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TeWhatuOra.govt.nz 

PO Box 2056, Palmerston North, 4400 

18 July 2022 

Tēnā koe 

OIA request 
Our Reference: Y22-546 

We are in receipt of your Official Information request dated 4 July 2022 requesting a copy of the latest 
information that is provided to patients admitted to Ward 21, Palmerston North Hospital. 

Attached is the pack of information that is given to patients and whānau upon admission to Ward 21. 

You have the right to seek an investigation and review by the Ombudsman of this decision. 
Information about how to make a complaint is available at www.ombudsman.parliament.nz or 
freephone 0800 802 602. 

Please note that this response, or an edited version of this response, may be published on the 
MidCentral DHB website ten working days after your receipt of this response. 

Ngā mihi 

Scott Ambridge 
Operations Executive 
Te Uru Rauhī - Mental Health & Addictions Services 
Te Pae Hauora o Ruahine o Tararua | MidCentral 
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From: OIA <OIA@midcentraldhb.govt.nz>
Sent: Tuesday, 26 July 2022 12:29 PM
To:
Subject: Official Information act reply
Attachments: Pastoral-Spiritual Care Team -Procedure-.doc

Dear
In reply to your OIA request of 22 July 2022 please find enclosed a copy of the MidCentral Health document, Pastoral‐
Spiritual Care Team ‐Procedure‐.  

Please note that this response, or an edited version of it, may be published on the MidCentral DHB website ten 
working days after your receipt of this email. 
Regards 
Zelda 

Zelda Rogers 
Quality & Innovations Coordinator 
Te Pae Hauora o Ruahine o Tararua | MidCentral 
waea pūkoro: 06 3508915 | īmēra: Zelda.Rogers@midcentraldhb.govt.nz
PO Box 11036 | Palmerston North 4442  

Te Whatu Ora – Health New Zealand 
TeWhatuOra.govt.nz









 

 

TeWhatuOra.govt.nz 
PO Box 2056, Palmerston North, 
4440 
Phone: +64 06 350 9196 

 

 

 

 

 

10 August 2022 

 

 
 

   
 
 

Dear  

I refer to your Official Information Act request regarding parental leave and those on IEAs 
at Te Pae Hauora o Ruahine o Tararua | MidCentral and respond as follows: 

1.       What percentage of DHB staff (currently on payroll) work under an individual 
employment agreement? 

 0.07 per cent. 

2.       Have any staff on an IEA contract (current or previous) received 14 weeks of 
parental leave top-up payments in-line with the various collective agreements? 

 One since 1 July 2021. 

Please note that this response, or an edited version of it, may be published on the Te Pae 
Hauora o Ruahine o Tararua | MidCentral  website ten working days after your receipt of 
this letter. 
 

Yours sincerely 
 
 
 
 

Keyur Anjaria 
General Manager 
People and Culture 
Te Pae Hauora o Ruahine o Tararua | MidCentral 
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PO Box 2056, Palmerston North, 4440 
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If you are not satisfied with this response, you have the right to raise any concerns 
regarding our response with the Ombudsman – www.ombudsman.parliament.nz or 0800 
802 602. 
 
Please note that this response, or an edited version, may be published on the MidCentral 
website ten working days after your receipt of this response. 
 
 
Yours sincerely, 
 

 
Neil Wanden 
General Manager, Finance & Corporate Services  
 
 



TeWhatu Ora 
Health New Zealand 

26 October 2022 

Official Information Act (OIA) Request - HNZ00004538 

Your OIA request of 4 October 2022 to Te Pae Hauora o Ruahine o Tararua I MidCentral is 
acknowledged. The information you have requested follows. 

• Can I please request copies of external service reviews undertaken into the Palmerston 
North Hospital Intensive Care Unit since 201 0? I understand some were done in 2012 and 
2019, but unsure if there have been others. 

Please find attached the 2012 and 2019 Service Credentialing reports for the Intensive Care 
----Unit-(t6tJt-"'fhese-reports-are not external service reviews. 

Service Credentialing is a regular scheduled process for all hospitals and their services. 
Service Credentialing includes consideration of the range of competencies in a unit, department 
or service and the resources available to it. 

Credentialing of each service is undertaken by the Credentialing Committee which generally 
includes an external senior medical officer (External Credentialer) and recommendations are 
made, as appropriate, for improvements that would maintain or improve the ability of medical 
practitioners to undertake their individually credentialled role. 

Departments or Services undergo Service Credentialing every five years unless special 
circumstances require earlier credentialing. Credentialing considers; 

• The clinical work the Department or Service is funded to provide 
• Clinical leadership 
• The adequacy of the facilities 
• The composition and skill level of the clinical team, including other health professionals 
• Practitioner workload 
• Introduction of new procedures and technologies 
• Service outcome data, including patient satisfaction and performance to contract and delivery 

of services to Maori 
• Associated clinical activities such as teaching and research 
• Clinical quality assurance processes 
• Peer review processes and systems 
• Consideration of individual medical credentialing summary information 

The ICU Service Credentialing reports contain the opinions (some quoted) of the External 
Credentialers, not the Committee as a whole, which help to form the agreed recommendations 
in the reports. 
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I have also attached a 2012 internal ICU report which was a prospective audit on ICU activity to 
support the current ICU model into the future with the Coronary Care UniUMedical HOU (High 
Dependency Unit) remaining located on the fourth floor. Ideally in the future hospital rebuild, 
they would be located on the same floor but with separation between the two units. 

Additionally, I have attached the 2017 report to the then MidCentral District Health Board 
Clinical Council regarding progress on the recommendations from the 2012 Service 
Credentialing report, all of which were completed. 

The recommendations from the 2019 Service Credentialing report and their current status are 
as follows; 

1. It is imperative that improvements be made to the existing ICU facilities given that any 
significant rebuild is a number of years away. The facilities do not meet required standards 
to deliver the level of care that the people of MidCentral District are entitled to. 

The ICU capacity at Palmerston North will be augmented by an adjacent High Dependency 
Unit to provide additional acute care beds. That project is being scoped with the intent ion to 
have the new beds open before next winter (2023). 

2. Further review of the Senior Medical Officer (SMO) call schedule and relief provision is 
essential for workforce safety. Specifically, ICU SMOs should have a rostered Monday 'off' 
following their weekends on call. 

- -- - -- - - - ---- -- - ----

A review of the SMO call schedule and developing the Long Term Plan for Senior Staff have 
also been completed and implemented. 

3. Developing a long term plan for senior staff that cover night and weekend call to maintain 
exposure to routine daytime work, specifically morning rounds and patient planning, is 
viewed as essential. Recruiting a new Intensive Care Specialist in conjunction with service 
lines outside of Anaesthetics should be explored. 

A review of the SMO call schedule and developing the Long Term Plan for Senior Staff have 
also been completed and implemented. 

4. With respect to stocking and tracking of medications and supplies, the Emergency 
Department and Operating Theatres have both successfully implemented e-cupboards and 
temperature monitored refrigerators without patient care disruptions. 

A programme is underway to upgrade the stocking and tracking of medications in line with 
the system used in Emergency Department and Operating Theatres, with the roll out of a 
digital system in the coming months. 

5. Exploration of a shared nursing pool so that skill maintenance, education and research can 
be expanded, with the long term aim of achieving the minimum standard of 50% of Nurses in 
ICU holding postgraduate qualifications in critical care. 

Training and education pathways to support Registrars and Nurses to further their careers 
and qualifications in critical care has been implemented. This work will be ongoing and 
continue to grow. 
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6. Thought needs to be given to how the ICU can grow and develop its own Registrars 
(vocational trainees in Intensive Care) in addition to providing opportunities to trainees from 
other services and providing experience to prospective anaesthesia trainees. 

Training and education pathways to support Registrars and Nurses to further their careers 
and qualifications in critical care has been implemented. This work will be ongoing and 
continue to grow. 

7. Establish formal documentation and analysis of, reasons for admission of patients to ICU, of 
deteriorating patients who may have benefited from earlier ICU input, and details of handover 
of patients when they are discharged from ICU. 

A formal documentation process has been implemented in the ICU. 

Please note that this response, or an edited version of this response, may be published on the 
MidCentral website 1 O working days after your receipt of this response. 

Yours sincerely 

------------ - ----------- - ------ --- -- ----

Lyn Horgan 
Operations Executive 
Te Uro Arotau -Acute & Elective Specialist Services 
Te Pae Hauora o Ruahine o Tararua I MidCentral 

TeWhatuOra.govt.nz 
tau waea: +64 6 356 9169 
PO Box 2056 [ Heretaunga Street I Palmerston North 4440 

Te Kiwanatangao Aotearoa 
New Zealand Government 
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SERVICE CREDENTIALING 

INTENSIVE CARE UNIT 

MIDCENTRAL HEALTH 

Date of Credentialing Visit Wednesday 1811
' July 201 Z 

AIM 

--To-CreilentiaTMiaCentral Health's Intensive CafeUriil iis per MidCentriff­
Health 's Medical Credentialing-Service Review Policy and Procedure. 

Service Credentialin Committee Membershi 
Position Held 
General Surgeon 
Member MidCentral Health Credentialing 
Committee 
Head of Hawkes Bay ICU 
President College of Intensive Care Medicine 
External Credentialer 
Clinical Director Anaesthesia and Intensive Care 
Medical Head Intensive Care Unit 
Manager Quality and Clinical Risk 
Member MidCentral Health Credentialing 
Committee 
Community Representative MidCentral Health 
Credentialin Committee 



Interviewees 

Documentation Received 

Clinical Director Mental Health 
Dietician 
Clinical Director Internal Medicine 
Consultant Anaesthetist - Anaesthetics and ICU 
Medical Head General Sur e 

Consultant Anaesthetist - Anaesthetics and ICU 
Clinical Director Child Health 

Consultant Anaesthetist - Anaesthetics and ICU 
Consultant Anaesthetist - Anaesthetics and ICU 
Consultant Anaesthetist - Anaesthetics and ICU 

Consultant Anaesthetist - Anaesthetics and ICU 
Head Intensive Care 

- tensive Care-- - --
Service Manager and Nursing Director Intensive 
Care 

List of documents received by the Service Credentialing Committee including 
any written submissions from interviewees or others. 

Written notes from 
Written submission from 
letters to Sept 2010, 
Manawatu Standard Se t 2005 

Medical Head ICU 

ex Medical Head ICU and copies of 
Dec 2004 and article from 

Project Paper on Provision of High Dependency Care within the Intensive Care 
Environment 

ICU Admission Referral A d"t P ' t 

' - hief Pharmacist Written submission from 
Written submission from 
Written submission from 

----- --- ,_. "' Medical Head Urolo 

Ma 2012 Financial Summar ICU 





over the last few years. With only four staffed beds obviously only very limited 
numbers can be managed in ICU. 

Another multidisciplinary working party in 2011 recommended that as a partial , 
interim solution to the provision of high dependency care at MCH, ICU should 
be staffed to manage six patients ( at a 1: 1 nursing level for four patients and 1 :2 
for two patients), with some ability to flex to seven patients. With Management 
insisting that "new" beds were not created, this would have required transfer of 
some nursing resource from Coronary Care, and some new money budgeted. 
This budget increase was approved by SMT, but ICU medical staff, concerned 
that this proposal merely reallocated resources and would disadvantage CCU, 
elected to defer the increase in staffed bed numbers in ICU. An audit of all 
referrals for ICU and HDU care was agreed and is currently underway. Reports 
at three and six months are scheduled. 

COMMENTS 

Comments on each of the key considerations for Credentialing -

The clinical work the unit is funded to provide. 
There are two overwlielmmg0Tfficult1es in considermgtlie adequacy of the 
unit's resources. Firstly, there is no clear idea of what service, currently, it is 
expected to provide, and secondly, there appears to be limited agreement 
among staff working within the unit as to what service it should seek to provide 
in the future. 

