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Photograph, courtesy of Medical Illustration: CSUHT Sheffield

The typical number of staff needed to look after one critically ill child. The photograph was
taken in Sheffield Children’s Hospital.
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Executive Summary

Paediatric Intensive Care: A Framework for the Futur e

The report of the National Coordinating Group on paediatric intensive care

describes the features of the paediatric intensive care service as it is now, draws

together the evidence on ways of achieving the best quality of care and outcomes

for critically ill children, suggests standards which should apply in all hospitals

providing paediatric intensive care and describes an organisational framework to

provide a unified paediatric intensive care service in each area of the country. 

Facts and Definitions 

Paediatric Intensive Car e:

• delivers care to the most critically ill children, most of whom will be

artificially ventilated;

• is a low volume, high cost service;

• cannot be provided in every locality;

• requires highly trained specialist staff;

• should  be available to all children who need it regardless of where

they live.  

The key features of the current service are:

• It has developed in an ad hoc unplanned way during the past 20

y e a r s ;

• It is currently provided in a wide range of different settings, in

designated paediatric intensive care beds, general children’s wards,

adult intensive care units, single specialty hospitals, and special care

baby units;

• Until very recently, there has been relatively little evidence in the

UK on the standards which provide the best outcomes for critically

ill children, and no such standards have as yet been laid down;

• The number of designated paediatric intensive care beds is 223, of

which many are in small units with less than 3 beds;  

• Around half of all children needing intensive care are under 2 years

old; 

RF (LC Aftermath) - NHS Executive 315-016-006



Paediatric Intensive Care

“A Framework for the

Future”

2

• Specialist retrieval services, needed to transport critically ill children

to the nearest specialised centre, are still relatively few and are often

not provided on a continuous 24-hour basis;

• There are too few clinicians and nurses with paediatric intensive

care skills.

Recommendations

AUDITS OF THE CURRENT SERVICE

Health Authorities and hospitals in each area need to carry out a study to assess

how many children in their area are likely to need intensive care each year, and

where they are receiving care now.  The study should establish:

• The numbers of children per 1000 in the population who need

intensive care each year;

• The profile of demand throughout the year;

• The current configuration of the service;

• The average length of stay in each hospital providing the service;

• The percentage of intensive care which can be predicted in advance

(eg as a result of major elective surgery);

• The numbers of children needing long-term ventilation;

• The extent of need for high dependency care to relieve pressure on

intensive care beds. 

The National Coordinating Group’s report summarises the current evidence in each

of these areas.

ORGANISATION OF THE SERVICE 

The National Coordinating Group recommends that in future the paediatric intensive

care service should be delivered in 4 types of hospitals:

• District General Hospitals admitting children, which must be able

to initiate intensive care;

• Lead centres, providing most of the intensive care needed in the

area and supporting the whole service for the area through the

provision of advice and training;

• Major acute general hospitals with large adult intensive care units,

which already provide a considerable amount of paediatric intensive

care;

• Specialist hospitals providing some intensive care in support of

the speciality, eg cardiac, neurosurgery, burns.

RF (LC Aftermath) - NHS Executive 315-016-007



STANDARDS

• Each of these types of hospital should in future comply with certain

standards, within each of the following categories:

• Training and experience of medical and nursing staff;

• Competencies and equipment for specific forms of treatment;

• Access to specialist services on site or access to advice on particular

specialties;

• Facilities for families and an environment for the successful care of

children; 

• Supporting services on site or on call;

• Requirements for training, quality control and management. 

Action Plan 

The National Coordinating Group recommends that Health Authorities and hospitals

should follow a timetable for introducing the necessary changes to the paediatric

intensive care service:

• As an immediate first step, provision of extra single, isolated

beds should cease;

• All areas should now carry out a prospective study to establish the

extent of need for paediatric intensive care and where it is currently

provided; 

• Within one year after publication of this report, children needing

intensive care should no longer be looked after in the

inappropriate location of general children’s wards;

• A lead centr e should be designated in each area; 

• A r etrieval service should  be funded and staffed on a 24 hour

basis in each geographical area;

• Protocols should be developed describing how the service is to be

organised and managed across the whole area to provide the best

possible outcomes for critically ill children;

• Steps should be taken within 3 years to stop caring for children

in centres which do not meet the standards set out in the

r eport .

