Witness Statement of Stephen Mathieu

introduction

1.This statement is prepared on behalf of the Intensive Care Society (“the Society”) in
response to a Rule 9 request received from the UK Covid-19 Inquiry (“the Inquiry™).
This statement aims to respond to the questions raised by the Inquiry in its Rule 8
request, which are relevant to Module 3 of the Inquiry. The Inquiry has identified that
the relevant period for the purpose of this statement is the period between 1 March
2020 10 28 June 2022 ("the Relevant Period™).

2.intensive Care Unit (“ICU") staffing was already an issue in UK ICUs before the
pandemic. The sudden and steep rise in ICU demand experienced in many UK regions
during the Covid-19 pandemic (together with high viral infectivity, and the fact that its
optimal management was not yet understood) created substantial challenges for the
intensive care community. For example, there were insufficient trained and
experienced 1CU staff to provide the normal quality of care once extra beds were
created. ICU patients were being managed in ‘new’ beds, with lower numbers of staff
{rmany without ICU training) and with more limited equipment, often in general ward or
operating theatre areas. This meant that those without specialist ICU training were
redeployed from other parts of the NHS. In addition, there was limited or no capacity
to transfer patients between units. There were concerns about equipment supply,
resource, staff physical and mental wellbeing and a number of other factors. This
staternent documents the nature of those challenges and how the intensive care
communily and the Society responded. Furthermore, it outlines the lessons that the
Society believes can be learned and applied in preparation for future pandemics.

3.The Society is committed to assisting the Inquiry and to providing any information or
documentation that it can which is relevant to the scope identified by the Inquiry. Due
to the size of The Sociely’s undertaking with regard to providing assistance to those
involved with the provision of intensive care during the Covid-19 pandemic, and
because of personnel changes over the Relevant Period, | have been assisted by
others from the Society, and the Society's external lawyers, in the gathering of
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information for and the preparation of this statement. The information contained herein
is therefore provided from the Society as an organisation and presented by myself as
the current President of the Society and it is true to the best of my knowledge and
belief.

4,The Covid-19 pandemic was the most challenging period in the Society’s history, both
for the organisation, for its members and for all of those working in intensive care
during that period. Each individual working in intensive care will of course have had a
different experience in relation to the issues raised by the Inquiry because Covid-19
was impacting on units, NHS provider Trusts and regions at different times and to
different extents. This is in part due to regional variations in case numbers and
population demographics (e.g. race, sex and comorbidities altered the risk of critical
illness), but also because units differ in size, staffing, and usual case-mix, as well as
in whether they perform tertiary or quaternary specialist roles (and the nature of those
roles). The Society is therefore unable to speak comprehensively to the full range of
individual experiences; however, we have endeavoured to gather information for the
Inquiry based on the data, minutes and information available to us. Where we have felt
unable to provide a response we have explained why.

5.The Society does not represent one Trust, or one profession. It represents all of those
who work in or have an interest in intensive care. As a Society we were, over the
Relevant Period, analysing and considering every facet of intensive care, with the input
of experts where required. We worked with clinicians, academics, tech experts,
research experis, ethics experts and many more to consider everything from
rehabilitation to clinical trials. For that reason the information in this statement and the
accompanying documentation is wide ranging and we have done our best to highlight

the areas that fall within the scope of the Inquiry’s Rule 9 request.

6.1 would like to say at the outset that the impact on the intensive care sector and its people
has been, and continues to be, devastating.

My Background

7.In my clinical role, [ am a Consultant in Critical Care at Portsmouth Hospitals University
NHS Trust and the Divisional Director for Clinical Delivery (which includes Critical Care,
Anaesthetics, Theatres, Clinical Engineering, Radiology, Pharmacy, Therapies, Blood
Sciences and Pathology). | was previously the Clinical Director of Critical Care at the
same Trust.
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8.1 have been in the position of President of the Society since December 2022, when |
took over from ry predecessor, Staphen Webb who was President during 2021 and
most of 2022, and before that the President was Ganssh Suntharalingam who was in
the second year of his term as President in 2020. President of the Scciety isa role to
which | am required to dedicate a minimum of 6 hours a wesk on a voluntary and
unpaid basis. iInmy role | sit as Chalr of the Trustee Board and President of the Council.
As | was not President of the Sociely during the Relevant Period, | have sought
significant input from colleagues within the Society to compile this statement.