Even regarding the unit strictly as an intensive care unit, it seems that the four 
beds currently resourced (;::;;2.5/100,000) falls below the national norm of;::;; 
4.2/100,000 and well below the number at the nearest comparable DHB, 
Hawkes Bay, with ;::;;5/100,000. The Ministry of Health has in the past identified 
six beds per 100,000 as a target for the country. The unit averaged 326 
admissions per year from 2005-2011. With laudable improvements in unit 
practices and some relaxation of admission criteria to manage a number of high 
dependency patients over the last year, admissions increased to 363 patients, 
about 250 of whom were ventilated. Depending on whether Trendcare or bed 
occupancy at midnight is used to calculate occupancy, figures are 77% or 86%. 
Bed utilisation figures calculate out at an average of three, or 3.4 ifTrendcare is 
used. There is obviously a fluctuating and unpredictable demand however and 
for approximately 25-30 days per year the unit has to "flex up" and 
accommodate five patients. Only occasionally do patients have to be 
transferred to another ICU. 



Because of the need to have beds available for emergencies, the unit has had a 
policy of not admitting an elective patient to the fourth bed. Surgical staff 
report that this has meant on numerous occasions patients scheduled to undergo 
major, complex surgery for life threatening conditions have had to their surgery 
cancelled at short notice. A practice of having a "standby" list has developed 
whenever a patient needing ICU care post-operatively is scheduled, in order not 
to waste operating time. Cancellations have been less frequent over the last 
year. 

Surgical, ED, Anaesthetic and P ACU staff do not feel that the unit is capable 
of taking all HDU type patients, or in fact that staff are always willing to 
provide this care even when beds are available. Similarly, Medical consultants 
feel that access to ICU and or HDU, although better than previously, is still a 
problem. The Emergency Department CD indicated that access to ICU is better 
than previously, but that help was inconsistent, and dependent on whom the on­
call consultant was. 

The unit admits and keeps Paediatric patients who are anticipated to have short 
term requirements for intensive care, and also looks after those patients who are 
awaiting transfer to the Starship ICU. Child Health indicate that the level of 

· supportisappropiiatefor theirneeds. --- - - - ---- - - --

Mental Health are happy with the level of support, but indicate there can be a 
difficulty with discharge of patients, as there is no medical nursing capability 
within Mental Health. 

The adequacy of the facilities. 
The ICU is now outdated. Clearly, with six physical beds in the main area and 
two small side rooms it could not accommodate the number ofHDU beds 
necessary for a comprehensive service. The space per bed is much smaller than 
CICM recommends for new units, and with six beds occupied, working space is 
severely compromised. 

The location of the Unit on the fifth floor, remote from ED, Radiology and 
Theatres is a significant impediment. It seems likely that the current seismic 
survey will find that the Unit is non compliant with the code and this will 
precipitate relocation/rebuilding earlier than might have been the case 
otherwise. 

The unit has insufficient desk space, insufficient storage space, and inadequate 
areas for family meetings. 

Equipment is generally seen as being adequate. 





Practitioner workload 
Currently, in addition to the Intensive Care Medicine specialist, nine 
anaesthetists have part time duties in intensive care. Six share in the day time 
running of the unit, and the weekend call roster. Two SMOs are rostered on for 
a five hour morning shift, and one for a five hour afternoon shift. Three further 
SMOs are part of a one in nine weeknight roster, but these anaesthetists have 
no exposure to the daily routine of the unit. The SMO FTE allocation to the 
ICU has been quoted at 2.28, but the mixed responsibilities of the Anaesthetic 
Consultants makes it difficult to corroborate this, and it is probably only 
important if a change to the staffing model was ever contemplated. By the 
calculation of the writer, the ICM specialist has 35 hours of unit clinical time, 
and 8 hours non clinical, the six daytime Anaesthetic consultants 30-35 hours 
of clinical time and 8 hours non clinical, and the on call recompense probably 
accounts for about 41 hours per week. This totals 132 hours, or 3.3 FTE. 

Four SHOs provide 5.04 FTE of cover and the workload is thought to be 
satisfactory. The Unit is not recognised for advanced training by CICM. 
Nursing is led by a Charge Nurse who has to double as "runner', or clinical 
resource nurse, when short. The default expectation for ICU is for a nurse-to­
patient ratio of one, which for four "ICU" beds would mean five nurses per 

_,_ shiftwitn a runner. Tois woulo equate to a re-quirect-budgetof 211..24-FTE. 
Current budgeting is for 21.96 FTE. Based on Trendcare estimations of 
utilisation this amount of nursing resource is not only able to staff the actual 
needs of the unit, but also allows nursing resource to be deployed outside the 
unit during quiet times to the extent of ::::::.1.3 FTE. It is apparent that there is 
significant discord about the level of nursing resource and the extent to which 
spare resource on quiet days should be re-deployed or alternatively given 
"unanticipated leave" or have the time dedicated to training. There are also 
issues related to annual leave, support for educational activities and flexible 
rostering. 

There has been talk of an ICU nurse run follow-up service, and nurse led 
outreach type service, but no proposals tabled. 

The Nurse Educator role was cut from .8 FTE to .5 FTE relatively recently, and 
it is felt this is insufficient to both support mandatory maintenance training and 
to up-skill new appointees, especially new graduates. Most education is done 
one on one and there is little opportunity for group education activities. 

- - .j. 







KEY ISSUES/ POINTS 

• The Intensive Care Unit delivers a high standard of care for patients 
admitted, with a recent decrease in ventilation time and tracheostomy rate. 

• A limited HDU type service is provided, mainly for surgical patients. 
There has been a significant increase in such admissions over the last 
year. 

• Admission guidelines for those requiring true Intensive Care exist but 
there is inconsistent application of these guidelines. 

• There is no clear consensus on whether the ICU and its staff should 
provide an HDU service. 

• The wider hospital regards the Intensive Care Unit as its name suggests, 
rather than a combined ICU/HDU, though realises less stringent 
admission criteria over the last one to two years means that some HDU 
type patients will be admitted. All potential HDU patients are certainly 
not refe1Ted for admission currently, and it seems unlikely that the current 

- - - - - audit ofadmission requ~ts wiffprovide accurate data on need. There - . 
remains scepticism in some quarters that the current audit will provide 
accurate data or serve a useful purpose. 

• Provision of High Dependency Care at MCH remains fragmented and 
inadequate. The inability to address this in any way reflects poorly on 
senior clinical advisers and management. 

• The Unit is poorly situated, too small per bed by modern standards, 
lacking in space for family meetings, and lacking office space, desk space 
and computer access. Relocation or expansion of space has been 
examined on many occasions and clearly will not happen in the current 
economic environment until such time as a major hospital redevelopment. 

• Regardless of whether high dependency patients are admitted or not, four 
resourced beds for our population is below national benchmarking and 
contributes to cancellation of major elective surgery, with serious 
consequences. 

• The relationship between management and Unit leaders is strained. 

• The relationship between the nursing director and staff is strained. A 
feeling exists that medical and nursing staff have a closer relationship 
than in other areas and that traditional re ortin lines should not revail. 



• There is disagreement about how spare nursing resource should be 
utilised, with at least some feeling that, contrary to other areas, spare 
resource should not be redeployed, but be protected for leave or education 
purposes. 

• Dissatisfaction about discharge criteria exists both with ICU staff, and 
users. ICU staff feel that with ICU being a precious resource, when a 
patient no longer "needs" ICU they should be accepted back in to a ward, 
even if the ward is under pressure, and that this should take precedence 
over any elective admission. At least some other clinical staff tend to 
think more of the hospital as a whole, and that if ICU have a bed and the 
patient will be "better" cared for in the unit than in an under pressure 
ward, it is unwise to transfer. In addition some staff question the 
cancellation of an elective admission when there is a spare bed in the unit. 

• Handover from night to day staff is less than optimal. 

• Having senior staff cover night call when they no longer have exposure to 
routine daytime work is not ideal, and the longer this occurs the less 
sat1sfactory-itisliKely to 6ecoriie.- - - -- --- ---------1 



RECOMMENDATIONS 

• That a meeting of stakeholders (Medical Head ICU, Future Medical Head 
ICU, Charge Nurse ICU, Service Manager ICU, Clinical Director 
Anaesthesia and ICU, Clinical Director Internal Medicine, and Clinical 
Director Surgery at least) be convened to further discuss and agree on 
current admission and discharge policy. 

• That a similar small group of stakeholders under the chairmanship of the 
Chief Medical Officer receive and consider the first three month figures 
from the current audit. This group should then again consider how high 
dependency care can be improved. If expansion of resourced beds within 
ICU is still considered the best interim, partial solution, then the case for 
this to occur without such a loss of resource from CCU must be 
compellingly put to SMT. 

• That the Medical Head ICU, Charge Nurse ICU and Service Manager/ 
- -- -----"Nursing Director lCIT meet regu1ari-y-. - - - - _.·---- --

• That if the seismic survey identifies a need to relocate ICU within an 
identified time frame, a group be convened to agree on the longer term 
delivery of intensive care and high dependency care at MCH, and assist in 
facility design. 

• That definite proposals for the nurse run follow-up service and outreach 
service be presented. 

• That ICU staff decide whether to pursue approval for advanced training 
with CICM. If so, a list of probable necessary changes needs to be 
compiled. Implementation should then be considered by the Medical 
Head, Clinical Director Anaesthesia and ICU, Service Manager, and 
Operations Director Hospital Services. 

SERVICE TEMPLATE (attached) 

As completed by the Medical Head. 
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., 

~ ENrRAl HfAlTT/ Unit/Service: Intensive Care Unit 

(1) Description of Unit/Service Describe the Unit/Service in narrative form using the headings lieted 

I.I Clinical role within MidCentral Health and within the New A level II unit providing care to those patients too unwell to be cared for on general wa,·d.s, as 
Zealand health system. List core and sub-specialty services. well as the post-operative care to those having major operations, 

Funding is currently for 4 ICU beds, though physical space would allow up to 7 patients, 
although this is all at less than recommended workspace. 

·- . >- - - - -- -. - ···-- -- . --- -. . - -

1.2 Role of clinical sub-units (if any). No clinical sub-units. The niedical cover is a combination of lnten•ive Care specialist and 
Anaesthetic specialists 

1.3 "Catchment" population and boundaries for 1°, , 0 , 3° and 4 ° 
services. 

Servicing the .MidCentral population of approximately 180,00<>, as well as secondary urology 
an<l to Wairarapa and Whanganui, acute dialysis services to Whanganui, and tertiary services 
for Regional Cancer Treatment Service 

1.4 Contracted services and volumes (if rete,•ant) and relation of the.<1e No contracted volumes, though elective surgical work sometimes has to work with available 

to clinical need. ICU capacity 



14 

1.5 Teaching, training and research roles. Teaching and training ofSHO's whose primary path is likely to be Anaesthesia, some to 
combined Anaesthesia and lnteru;ive Care training. In the past, 6 month posts have been 
prm1dcd to trainees in Emergency Metlicine and Surgery. These were withdrawn more than 2 

years ago, however revision of the ED post has been mooted. 

With the appointment of an Inten1ive Care specialist, the department will be pursuing College 
of Intensive Care Medicine training accreditation. 

ICU SHO and registrar teaching has been established this year with protected time once a 
week 

No specific research roles currently, in the past contribution.• have been made to externally 
run researeh projects 

Semor andJtillior medicaJ-staffestab1isliiiients-. - --- - . --1,n Oim SJ)"ecialist Int~nsivisrmnl"6 Speciali~nm:>resth-cti~rn-sharc the day 10-dlly meclieal1~ 

(Number of individuals and total FI'E for House Officer 
the ICU. The on-call commitment is shared by 3 fmthcr Anaesthetic Specialists. 