Paediatric Intensive Care
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Introduction 

The National Co-ordinating Group’s Terms of Reference

1. The National Co-ordinating Group on Provision of Paediatric Intensive Care

was set up in June 1996. It was tasked with drawing up a policy framework

for paediatric intensive care and asked to report to the Chief Executive of the

NHS Executive by 30 April 1997.

2. Throughout the past months, we have focused on a long-term vision of a

high quality, integrated service, organised and run around the health needs of

individual children.  Meeting the needs of children and their families means

seeking to balance ways of getting the best outcomes for children against

ease of access to a local service - since specialised services cannot be

provided in every area.  We have borne in mind, in writing this report, the

pattern of the service as it is now and that, in the past, the majority of

critically ill children have received a high standard of care from the NHS.

The paediatric intensive care service has enormous strengths.  Our aim has

been to focus on those strengths, and whilst we are critical of some aspects

of the present service and we acknowledge that there have been some

problems in providing the service, we wish to build on its strengths in setting

a direction for the future.

3. Our terms of reference, set out in an Executive Letter on 5 July 19961 -

included a number of detailed tasks, in particular to: 

i. Produce a set of principles which command broad managerial and

professional support, to assist the rational development of services

nationally and regionally;

ii. Describe the key features of a paediatric intensive care service to

meet the needs of the population which makes the best use of

limited resources, staff expertise and of specialised facilities and

which can respond to fluctuating demand;

iii. Indicate the role of adult intensive care units and of high

dependency beds within the paediatric intensive care service;

iv. Describe the implications of these principles for medical and nurse

staffing, training and development and for retrieval services;

v. Provide a focal point for dissemination of information on research

and other studies into various aspects of paediatric intensive care

which are taking place in, or planned for, 1996/97 regionally and

nationally;

4

1 EL(96)53: Executive Letter to Chief Executives of Health Authorities and Chief Executives of NHS
Trusts, Headed “Paediatric Intensive Care : The Way Forward”
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vi Describe the information required by all parts of the NHS which

would permit the best use to be made of the paediatric intensive

care service.

4. This report discharges our remit. It provides a picture of the paediatric

intensive care service as it is now, describes the work done by the National

Co-ordinating Group on standards of care and service configuration, and sets

out some pointers for the future.  Our report should be read in conjunction

with that from the Chief Nursing Officer’s Task Force which considers the

nurse staffing and training issues for the paediatric intensive care service.2

5. We are grateful to everyone who has helped with this work.  A list of their

names and a list of the names of members of the National Co-ordinating

Group is at Annex 1.

What Do We Mean By Paediatric Intensive Care?

6. The report of the Chief Executive of the NHS Executive 3, published in May

1996, described a number of reasons why children -  whom we  define as

those up to age 16 may need intensive care.  These include following an

accident, major surgery, or in medical emergencies.  That report also

described the categories of care, as defined by the Paediatric Intensive Care

Society.4 Our work has focused on the differing needs of  children requiring

the highest two categories of care.

7. Intensive Care is defined as “a service for patients with potentially

recoverable diseases who can benefit from more detailed observation and

treatment than is generally available in the standard wards and

Departments”.5 Intensive care is usually reserved for patients with threatened

or established organ failure, which may have arisen as a result of an acute

illness, trauma or a predictable phase in a planned treatment programme.  