9.1 held the role of President Elsct from December 2021 until December 2022. My previous
roles for the Society include Congress Director for State of the Ast (January 2018 {o
December 2021), Honorary Treasurer (December 2019 fo December 2021} and
Council Member {(January 2016 to January 2019).

Role, Function and Aims of the Society

10.The Society was founded in 1870 and is the oldest intensive care professional body
and membershin organisation in the world. The Society is a registered charity. At the
outset of the Covid-19 pandemic the Society employed only 7 people, however, now it
employs 18,

11.The delivery of intensive care is a multifaceted and intensely multi-professional
endeavour, involving highly specialist medical and nursing steff, pharmacists,
psychologists, physiotherapists, speech and language therapists, dietitians,
occupational therapists, advanced practitioners in critical care and other allied
healthcare professionals, All of these professions are represented among our 3800+
members.

12.The Society’'s mission is fo be the woice of the multi-professional intensive care
community, thelr patients and their loved ones, and together to advance and promote
the best quality care, safety and research.

13.For over 50 years the Socigty has supported the infensive care commupity 10 ensure

they have all the tools they need to deliver the highest quality of care o the sickest of
patients in UK hospitals. The Society's Articles of Association {(Exhibit SM/1 -
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INQOOD385307) set out our purpose, how we are governed, owned and how we
conduct our work.

14.10 surnmary, the way that the Society supports the intensive care community is by:

¢ Providing education - we organise and deliver an annual 4 day mulit stream
educational congress (known as State of the Art) organised by our Programme
Committee and Events team. We also host a range of educational evenis
throughout the year, ranging from free to attend hour long wabinars to full day
virtual and i person Study Days organised by our Education Committee and
learning team.

= Providing accreditation - we manage a national accreditation programme for
intensive care professionals o attain compstence in Focussed Ullrasound in
Intensive Care across a range of subjects including heart, lung, abdomen, vascular
and paediatrics. We also aim to educate and inform the general public, and patienis
and their carersffamilies.

« Producing guidance and standards - the Society produces guidance documents for
use in intensive care settings. Qur guidelines are reviewed and coordinated by our
Standards and Guidelines Committee and our Society team o guide intensive care
practice. During the pandemic the Standards and Guidelines Committee fed into
the Society's National Emergency Critical Care Committee ("NECCC") along with
its sub-groups. Further details about the establishment of the NECCC and the aims
and functions of this committee are outlined below at paragraphs 32-77. The
Executive Committee of the Society (the most senior clinical trustees) made
decisions about the standards and guidelines we developad as well as those which
were developed by other specially groups and which we were invited to review and
endorse.

s Developing policy statements - we regularly publish both policy and media
statements, and work with media 10 help disseminate our members' message 1o
the public. Policy statements are prepared on important {opics for the intensive
care comunity including, by way of examples, industrial action, workforce
diversity in medicine, and matters of clinical significance. During the pandemic, the
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Society released a number of policy and media statemenis which will be explored
further below.

» Coordination of critical care research — during the pandemic the Society had six
Directors of Research. There are now five, Each of the Directors of Research play
a vital role in the advancement of intensive care and are currently actively involved
in research (including research related to Covid-19}). We also awarded a range of
financial grants on a competitive basis to other clinical researchers focussed on
Covid-19 research which will be cutlined in more detail below.

« Naztional awards — the Society runs a competitive programme to award both
financial grants for research projects and non-financial awards in recognition of
exceptional practice.

15.The Sociely is governsd by a Trustee Board made up of four clinical professionals
elected by the Society's Council, one past Council member and three independent Lay
Trustees. Our Trustee Beoard is chaired by myself and supported by cur Chiet
Executive. The Trustee Board meets at least four times a year where they discuss and
make decisions about-strategy and performance. At the oulset of the pandemic (in
March 2020} the Trustee Board met three times on an exiraordinary basis to consider
the financial and strategic impact of Covid-18. 1 am elected both {0 the dual role of
President of the Council of the Society, and Chair of the Trustee Board.