(l'GY1 +2), SHO, Re!;istrar, MOSS and Specialists) Four SHO's, usually at the start of their Anaesthetic training, make up the junior doctor 
contingcmt 
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2.7 Access to physical resource (ward beds, 
OR time, clinics, etc.) 

No 'l11e ICU patient capacity is limited by funding for nursing resource, as well as by 
limitations in physical spare. An increased of 20% patient throughput in t he last 12 
months has been achieved by more 'efficient patient handling'. However timely ward 
discharges remain an on-going difficulty, with 'parking' of patients on ICU seen as 
another way of helping with elective admissions. As bed m~nagement meetings arc not 
held until mid-morning, this delays patient admission and discharge decisions. 

Access to the 01{ can be limited by 'surgeon availability', patient progression the Onit can 
be delayed by this. But generally the surgical service pro,~dcs excellent suppo1t for the 
ICU. 

The provision of an 'HDU' bed in the theatre reco,•ei:y area, with oversight by the on-call 
Anaesthetic registrar, while a cheap solution for the company, was considered an adverse 
risk to patients and staff, and was withdrawn in 2011. 'rhis capacity has been taken up hy 
the ICU. 

- - - ----- - ---- - -- -- - -- - - - ·- • -- --. Seniot'communicatian--has-beon had.\\~th surgical.and.medical.lines.about-the increased-
availability of HDU capacity on the ICU, so that timely referrals can be made. Admission 
of course \\111 still be governed by clinical appropriateness and bed/ nursing resource. 

An audit of ICU activity is currently being undertaken to try and assess the resource 
adequacy for provision of critical care in this hospital. It sta11ed at the end of May and is 
for review at 3 and 6 months. 

2 ,8 Linkages "~th and support from other 
services. 

Yes ICU generally e1rjoys good relationships particularly with General Surgery, the Regional 
Cancer Treatment Service and Radiology services. 

2 .9 Resources for teaching, training and Yes Covered previously under 1.5. The SH O's may also attend the weekly Anaesthetic 
research. tuto1ials, which has achieved outstanding success, within Australasia, in primary exams 

over the ;·ears. 
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-~ EMNAl HEALTH 

Unit/Service: Intensive Care 

(3) Quality Assurance Activities Indicate the level of achievement" of your unit/service in each area 
of quality assurance activity 

Standard UNIT/Service Details 
RATING4 

3.1 Orientation programme(s) meet the needs of I believe it is adequate 
senior and junior medical staff 

Approptiate wri11e·11-clinic>ll .guidelines and 
-._ ~ -- -

Yes- for Cardiovascular resuscitation/management; feeding; infection screens; daily 3.2 
protocols are used patient cares/management 

3.2.1 Processes are established for the development Re\1ews are undertaken when new clinical information is introduced cg CME gained 
and regular review of policies, guidelines and knowledge or at presentations at regular audit meeting,journal clubs 
protocols 

3.2.2 A policy for the introduction of new or No policy exists, howeve,· see template for Quality Improvement Pl'Oject cmTently 
innovative procedures is used underway 

3.3 Senior medical staff participate in the multi- Senio1· staff are involved in a large variety of multi-disciplinary interactions: weekly 
disciplina,y quality group senior team meetings 

3-4 Regular meetings occur with relevant linkeli 
services (e.g. radiology, pathology). 

Yes, with surgical services/theatre, dietetics, blood transfusion service 

3.5 ll epa rtm ental clinical case reviews arc There arc quarterly SMO meetings where case histories arc reviewed, clinical 
undertaken presentations are made, and morbidity/mortality discussed. 

Monthlv Anaesthetic tleoartmcnt mcctinJ!'.5 are also held where morbidity/mortalitv, 
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critical incidents arc discussed 

3.6 Individual senior medical staff practice audits 
are operational 

Audit projects of individual/collective practice are presented at these meetings 

3,7 Departmental clinical indicators are used MA Quality Indicators- Infection, Falls, Incidents, Medication errors, Central line infections, 
complaints, infection control, health & safety audit 

Admission/mortality/length of stay/source of admission/transfers- database maintained 

3,8 Departmental medical teaching and learning 
forums are provided 

SA Yes- see before 

3,9 Peer review occurs at least annually. {'360 
degree' model is preferred) 

SA Yes 

... - -. -- --
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·@ CENTRAL HEAlTH' 

Unit/Service: 

(4) Core Responsibilities Describe the responsibilities expected of ill! senior medical staff of this 
unit/service, ,vith allowance for varying FrE if appl'Opriate. For core clinical 
responsibilities indicate mininuun qualmcations and include ouh.-ome or 
frequency standards only where they are actually measurable. Core quality 
assurance responsibilities include College CME/MOPS requirements and 
participation in the current unit/service quality assurance activities (Section 3) 

4,0 Minimum Qualifications/Experience Fellow oft he Australia and New Zealand Co!lcgc of Anaesthetists; vocational registration in Anaesthesia with 
the Medical Council of New Zealand; Fcllm1• of the Col!cgc of!nt ensive Care Medicine 

- - - -
- - 4,-l- - -- Clinical-i\c_tiviti= - - -- - ---- ------- - - - - -- -- -

Inpatient consultation On referral by, preferably the consultant of, another service, the consultant will see/examine/decide on the 
appropriate management of the patient. This may mean admission to the ICU is de 
assessed by the ICU SHO, and discu.ssion with the on-call consultant is then expec 

nied. The patient may be 
ted 

-
Outpatient clinks (list) N/A 

-
Other applicable clinical activities Trauma and emergency calls to other wards 

I 
Advice/discussions with colleagues about patients in OT or being considered for 0 

~-----
operative optimisation, and post-operative care. 

T, on appropriateness, pre-

4,2 Quality Assurance 

!- - . -
4.2.1 CME/ MOPS I All specialists participate in their relevant college's MOPS programme. Have, to d 

I"""'"'" 4.2.2 Performance Review 

~ --- -~ 

Annual 

ate, achi evcd required 
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Unit/Service: 

(5) Special Responsibilities Identify the areas of unit/service clinical practice where special qualifications, 
skills or experience are required. Specify the minimum. requiremenl:!i for 
granting privileges in each area, including outcome or frequency standards only 
where they are actually measurable. 

Clinical Activity Minimum Requirements/Standards 

Nil identified 
- - . -- ---- - - - ---- - - - - --- - ,. -- - - - - ----- - --

I 
' 



SERVICE CREDENTIALING 
INTENSIVE CARE 

MIDCENTRAI. HEAL TH 

Date of Credentialing Visit Wednesday 27th March 2019 

AIM 

To Credential MidCentral Health's Intensive Care Unit as per MidCentral 
___ __ 1-!l'!~l~e.dkal.Cr_ed_entialing-Service Review Policy and Procedure. ________ _ 

Service Credentialing Committee Membership 
Position Held 

Chief Medical Officer 
Chair MidCentral Health Credentialing Committee 
lntensivist Hutt Valley DHB 
Chair NZ National Committee of College of 
Intensive Care 
External Credentialer 
Medical Lead Intensive Care 
Reporting Physician for Service Review 
Emergency Medicine Consultant 
Member MidCentral Health Credentialing 
Committee 
Manager Medical Administration Unit 
Member MidCentral Health Credentialing 
Committee 

Community Representative MidCentral Health 
Credentialing Committee _______ _ 
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Medical Lead - ICU 

Chief Pharmacist 

Consultant Anaesthetist/ Supervisor of Training 
Operations Director 

Service Manager 

Charge Nurse ICU 

ICU - Senior House Officer 

ICU - Nurse Educator 

Consultant Anaesthetist - Anaesthetics and ICU 

Medical Lead - Anaesthetics 

Consultant Urologist 

Consultant Nephrologist / General Physician 
General Surgeon 

Medical Lead - General Surgery 

Consultant Anaesthetist - Anaesthetics and ICU 
Medical Lead - Erner ge-11cy Med · 

Medical Lead - Emergency Medicine 

Consultant Paediatrician 

Consultant Anaesthetist - Anaesthetics and ICU 

Acting Medical Lead - General Medicine 

Consultant Anaesthetist - Anaesthetics and ICU 

Consultant Anaesthetist - Anaesthetics and ICU 

Consultant Anaesthetist - Anaesthetics and ICU 

Consultant Anaesthetist -Anaesthetics and ICU 

Documentation Received 

List of documents received by the Service Credentialing Committee including 
any written submissions from interviewees or others. 

!service Credentialing Template completed by 

Service Credentialing Report from Anaesthetics 
Medical Lead ICU 
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It is recognised that there is an ever growing number of ill patients who fall 

short of requiring intensive care, but who require levels of care difficult or 
impossible to deliver in a general ward. These "high dependency'' patients are 

in most hospitals managed either in a dedicated High Dependency Unit (HOU), 

or within a mixed ICU/ H DU. MidCent ral briefly t ried to establish a surgical 
H DU in Ward 29, but this was unsuccessful, principally due to inadequate 

physical facilities, an inability to retain trained nursing staff, and poor provision 

of medical cover. The provision of care to this group of patients has long been a 
source of anxiety to staff and management at MidCentral and has been 
discussed and debated in many forums, and by more than one working party. 

There have been considerable efforts to plan for surgical patients needing 

Intensive Care/HOU services. The Surgica l HOU function of ICU has been 
strengthened since the credent ial ing in 2012 and t ogether with a higher turn­

over of patients through ICU has resulted in a reliable HDU service w here 

cancellation of surgery due to lack of ICU capacity is rare. In 2018 t here w ere a 

total of 70 elective surgical admissions to ICU w ith only 3 cancellations. All 3 of 
- - ---these-surge r1es--were--performedwitrun a--f ew da..ys---0f-.theu:-postponement. _ _ _ --- ---

It is noted in the service report that there is significant medical HOU work 
provided in the Coronary Care Unit (CCU), possibly more HOU work than true 

CCU w ork. There have been significant improvements in t he interface between 

the ICU and the CCU with important roles played in 'st ep-down' arrangements 

from ICU and 'st ep-up' to ICU for sick patients in CCU. The concern remains for 

some however that some patients in t he CCU setting lack· the Specialist 
Intensive Care oversight that patients may benefit from. 

Since the last service credentialing in 2012 the model has advanced w lt h more 

patients managed w it h non-invasive positive pressure ventilation strategies. 

Fewer ventilated days, fewer days of deep sedation and short length of stays 

has improved capacity throughput and service delivery for both intensive care 

patients as well as high dependency care patients with a significant amount of 
the service delivery for surgical HOU, 

COMMENTS 

Comments on each of the key considerations for Credent ialing -

The clin ical work the unit is funded to provide. 
The Intensive Care Unit {ICU) operates as defined by the IC-01Minimium 
Standards for Intensive Care Units, Australia and New Zealand College of 
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ll~tenslve Care Medicin~----;s ~L~vel ·II-Unit. The lCU-·i-~ a Mixed Unit admitting 

Medical, Surgical and Trauma patients and it also delivers care for Paediatric, 

Neurosurgical, and Cardiothoracic patients until tertiary referral centres can 
accept care for those patients. It operates as a Closed Unit whereby after 

consultation with Sub-Specialty teams the ICU Specialist is responsible for all 
admissions, discharges and management decisions. 

MidCentral catchment is around 180,000 with additional regional cancer 
reatment services for Hawkes Bay, Whanganui and Taranaki, and 

chemotherapy induction patients from haematology. Urology cover to the 

Wairarapa and Whanganui can impact capacity as can Chronic Dialysis cover 

from Whanganui. Bed mix is technically 4 intensive care unit beds but has 

been expanded to all 6 on rare occasion. Which provided 2.2-3.3/100,000 

patients which persist below t he 6/100,000 target set by the Ministry of 
Health. 