8. Intensive care for children is part of a network of health and other services

meeting the needs of children.  All such services must focus on the particular

needs of the child.  Health services for children are delivered in a variety of

settings, including in the community, in general hospitals, and in specialist

hospitals.  The health needs of children can only be met by close

collaboration between many agencies, including health, social services and

education.  Some of the conditions which may lead to children requiring

paediatric intensive care are preventable by appropriate delivery of services

by other parts of the health, social care or education systems.  For example,

the number of injuries to children as passengers in cars has reduced through

a variety of measures.  There are similar prospects for a reduction in the

number of accidents affecting children in the home and elsewhere.

Conversely, the improvement in medical techniques in recent years and the

availability of new drugs have lead to the survival of premature babies who

Paediatric Intensive Care
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2 “A  Bridge to the Future - Future nursing workforce and education in paediatric intensive care” -
Report of the Chief Nursing Officer’s Task Force, June 1997.

3 ”Paediatric Intensive Care” submitted to the Secretary of State for Health; NHS Executive, May
1996

4 “Standards for Paediatric Intensive Care” Paediatric Intensive Care Society 1996.

5 “Intensive care in the United Kingdom”: King’s Fund Panel; May 1989
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can make high demands on both neonatal and paediatric intensive care

services.  

9. Children are not adults scaled down in size.  Their relative immaturity (in all

respects - physiological, anatomical, functional, developmental and

psychological) creates greater vulnerability to a variety of adverse influences

and they should be looked after by specifically trained staff, familiar with the

changes characteristic of each stage of development.  The pattern and range

of illnesses affecting children are also different.  Intensive care may be

required for acute illnesses in otherwise healthy children or for complex

congenital malformations - which are most unusual in adults.  Children can

become acutely ill very rapidly, but have greater potential for full recovery

than adults.  Children’s greater vulnerability means that the effects of delay in

intervening or commencing treatment, or of errors in treatment can be

amplified to a considerable degree.  

10. Provision of intensive care is not simply to do with equipment and facilities,

although these are important as their range and size must be geared to the

needs of children.  In addition, the surrounding environment and contact

with their families are crucial to promote recovery.  

• Some procedures in intensive care, for example vascular access, are

particularly difficult in younger children and staff must be competent

in them;

• Physiological immaturity requires particular expertise in fluid

balance and use of drugs;

• Manifestations of distress, deterioration or recovery differ, and

expertise in interpretation is needed. 

11. While these factors apply to children of all ages, they are particularly relevant

in the youngest.  In later childhood and adolescence, psychological factors

and the involvement of a young person in their own care require particular

sensitivity.

12. This  report does not cover neonatal intensive car e, which is delivered to

babies who require intensive care shortly after birth.  Such babies have a

restricted group of conditions including complications of prematurity, birth

asphyxia, birth injury, congenital infection and congenital abnormality.

Treatment of these babies is delivered by neonatal paediatricians and is  quite

separate from paediatric intensive care.  However a proportion of the babies

who require neonatal intensive care will require transfer for paediatric

surgery, including paediatric cardio-thoracic surgery, and, following this, will

probably be cared for on a paediatric intensive care unit.  In addition, some

premature babies who have received neonatal intensive care will, in later

months, require admission to general paediatric intensive care units because

of other problems, for example, bronchiolitis.

13. Although we have assumed that a “child” is someone up to the age of 16,

some health authorities, social services authorities, and hospitals have policies

of delivering children’s services up to the age of 19, whereas others assume

that 15 and 16 year olds are already “adults”.  Within the older age range,

Paediatric Intensive Care
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children’s needs can vary widely and there needs to be flexibility in policies

to meet the needs of individual children.  Older adolescents, for example,

will often be appropriately cared for on adult intensive care units.  There

will, however, need to be sensitivity to their particular emotional, educational

and family needs.  Some of these adolescents will feel out of place in a

paediatric intensive care unit, which may contain predominantly very young

children, often with the majority being under 1 year old.   Other adolescents

may feel equally out of place in an adult intensive care unit, which may

contain a large number of elderly patients.  

14. Intensive care is a low volume, high cost specialty, which requires a highly

trained, multidisciplinary team together with specialised tertiary expertise and

diagnostic facilities.

