Hospital and generally takes place in the postgraduate centre.
Refer to nemsa.net for the up to date training programme diary for 2010 
for CT1/2 ST2, ST 3&4 and ST 5,6 & 7
Revision courses and viva courses are organized for examination candidates.

Dr Rob McCahon runs a 10-week course for STs taking Primary.  This course operates outside the usual Friday  template and further details can be obtained from him.

Please email Rob prior to the start of the primary course to let him know you are planning to take the exam rob.mccahon@nuh.nhs.uk

It should be noted that Friday sessions are part of a trainee’s salaried time.  Attendance at teaching is mandatory unless post on-call.  Records of attendance are made and examined at RITAs/ARCP.  Some trainees are needed to cover theatre activities on Friday afternoon.  This may include occasionally covering “on-call” so colleagues may attend essential exam training.

Journal Club meetings are held weekly at 1.00 pm on a Friday in the University Dept. of Anaesthesia and may be sponsored.  An ICU meeting takes place most Tuesday lunch times.

All trainees have a named educational supervisor whilst at QMC – These will be appointed by Dr O’Dwyer and Dr McCahon.
Books
The department has a large number of textbooks that are kept in a bookcase in the Anaesthetic common room. Please return these books once used as they are for the benefit of the whole department.
THE UNIVERSITY DEPARTMENT

The University Department of Anaesthesia is adjacent to the NHS Department at QMC.  It houses offices for the academic staff, laboratories and a seminar room which is used for many meetings and teaching sessions. The code to enter is (please check with the anaesthetic office).
The head of the department is Professor A R Aitkenhead and Professor Ravi Mahajan and Prof Jon Hardman are the Senior Lecturers.  The academic staff are available to offer advice to trainees with regard to the conduct of research projects.  Many SpRs spend some time as Research Fellows in the Academic Department.

SPECIAL AREAS

1]
Intensive Care: 

Under the Administrative responsibility of Dr David Selwyn (Head of Service).  There is a separate consultant on-call rota for Drs De Beer, Ehlers, Gardiner, Girling, Riley, Selwyn, Sperry, Winter and Yeoman.  There is usually a Year 3-5 SpR allocated to ICU for three months, a ST3/4 and two ST2 for eight week periods, plus five ICU ST2s for three months.  Daily ward rounds are held every morning at 0830 hours to hand over cases and discuss treatment.  If you intend to book annual or study leave while on your ICU attachment you must inform both the Anaesthetic department and Adult ICU.
2]
Obstetrics: 

The Clinical Lead for Obstetric Anaesthesia is  Dr Sam Bharmal with supervision also by Drs Bachra Levy, Luxton, Norris and Reid.  Every trainee is given a copy of the obstetric anaesthesia protocols.  ST1s do not do obstetric cases, except under the direct supervision of a consultant or year 3-5 SpR, or with the express permission of a consultant.  Trainees are only put on the obstetric on-call rota after this has been approved by a consultant obstetric anaesthetist.

3]
Pain Clinics:
Run by Dr Hobbs, Harris and Dale at the University Hospital with the support of the pain management nurses.  The Clinical Lead for Pain is Dr Vanessa Hodgkinson. The Acute Pain team operates with some anaesthetic support out of hours.  Comprehensive protocols for acute pain management, including epidural analgesia, have been produced and are kept in the Anaesthetics common room and on the NUH Intranet. 

DEPARTMENTAL PROCEDURES

1]
Theatre Lists

Lists taking place in main theatres may be obtained from the Theatre reception the day before.


Lists taking place in Eyes/ENT block are available from the EENT reception.

Most lists start at 9.00 am or 2.00 pm.  Many lists however do not, notably those in spinal and neuro theatres.  Some theatres run ‘3-session days’ with early starts and planned later finishes.  This is taken into account when rostering trainees. Please check theatre start times on the anaesthetic rota and the theatre lists.

2]
Pre-operative Assessment
The departmental standard is that all patients are seen pre-operatively except in exceptional circumstances.  Many patients are ‘pre-clerked’ before surgical admission and may be admitted only on the day of surgery.  For some ENT patients the general medical pre-operative assessment is performed entirely by nursing staff and anaesthetists should take this into consideration.