Changing the model of service provision has allowed for fewer ventilated days, 

less sedated days and more provision of surgical HDU care. Improving capacity 

a.peak of--504----f)atie-n-t.s. in 2016 and a 5 year rolli11g average of 468 patients 
per year. Again this care and expertise is sought after and regarded as 
beneficial for the patients, surgeons, and physicians who utilize the 
ICU/Surgical HOU care. 

he interface of the service outside t he unit is essential as the ICU team 

responds to Trauma Calls and consultations on critica l patients in the 

Emergency Department and rapid response or {MET) ca lls on the floor. The 

emergency department has sought increased feedback and asked for ICU input 

and participation in their Critical Incident Meetings and has undergone a steady 

review of the trauma activation process based on national trauma committee 

requests. ICU input and formal discussions and feedback have been lacking 

outside of Francis Group meetings. As well as medical input into feedback on 
the MET or rapid response call system is lacking. The desire for template intake 

notes to be available electronically as the discharge summary is from ICU 

would improve communication for the Medical team, Specific discussion with 

the accepting service about patients priorto a return to the ward, when a 

patient is "safe" to leave ICU, remains a concern from the surgical specialities. 

his remains a theme from the 2012 review of the service. 

Surgical, Emergency Department, Anaesthetic, Medical, and PACU staff at 
times feel there is variation in practice in terms of accepting patients into the 

ICU with the pattern perhaps based on the individual consultant on call not on 

i!!_1_~ p~ti~nt or capacity. Some discussion was had a_!"~und this _variation and of 
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note was that requests for utilization of intensive care services from the 
!Anaesthet ic and Surgical departments was more often expectant or planned 
based on risk and was a discussion held at the consultant to consultant level. 
From the Medical and Emergency department side, t his discussion is more 
often SHO or Registrar led and had a wide individual variation as to the degree 
of input from the Consultant Physician. 

In the service review provided by the Medical Lead, t he ICU-ED interface was a 
topic for analysis by the Francis Group. Resulting from this work t here is now 
an agreement at leadership level that SMO-to-SMO communication is expected 
for optimal ED-ICU interface. 

The ICU admits and keeps Paediatric patients who are anticipated to have short 
term requirements for intensive care, and also looks after those patients who 
are await ing transfer to t he St arship ICU. Child Health indicates that the level of 
support is appropriate for t heir needs. Child Health operates a two bed high 
dependency unit and can deliver non-invasive positive pressure ventilation and 
high flow oxygen in the Child Health ward. Cover for Paediatric Specialist 
Intensive Care and Anaesthesia care can be ad hoc and based on goodwill but 
w-a-s-Rot fe-it to be-a-rtsk to patients ____________ --- -- __ 

A theme was the desire to have expertise of the ICU medical team in some 
form of outreach. Nursing outreach after an ICU stay was tried for one period 
but was not sustained. Mixed views of t he effectiveness or lack thereof are 

held by the consultant anaesthetists and covering int ensivlst regarding the 
utility of a rapid response or M ET service to avert or recognize a declining 
patient based on the national EWS system. 

There is a desire from several services to have more help and leadership 
around coordinated transfer services for the critical patient in need of tertiary 
I.services. This was quickly recognized by the committee as a regional and 
national problem but may be somewhat ameliorated once t he MidCentral 
lnterventional Cardiology service has been established. 

1----- ------ --------------- ----------------, 
The adequacy of the facilities. 

----------------------------1 

A total rebu ild is the best option but not in the reach of this committee to 
grant. 

The External credentialer specifically comments -

Place yourself and fa mily/whanau in this facility at the time of a critical illness 
then wonder how the patient, family and staff could all be cared for best. The 
'acilities especially those required for isolation (and which are often used for 
oalliative services) are bleak, unwelcoming and poorly lit. The location of the 
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Unit on the fifth floor, remote from Emergency Department, Radiology, and 
Theatres is a significant impediment. This unit falls short in almost every area 
that it could objectively be assessed. Irrespective of its importance within the 
hospital it is surprising to me (external credentialer) that it has not been shut 
down on any number of mandatory grounds: health and safety I fire safety I 
earthquake resilience / infection control. I have appended IC-1 which lists many 
other ways in which it fails to meet the minimum requirements of an intensive 
care unit in New Zealand in 2019. 
httos:// www.cicm.orn.au/CICM Media/ C1CMSite/ClCM­
Website/Resources/Professional%20Documents/lC-1-M1nimum-Standards-for­
lnt ensive-Care-Units.odf My recommendation is that unless work on the new 
hospital is to start in the immediate future, a new ICU facility must be built as 
soon as possible. 

A ve ry specific facility concern relates to the sections of the ICU allocated as 
areas for fa mily/whanau - there is in fact just one} the "Wait ing Room", and it 
is at best limit ed and more realistically a depressing and unfriendly space that 
lacks any real privacy. 

- - - - ---~ -- --- - - -------< 

The facilities and service processes have not kept pace with other critical care 

~epartments at Palmerston Nort h Hospital in relation to stock management 
principles. ICU lags behind t he Emergency and Anaest hesia Departments in e­
cupboard utilization and safe stocking of medications and cont rolled 
subst ances. Any and all barriers to modernizing this process t o merge with t he 
practice of other higher volume critical care departments should be removed. 

------ - ------ --•-- --·- -·-- -- ---·- ·-------l 
The composition and skill level of the clinical team, including ot her health 
professionals. 
The Unit is staffed medically by one Specialist lntensivist, seven Consultant 
Anaesthetists with an interest in Intensive Care, and Senior House Officers who 
are often aspiring anaesthetic trainees. 

With the lntensivist filling six of the fifteen weekly five hour sessions, t his has 

however meant less exposure t o ICU work for t he Anaesthetic Consultants. 
Two of the Anaesthetists provide 2 sessions each and t he remaining all have 
one session each, however, not all rotate through a morning session - felt to be 
t he most valuable for teaching and development of individual patient plans and 
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care. The future cal ls for carefu l consideration and planning for the aging 
orkforce, which service lines can or will contribute to the Critical Care call 

roster and daily work. 

he current model for fatigue relief does not balance the on ca ll burden and 
workings hours of 24 hours weeknight call and the 60 hours on cal l weekend 
roster. After a single night on call, the consultant has 5 hours of fatigue relief 
and several schedule annual leave to have a full Monday after the weekend on 

ca ll or schedule their cl inical support t ime on the Monday afternoon. The 
current intensivist call roster does not have enough participating members to 
upport a split weekend call roster. 

he SH Os are usually seeking selection into vocational training in Anaesthesia 
and are appo inted for twelve months. They usually start as inexperienced 
doctors, have extensive input over some months from senior staff and 
enerally learn quickly. Six month appointments, although sometimes made to 
ccommodate the needs of aspiring trainees in other specialties, do mean that 
he "pay-back" t ime for the effort of tra ining them is less. It is felt that there is 

i---------- - - Ol3f}0 r-ttintty--to--more aet-ively promote tl'teUn it, _a_uhe.---Bas ic..trainlng.Jevel, as_a 

desirable site for vocational t raining in Intensive Care Medicine. Patient 
numbers and case mix would be insufficient for higher levels of Advanced 
raining at this stage. 

he Anaesthesia, Int ensive Care and Emergency departments have developed a 
plan to aid all three departments to attract senior Emergency Medicine 
registrars. Offering 6 month runs in Emergency Department followed by 
Intensive Care, then Anaesthesia to form a 2 year period of service in the 
Emergency Department. Access to Anaesthesia training is very limited for 
ra inees who are not aspiring Anaesthetists or already in a training programme. 
his collaboration should be lauded as beneficial to the hospital as a whole and I 

has been supported by the Operations Executive. ' 

he nursing staff is viewed as highly skilled and motivat ed, however attrition 
has become an issue with no nursing staff currently holding postgraduate 

qualifications in critical care. Palmerston North ICU nurses are inadequately 
trained for their role according to the "minimum standards" document IC-1(1C-
1, it is the minimum standards document for ICUs, adopted as t he NZ standard 
by the M inistry Of Health in 2005): 

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. 



It was stressed that Intensive Care is a highly integrated multidisciplinary 
pursuit, with close interaction between medical and nursing professions. The 
senior medical support for nurses is valuable but the formal educational 
10pportunities offered are limited. The variable volume of patients in the ICU is 
a concern when nurses are 'gifted' to the wards at times of low census in the 
department but a lack of reciprocity is felt, however no data was provided to 
support this concern. This gifting is seen to decrease the opportunities for ICU 

education. Concerns we re raised around nursing leadership and a subtle sense 
.. hat the nursing staff might benefit from a refreshing of the senior nursing 
~earn, some of whom have been in position for a long time. 

The interviews were positive when specific questions w ere posed about the 
approachability, availability and hierarchy of the senior medical staff and 
specifically no concerns about bully ing w ere raised in this open forum. 

The Unit is fortunate to have very effective service and support from Pharmacy 
and Dietetics. Clin ical pharmacist support is based on priorit y across t he ent ire 
hospital and is patient risk specific. However Clinical pharmacists available for 
rmmn e-rottnds oHCtl---patient-wo u-ltl---be---reem-me-nded-fo r -a--u-n-it----trn-s size. -- --- -

Other ancillary services were not interviewed but no specific problems have 
been raised in respect to social work, physical t herapies, palliative care or 
laboratory medicine. 

Practitioner workload 
Currently, in addition to the Int ensive Care Medicine specialist, seven 
anaesthetists have part-time duties in Intensive Care. Six share in the day t ime 
running of the unit , and the w eekend call roster. Two SMOs are rostered on for 
a five-hour morning shift, and one for a five-hour afternoon shift. The SMO FTE 
allocation to the ICU has been quoted at 2.8-3.2 FTE. Concern was voiced that 
Anaesthetist time in the ICU is seen as a 'luxury' and anaesthetists are often 
recalled to ensure operating theatre coverage for elective services. 

Five ICU SH Os provide 5.04 FTE of cover and the w orkload is thought to be 
satisfactory. The Unit is recognised for Basic and Rural advanced training by 
CICM. 

Nursing is led by a Charge Nurse who has to double as the clinical resource 
nurse, when short. The default expectation for ICU is for a nurse-to-patient 
ratio of one, which for four "ICU" beds would mean five nurses per shift with a 
runner . This would equate to a required budget of 24.3 FTE. Current budgeting 
is for 24.3 FTE. It is apparent that there is significant discord about the level of 
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Introduction of new procedures and technologies. 

The credentialing committee oversees a hos pita I wide Policy t o uniformly 
address this process. 

Service outcome data, including patient satisfaction and performance to 
contract. 

- -
Formal data is included in section 3. 7 of the departmental review but is lacking 

for the past 2 years. Strong trends are demonstrated in decreasing invasive 
ventilation times, fewer t racheostomies, less blood product cost and increased 

ICU throughput and of falling mortality. These all support the opinion of the 
Physicians and Surgeons that the ICU and Surgical HOU provide high quality 

care they have respect for. Any dissatisfaction from within the hospital 

primarily relates to capacity, and to perceived variation in individual practice in 

applying admission and discharge criteria. These matters have been tracked 

with a o ne year formal audit which reassuringly did not support these 
perceptions. 

Continued interface with all departments that interact w ith t he ICU is required 
-andif p~ attendance-at the morbtdity-and71Torta1ity · - -1----­

meet ings of other service providers. 

Of interest this committee received no feedback from the community or any 

feedback from pat ients in regard t o t he service delivery. Fut ure credentialing 

committee reports should seek out this informat ion. 

Associated clinical activi~~ such as teach_in~g~a_n_d_re_s_e_a_r_ch_. _ _ _ ____ -1 

rrhere is formal ICU SHO teaching weekly on Wednesday from 11:00 for 1 hour 
done by t he ICU SMO. There are formal ICU nurse education days several times 

a year run by the ICU nurse educator with input from the ICU Charge Nurse and 

the ICU Medical Lead. The unit has no current research activities hut does 

lcollect and input data into the Australia and New Zealand Intensive Care 

Society (ANZICS) Database for benchmarking. 