15. In many of the previous discussions about paediatric intensive care, there has

been little attempt to differentiate between intensive and high dependency

care - and indeed the definitions are often blurred.  A critically ill child may

need more than one of the three types of care - as defined by the Paediatric

Intensive Care Society - during a single period of treatment in hospital:-

• High Dependency Care (often described as Level 1) -

- This describes care provided to a child who may require

closer observation and monitoring than is usually available

on an ordinary children’s ward, although much of this care

is already provided, with higher staffing levels than usual, in

such locations.  For example the child may need continuous

monitoring of the heart rate, non-invasive blood-pressure

monitoring, or single organ support (but not  respiratory

support).  The child may, for example, be suffering from

moderately severe croup, suspected intestinal obstruction or

suspected poisoning.    

• Intensive Car e (Level 2) -

- These children will always need continuous nursing

supervision.  They may need ventilatory support,  or support

for two or more organ systems. Sometimes the child will

have one organ system needing support and one other

suffering from chronic failure.  Usually children receiving

level 2 care are intubated to assist breathing.

• Intensive Car e (Level 3 or above) -

- Children with two or more organ systems needing

technological support, including advanced respiratory

support, will need intensive nursing supervision at all times

and will be undergoing complex monitoring and/or

therapeutic procedures.  They would, for example, include

ventilated  children undergoing advanced renal support,

those who have suffered multiple trauma in major road

accidents, or those who have undergone very complex

major surgery.  Children receiving treatment by extra-

Paediatric Intensive Care
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corporal membrane oxygenisation (ECMO), which is

provided in a very small number of hospitals, are sometimes

described as needing Level 4 intensive care.

16. A critically ill child may need a number of different levels of high

dependency or intensive care during a single period of treatment in hospital.

For example,  children admitted with acute respiratory illness such as

bronchiolitis, and provided with high dependency care, can deteriorate

rapidly so that they need ventilation and Level 2 or even Level 3 care.

Equally, children who, perhaps following complex major surgery, may

initially need a very high level of intensive care including ventilation, can

recover very rapidly so that the level of care provided can be reduced over a

period of only a few hours.  This is illustrated in the following diagram.

Paediatric Intensive Care
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LEVEL 3

Two or more organ systems requiring 
Technological support ,

including advanced re s p i r a t o ry support as 
one of these systems 

eg. renal support or haemofiltration

LEVEL 2
Advanced Respiratory Support

or
Two or more organ systems requiring

support
or 

One acute organ failure receiving 
support, plus one chronic failure

LEVEL 1
R e q u i rement for closer observation and monitoring than is

available on standard ward
Single organ support, excluding respiratory

support
Step down from ICU

Following major surgery: cardiac,
neuro, spinal etc.

Advanced analgesic techniques
Non-intubated children with moderately 

severe croup, bronchiolities etc.

The recently extubated child

INTUBATE EXTUBATE
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17. High Dependency Care is sometimes provided as a step down from intensive

care, where high dependency beds are provided on the same site and

adjacent to the beds dedicated for intensive care.  They may be used, for

example following major surgery, where a child is stable, is recovering

rapidly but continues to need monitoring.  

18. We focus, in this report, on paediatric intensive care - by which we mean

care at Level 2 or above.6 A small number of the totality of critically ill

children need care at this level.  The chart below shows the proportion of

critically ill children in one area of the country7 who needed care at Levels 2

and 3 in 1995-96:

19. It is likely that the pattern of all care for critically ill children in England is

similar to this, and that the proportion of care at Level 2 or above, as

compared to Level 1, reflects this pattern across the country.

Progress Since May 1996

The Extent of Provision of Paediatric Intensive Care

20. The Chief Executive’s report of May 1996 identified a total of 249 dedicated

intensive care, specialist intensive care and high dependency beds for

children in England.  Since then,  additional beds have opened.  The number

of beds open in March this year are shown in the table; the following chart

illustrates the proportion of new beds in each region as compared to the

number at May 1996.
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6 A number of previous documents (eg the 1993 report- “The Care of Critically Ill Children”- by the
British Paediatric Association)  have described “paediatric intensive care”  as including high
dependency care (Level 1), but we consider that this is misleading  since high dependency care differs
in a number of important respects from paediatric intensive care.

