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1.0 Background

Demand on paediatric critical care units (PCCUs) is often high during the autumn and winter
months. This pressure has been particularly noteworthy throughout November and into
December 2022. This has been driven at least in part by seasonal illnesses, which are currently
circulating at high enough levels to impact on usual service delivery. Further information on the
pressures faced by PCCUs at this time may be found here.

In recognition of this pressure, the South West neonatal and paediatric critical care (PCC)
Operational Delivery Networks (ODNs) have produced this document to highlight the potential
for the stabilisation and ongoing care of critically unwell children outside of PCCUs, which may
be required if access to a PCCU is limited or delayed. In describing the processes and decision
making around this situation, this document also aims to support neonatal units (NNUs) with
their governance arrangements, if they are required to care for children in a manner outside of
their normal operating practices.

The document aligns to relevant national standards and guidelines which are referenced
throughout. The guidance aims to ensure best available care for infants who would normally be
cared for in a paediatric critical care setting without causing undue risk to neonatal patients or
services, when considering the current constraints on service provision.

2.0 Principles
A number of important principles underpin the publication of this document:

e The normal pathway of care for children in South West England requiring critical care,
including babies who are readmitted to hospital following discharge from a postnatal or
neonatal ward, is for uplift to a specialised tertiary PCC setting.

e The usual processes of referral for critically unwell children should occur, through contact
with the Wales and West Acute Transfer for Children (WATCh) service.

e That pre-existing ethical and clinical decision-making models will continue to be applied
unless extreme circumstances dictate that paediatric demand exceeds supply, requiring
urgent prioritisation and triage decisions.

o Thatthe level 3 PCCU provider (Paediatric Intensive Care Unit) will ensure that surge capacity
and activity has already been enacted at the point at which a neonatal team is being asked to
step outside of their normal operating practices in readmitting a critically unwell infant. This
will include ensuring ward discharges out of PCCUs, redistributing/redeploying staff, using
surge beds, enacting surge protocols, cancelling elective surgery, and maximising use of
agency staff where the limiting step is staffing.

e That under the national service specification, neonatal services would normally provide care
for infants below 4 weeks of age, or for infants born preterm until 44 weeks corrected
gestational age (CGA). Although most infants readmitted to hospital after discharge would be
managed in a paediatric setting due to infection control considerations in neonatal units, the
service specification does not preclude care in a neonatal setting.

e That although not commissioned to undertake this work, NNUs would have the equipment,
environment and to potentially provide critical care for infants between 4 weeks and 3 months
corrected gestational age who are also under 5kg in weight.


https://pccsociety.uk/news/statement-on-behalf-of-the-members-of-the-uk-paediatric-critical-care-society-pccs/

e That due to the risks to vulnerable preterm infants on a neonatal unit of an infection outbreak,
admission from the community to a neonatal unit should only be considered when it is
possible to isolate the admitted infant and provide 1:1 nursing care, to minimise the risk of
spreading infection.

o That this guidance only applies to NNUs who would normally provide periods of critical care
for neonates, that is those designated as NICUs (Level 3 units) or Local Neonatal Units (LNUs,
Level 2 units).

e That only infants whose support requirements do not exceed ‘intensive care basic’
(mechanical ventilation, fluids, sedation) will be considered for admission to an NNU under
this guidance. Children with higher support requirements, including any inotrope
requirement, will require urgent transfer to a PCCU.

e Regardless of the situation in PCC, special care units (SCUs, Level 1 neonatal units) would not
be expected to admit infants requiring critical care. In the South West Neonatal ODN, this
encompasses the NNUs at Yeovil District Hospital, North Devon District Hospital (Barnstaple)
and Torbay Hospital.

o That each situation will be unique and complex, both clinically and non-clinically, and it is vital
that a situational, individualised approach, with discussion between WATCh, and/or PCCUs
(in the tertiary centre and/or locally) and the NNU at the presenting trust in understanding
how best to care for all infants requiring critical care and the impact on the normal activity
and risk on NNU. The optimal course of action can therefore only be decided on a case-by-case
basis, following discussion between appropriate senior individuals.

3.0 Guidance

3.1. Decision to admit NNU

Throughout this process is it important that the care of ALL neonatal and infant patients is
considered. The ability of an NNU to appropriately care for their neonatal patients should be
balanced against the benefits and risks of admitting onto the NNU an unwell infant who has been
previously discharged from hospital.

The circumstances under which a neonate readmitted to hospital or an infant <3 months CGA and
<5kg will be admitted to and stay on an NNU are as follows;

a) When, on balance of risks, it is in the best interests of the patient, given their clinical state
and trajectory, their age, and the relative demands on the wider local, regional, and
national paediatric intensive care bed stock, and in context of the demands on the local
NNU, to be admitted to NNU.

b) The case has been discussed with WATCh and EITHER

e There are no beds available on the local High Dependency Unit for an infant needing level
2 care OR

e There are no beds in the level 3 PCCU (PICU) in Bristol for an infant needing level 3 care
AND

e The nearest (out of region) level 3 PCCU bed is too far away to justify the transfer
involved when taken in context of the child’s condition and projected
requirements/trajectory OR

e Transfer to a level 3 PCCU bed is going to be considerably delayed, and a neonatal unit
represents an appropriate and adequate environment for continued care of the patient.