16.While our Trustee Board is charged with the sirategy, performance and assurance of
the activities of the Socisty, our Councl is responsible for the clinical and professional
aspects surrounding intensive care. The elected Council and our seven elected
Frofessional Advisory Groups highlights key issues and provides clear advice for the
Trustee Board o consider and make strategic decisions about the direction for the
Society to ensure that we are supporting the intensive care community in the right way.

17.0ur Council members are made up of 22 nationally slected representatives from across
the mulli-professional intensive care team, including consultants, junior doctors, SAS
doctors, nurses, advanced practitioners in critical care, physiotherapists, diefitians and
the wider allied health professionals. The Council also has three specialist advisors:
the Editor-in-Chief of our international peer review journal (the Journal of the Intensive
Care Society - JICS); the Programme Director for our annual ‘State of the Art’ congress
{SOA); and the Chair of our national committee for Focussed Ultrasound in intensive
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Care. Our Council is chaired by myself and supported by our Chief Executive. Council
meetings are held every quarter, and an Annual Members Meeting takes place in early
December each year.

18.The Society invites likeminded organisations, referred to as Strategic Partners, to its
Council meetings in order to facilitate the sharing of information, ideas and resources
across intensive care. The Society works with Strategic Partners where it is in the best
interests of our beneficiaries, and where those organisations meet our charitable
objectives and strategic vision. A full list of the Society’s 21 Strategic Partners can be
found in the Trustee’s Annual Report but by way of examples for the Inquiry, these
include:

Welsh Intensive Care Society (“WICS”);

Scottish Intensive Care Society (“SICS”);
Northern Ireland Intensive Care Society (“NIICS”);
UK Critical Care Nursing Alliance;

British Association of Critical Care Nurses;

-~ 0o a0 oo

Paediatric Critical Care Society;
European Society of Intensive Care Medicine;

= @

Intensive Care National Audit and Research Centre;

Faculty of Intensive Care Medicine (“FICM"); and,
j- Association of Anaesthetists.

19.The Society has a collaborative relationship with WICS, SICS and NIICS and, as above,
invites a representative of each organisation to attend its Council meetings. In addition,
if the Society was to produce guidance on a particular topic (both before and during
the Relevant Period) it would seek to get that guidance endorsed by WICS, SICS and
NIICS. Therefore, whilst each of the devolved nations has its own intensive care
society, the organisations work together for a unified approach across the UK. The
Society was able to react quickly to this rapidly developing surge in cases of a novel
disease caused by a novel virus, because of the open approach to knowledge sharing
that was clear from those in intensive care from the outset. Given the way that the
Society worked closely with the intensive care societies of the devolved nations during
Covid-19, it is not practicable to answer each question posed by the Inquiry separately
for each of England, Wales, Scotland and Northern Ireland. Instead, we provide this
statement from the Society as a whole, with input from senior personnel within the
Society, which seeks to have a UK-wide reach and influence in intensive care. The

6
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Presidents of the Societies of the devolved nations have not been consulted in the
preparation of this statement.

20.During the Relevant Period, the Society also had an international reach - the Society
worked with the devolved nations, Europe and the World to share information and learn
from each other's experiences. The Society believes from its discussions with other
nations at this time that the reason the UK was able to react quickly to the developing
situation is because of being able to utilise existing structures and organisations such
as the National Health Service and the Society, and because it was able to utilise the
UK’s research infrastructure and its exceptional clinical-academic base across
university teams and industry.

21.In terms of the Society’s membership, any person working in intensive care can
become a member of the Society by payment of a membership subscription of an
amount between £329 (for a working consultant) and £42 for a student. It is open to
everyone with an interest in intensive care, and in fact the requirement for membership
during the pandemic was relaxed by the Society, so as to enable access for everyone
to the Society’s knowledge at that critical time. See further below.

22.0ur elected Council and clinical leadership work for the NHS but also volunteer (unpaid)
to work for the Society. As a key independent professional body we were, and remain,
free to speak on behalf of staff and patients for the public benefit without fear or favour.