A unit of Palmerston North's size should have an active research programme. 

This is likely to take t he form of collaboration with other ICUs; Ca pita I and 

Coast DHB would appear to be the most likely source of this collaboration. This 

would have downstream benefits for nursing and for registrar and senior house 

officer t raining. This could generate funds for furthering the nurse education in 
the unit. 

Collaborat ion between Anaesthesia, Emergency Medicine and ICU t o recruit 

advanced trainees in Emergency Medicine for a pathway of training to include 
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all three services should be lauded. 

Clinical quality assurance processes. 
Jhe SMOs in the unit hold a quarterly meeting where case histories and 
morbidity / mortality data are presented. There is also a monthly anaesthetic 
morbidity and mortality meeting, and individual audit topics are also 
presented, some of which may be related to ICU. 

Quality indicators, e.g. infections, falls, incidents, medication errors, central line 
infections, complaints, infection control and health and safety are monitored 
with audit. 

A more robust accounting of bed utilization would be of benefit and would be 
of use in addressing any concerns about surgery cancelations due to occupancy 
concerns. 

--
Peer review processes and systems. 
ICU conduct morbidity and mortality meeting on a quarterly basis but no detail 
1vrn~ f-Jrovided--as to case nomination. - - - -

No formal or informal feedback process for outside services appears ta exist. 1 



KEV ISSUES / POINTS 

1. The Intensive Care Unit delivers a high standard of care for patients 
admitted, w it h a continued trend toward decrease in ventilation time, a 
declining tracheostomy rate and a decline in the mortality rate. 

2. A limit ed surgical HDU type service is provided. The servfce has seen a 

1/3 increase in volume with a sustained increase in HDU service delivery 

since the last credentialing report. 

3. The physical facilities are substandard and are not in keeping with those 
required to deliver a modern, safe, and effective service to the 
community served by MidCentral DHB. The external credentialer 
specifically comments - "This unit falls short in almost every area that it 
could objectively be assessed. Irrespective of its importance within the 
hospital it is surprising to me that it has not been shut down on any 
number of mandatory grounds: health and safety I fire safety I 
earthquake resilience/ lnfection contra In. 

-- --- - --

The unit remains unchanged in any major way since the 2012 credentialing 

report. The following excerpt is taken from the 2012 report -
The ICU is poorly situated, too small per bed by modern standards, 
lacking in space for family meetings, and lacking office space, desk space, 
and computer access. Relocation or expansion of space has been 
examined on many occasions and clearly will not happen in the current 
economic environment until such time as a major hospital 
redevelopment. 

A very specific concern relates to the area allocated for family/ whanau which is 
ent ire ly substandard and not fit for purpose. 

4. The ICU is lagging behind other critical care areas within the hospital 
w ith respect t o st ocking and tracking of medications and supplies. The 

anaesthesia and emergency departments have bot h successfully 
implemented e-cupboards and temperature monitored refrigerators 
without patient care disruptions. Any and all barriers to modernizing 
t his process to merge w ith the practice of other higher volume critical 
care departments should be removed. 

5. Regardless of whether high dependency beds are included in our critical 
care capacity, six resourced ICU beds will not be sufficient for our 
populat ion in the future. This needs to be factored into any re-build of 



the facilities. A 10-12 bed unit will almost certainly be needed in the 
future. 

6. The Surgical-Anaesthesia-ICU relationship has been consolidated through 
the establishment of a service t hat flags high-risk surgical patients who 

wo uld benefit from HOU post-operatively. The CPEX (cardio-pulmonary 

exercise testing) facil ity complements the Anaesthesia assessment for 

these patients and guides the discussion with ICU regarding risk-benefit 

ratios and degree of invasive escalation post-operatively. Prospective 
limitations of treatment and end-of-life discussions are therefore better 

defined t hrough this multi-disciplinary approach. 

However, and while not within the ICU's domain, there do appear to be 
fllrth~r administrative improvements relating to coordination of the 
activit ies of booking clerks in the setting of surgical dates. This may well 
mean we avoid situations where multiple patients are booked for 

HDU/ICU on t he same date. 

7. There is disagreement about how spare nursing resource should be 
- - - - utIBsed, with at leas-t some feelifigtflat, contrary to otnerareas, the 

spare resource should not be redeployed, but be protected for leave or 
education purposes. A shared pool model whereby nurses are ut ilized in 
other high dependency step down or crit ica l care environments to 
maintain skills and training has been explored previ0usly with little 
support at that time. 

8. Unchanged from the 2012 summary report- 11Developing a long term 
plan for senior staff who cover night ca ll to maintain exposure to routine 

daytime work w specifically morning rounds and patient planning is 
viewed as essential. Recruiting a new Intensive Care Specialist in 

conjunction with service lines outside of Anaesthetics should be 
explored.'' 

9. The services and advice provided by t he Intensive Care Team are 

respected and often seen as invaluable. However the interface can be 
variable depending on the individual Intensive Care physician. The 

comprehensive approach of bedside review, the discussion around acute 

patient needs and developing a plan with the other services involved ln 

t he care cannot be emphasised enough. This insight, discussion, and 

resource for patients who are critically ill are an exceptional part of the 
service, regardless of the location where the care is ultimately delivered. 

10. The Credent ialing Committee had an impression of an emerging divide 
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between the department of Intensive Care and the department of 
Anaesthetics now that they are two separate departments. This issue 

needs to be monitored to ensure it does not impact on the services 

provides by either department. 

RECOMMENDATIONS 

1. It is imperat ive that improvements be made to the existing ICU facilities 
given that any significant rebu ild is a number of years aw ay. The facilities 
do not meet required standards to deliver the level of care that the 
people of MidCentral District are entitled to. 

2. Further review of the SMO call schedule and relief provision is essential 

for workforce safety. Specifically, ICU SMOs should have a rostered 
Monday 'off' followlng their weekends on call. 

------3-;- - -Developing a long•term plan for seniorstaff---that cover----rngl'lt ancl-weekend----­

call t o maintain exposure to routine dayt ime work, specifically morning 

rounds and patient planning, is viewed as essential. Recruiting a new 
Intensive Care Specialist in conjunction with service lines outside of 
Anaesthetics should be explored. 

4. With respect to stocking and tracking of medications and supplies, the 
Emergency Department and Operating Theatres have both successfully 
implemented e-cupboards and temperature monitored refrigerators 

without patient care disruptions. Any and all barriers to modernizrng t his 

process to mirror the pract ice of other higher volume critical care 
df!partment s should be removed. 

5. Explorat ion of a shared nursing pool so that skill maintenance, education 

and research can be expanded, with t he long term aim of achieving the 

minimum standard of 50% of nurses in ICU holding postgraduate 

q ualifications in critica l care . 

6. Thought needs t o be given to how the ICU can grow and develop its own 

registrars (vocational trainees in Intensive Care) in addition to providing 

opportunities to trainees from ot her services and providing experience to 
prospect ive anaesthesia tra inees. 

7. Establish formal documentation and analysis of, reasons for admission of 
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patients to ICU, of deteriorating pat ients who may have benefited from 
earlier ICU input, and details of handover of patients when they are 
discharged from ICU. 

SERVl'CE TEMPLATE (attached) 

As completed by t he Medical lead. 



(1) Description 
of Unit/Service 

Describe the Unit/Sei-vice in narrativt form using the headings listed 

I 

n ~linical role v1ithin lour ICU operates as a : j r· ~ JMidCentral Health. and 
lv.ithin the New Zealand ,1. Level II Unit " ... capable of providi g a high standard of general intensive care. including 

lheal!b systern. List core and j complex multi-system life support. ·I· mechanical ventilation, renal replacement therapy and 
sub-specialty services. 1 I invasive cardiovascular monitoring for an indefinite period ... "(IC-01, Minimum Standards for 

I tntensive Care Units, Australia andj New Zealand College of Intensive Care Medicine). 

17 

2. Mixed Unit - admitting Medical, Su ical, Trauma and Paediatric patients. Our DHB lacks 
Neurosurgical and Cardiothoracic pecialities and as a result these ICU-level patients will be I 
transferred to CCDHB ICU which i our tertiary referral centre. 

' 
Closed Unit - a model of care promoted by the Australasian College of Intensive Care 
Medicine in which the ICU Team has the primary role in the delivery of critical care and the 
ICU Specialists are responsible (after consultation with Sub-specialty Teams) for all 
admissions, discharges and management decisions. 



HOU role I I 
During the last credentialing exercise in 2612 the HOU function of our unit was discussed. Since 1J 
hen we conducted meetings with both S~rgical and Medical Leaderships and reassured both that 
LL patients deemed frt for escalation of tt,erapy above ward level could be referred to ICU. ICU is 
ommitted to provide care for all CRITICALLY ILL patients - this care will not be limited to the 

provision of ICU-level-only invasive support but will also entail intermediate, HOU-level support for 
oth surgical and medical patients. I 
special consideration within this context Jwas the interplay between ICU and our hospital's de 

facto Medical HOU (our misnamed CCU). We committed to ensuring that this space remains purely 
edical and that no Trauma or Surgical p~tients will end up in CCU (this was previously a criticism 

evelled at ICU as, due to limited capacity in ICU many of these patients would end up in CCU}. For 
edica! patients only, we recognized the i~ portance of CCU as a potential intermediate level of 

care, both as a "step-up" to ICU if patientsJfail to improve; and as a "step-down" f rom ICU when the 
ansition to ward-level care might be too abrupt. It is important to note however that we see the 

presence and function of CCU as being c~mplementary to that of our unit in managing unwell 
medical patients. We also think it is important for our institution to retain this complementary mode 
in a future re-build of the hospital. I 

he Surgical HOU function -of our unit ha also been strengthened since the credentialing in 2012. 
High-risk surgical patients are flagged du ng the Anaesthesia Clinic assessment and are discussed 

ith ICU. On the day of surgery ICU is co tacted to make sure a post-operative bed is available. 
his ensures capacity exists before surge starts and avoids the historical situations where 

unstable patients had prolonged PACU st ys (including overnight). This system has worked very 
ell and together with a higher turn-over of patients through ICU has resulted in a reliable HDU 
ervice where cancellation of surgery duel to lack of ICU capacity is rare. 

I 
Physical capacity is 6 beds + 1 side-room (which functions most of the time as end-of-life care 
room; on rare occasions has been used as isolation room as it is meant to have a negative pressure 
profile). 

here is no rigid delineation for eithe r HD~ or ICU capacity. Capacity for each will flex up or down 
depending on need. 

e are currently funded for a 5/5/5 nursi~g cover (5 nurses per shift for 3x 8 hr shifts). This allows 
us to look after 6 patients at any time, irrespective of acuity (although in theory our limit would be 4 
intubated patients, in reality this wou ld be,an exceptionally rare situation). 

It should be noted that when the funding~1 crease was discussed in 2014 the initial proposal from 
anagement based on past predictions as a 6/6/6 cover. However the ICU Team considered that 

o be unnecessary and we agreed on a 5 , /5 cover which has worked well. 



1.2
1
Role of clinical sub-units (if IN/ A 
any). i 

I 

1.3 "Catchment" population Mid Centra J catchment of a round 180. 000. I 
and boundaries for 1° 2 °. 3° . . I . : d 

4 0 
se • ' , Regional Cancer Treatment SeN1ce extends our usual catchment to Hawkes Bay patients who 

!an n'1ces. have high-risk surgery performed at PNH. Also Haematology patients admitted to PNH for the 
induction chemotherapy. I 
MidCentrai Urology cover to Wairarapa and Whanganui can impact our capacity when these 
patients are transferred to PNH and are 9ritically unwe!L 

/MidCentral Chronic Dialysis cover to Wh~nganui can also impact our capacity. 
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I ---~ - --
''11Contracted services and 

No contracted services. 

olumes (if relevant) and Throughput has increased significantly re4ching a peak of 504 in 2016 (431 in 2017; 423 in Z018}. 