3]
Cancelling Patients
Only cancel cases after discussion with the surgical team.  If there is any disagreement, please discuss the patient and reasons for cancellation with the Consultant anaesthetist ‘troubleshooter’ (see below under clinical supervision), identified on the rota as (.

If you feel a submitted list is unrealistically long, ask the advice of the nominated ( consultant before cancelling cases.

4]
Equipment
Please check all equipment before use - this is your responsibility even if it has been prepared and checked by the ODP. Please sign the anaesthetic machine record book, attached to each machine, after checking the machine prior to each list

If you are not familiar with the available anaesthetic machine or ventilator, please ask for guidance.  It is your responsibility to ensure you understand the equipment you are using including syringe drivers and infusion pumps.  The department is responsible for providing the required help and information and most equipment issues should be covered at induction.

Any anaesthetic machine or ventilator, which has been serviced, must be checked before use by a consultant or a year 3/4/5 SpR.  If you discover any non-functioning or unsatisfactory equipment please report it and label it accordingly.

5]
Assistants
Do not start or continue any theatre list without a trained assistant ODP. ODPs will usually automatically attend cardiac arrest calls and trauma calls.

On occasions you may be called to areas outside theatre for emergency cases and need to contact theatre and request an assistant.  If assistance is required urgently or immediately, inform the Theatre Co-ordinator that the patient in question is CEPOD 1 category.

6]
Clinical Supervision


Much of the time trainees will be attached to a list with a more senior anaesthetist.


To seek advice/assistance when working alone:

During normal working hours the department aims to provide a clinical supervisor available within the theatre suites at all times to cover elective work.  This usually takes the form of the nominated consultant ‘troubleshooter’.  The consultant in question is identifiable from the rota by (, the noticeboard in recovery or the Anaesthetic office. Separate Consultants are nominated for both main theatres and EENT theatres.

An Emergency Consultant is also available to supervise emergency work in theatre one, or outside theatre, and is identified by ( on the rota.

The paediatric anaesthetists also provide clinical supervision for trainees anaesthetizing children.  Most mornings advice, and supervision are available from the PET (Paediatric Emergency Troubleshooter).  When there is no nominated PET, advice should be sought from any paediatric anaesthetist working in theatre or the on-call duty consultant paediatric anaesthetist.

For trainees working outside regular working hours clinical supervision is provided by the duty on-call consultant.  This supervision may be from outside the theatre suite or hospital.

7]
Monitoring Standards
The Department of Anaesthesia at QMC adheres to the minimum monitoring standards as laid down by the Association of Anaesthetists (December 2000).


Essential monitoring devices for all patients, including those anaesthetized outside theatres, are:



Oxygen analyser.



Capnography.



Pulse oximeter.



Non-invasive blood pressure.



ECG.



Vapour analyser, if relevant.

Patients undergoing operative procedures under regional or local anaesthesia should receive an appropriate level of monitoring.

8]
Consent and Patient Identification
The responsible medical practitioner has a duty to obtain consent and a duty to inform of material risks. The policy at QMC dictates that the WHO Surgical checklist must be completed prior to surgery taking place. No anaesthetic should be administered unless the operating surgeon has signed the consent form or, if laterality could be confused, the side has been marked. 
NOTE: All parts of WHO Checklist must be completed on the front of the anaesthetic chart.
The patient should be identified in the anaesthetic room by full name and hospital number on the identity bracelet.  Regarding consent for anaesthetic procedures the patient should be informed if local anaesthetic nerve blocks or invasive monitoring is planned.  Common risks and techniques of a sensitive nature (e.g. analgesic suppositories) should be mentioned.

9]
Records
Always fill in a full and legible anaesthetic record.  Records should also be kept for patients who are anaesthetized outside theatres, e.g. A&E, CCU, CT scan, etc.

Notes should be made in the patient record, if you are asked to give an anaesthetic opinion. Always write the date and time, print your surname, sign and leave contact details such as bleep number.

If at any time an unexpected patient assessment or intervention is necessary (e.g. patient deterioration in the recovery area), please make a record where appropriate - anaesthetic chart or patient’s notes.