7 “Report on a Prospective Study of Intensive Care Utilisation in the North West Region”,  Royal College
of Paediatrics and Child Health, London, October 1996.

Care of Critically Ill Children in the North-West, 1995/96

30.0%

Source: Prospective study in the North-West

Level 3 (9%)Level 2 (30%)Level 1 (61.0%)

9.0%

61.0%
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21. The Chief Executive’s report stated that 18 additional dedicated general

paediatric intensive care beds, 5 additional specialist beds and 7 additional

high dependency beds (associated with intensive care beds) were due to

open in 1996 - 1997.  These plans have been implemented.

The Pattern of Provision

22. The available dedicated general paediatric intensive care beds are spread

across England in 29 centres of differing sizes.  The map overleaf shows the

location of the larger (with 4 or more dedicated beds) centres. Where

specialist beds are incorporated within a centre covering both general and

specialist paediatric intensive care, the centre size is calculated on the overall

total.
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BEDS OPEN - MARCH 1997

Paediatric Intensive Car e

General PIC Specialist High TOTAL
Dependency

Trent 21 5 5 31

North Thames 28 19 12 59

North West 27 12 4 43

South & West 12 7 6 25

Anglia & Oxfor d 9 1 3 13

West Midlands 20 0 2 22

Northern & Yorks 17 14 16 47

South Thames 26 5 9 40

TOTAL 160 63 57 280

* Some centres combine general and specialist provision, without designating them separately.

Trent
North Thames 

North West
South & West

Anglia & Oxford
West Midlands

Northern & Yorks
South Thames

0 10 20 30 40 50 60 70

Number of Beds

May 1996       Extra Beds

Beds Open
May 1996 and March 1997
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Location of Paediatric Intensive Care

NB. T h e re are a number of additional single speciality centres not shown here .
Some hospitals operate on split sites.
The smallest centres with general Paediatric intensive care are excluded.

Key:Health Authority Regions

Northern & Yorkshire

North Western

Trent

West Midlands

Anglia & Oxford

North Thames

South Thames

South & West

Key:No. of beds for 
Paediatric Intensive 
Care

> 7 beds

4 - 7 beds

Specialty Units

Source: Regional PIC Co-ordinators, January 1997

NewcastleNewcastle

LeedsLeeds

SheffieldSheffield

NottinghamNottingham

LeicesterLeicester

BirminghamBirmingham

North StaffsNorth Staffs

OxfordOxford

BristolBristol

SouthamptonSouthampton

St. Mary’sSt. Mary’s

Great Ormond St.Great Ormond St. Royal 
Brompton
Royal 
Brompton

GuysGuys

KingsKings
St George’sSt George’s

ManchesterManchester

LiverpoolLiverpool

CambridgeCambridge

RF (LC Aftermath) - NHS Executive 315-016-016



23. A large number of the available dedicated general and specialist paediatric

intensive care beds are provided in small units. Ten out of the 29 units  with

dedicated paediatric intensive care beds have 3 beds or fewer - and only six

units have 8 beds or more.    The position now is similar to the position last

year, as described in the Chief Executive’s report of May 1996, although the

number of very small units has fallen somewhat and the number with 5 or 6

beds has risen.

Regional Coordinators for Paediatric Intensive Care

24. In July 1996, a group of Regional Coordinators for Paediatric Intensive Care

was established.  The Regional Coordinators were responsible for

coordinating implementation of the planned additional intensive care beds

within each region, as described in the Chief Executive’s report of May 1996.

They were also given the task of ensuring, wherever possible, that the

necessary medical and nursing staff were available to meet paediatric

intensive care needs and of facilitating the production of medium term plans

to develop the provision of paediatric intensive care within each region.  