1

: relation of these to clinical ...... - -- I 

need. I 

I J 
I 

I 

I : 
I 

I i 
I 

' l I 

I 

I 

I 

-



/i.s~eaching, training and 
1 !research roles. 

The unit is accredited by ANZCA (Australi~ and New Zealand College of Anaesthetists) to provide 
raining for anaesthesia trainees completing their ICU Module of training. 

21 

he unit is accredited by CICM (College of Intensive Care Medicine} for Basic Training and as Rural 
Rotation for both early and advanced trainees. 

Unfortunately 1n 2018 ACEM (AustralasianI College of Emergency Medicine), without consultation orl 
review has withdrawn its accreditation of our ICU {and similar sized ICUs in Australia and NZ) for 
raining of ED trainees. This will create a problem both for our unit but especially for our Emergency 

Department as recruitment of trainees will pe hindered. 

here is a formal ICU SHO teaching schedule with protected teaching time every Wednesday from 
11.00 to 12.00. The teaching is done by an ICU SMO. 

here are formal ICU Nurses Education days several times a year run by the ICU Nurse Educator 
ith input from the ICU Charge Nurse anq the ICU Medical Head. 

No specific research roles. Our unit collects and inputs data into the ANZICS (Australia and New 
Zealand Intensive Care Society) Database for benchmarking against similar Australasian ICUs. 

I 



1.6fSenior and junior medical One Specialist lntensivist (FCICM) and 7 ~pecialists Anaesthetists (FANZCA) share day-time 
ftaff establishments. sessions and on cal! duties (week-nights qnd week.-ends). The Specialist lntensivist is rostered for 

~N 
b f

. d' ·a 
1 

d 30 clinical hrs a week, 2 SMOs are roster<=1d for 1 O clinical hrs per week each and the rest of the 
um er o m 1v1 ua s an 1-. 

t ] T:'"T'E ~ H Offi SM Os are rostered for 5 hrs per week eac1 ,. 
o a 1• 1 • ior ouse cer 

(PGY1+2), SHO, Registrar, One additional Specialist Anaesthetist contributes to the call roster (week-nights only, with a 
!MOSS and Specialists) frequency of on-call of 1:14). I 
I 
I 

: This puts the total SMO FTE between 2.8 and 3.2 (depending on how the non-clinical time is 

I 
I 
I 

' I 
I i 

!Worked into it). 

Five ICU SHOs, in general at pre-vocation~! training level. They work in 12 hr shifts (08.00-20.00-
08.00) with 1 SHO rostered per shift. 

22 
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I I 
I 

I 

Unit/Serlice: Intensive Care I 
I 

1( 2 ) Match of Resource to Workload Identify any significant discrepancies between available resources I 
and role/~'orkload. Any deficiency must be substantiated ·with data 

I and (if av~able) references to benchmarks. Non-US international I 

I 
comparisons are preferred. 

I Resource 
I 

Appropriate Details of relevant work and discrepancy 

2.1 Medical staff establishment. iYes N/A 

2.2 Senior medical skill mix (include Yes N/A 
unused clinical skills) 

12.3 Nursing staff (ward, clinic, OR, 
letc.) 

IYes Nursing FTE 24.3 (currently 1 FTE vacancy). Charge Nurse 1 FTE. ICU 
Nurse Educator 

I ' 

I I 0.5 FTE. Cover as described above: 5/5/5 

,2-4 ~lied Health support Yes ICU enjoys close and expert support of physiotherapy, dietetics and 
I pharmacy 
I I 

') ~ !Clerical, technical and other l¥es The ICU Receptionist performs valuable work beyond what would be -·.:> 
support staff expected from her job description. She fulfils a significant research role by 

I 
collecting our pen and paper outcome data and inputting it into the 

l electronic ANZICS database. 

2.6 Equipment ~es 
' l 7 Bed-spc\lce Monitors and 2 Transport Monitors will require replacement 



i 

fbeds, OR time, clinics, etc.) 
lt\.ccess to physical resource (ward res 
l 

24 

within the next 18 months. 
I 

Patient Copling System (Cooling Machine and blankets) will require 
eplacement within the next 12 months. 

Delayed discharges to ward have remained an issue despite reassurances 
given by nursing managers that ICU discharges will be prioritized. 

---------1--- -!--- ------- +---------------- ------------· 
2.8 Linkages ·with and support from !Yes 

other services. 

!~------------ -------
!Resources for teaching, training 
,and research. 

The Surgical-Anaesthesia-ICU relationship has been consolidated (see 
HDU section above) through the establishment of a service that flags high­
lrisk surgical patients who would benefit from HOU post-operatively. The 
CPEX (cardio-pulmonary exercise testing) facility complements the 
!Anaesthesia assessment for these patients and guides the discussion with 
ICU regarding risk-benefit ratios and degree of invasive escalation post­
operatively. Prospective limitations of treatment and end-of-life discussions 

re therefore better defined through this multi-disciplinary approach. 

he ICU-ED interface has been discussed at leadership level last year with 
elp from the Francis Group. We have achieved significant agreement with 

espect to shared expectations - one of the issues ICU SMOs insisted on 
as SMO to SMO direct communication as a prerequisite for improved 

management plans. 



2S 

' I 

I Unit/Seniice: Intensive Care 
I 

I I 
1(3) Quality Assurance Activitie s Indicate the level of achievement"' of your unit/ service in each area 

of quality assurance activity 

!Standard ~NIT/Service Details I I 
I TING* I 
3.1 Orientation prograrnme(s) meet the l Adequate 

needs of senior and junior medica.l staff I I 

r-2 
I I 

Appropriate written clinical guidelines I Yes 
I and protocols are used 

I 

)3.2.1 Processes are established for the I I 
i 

Yes 
Llelopment and regular miewof I 

1 
I 

'. olicies, guidelines and protocols I 

i3.2.2 ~ policy for the introduction of new or I No Policy 
!innovative procedures is used 

I 

3.3 ~nior medical staff participate in the l Y'es I 
ulti-disciplinary quality group I I 

!3.4 Regular meetings occur with relevant i Yes 
I I 

linked services (e.g. radiology, 

I I pathology). 
I 
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13.5 
i -----r----
!Departmental clinical case reviews are I Quarterly ICU SMOs Morbidity & Mortality meetings and ICU Business 

I 1undertaken I Meeting. I 

·• 

I 

I I Monthly Anaesthesia department Audit and Business Meetings. 
I I ·-:,--

13.6 1Individual senior medical staff practice Audit proje cts of individual/collective practice are presented at these 
'audits are operational meetings 
I 

13-7 :Departmental clinical indicators are used! Quality Inc icators- Infection, Falls, Incidents, Medication errors, Central line I 

infections, complaints. infection control, health & safety audit. I 

I Outcome data collected and inserted into the ANZICS CORE Database for 
I I I 

benchmarking against other Australasian ICUs. This data shows we are 
performing very well with a better than average Standardized Mortality 

I 

Ratio. 

I 
In 2017 an audit of unit performance was presented to MidCentral Hospital 

I Board in which a comparison was made of the period 2011-2016 with a 1 O 

I year period prior to 2011 . The audit showed significant improvements 

I across a range of relevant clinical outcomes - see table below: 
i 2002-2011 .2011-2016 

' 

I I 

! Time Invasive Ventilation 15.000 hrs/year SOOD hrs/year 
I 
I 
I 
I Tracheostomies 30-40/year 1-2/year 
I 

I 
Blood Products Cost 876.000 $ 483.000$ 

I (2007-2011 period only) 
I 

i. 



3.8 

3.9 

Departmental medical teaching and 
earning forums are pro"ided 

Peer re\iew occurs at least annually. 
l('360 degree' model is preferred) 

I 

I 
! 
I 

lsA 
I 

ICU Throughput 
I 

Mortality 

I 

300/year 

13% 
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500/year I 
f 

9% 

I . 
:The outcorpes of interest were chosen to reflect the emphasis on modern,! 
evidence-based critical care principles - for example sedation practices fo~ 
mechanically ventilated patients were felt to have changed and this impacted! 

I 

ventilation outcomes (time on invasive ventilation, need for tracheostomy}; blood: 
!transfusion practices were also felt to have changed with a focus on a restrictive• 
transfusion, strategy; and ultimately, ICU mortality could have been impacted., 

I 

!Several of these outcomes aligned with the "Choosing Wisely" Campaign! 
championed by the Australian and New Zealand Intensive Care Society. 

Yes- see before 

Yes 



-- - -------
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(4) Core Responsibilities 

Unit/ Service, ~ 

JDescribe the responsibili~ es ~1>ected of all senior medical staff of this unit/service, 
~th allowance for VaryDlg FfE if appropriate. For core clinical responsibilities 

4.2.1 

4.2.2 

~

dicate minimum qualifications and include outcome or frequency standards only 
here they are actually D}easurable. Core quality assurance responsibilities include 
ollege CME/MOPS requfrements and participation in the current unit/service 

quality assurance activities (Section 3) 

Minimum Qualifications/Experic~1ce Fellow of the Australia and New Zealand College of Anaesthetists; vocational registration in 
Anaesthesia with the Medic'al Council of New Zealand; Fellow of the College of Intensive 

I 

Care Medicine 

Clinical Activities As above 

:[npatient consultation Yes 

Outpatient clinics (list) N/ A 

Other applicable clinical activ:tie.'> N/A 

Quality Assurance As above 

CME/MOPS All specialists participate in their respective colleges CPD scheme. 

----- ----- -- ------- ---
Performance Review Annual 



(5) Special R esponsibilities 
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I rn it/ Service: 

dentify the areas of unit/service clinical practice w here special qualifications, 
kills or experience are required. Specify the minimum requirements for granting 
rivileges in each ar~ ihcluding outcome or frequency s tandards only where they 
e actually measurable. 

ICiinical Minimum Requirements/Standards 
!Activity 

J - ---- - - -------- --- --- __ _, 
r:dequacy of the The current space is severely outdated and is well below ~be standard described by the College of Intensive Care Medicine. 
physical One example is the bed space surface area which should be a minimum of 20 square metres (ours are around 13 sq. m) . 
facilities of the See photos ½i th details below: I 
unit 



-----------· ·-- --···------ --------- -

i'P'"" dMde,/ curtain , .. ;n llmrth,g , un;c,J beds pace.,., 

Nurse station and writing desk moved t o t he slde of bedspace due to 
in~uficient surface area. It now bloc~ the access to t he sink interfering 
with infection cont rol measures. 

I 
I 

i 
I 

Y.,indows and natural lighting are part of the ideal setup of an ICU 

9edspace 

Qespite the removal of the nurse stat ion from its requ Ired position 
at t he end of the bed there Is still insufficient floor space and 
access for movement of staff, beds/patients. equipment past the 

bedspace. 
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Bed space dilider/rurtain- immeo'ia1ety odjac.:nttoend cF bed •• de.ir 
limitation to the overall space around the oed/clini'4111•or'( are •. 