When certain drugs are administered by anaesthetists in theatre there may be implications for the timing of subsequent doses postoperatively, e.g. antibiotic, NSAIDs, etc.  In order to clarify the situation for nursing staff, please document these drugs on the patient drug prescription chart as well as the anaesthetic record. Oxygen must be prescribed on the drug prescription chart. 
10]
CONTROLLED DRUGS

The controlled drugs register should always be signed by the anaesthetist as soon as controlled drugs are handed to them by ODPs and nursing staff.  Ampoules must not be shared between patients and wastage must also be recorded. 

11]
Recovery Room
Every patient should be handed over individually by an anaesthetist to a member of the recovery room staff and remain with the patients until the recovery staff are happy for you to return to theatre. 

It is good practice to see all patients before they are discharged from recovery, when possible.  Patients remain the responsibility of the anaesthetist whilst in the recovery room.

Do not leave the theatre suite or hospital before checking that the recovery nurse is happy with the patient’s condition.  If a prompt exit is needed, please ask an anaesthetic colleague to assume responsibility for the patient until fit for the ward.

Please be aware that recovery nursing staff in need of urgent anaesthetic assistance will blow a whistle loudly. It is your duty to attend if free to do so.

12]
ICU / HDU Beds
For elective cases ICU/HDU beds are often booked by the surgical team.  If you identify a need for postoperative high dependency or intensive care that the surgeons have not, please discuss this with the surgeons and contact the ICU Consultant on for the day.

Due to the intense pressure on beds, it is very important to check that booked ICU/HDU beds are still available before starting an elective case.

13]
EPIDURALS
The only wards trained to take epidurals currently are E14, E15, E16 and SHDU and AITU. Basically these wards/beds are ‘reserved for HPB, Colorectal or Vascular patients. To ensure that there is an ‘epidural bed’ for these patients means that you need to contact the surgical bed coordinator  (bleep 84-1634) before the list starts

However;

Should you want to use a ward based epidural for patients from other specialities, this will need to be agreed by the Thoracics/Digestive Disease Directorate Bed Manager :who is Jean Barker [via pager no  07659150036.] i.e. she will need to agree to having a “sleeper” out.

Please remember that the responsibility for the use of epidural analgesia lies with the anaesthetist in charge of that case and this includes post operative care. The acute pain team have a more limited role in monitoring epidurals and troubleshooting but are unable to bolus epidurals
14]
Emergency Bleeps

Call switchboard on 2222 for all Cardiac Arrests

           Adult Cardiac Arrest
This bleep is held by the 1st on-call.  It is recognised that it is not always possible for an anaesthetist to attend. Please let switchboard know if you unable to attend. Where possible a member of the department or on-call team should be released to assist.

          Paediatric Cardiac Arrest

This bleep is held by the 3rd on-call but may be passed to the 2nd on-call if necessary.

Paediatric arrest calls are infrequent but every effort should be made for an anaesthetist to attend.


Trauma Team Bleep

This bleep is held by the 3rd on-call but may be passed to the 2nd on-call.

An anaesthetist is an essential part of the trauma team.  If the 3rd on-call is unable to attend, another member of the department or on-call team should be released as soon as possible.

15]
Adverse Events
Any problems resulting in harm to the patient must be reported to the consultant on-call or the nominated consultant.

Dr Nav Bhandal coordinates the reporting of adverse events for the anaesthetic department and will assist in the completion of a hospital critical incident form if required.

Critical incident analysis is intended to identify underlying system problems and avoidable errors.  Incident analysis is not intended to be punitive to individuals involved.  However, it should be noted that under hospital policy, the reporting of adverse events is mandatory.

16(
RAISING CONCERNS AT WORK

Please read the trust policy on raising concerns at work (whistleblowing- available on the Intranet). All staff have a responsibility and should feel free to raise their genuine concerns about any aspect of the Trust’s activity, or individual within it. Concerns will be investigated promptly, thoroughly and with due confidentiality. All members of staff can, therefore, be confident that their reasonably held suspicions will be taken seriously, that appropriate action will be taken and everyone involved will be treated fairly and equitably.

Concerns can be reported to:

a) Any Consultant

b) Consultant troubleshooter for the day

c) On-Call consultant

d) College Tutors

e) Clinical Director

f) The nominated officer, who is Director of Human Resources ext 64832

g) By phoning an internal confidential phone line ext 64833

17]
Acute Pain and Critical Care Outreach
With regard to postoperative management anaesthetists and surgeons are assisted at QMC by the Acute Pain team and the Critical Care Outreach team.  Direct referrals can be made to these teams.  