Additional Funding in 1996-97

25. To assist the development of the service, the Secretary of State for Health

announced in May 1996 that he was providing additional funding to a s s i s t

development of the paediatric intensive care service, and specifically to allow

training of more specialist paediatric intensive care nurses and to provide an

i m p roved service for moving critically ill children to the nearest specialised

unit.  £2 million of additional funds were distributed through the Regional

C o o rdinators, to finance specific projects with these priorities in mind.

Funding was particularly used to provide cover for nurses who were away

f rom their normal jobs undergoing specialist  paediatric intensive care training. 
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May 1996  

M a rch 1997 

8

6

4

2

0

Paediatric Intensive Care: Size of Units
May 1996 and March 1997

1 2 3 4 5 6 7 8 9 1 0 1 1 1 2 1 3 1 4 1 5 1 6 1 7 1 8 over 18

Numbers of beds
(Beds Include general PIC beds, specialist PIC 

beds when on same site does not include high dependency beds)
Source - Regional Co-ordinators of PIC

Number of locations
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26. Overall, the allocation of £2 million was used as follows:

• Increased specialist nurse training £903,000

• Purchase of additional equipment to open new 

paediatric intensive care beds £685,000

• Enhanced patient retrieval services £293,000

• Other pump priming, including temporary nursing 

and medical staff cover £119,000

27. Part of the funds was used to stimulate further development of retrieval services

and all regions now have at least one such service, although most do not operate

for 24 hours a day throughout the year.  Since retrieval services tend to cover a

wide geographical area, a secondary beneficial effect of the injection of additional

funds for retrieval was that health authorities and hospitals in particular are a s

came together in groups to discuss the use of the additional money.  This has

re i n f o rced the links between the health authorities and hospitals of this highly

specialised service.

Intensive Care Bed Register

28. From 1 December 1996, an intensive care bed register has been in operation

nationally, covering all intensive care beds, including dedicated paediatric

intensive care beds,  in England.  Any clinician wanting to locate an available

paediatric intensive care bed and failing to find one locally can now use the

service to find the closest options for the placement of a critically ill child.
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Hospitals which have some form of retrieval service

John Radcliffe, Oxford

Addenbrooke’s, Cambridge

Portsmouth

Bristol

North Staffordshire Royal Infirmary, Stoke

Birmingham Children’s Hospital

Alder Hey, Liverpool

Manchester Children’s Hospital

United Leeds Teaching Hospitals

Newcastle General Hospital

Guy’s and St Thomas’

King’s

St Georges, Tooting

St Mary’s, Paddington 

Great Ormond Street

Sheffield Children’s

Leicester Royal Infirmary

Source: Regional Coordinators for Paediatric Intensive Car e
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Nurse Staffing

29. In May 1996, it was announced that the Chief Nursing Officer would lead a

multi-disciplinary task force to ensure that arrangements are in place which

will improve nurse staffing in the paediatric intensive care service and to

advise and provide guidance on staffing, training and development of staff.

The terms of reference of the group were:

i. How to encourage the development of skills and competency-based

training for paediatric, adult, neonatal and specialist intensivist

nurses, which allows them to use their technological expertise in a

range of settings, according to fluctuating service needs and their

personal development plans. 

ii. The development of part-time and modular courses for intensivist

nurses, which allow them to combine continuing training to attain

qualifications with experience in intensive care units.

iii. How to ensure the best quality care is given by the most

appropriate person from the clinical team, in line with the changing

needs of the intensive care service. 

iv. How suitably qualified children’s nurses can be used to provide

specialist advice and consultancy input at all times in paediatric

intensive care settings, whilst ensuring the best use of all available

staff and that all highly dependent and critically ill children are

nursed by an appropriately trained intensive care nurse.

v. The feasibility of fast-track accreditation for paediatric intensive care

nurses who have adult intensive care experience and experience

with children.  