If transfer alone is the constraining factor, WATCh will engage in appropriate discussions with
SoNAR (SouthWest Neonatal Advice and Retrieval service) to consider whether there is
alternative safe transport provision available.

The decision to admit an infant who represents to hospital after discharge to an NNU must be
made with the agreement of the NNU consultant and matron/nurse in charge, and a tertiary
PCC consultant (normally the WATCh consultant).

There must be appropriate conversations with WATCh, and in turn the Neonatal and
Paediatric Critical Care Networks, to ensure they are sighted on the evolving situation within
the Network. These conversations will be supported by the ‘surge report’ produced by WATCh
on a daily basis.

It is important that the decision to admit and retain an older infant on an NNU is reviewed
continuously by the NNU team, in conjunction with WATCh and as appropriate the Level 3
PCCU. The appropriateness of continuing to care for a child in an NNU may change dependent
on clinical factors (the infant’s condition), staffing factors (the competence and ability of staff
to care for the infant) or logistical factors (new capacity in a PCCU or a lack of capacity in the
NNU in question).

Every effort should be made NOT to move a critically ill infant between hospitals more than
once while they remain critically ill.

3.2. Admission to NNU
3.2.1. Medical oversight

e During any NNU stay of an infant who would normally be transferred to a PCCU, there
should ongoing engagement with PCC services, with advice sought by the admitting unit
at least daily from the WATCh service. These infants are considered outlying PCC
patients and all advice should come through this route, not via the neonatal transport
service or tertiary NICUs.

e ‘Hands on’ PCC support from the Level 3 service will not be provided during admission
of these infants to a neonatal unit - should this be required, an uplift transfer will be
undertaken.

o  Where infants require uplift, this should normally be undertaken by WATCh, but in
some cases aid may be requested from SoNAR (the neonatal transport service) to
undertake these moves.

3.2.2. Nursing support

Infants readmitted from a community setting to a neonatal unit represent an increased
infection control risk and appropriate care must be taken to minimise the risk of an infection
outbreak in the NNU. Nursing of these infants should be on a 1:1 basis by nursing staff
appropriately trained to support the level of critical care required, unless the clinical need in
terms of level of support and NNU set-up allows for two infants to be cared for in the same
isolation area by one member of nursing staff.

3.2.3. Equipment and environment

Individual NNUs need to consider whether appropriate equipment is available to support the
infant who may be admitted, recognising that physical space requirements may be greater for
these children.



3.2.4 Parental involvement

Parents of infants readmitted to any NNU from the community will be given the same level of
access to their child as any other parent of an infant on the NNU, within the relevant infection
control practices and procedures in place on the unit.

4.0 Governance, Assurance and Learning

NNUs should inform their divisional leads, and through them their Chief Operating Officer in
the event that an infant who would normally be transferred to a PCCU is admitted to and
retained in an NNU beyond initial resuscitation and stabilisation.

Admissions of any such infants should be reported to both the PCC and NCC ODNs via
appropriate Governance reporting systems, e.g. Datix report.

Positive experiences, complaints, morbidity, mortality, clinical incidents and ‘near misses’
should be managed in the usual way for the NNU, but with additional input from paediatrics
+/- WATCh/PCCU and the PCC and NCC ODNs as appropriate to ensure an open culture of
learning.

5.0 Training/Support

The most valuable source of advice is likely to be gained by close interaction with WATCh as
the usual source of paediatric critical care advice to referrers. It should be borne in mind that
PCCU services are likely to be under high levels of strain during a surge that requires this
guidance to be implemented.

There are number of useful guidelines produced by the WATCh team, designed to support the
care of children requiring PCC, available here.

There are in addition, rapid access resource links which cover topics such as RSV, bronchiolitis
and high flow oxygen, for clinicians who require refresher information on these and other
related topics.

6.0 Feedback

This guidance has been developed and published to provide broad principles through which
neonatal and paediatric networks will work in order to best support both PCCU and NNUs for
dealing with surges in paediatric critical care demand. We welcome comments on the document
so that it may be refined for future use.

7.0 References

Quality Standards for the Care of Critically I1l or Injured Children

PCCS Guidance for when Resources are Constrained.

NHSE Neonatal Service Specification



https://watch.nhs.uk/guidelines/
https://www.e-lfh.org.uk/programmes/respiratory_surge_in_children/
https://pccsociety.uk/wp-content/uploads/2021/10/PCCS-Standards-2021.pdf
https://pccsociety.uk/wp-content/uploads/2021/09/PCCS-Guidance-for-when-Resources-are-Constrained.pdf
https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2015/01/e08-serv-spec-neonatal-critical.pdf

8.1 Appendix 1: Flow chart for admission of PCC infants to an NNU
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