Acute Pain Team (Adults) 780-6546




    08.00 – 20.00 Mon-Fri




     08.00 – 12.00 Sat
If you need help with prescribing or programming paediatric PCA/NCA please ask either the anaesthetist in Paediatric Theatre 3 or the paediatric pain nurse on
Acute Pain Team (Paed)


780-6527 
June Savoury 7330989

PCA/NCA can be run on all the surgical paediatric wards on appropriately aged children eg. PCA in children over 6 years, NCA in children under 6years or with special needs over this age. 

18]
Specialized Surgery and Anaesthesia
In many areas of theatres at QMC highly specialized surgery is taking place and this may require specialized anaesthetic techniques.  If you are unfamiliar with the techniques involved always seek advice before undertaking the case.  We would never expect trainees  to choose to use an unfamiliar drug or use an unfamiliar technique without appropriate supervision.  Trainee anaesthetists are particularly reminded not to work without authorization on an ENT laser list.

19]
RESTRICTIONS TO CLINICAL PRACTICE


Sevoflurane:
Due to its high cost, the department requests that sevoflurane is only used in situations where the anaesthetist feels there is a significant advantage over isoflurane.  In adult anaesthesia the use of this drug at high flow should be avoided or minimized.


Intra-thecal opiods:
The use of intrathecal opiods is well established in obstetric practice at QMC and trainees should be guided by the obstetric protocols.

20]
Cancelled Lists
If your list is cancelled or finishes very early please notify the Anaesthetic office/nominated Troubleshooter Consultant or Rota Consultant.  The rota published does not always reflect all activity involving anaesthetists, and a colleague somewhere may be very glad of your help.  Unless on an official half-day or leave, between 0900 and 1700 hours all trainees should keep the department notified of his/her whereabouts and carry his/her personal bleep.

21]
Patient Transfers
The anaesthetic team is often requested to assist with patient transfers.  This may be the transfer of patients within the hospital or from ICU or A&E to other hospitals.

Equipment designed specifically for transfers (trolley, ventilator, monitoring, etc.) is kept in the AITU Scan Room.  Anaesthetists should ensure they are familiar with this equipment and that they have an appropriate assistance accompanying them on the transfer (ODP or ICU nurse). Trainees need to perform a device check on the Oxylog 3000 ventilator prior to use and also complete a transfer Trolley/Equipment Loan Form. There is also a Mid-Trent Critical Care Transfer Form Transfer Form to be completed for each transfer. There is a checklist on the back, the top copy remains in the patient’s notes, the pink copy goes to Dr Dave Sperry and the green copy to the Mid Trent critical Care Network Audit Co-ordinator. The Clinical Lead for Patient Transfer is Dr Jo Haycock. 

22]
Major Incident Plan
Familiarise yourself with the Major Incident Plan and KNOW YOUR RESPONSIBILITY under it.  The switchboard contacts the 3rd on-call who contacts the consultant anaesthetist on-call  for general duties and consultant on-call for AICU, using the Anaesthetic departmental telephone.

Note: The emergency key for the Anaesthetic office is key no 62 held by Security on B floor.
A trainee anaesthetist may be detailed by the ICU consultant to call in further anaesthetic staff using the departmental telephone and telephone number list.


All anaesthetists responding to a major incident should report to AICU.

PROTOCOLS & GUIDELINES
HOSPITAL CLINICAL PROTOCOLS - INTRANET
There are a large number of hospital protocols covering many aspects of hospital practice and administration.  Most of these can be accessed by the hospital Intranet on the computer in the trainee common room. 
NUH Intranet
Home page – go to NUH policies, procedures, guidelines on left hand side – go to guidelines – go to directorate-specialist support

NEMSA.net

Go to the QMC page where you’ll find:

Trainee booklet  

 Journal Club—useful articles on how to present:   Anaesthesia article   
 Obstetric guidelines 
 MEWS—Obs early warning score
 Massive traumatic haemorrhage policy v3 (2008)      rVIIa policy
 Paeds Trainee Information (2008)   
 Paediatric Fasting      Sleep Apnoea  
 Paeds equipment list   
 Paediatric Anaesthesia and Pain Management Guidelines
 Paediatric Resuscitation Protocol
 Paeds Renal Transplant Guidelines
 Blood and Blood Products in Paeds
Dr King has collected some departmental paediatric anaesthesia information and placed it in a folder “Paediatric Anaesthesia” on the desktop in main theatres 1,3,4,10 and EENT 1,2,3,4,& 6.