30. The Task Force report, “A Bridge to the Future”, summarises the actions

taken to respond to the urgent short-term need for paediatric intensive care

nurses last winter.  More substantially, it also addresses the nursing issues of

standards, education and workforce planning involved in achieving the

framework envisaged for the paediatric intensive care service in future. 

31. As background to its work, a survey of nurses working in hospitals with

dedicated paediatric intensive care beds was carried out on 22 May 1996.  It

showed that, of the employed qualified nurses working in these settings on

that day:

• 85% were trained children’s nurses, and

• of those, 48% had also undergone intensive care training.

32. The proportion of trained children’s nurses was higher than anticipated and

exceeded the standard quoted by the British Paediatric Association (70%)8.

However, it was generally agreed that the proportion of nurses with a

qualification in paediatric intensive care was too low.  The survey was

repeated on 22 January 1997 and the position  on the two dates is shown in

the table overleaf:-
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8 “The Care of Critically Ill Children”, British Paediatric Association, December 1993.
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33. The National Coordinating Group was encouraged by the increase in

qualified nursing staff working in hospitals with designated paediatric

intensive care beds, revealed by this survey.  The increase of 17.5% in the

number of trained children’s nurses and of 15.5% in the number of children’s

nurses with intensive care training was needed to allow the additional

paediatric intensive care beds to open during the past winter.    The chart

shows the increase in diagrammatic form: 

34. The proportion of nurses with intensive care training remains, however, low.

The same survey of hospitals with dedicated paediatric intensive care beds

revealed that 114 nurses have commenced intensive care training (ENB 415)

since May 1996, and also that the hospitals involved in the survey have

provided an additional 48 places for this type of training since that date.  This

suggests that the proportion of nurses trained in intensive care will increase

further, since the length of the training period means that there is a time

delay in increasing the numbers of these nurses.  

Medical Training

35. There was, prior to this year, no formally recognised training in England for

medical staff who wish to undertake a career in paediatric intensive care.

Some of the consultants currently working in paediatric intensive care (who

trained initially in paediatric medicine, paediatric anaesthesia and paediatric

surgical specialties) obtained their intensive care training in Australia, America

or Canada. The Royal Colleges of Physicians, Anaesthetists and Surgeons,

with the support of the British Paediatric Association (now the Royal College

of Paediatrics and Child Health), therefore established a joint committee (the

Intercollegiate Committee for Training in Paediatric Intensive Care Medicine)

to consider the issue of paediatric intensive care training.  The Committee has

produced advice to the Royal Colleges on the duration, content and

assessment of training of paediatric intensive care and on the skills which
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May 1996       Jan 1997

all nurses

children’s nurses

children’s + ITU

agency/bank

Survey of Nurses

Nurses: by qualifications & employment type

0 200 400 600 800 1,000

Source: survey of selected PIC units in May 1996 and January 1997
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clinicians, drawn from different disciplines, should hold.  The Intercollegiate

Committee has also defined specific criteria for the recognition of training

posts in paediatric intensive care.  It  stated that the training programme and

participating hospital will need to: 

• “have a sufficiently wide case mix and patient throughput to provide

wide experience in all aspects of paediatric intensive care.  The

Committee anticipates that this would normally be in units with at

least 8 paediatric intensive care beds and managing a minimum of

250 intubated patients each year;

• have at least 10 fixed notional half days each week when a

designated consultant experienced in paediatric intensive care is in

attendance on the unit to supervise patient management;

• provide a fully operational paediatric inter-hospital retrieval service.”

36. Training will only be recognised if it is carried out in centres approved by the

Intercollegiate Committee or in training programmes based in those centres,

(although there may be links with other centres where training may be

carried out).

37. The aim is to establish sufficient recognised training posts for individual

clinicians who intend, ultimately, to pursue a consultant career in paediatric

intensive care.  Specialist registrars with training in paediatric medicine,

anaesthesia or surgery will be eligible to apply for posts - these will entail a

minimum of a two-year programme for those intending to become full-time

paediatric intensivists and at least a one-year programme for those aiming at

a lower sessional commitment. 
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