Covid-19 — the outset of the pandemic

23.The Society’s Executive Committee, elected Council, and expert members were a key
voice in speaking for the ICU community and our critically ill patients during Covid-19,
supporting public understanding of critical care and capacity issues, providing
professional guidance and interacting extensively with the NHS and the Department of
Health and Social Care (“DHSC") when relevant.

24.The Society acted immediately upon the outbreak of the pandemic to work together
with other organisations to, amongst other things, educate and inform the public,
develop guidance, create open lines of communication for those working in critical care,
enable free flowing information and ideas, and perform essential research activity (this
leading to the first international identification of effective treatments). Because the

7
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Society was made up of a collegiate group of subject expert academics (many of
international standing) and national leads, it was able 1o creafs a forum for agile
identification of important issues and of bast practice, and for rapid sharing of this
knowledge such that an effective response to the pandemic could be formulated very
quiickly. This was facilitated also in part by the Government’s prompt action to remove
unnecessary buregucratic processes around research and dala sharing so that agile
working and decision making could be achieved. Where possibile, and whera there was
expert consensus, written guidance was also produced (see further below). Given that
Covid-19 was impacting units and regions at different times and to different degrees,
the Society considered that instant, open and confinuous communication was key in
the sharing of experiences across the sector, and 1o learning from them.

25.From March 2020, ICUs were not only dealing with thelr routine baseload of critically it
patients, but also those seriously il with Covid-18, As a consequence, the volume of
patients to be cared for rose steaply, as did overall severity of lllnass of the patients.
The disease was new, and s management not fully understood (at least at the start).
Logistic complications resulted from the need to protect staff and ‘non-covid’ patients
from infection, how to staff the expanded beads number of beds in use and how o
mairtain supplies of essential drugs and equipment.

26 Many of those in ICUs were on ventilalors, and these palients require 1:1 care.
Capacity was stretched. By way of ilustrative example, my Trust normally has a
maxdmum physical capacity of 24 beds {funded and staffed for 19 level 3 patients; the
sickest patients such as those on ventilators), At its peak which in my Trust was at the
end of January 2021, all 24 beds were full, and we were caring for an additional 37
intensive care patients (821% bed occupancy relative to baseling) elsewhere in the
hospital in ad hoc 10U beds'. My Trust expanded beyond its 24 beds by using
additional beds in a contiguous ward (10 bedded and built with {CU specifications for
future planned growth in demand} and across two geographically separate theatre
recovery areas. This all happaned without an increase in appropriately trained staff but
reliant on existing staff working many more shifts and using staff re-deployed from
other areas, with the best skills available, 1o help. We also required dedicated proning,
vascular access and family liaison teams. My Trust achieved this using a combination
of 1CU staff working additional and very flexible shift patterns, as well as theatre staff,
nurses, operating departmeni practitioners, anassthetists and other non-gritical care
specialties supporting. By way of example, my Trust was utilising radiology clinicians
for line insertion, and other clinical teams for assistance with proning manoeuvres. At

8
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the same fime, the Respiratory Support Unit was also over their capacity caring for
patients with Covid-18. Other Trusts were of course facing the same issues at different
times. Further discussion on capacity is presented below in paragraphs 126 to 144.

17.The Society utilised its reach and technology to provide those working in ICUs (as well
as the general public) with accurale and up 1o date information, and also 1o support
efforts to dispel myths and dismiss misinformation. The Society used various methods
of communication including all of its communication channels: twitter — now X
{@ics_updates ~ 35, 682 followers), WhatsApp (private group), Facebook posts
(Intensive Care Society — 8,500 followers), Linkedin posts (Intensive Care Society —
7,000 followers), direct mailings to our membership contacts database circa 7,500,
weblinks and documents, and mass media (print, broadeast media such as podceasts,
radio and TV programming). It used social media to publicise updates and information,
and o enable fast, prompt and speedy communications inthe fast-changing Covid-19
environment. Over the Relevant Period, representatives of the Society performed
arpund 400 press engagements with a view 10 engaging with the public on critical
issues such as NHS capacity, surges and welibeing. We also engaged with specialised
media stations and organisations to promote NHS England’s vaccine campaign and
increase uptake by members of the public from ethnic minority backgrounds.