The folder contains:-

· Trainee guide – info on drug doses, weight estimates, ETT / LMA sizing, fluids, analgesia & PONV protocols, A&E stabilization drugs 
· Paediatric resuscitation PDF 
· Renal transplant protocol – this is a new, more detailed anaesthetic protocol that will be incorporated into a revised renal transplant protocol. 
· Blood / blood products info 
QUEEN’S DIFFICULT AIRWAY TROLLEY

To access the Queen’s Difficult Airway Trolley website and learn about how to use the equipment on it, either

NUH Intranet

Home page – go to clinical information on left hand side – go to Queen’s Difficult Airway Trolley

or

www.nuh.nhs.uk/qdat/index.htm

password is stingray

	PAEDIATRIC ANAESTHESIA AND PAIN MANAGEMENT GUIDELINES
Core Paediatric Anaesthesia Group, February 2009

	PAEDIATRIC DRUG DOSES
	OTHER USEFUL INFO

	
	

	Premeds
	Estimates of weight (kg)

	
	

	Midazolam 0.5 mg/kg (to a maximum of 20mg)
	Less than 1 yr  -   (age in months + 9) divide by 2

	45 minutes before induction.
	

	May be mixed with paracetamol or ibuprofen
	Less than 9 yrs  -  (age + 4) x 2

	
	

	Induction agents
	Over 9 yrs  -  age x 3

	
	

	Propofol 4 mg/kg
	ETT size

	Thiopentone   4 – 6 mg/kg
	

	Ketamine 1-2 mg/kg IV or 10 mg/kg IM 
	Uncuffed   age divided by 4 + 4

	(4 mg/kg IM is suitable for sedation for
	

	        short diagnostic procedures)
	Cuffed     age divided by 4 + 3 (Khine formula)

	
	

	Muscle relaxants
	Consider using a cuffed ETT in children over 8 years 

	
	old and definitely over 10 years old

	Atracurium            0.5 mg/kg 
	

	Rocuronium          0.6 mg/kg
	Oral ETT length (cm)        age divided by 2 + 12  

	Vecuronium          0.1 mg/kg
	

	
	Nasal ETT length (cm)     age divided by 2 + 15  

	Suxamethonium   1 – 2 mg/kg
	

	
	Size of LMA

	Reversal
	

	
	Size                                       Weight of patient

	Neostigmine         50 mcg/kg
	   1                                                   < 5 kg

	Glycopyrolate       10 mcg/kg
	   1.5                                                5 – 10 kg

	Atropine                20 mcg/kg
	   2                                                   10 – 20 kg

	
	   2.5                                                20 – 30 kg

	(dilute 1 ampule of neostigmine 2.5 mg & 
	   3                                                    > 30 kg

	Glycopyrolate 0.5mg to 5 mls with 0.9%
	

	Saline. Each 1 ml is for 10kg body weight.
	

	
	

	Antibiotics
	

	
	

	Cefuroxime         50 mg/kg then 30 mg/kg tds
	

	Augmentin          30 mg/kg tds
	

	Metronidazole     7.5 mg/kg tds
	

	
	

	
	


	FASTING GUIDELINES FOR ELECTIVE
	Third space losses

	SURGERY (RCN guidelines Nov. 2005)
	

	
	Vary with procedure:-

	Ingested material           minimum fasting period
	

	Clear liquids                   2 hrs
	1 – 2mls/kg/hr     peripheral & neurosurgery

	Breast milk                     4 hrs
	4 – 7mls/kg/hr     thoracic surgery

	Infant formula                 6 hrs
	6 - 10mls/kg/hr    abdominal surgery

	Nonhuman milk              6 hrs
	

	Light meal                      6 hrs
	Blood loss

	
	