31 

rne ntJTSe st.tion wi!h theobservatmn sheet should be at the end oitt.e boo in 

order to allow the nurse to face the patient and allow continuous monitoring of 
patient and machines while recording all relevant clinic.I data -clearly this i, 
not possible In rurrent fOllllat due to the 1/mited bedsp;ce area 

Mea,t ultr.sound machine. difficult access ,o oa11eo1 

Multiple infusion pumps on metal poles either .ttached to head of bed and s!aml­
alone ne~t to bed further crowding the beospace 

Breathing macl1inew~h '/entilator rubes attached to patie:it's br~!hingtlibe • ma 
crowd e-d space with man~ other wires/ rab le,/lnfll51oni • d i5con neai oo at thi, 

fevel could be frnll 
'Bolard' !sel'Jice outlet) . cne ofthemost imnortlnt faature,of the ICU b~dspa1:<1 • 
it holds the ooris for delN~ry of oxygen, air. suction, power points, light switdH!5, 

data outlets - in the current design 111>1hE largest lmpedlmEmto ~ow and access 
to patient as It 15 fixed tot!,e floor. In modem umtsthes.eri1Cl! outlet isceiling 
mounted and mobile allowing freedom of movemenr around the bed;pace. 

Dlalysis machine and dialysimoley- figh1ing foripace orcund t'1e pauent-,nd 
furth~r crowd Ing the h~ad of the bed w hidl 1, the vital area for access to 

p.111ent, botl1 r 



Central work station for medical staff- de.spite its satisfactory 
position es the "core" of the unit allow Ing continuous monitoring 
In all directions ot all bedsµace.s the current s,2e is inadequate • 
very little writing 5pace and computer space ,s available. 

t,rge concrete structure obv10u5ly interferes w,th the monitorcng 
function of the central station as rt blocks a large part of the vle1>1 
of the ell meal spaces. 

Apptlances and equipment positioned around the station 
further crowd it and tmpede rite flow/access to bedspaces 

32 
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FINAL REPORT 

ICU ACTIVITY 
(May 28th-November 30th 2012) 

This report details 6 months of ICU activity for 2012. An interim report has already 
been presented to management earlier in the year. The current document follows the 
same format of the previous repmt. We also thought it was important to re-iterate the 
arguments outlined in the interim report. 

Background 
Last year a proposal was put fo1ward to expand the capacity of the Intensive Care 
Unit to provide a higher proportion of high-dependency care through an increase in 
ICU nursing FTEs. Management planned to achieve this via redeployment of nursing 
FTEs from CCU. 

The ICU team considered this plan carefully. We expressed the view that CCU was 
the de-facto medical HOU of the institution and as such already fulfilled an important 
role delivering intermediate-level care. We contended that taking away FTE resources 
from this valuable service to increase ICU capacity was counterproductive. 

_ -As-a result-the-ICU-team chose -to defer-the-management'_s_proposeiLsolution._ At the 
same time we offered an alternative with our commitment to become more efficient 
within the current framework of the unit. We believed that increasing the efficiency of 
patient throughput was possible through the following processes: 

1. Improvement in the communication between referring SMOs and the ICU 
SMOs. Historically a perception had developed that ICU was 
predominantly a surgical/anaesthetic domain, very difficult to be accessed 
by medical patients. We assured our SMO colleagues, particularly the 
Internal Medicine Directorate that this was not the current ICU philosophy 
and we encouraged them to refer to us all patients thought to warrant a 
higher level of care. 

2. Optimizing the existing "Surgical HOU" function of the unit. This 
function had been established the previous year and had already resulted in 
a 25% increase in total admissions per year compared to the annual 
average for the preceding 1 0 years ( see Graph 1). As a consequence of 
this function surgical patients are no longer cared for in CCU, overnight 
PACU stay is a rare event and less elective surgery is cancelled. We were 
confident that further gains were possible through the implementation of a 
more robust discharge mechanism whereby ward beds are more readily 
available for patients to be transferred out of ICU once their surgical HOU 
care is accomplished. 

3. Improvement in the consistency of critical care delivery and clinical 
governance through the appointment, earlier in the year, of a full-time 
Intensive Care Specialist (Fellow of the College of Intensive Care 
Medicine). 

It was agreed that a review of ICU activity should be undertaken after 6 month to 
evaluate results. 

1 



10 years of ICU admissions 

450 -
406 

400 -' ~-----················-------··--·-----·--·,---- - -

350 315 31~- --iis "·---3-1_4_33r----- '" "" 327, __ , 

I 301 
300 / -2-90- ·- - -291.J.------1.-------

2so 

200 -

150 

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 

■ Total 

■ ED 

■ OT 

■ Ward 

Graph I.Figures collected from the ICU database. The total number of admissions in 2011 was 406. 
This represents a 25% increase over the total average of the preceding years. As the graph shows the 
increase is largely related to admissions from theatre (purple bar). 
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Audit process 
The ICU team developed a prospective audit tool and an electronic database to collect 
and input data. Every referral made to ICU within the audit period was logged and 
introduced in the database. The audit tool was designed to capture information 
relevant to the points mentioned above: number of referrals, number of admissions, 
reason for referral, type of patient referred, outcome of the referral, reason for 
declined admission, delay in discharge, reason for the delay in discharge. 

Results 

Total number of referrals 
A total of 402 referrals for various reasons were made to ICU over the 6 months 
studied. 

Origin of referrals 
Emergency Department: 143 (36%) 
OT&PACU: 88 (21%) 
Medical Wards: 74 (18%) 
Surgical Wards: 67 (17%) 

Location of Patients 

9,2% 

2,0% 

1,0% 

1, 0% 

6, 1% 

13, 3% 

□ Emergency Dept. 

■ Operating Theatre 

- OFVl.a.J 

□Recovery 

■ OOSA 

c::JWd29 

■ Delivery Suite 

□ Dental Unit 

■ wom:in's Surgical Ullt 

mWd24 

OWd27 

■ Coronary care 

■MAPIJ 

■Wd23 

■Wd25 

■Wd26 

U Wd28 

OSTARwards 

o Olildren's 

o Aorangl 1-'osp~al 

□Wellington ICU 

oWanganui Hospital 

□ Was lerton 1-'os pita I 

Most referrals to ICU have originated in the Emergency Department (36%). They 
represent a mixed group of patients (ED, medical, surgical & paediatric), not simply 
patients referred by the ED team. 
The most frequent source of medical referral was CCU (7% of overall total) whilst 
amongst the surgical referrals ward 29 was the most frequent (10% of total). 
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Reasons for referrals 
Admission to the unit: 201 (50%) 
Review of patients: 68 (17%) 
Emergency call-out (777 & trauma calls): 43 (11 %) 
Planned admission after elective surgical procedure: 3 (1 %) 
"Just to let you know": 39 (10 %) 
Advice: 16 (4%) 
Vascular access: 14 (7%) 

Referral Reasons 

29, 7% 43, 11% 

201, 50% 

' -· ... , __ .. ______ ., _____ -··-·-

a 777 - Trauim Call 

■Advice 

□8ectlve 

a Lei you know 

■ Other 

□ Request Adrrission 

■ Returning Patient 

□Review 

■Vascular Access 

The majority of the referrals were requests for admission to the unit (50%). A further 
17% were requests for review of patients and 11 % were emergency calls (777 & 
trauma calls). 1 % were planned admissions after complex surgical procedures. 

10 % of referrals were "Just to let you know" calls. Teams sometimes wish ICU to 
know about patients on the ward who have the potential to deteriorate to the point of 
requiring HDU/ICU care. These are not requests for review but some patients are not 
infrequently assessed by ICU in order to determine their suitability as ICU candidates. 

An appreciable number of referrals (7%) are requests for vascular access, either 
peripheral or central access. This is an ongoing area of frustration where the ICU 
SHO or even the ICU Consultant are seen as the first port of call in the delivery of this 
service, especially when Primary Team resources have not been optimally explored. 
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Total admissions and admission rate 
A total of 233 patients were admitted to ICU during this period. By comparison, over 
the same period in 2011 a total of 214 patients were admitted. This represents an 
increase of approximately 9%. 

If we only consider the refe1Tals in which the request for admission is either stated 
directly or implied (request for review, 777 & trauma calls, elective surgical 
procedure) then the total number of admission requests becomes 315. With a total 
number of admissions to the unit of 233 this represents a proportion of 74% 
admissions out of all admission requests. We regard this as a high admission rate. 

Declined Admissions 
A total of 140 referrals did not result in admission to the unit. This number excludes 
the requests for IV access but does include "Just to let you know" referrals and 
requests for advice. 

Reasons for declined admissions 
We separated the declined admissions into 2 groups: 

- Would accept but not required: these patients were considered safe to 
manage outside of ICU. They required no organ support and no further 
increase in their level of monitoring. Some received advice and/or treatment 
and some were reviewed again by the ICU team to assess progress. 

- - ---- --- ~----Not-suitable to-accepr:-these-were-patientswitlfli1griificaiitco-:inorlwIHiesaiid---·--- - --- ·--
poor functional status for whom escalation of treatment was deemed non-
beneficial. 

Overall, 28% of declined admissions were for patients for whom escalation of 
treatment was not thought to be beneficial. This is a large number and indicates that 
end-of-life discussions and NFR status are either not addressed appropriately on 
admission to the hospital or deferred altogether until ICU team involvement. 

Patient Groups 

101, 72% 

□ Would accept 
but not 
required 

■ Not suitable to 
accept 

c.___, _________________________________ __. 
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Admissions/Declined admissions - breakdown according to teams 
We grouped patients into Medical, Surgical and Paediatric patients. We analyzed for 
each group the proportion of patients admitted and the reasons for declining 
admission. 

Medical patients 
A total of 130 medical patients were referred to the unit. 54% of these were 
admitted. 
/-Medical 

------,~-········-··-~----

DAdrnilted 

■ Not Adrritted 

60, 46% 

70, 54% 

Out of the medical patients who did not get admitted to the unit 48% were found not 
suitable for escalation of therapy. r--· .. . .. . .. ., ................ -·· --·-··----- • · ,e ., 

I Metlicul 
I 
I 
I 
I 

! 
; 

31, 52% 

CJ Not suitable to accept 

■ Would accept but not required 

29, 48% 
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Surgical patients 
A total of 213 surgical patients were referred to the unit. They included 
General Surgical, Urology, Orthopedic, O&G and ENT patients. 68% of them 
were admitted. This high rate of admission is partly explained by the Surgical 
HDU function that had been established. 

Surgical 

□Adrritted 

■ Not Adrritted 

Out of the patients not admitted 14% were found not suitable to accept for 
ICU admission. 
·--·--·-··-·--;-------------;:::===============================:;-1 
Surgical 

□ Not suitable to accept 

■ Would accept but net required 
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Paediatric patients 
These were patients 16 years old or younger. 

Plleds 

■ Not Admitted 

------··-, ., 

30 paediatric patients were referred to ICU. 63% were admitted. All of the 
patients that were not admitted were considered appropriate candidates for 
admission had their clinical situation required it. 

Paeds 

□ Would accept but not required 

11, 100% 
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Type of patients admitted - level of therapy 

67 % of patients admitted to the unit required "ICU-level" care - these were patients 
that required some form of organ support: intubation and ventilation, invasive 
monitoring, vasoactive support, renal replacement therapy. 

33 % of patients admitted to the unit required "HDU-level" care - these were patients 
that did not require invasive organ support rather were thought to benefit from a 
higher level of monitoring and medical supervision. This is significant component of 
HDU/intermediate care delivered by the unit. The majority of these patients were 
surgical patients (83%) in their immediate post-operative period. Some of these 
patients were medical patients (9%) admitted for closer monitoring and timely 
escalation of therapy if required. 8% were paediatric patients. 

Type of Patient 

O HDU 

■ ICU 
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Discharge delay 

After the ICU ward-round, which generally finishes by 0900 hrs, the decision to 
discharge is conveyed. A discharge was considered to be delayed if it occurred after 
1200 hrs on the day of the discharge decision being made. This allowed a further 3 hrs 
for the discharge to be achieved. 

74% of all discharges were delayed. The majority of delays (68%) were associated 
with surgical patients. 