	FLUID MANAGEMENT
	Crystalloid in ratio of 3 : 1 

	
	Colloid in a ratio 1 : 1

	Aim of perioperative fluids
	

	· To replace deficits 
	Estimated blood volumes:-

	· Starvation
	Neonate – 1 yr       80 – 85 mls/kg

	· Dehydration
	2 years                   75 – 80  mls/kg

	· To provide ongoing maintenance
	Over 3 years          70 – 75 mls/kg

	fluid requirements
	

	· To replace intraoperative losses
	At risk of hypoglycaemia

	· Third space
	

	· Blood
	Neonates

	Intraoperatively use Hartmanns or 0.9% saline
	Those receiving high dextrose concentrations preop

	Majority of children don’t need dextrose
	eg TPN

	
	Prolonged surgery, extensive regional block, children 

	Maintenance requirements
	Of low body weight (less than 3rd centile)

	
	

	Use 4 : 2 : 1 rule
	Those at risk – use a dextrose containing fluid at 

	· 1st 10 kg        4mls/kg/hr
	maintenance rate on a dedicated pump

	· 2nd 10 kg       2mls/kg/hr
	

	· All other kg    1ml/kg/hr
	Post-operative fluids

	
	

	Fasting deficit
	Isotonic fluid recommended by NPSA

	
	

	Hourly maintenance x number of hrs of 
	5% Dextrose in 0.9% Saline at maintenance rate

	restriction
	via dedicated pump

	· Replace 50% in 1st hour
	

	· Replace 25% in 2nd & 3rd hours
	10 or 20 mmol of KCL maybe added to each 500ml 

	
	bag depending on the patients serum potassium

	Dehydration
	Resuscitation

	
	

	· Degree  based on clinical signs
	20 mls/kg crystalloid / colloid - reassess

	· Best method relies on difference 
	Further 20 mls/kg crystalloid / colloid - reassess

	between current & pre-morbid body weight
	If more volume needed give blood

	· Correction of 1% of dehydration  
	

	requires 10mls/kg of fluids
	Never give a dextrose containing fluid during

	
	resuscitation

	
	

	
	


	MORPHINE ~ Intravenous
	FENTANYL ~ Intravenous

	N.C.A. NEONATAL  up to 12 wks
	To be used for renal patients requiring 

	Drug concentration = 10 microgram/kg/ml
	post-operative intravenous opiates 

	i.e. 0.5mg morphine/kg/bodyweight 
	OR

	diluted to 50ml with NaCl
	Patients with inadequate analgesia  with

	PUMP PROGRAMME 
	morphine

	Loading dose = zero
	N.C.A. ~ CHILDREN FROM 13 WEEKS

	Bolus dose = 0.5ml
	Drug concentration = 1 microgram/kg/ml

	Speed of injection = STAT
	i.e. 50 microgram/kg bodyweight (max. 

	Lockout = 60 mins
	2500 microgram) = 1ml NEAT fentanyl/kg

	Background infusion = 0.5 – 1ml/hr
	bodyweight – diluted to 50ml with NaCl

	N.C.A. INFANT -13 wks to 6 months
	PUMP PROGRAMME 

	Drug concentration = 10 microgram/kg/ml
	Loading dose = zero

	i.e. 0.5mg morphine/kg/bodyweight 
	Bolus dose = 1ml

	diluted to 50ml with NaCl
	Speed of injection = STAT

	PUMP PROGRAMME 
	Lockout = 30 minutes

	Loading dose = zero
	Background infusion = 1ml/hr

	Bolus dose = 1ml
	P.C.A. ~ CHILDREN 6 YEARS +

	Speed of injection = STAT
	Drug concentration = 1 microgram/kg/ml

	Lockout = 30 minutes
	i.e. 50 microgram/kg bodyweight (max. 

	Background infusion = 1ml/hr
	2500 microgram) = 1ml NEAT fentanyl /kg

	N.C.A. CHILDREN from 6 months
	bodyweight – diluted to 50ml with NaCl

	Drug concentration = 20 microgram/kg/ml
	PUMP PROGRAMME 

	i.e. 1mg morphine/kg/bodyweight 
	Loading dose = zero

	(max. 50mg) diluted to 50ml with NaCl
	Bolus dose = 0.5ml

	PUMP PROGRAMME 
	Speed of injection = STAT

	Loading dose = zero
	Lockout = 6 - 10 minutes

	Bolus dose = 1ml
	Background infusion = 0.5ml/hr

	Speed of injection = STAT
	

	Lockout = 30 minutes
	KETAMINE ~ PCA

	Background infusion = 1ml/hr
	Indications – pancolitis & risk of toxic 

	P.C.A. ~ CHILDREN 6 YEARS +
	megacolon, must have Consultant

	Drug concentration = 20 microgram/kg/ml
	Gastroenterologist & Paediatric Surgeon input, nurse on HDU.

	i.e. 1mg morphine/kg/bodyweight 
	Drug concentration = 40 micrograms/kg/ml

	(max. 50mg) diluted to 50ml with NaCl
	i.e. 2mg Ketamine / kg bodyweight 

	PUMP PROGRAMME 
	(max. 100mg) diluted to 50ml with NaCl

	Loading dose = zero
	Loading dose = 1-2ml of solution

	Bolus dose = 1ml
	Infusion 0-1ml/hr

	Speed of injection = STAT
	Bolus 0.5-1ml

	Lockout = 5 minutes
	Lockout 10-30 minutes

	Background infusion = 0.2ml/hr
	

	MORPHINE ~ ORAL
	Guidelines for pain management in children 

	AGE               DOSE               INTERVAL
	Can be found on the intranet – staff portal – 

	
	Clinical links & Information

	6/12 – 1 yr     100 mcg/kg             4 hourly
	

	1 yr – 2 yrs    200 – 400 mcg/kg   4 hourly
	

	> 2 yrs           200 – 500 mcg/kg   4 hourly
	

	
	


	LOCAL ANAESTHETICS
	OTHER DRUGS

	EPIDURAL ~ CHILDREN > 13 wks
	ANTIEMETICS

	Drugs & concentration= 0.1% Levobupivacaine
	

	                             + Fentanyl 2 microgram/ml
	Ondansetron

	OR         Plain 0.125% Levobupivacaine
	0.15mg/kg 8 hourly IV or PO max = 4mg

	Rate = 0.1-0.3ml/kg/hr – maximum 15ml/hr
	Dexamethasone

	PUMP  ~ Hospira Gemstar. 
	0.1mg/kg 8 hourly IV or PO max = 4mg

	
	Cyclizine (3rd line only)

	EPIDURAL TROUBLE SHOOTING
	1mg/kg 8 hourly IV or PO    max = 50mg

	1. Block but inadequate analgesia – increase
	ANALGESICS

	rate within prescribed range OR change to plain 
	

	L-bupivacaine plus NCA / PCA
	Paracetamol PO 

	
	Under 13 wks – PO loading dose 20mg/kg then

	2. Inadequate / no block – bolus 0.1 mls/kg of 
	20mg/kg  tds.  Max. daily dose = 60mg/kg

	0.25% L- bupivacaine, assess BP every 5 mins 
	

	for 15 mins
	Over 13 wks - PO loading dose 20mg/kg then 

	· If improvement in block – as in 1 
	15mg/kg  qds. Max. daily dose = 90mg/kg

	       above
	Max. dose = 1gm

	· If NO improvement in block – change 
	Paracetamol – Intravenous

	               to NCA / PCA
	Infants under 10kg   = 7.5mg/kg QDS

	
	Max.daily dose = 30mg/kg 

	Boluses – ONLY by members of anaesthetic
	Child over 10kg = 15mg/kg QDS

	Department or pain service
	Max. dose = 1 gm , Max.daily dose = 60mg/kg 

	
	IV infusion administered over 15 mins

	REGIONAL BLOCK e.g. paravertebral or
	Codeine PO or PR (mild opioid)

	femoral
	<37 weeks gestation & <5 wks   =  0.5mg/kg TDS

	
	37 wks gestation – 12 weeks      = 0.5mg/kg QDS

	Drug & concentration = 0.125% L-bupivacaine
	From 13 weeks                            = 1mg/kg QDS

	Rate = 0 - 0.3ml/kg/hr – maximum = 15mls/hr
	

	
	Max. dose = 60mg for children >60kg

	           OR                      0.25%   L-bupivacaine
	Max. daily dose = 240mg for children >60kg

	Rate = 0 - 0.2ml/kg/hr – maximum = 15mls/hr
	Ibuprofen PO (NSAID)