Discharge Delay by Team 

35, 26% 

8,6% 

□ Medical 

■ Paeds 

□ Surgical 

Out of all surgical patients admitted to the unit 64% had a delayed discharge. Out of 
all medical patients admitted to the unit 50% had a delayed discharge. 42% of all 
paediatric admissions were also delayed. 

Most discharges (42%) were delayed between 1 and 3 hrs. This interval, although 
relatively brief, does interfere with the daily flow of patients through the unit. If the 
decision to discharge is made at 0900 hrs and the patient only leaves the unit at 15 .00 
hrs that particular ICU bed will have been unavailable for an emergency admission or 
for an elective admission from theatre. It will lead to delay in the initiation of specific 
ICU therapy for the emergency admission or prolonged PACU stay for the elective 
admission. 

Even more concerning are the discharges that are delayed between 3 and 6 hrs ( 1 7%) 
and between 6 and 12 hrs (6%). Ideally a discharge from ICU should be an elective 
process occurring during working hours. If the discharge happens at or after 18.00 hrs 



this is associated with the increased risk of a patient being received into a ward with 
less medical supervision and the ability for assessment. If the discharge only happens 
because an emergency has occurred and an ICU bed is immediately required this 
creates 2 problems: one for the patient being discharged who needs to be accepted 
into a ward at short notice; and the second for the in-coming patient whose specific 
ICU therapy might be delayed. 

A significant number of discharges (9%) are delayed between 12 and 48 hrs. This 
represents an unacceptable block in the overall flow of patients. 

··-····-·-···------

Grouped Discharge Delay 
□ No Delay 

■1to3Hrs 

03 to 6 Hrs 

■ 12to24Hrs 

01 to 2 Days 

75, 42% 
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Conclusions 

1. The total ICU throughput has increased. In 2011 there were a total of 406 
admissions which represents a 25 % increase over the average total admissions 
of the preceding 10 years. This audit has also detected a further increase in 
admissions of 9% for the period studied this year compared with the same 
period in 2011. This is a large increase in workload and has been 
accommodated without any increase in resources. 

2. Most of the increase in throughput is related to the establislnnent of a Surgical 
HDU function. 33% of patients admitted to the unit required HDU level care 
only with the majority of these (83%) being surgical patients. 

3. The improved efficiency is also explained by a collective desire on the part of 
the ICU staff to apply modern principles of critical care practice. Specifically 
this means reducing sedation doses, reducing the time spent on sedative 
infusions, waking and weaning patients off mechanical ventilation and 
extubating earlier. The ICU stay is shortened with improvements in morbidity 
and mortality. 

4. The unit has a high admission rate: 74% of all referrals result in admission. 

5. 28% of all declined admissions were for patients for whom escalation of 
treatment was not thought to be beneficial. A better approach to end-of-life 
discussions and NFR status needs to occur on admission to the hospital. 

6. 74% of all discharges from ICU were delayed. 64% of all surgical patients 
had a delayed discharge. This is one aspect of patient management that can 
lead, if treated correctly, to further gains in patient throughput and delivery of 
intermediate-level care. It can lead to a better relationship between ICU and 
the other services that depend on it. It needs to be stressed though that ICU is 
only one component of a multi-faceted system. The other components of the 
system need to change for the improvements to occur. Simply increasing ICU 
physical capacity will not be enough. Without a more responsive and efficient 
discharge mechanism even a larger ICU will fill up and become bed-blocked 
as the wards do not adjust in parallel with the increase in ICU size. 

We would like to thank all ICU staff for ensuring that referrals were logged onto the 
audit forms. 
This report was written by 

We would particularly like to thank for creating the electronic 
database and compiling the information reqmred for writing this report. 
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I 
Report to the MDF'3 Clinical Council - Progress ~ecommendations 

Following the Medical~redentialing ( or Re-f.redenti~l~ng ) of the ICU Servic~ 

Held on 20th Noveiber 2017 

That a meeting of stakeholders (Medical Head ICU, 
Future Medical Head ICU, Charge Nurse ICU, 
Service Manager ICU, Clinical Director 
Anaesthesia and ICU, Clinical Director Internal 
Medicine, and Clinical Director Surgery at least) be 
convened to further discuss and agree on current 
admission and discharge policy. 

That a similar small group of stakeholders under the 
chairmanship of the Chief Medical Officer receive 
and consider the first three month fioures from the 

This meeting and further discussions took place and an understanding of the role the 
Intensive Care Unit plays for the organization at large was reached. We reassured 
both surgical and medical directoratbs that all patients deemed fit for escalation of 
therapy to a higher level than the ward environment can provide should be referred to 
ICU. ICU will be able to provide care'for all critically ill patients -this care will not be 
limited to provision ofICU-level-only invasive support (monitoring, circulatory, 
respiratory and renal support) but will also entail intermediate level, HOU-level 
support for both surgical and medic.Ji patients. We also clarified the role and the 
interplay between ICU and the de-facto Medical HDU of the institution (currently still 
called CCU despite its much larger sJope) -we committed to ensuring that this space 
remains purely medical and, unlike previously, surgical or trauma patients will not be 
admitted to CCU but will come to ICU. We recognized the importance of CCU as a 
potential intermediate step both as ~ "step-up" to ICU of patients initially managed by 
the medical teams who fail to improve; and as a "step-down" from ICU in situations 
in which the usual progression to ward-level care can't be completed due to, for 
example, a high demand for ICU beds. 

' i 
A robust system for identification of high-risk surgical patient that would benefit from 
HDU care post-operatively was set up. These patients are flagged during the 
Anaesthesia Clinic review and discussed with ICU. Clear parameters for post­
operative care are established including prospective limitations in case of continued 
physiological deterioration. On the aii-Y of surgery ICU is contacted to make sure a 
post-operative bed is available. This ensures capacity exists before surgery proceeds 
and avoids situations where unstable patients have prolonged (including overnight) 
PACU stays. This system has worke~verywell and together with the faster turnover 
of patients through ICU has resulted in very few elective surgeries being cancelled due 
solel to lack ofICU beds. 
Progress on these meetings has previ,busly been presented about 1 year after the 
reco=endation had been put forwaJrd. One of the issues raised at the time was the 
need to aclmowledge the limited res~urce the ICU ca acity re resents and as a result 

... I)atelfor 
;~~pl,~1:ijjn. 
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current audit. This group should then again consider 
how high dependency care can be improved. If 
expansion of resourced beds within ICU is still 
considered the best interim, partial solution, then 
the case for this to occur without such a loss of 
resource from CCU must be compellingly put to 
SMT 

That the Medical Head ICU, Charge Nurse ICU and 
Service Manager/ Nursing Director ICU meet 
regularly. 

That if the seismic survey identifies a need to 
relocate ICU within an identified time frame, a 
group be convened to agree on the longer term 
delivery of intensive care and high dependency care 
at MCH, and assist in facility design. 

to prioritize the discharge of patients from ICU in order to mitigate the risk of 
emergency discharges after-hours (one of the findings of the 12 month ICU audit was 
the fact that a large proportion of discharges from ICU occurred after-hours). 
A traffic-light system to be used in conjunction with the HAAG screen was suggested 
as a means of flagging waiting times and priority for discharges from ICU. This 
system did not materialize. However, despite the fact that discharges continue to 
happen in a "delayed" fashion we feel that the situation has improved overall and 
there is a better appreciation of the need to discharge ICU patients in-hours. 

The ICU through-put continued to increase (see graphs bellow in the report) and in 
2014 new financial resources were put in place to ensure expansion of the nursing 
FIB. The initial proposal was for 6/6/6 cover (6 nurses for each 8 hr shift). However, 
ICU medical and nursing staff considered the proposal and decided that an increase 
to 5/5/5 cover only was sufficient. This nursing structure has continued to the present 
time with good effect. 

have regular meetings. 

The Medical Head, Service Manager and Charge Nurse have a formal, monthly 
meeting as part of the ICU/ Anaesthesia Governance structure. 

Extensive feed-back has been provided during 2 separate reviews (Sapere and 
Destravis groups). During the development of the Master Plan we have highlighted 
multiple issues relating to the current make-up of the clinical space of the unit and 
how these would have to be addressed to achieve H minim1rm expected standard for a 
future unit. 

We have also provided forecasting and a description of the Model of Care to help 
future planning. Given how strongly we feel about the current model of care and how 
essential it would be for this model to be protected and retained in any future re-build 
we included these issues in this report: 

MASTER SERVICE PLAN - INTENSIVE CARE UNIT 

FORECASTING 

Based on current trends we expect the number of admissions to the Intensive Care 
Unit to continue to rise. As shown bellow, the total number of admissions per year has 
increased steadily for the past 5 years. In 2013 there were approxinlately 40 % more 
admissions com ared to 5 ears ao-o. 
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There are several reasons for this Jc:rease in number of admissions. One reason is the 
establishment in 2010 of a "Surgici HDU" function which resulted in more surgical 
patients being admitted to the unit post-operatively. At the same time, there has been 
a steady increase in admissions bo, 1 from ED and from the ward. Currently 40-45% 
of patients are admitted from theatre, 30-35% from ED and 25% from the ward. 
Approximately 65% of patients r~quired "ICU-level" care (invasive monitoring & 
organ support) and 35% required \'HDU-level" care (no invasive organ support but 
required higher level of monitorin~ and clinical supervision). The majority (83%) of 
the "HDU-level" patients were sur~cal patients. 

The current trend is set to continue! given the follovving factors: 
1. Population growth 
2. Aging population 
3. Increased need for medical HOU-level care 
4. Regionalisation of cancer aiid surgical treatment 
5. Greater complexity of surgical treatment with increased need for surgical 

HDU-level care I 
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The current capacity of the unit is 6 clinical beds (plus one side-room). We anticipate 
the need to increase the capacity to 10-12 beds to meet the increased demand 
forecasted for the next 20 years. 

I SERVICE MODEL 

As a clinical model the ICU is a "closed" unit, run by ICU Consultants. The ICU team 
has the prima1y role in the delivery of critical care and the ICU Consultant has overall 
responsibility for the outcome of patients admitted to the unit. This is the model of 
care proposed and supported by the Australasian College of Intensive Care Medicine. 

Currently the Intensive Care Unit is physically separated from the de facto Medical 
HDU of the institution which is co-located ·with the CCU on the 4th floor. We would 
like to emphasise the fact that when we forecasted the increased demand and the 
need for enlarging the capacity of the ICU for the next 20 years, we have assumed the 
continued presence and function of a similar service (Medical HOU) running at 
equivalent capacity as today. 

Therefore we would like the current structure to be replicated. in a future rebuild. 
Ideally, the 2 units should be located adjacently on the same floor, but with a clear 
physical separation between them. TI1is would ensure the continuation of the "closed" 
model for the Intensive Care Unit while allowing better access to review deteriorating 
patients in the Medical HDU. 

201zUPDATE 

As seen from the last 3 years, the trend indentified in the previous graph continues. 
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That definite proposals for the nurse run follow-up 
service and outreach service be presented. 
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i 
It is therefore crucial for the issuesihighlighted above during the Sapere review to 
remain priorities for any future re-p,evelopment. 

I 
VISITS TO OTHER UNITS/NEW FACILITY DESIGN 

A number of visits to New Zealand ~its (Wellington Regional Hospital, Hutt 
Hospital) and Australian units (The Alfred) were done to assess contemporary facility 
d . I es1gns. , 

I 

A draft proposal for a new unit desjgn was presented during the Sapere review (see 
attached document). I 

' 

The possibility of setting up an outi;each service was discussed at several stages 
during the lasts years. No definite proposals were developed. Overall there was 
apprehension on the part of the nursing staff to pursue this. Some of the reasons for 
this included insufficient confidende related to recent recruitment of junior staff. 
At present we do not feel that this ii, a pressing issue that requires an immediate 
solution. If the need arises or interest develo s in-house we will revisit the situation. 

. kJ 
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