	
	 <5kg weight = Not recommended

	PUMP ~ Hospira Gemstar
	Child over 5kg body weight = 5mg/kg QDS 

	
	(10mg/kg severe pain)    Max. daily dose = 2.4g

	Boluses – ONLY by members of anaesthetic 
	Diclofenac (NSAID)

	Dept. or pain service
	<6 mths (postoperative pain) Not recommended

	CAUDAL ANALGESIA
	From 6 mths                                = 1mg/kg TDS

	
	Max. daily dose = 150mg for children >50kg

	Drug & concentration = 0.25% L-bupivacaine
	

	
	Naloxone  IV or IM

	Volume = 0.5 – 1.0 ml/kg single shot
	4 microgram/kg–stat dose   max = 200mcg

	
	(always prescribe with NCA / PCA)

	In children over 6 months may added  
	Chlorphenamine

	preservative free S-ketamine 0.5 mg/kg to the  
	0.1mg/kg 8 hourly IV

	L-bupivacaine
	max = 4mg (P.O.) 5mg (I.V.)

	
	

	
	


	Resuscitation & Stabilisation Medications
DRUG

NORMAL DOSE RANGE

TO MAKE UP

Adrenaline OR

Noradrenaline

0.01 – 0.5 mcg/kg/min

300 mcg/kg in 50 mls

1ml/hr = 0.1 mcg/kg/min

Dopamine OR 

Dobutamine

2 – 20 mcg/kg/min

30 mg/kg in 50 mls

1 ml/hr = 10 mcg/kg/min

Morphine

10 – 40 mcg/kg/hr

(0.5 – 2 mls/hr)

1 mg/kg in 50 mls

1 ml/hr = 20 mcg/kg/hr

Midazolam

50 – 150 mcg/kg/hr

(1 – 3 mls/hr)

2.5 mg/kg in 50 mls

1 ml/hr = 50 mcg/kg/hr

Propofol

4 – 12 mg/kg/hr

= 0.4 – 1.2 ml/kg/hr of 1% solution

Fentanyl

2 – 8 mcg/kg/hr

(1 – 4 mls/hr)

100 mcg/kg in 50 mls

1 ml/hr = 2 mcg/kg/hr




Critical
Care

Outreach

Team

This Multi-Professional Team (MPT) consists of nursing and physiotherapy staffs, which possess specialist critical care skills. We offer expert advice, support and education to ward staff. This helps in the recognition and management of the at-risk or critically ill patient within the acute ward setting.

The initial assessment of critically ill ward patients by critical care staff did not occur prior to the introduction of the CCOT. Following patient assessment the CCOT teams recommends appropriate changes in medical and nursing management and involve AICU / CCD /MHDU medical staff if it is relevant to do so.  

The aim of CCOT is that optimal patient care is delivered to critically ill ward patients by utilising the “critical care without walls” approach, thereby reducing the need for critical care admission or re-admission.  Members of CCOT are able to cascade critical care skills to all members of the ward MPT, which empowers ward staff when caring for critically ill patients.   However, when patient deterioration necessitates the transfer to a critical care unit the CCOT is able to assist both in patient stabilization prior to transfer and in the safe transfer of patients between areas.  

The CCOT Team is able to expedite rapid and appropriate admission to relevant critical care units by liaising directly with the critical care medical team. 

Role of CCOT:
· Follow up patients discharged from AICU/ CCD/SHDU/MHDU to all directorates across both campuses

· Accept new patient referrals EWS score 4 from Ward MPT/Anaesthetists 

· Provide support and critical care advice/education for all members of the ward MPT

· Assist in the safe transfer of critically ill patients within the Trust and between both campuses.

· Carry out Acute NIV set ups in ward areas, titrate pressures according to ABG’s and organize transfer to appropriate speciality bed.

· Set up Oxygen therapy via Optiflow  (Heated high flow Nasal cannula) and High Flow 

· Review all patients with tracheostomies outside of ENT working with MPT to aid weaning 

· Perform first change tracheostomy (ICU Tracheostomies), subsequent routine tracheostomy changes and decannulations on ward patients.

· Provide formal education on a variety of courses
· CCOT liaise with AITU/CCD and MHDU both teams providing support  in the care of the critically ill patient
· CCOT currently work 365 days a year 08:00 – 22:00 hours.
· CCOT can be contacted on Pager 806339 Queen’s campus or 807168 City campus
1