28.Between 1 March 2020 and 30 June 2020 alone, the Sccisty’s website had been visited
406,356 times, and its guidance on ‘proning’ patients {i.e. placing them face down o
improve gas exchange, whether breathing for themselves or attached 1o a breathing
maching - see below) had been downloaded from ihe website nationally and
internationally 5,977 times. The Society's wellbeing pages on social media (twitter and
Facebook) had been viewed 852,136 fimes in that 3 month period.

29.Immediate steps were taken by the Society including setting up a WhatsApp group for
UK Covid-19 dlinical leads to facilitate immediate sharing of troubleshooting, support,
guidance, and situation reports in rapidly changing, and novel, circumstances. The
Society set up the group and, on 7 March 2020, invited FICM, the Critical Care
Operational Delivery Netwarks and the Presidents of the Welsh, Northern Irish and
Scottish Intensive Care Socielies to join. Within 24 hours 187 psople had joined and,
within 48 howrs, it had reached WhalsApp's maximum capacity. The Society
developed Rules of Engagement for those who wished 1o join the WhalsApp group
{Exhibit SM/2 - INQD00395318) including that no patient identifiable information was
to be shared and that the group was not meant to replace national guidance.
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30.Normmally, only the circa 3,000 paid subscribing Society members can access the
Society's information, training and comrmunications. Early in the pandemic, the Society
made the strategic decision o remove the barrier such that all professionals could
have such access, regardless of whether they had paid for membership or not (see
Trustee Board minutes 16 June 2020). Therefore, there was no differentiation between
members and non-members over the Relevant Period, the Society opening its doors
to the 30,0004+ people now working in 1CUs nationally. The Sociely's resources were
also used by ICU professionals internationally. The Inguiry has requested that the
Society provides details in this statement of any concerns raised by members of the
Saciety. Due fo the removal of the membership requirement over the Relevant Period,
the Society was not limited o information received just from its members, but the
inclusivity described meant that information was received from across the infensive
care spectrum, and all this information has been inciuded for the Inguiry's
congideration either in this statement or in the documents enclosed o it

31.In addition, the Society immediately established the NECCC, a cross-organisational
muiti-professional group to create a unified national approach to managing Covid-19
in UK intensive care settings. NECCC held weekly meetings, commaencing on 18
March 2020 and it was a forum open to anybody involved in intensive care work.
Specific ‘speaking slots' were given {0 senior members of the Society, and to leaders
from key organisations such as DHSC, NHS Engiand, Public Health England, National
Institute for Health and Care Research, Roval College of Nursing and the Paediatric
intensive Care Society. Critical Care Psychologists also spoke, when available, to
discuss staff psychological welibeing, which was a significant concern. This was, in my
view, a valuable and critical forum which quickly mobilised leaders for the bensfit of
intensive care units across the UK and beyond.

NECCC

32.NECCC aliowed upwards of 100 organisations to access valuable Covid-19 updates
from these key persons; it enabled the sharing of information and allowed participants
0 agree actions o quickly progress and develop research, guidance, daia collation,
training and monitoring so that the pandemic could be better managed in intensive
care settings. it also created a space for any concerns 1o be raised by anyone across
intensive care nationally.

10
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33.The NEGCC Terms of Reference can be located at Exhibit SM/3 - INQO00385328. The
co-chairs of NECCC were Hugh Montgomery {at the time an elected member of
Council) and Ganesh Suntharalingam (gt the time President and then immediate Past
President) on behalf of the Society. Although | was aware of the great work that
NECCC was doing, and | was alive to the guidance and learnings arising from the
sharing of information, | did not attend the NECCC meetings dus to my clinical
demands at that time, nor did | have an active involvement in running NECCC,
Accordingly, the matters addressed within this section in respect of NECCC have been
co-authored by myself and Professor Hugh Montgomery OBE. Due to his position as
co-chair of NECCC, and his significant involvement, Professor Hugh Monigomery OBE
has developed much of this section and he is happy to assist the Inquiry further should
more information be required.

34. There was no charge or fee for joining, it was free to anybody who attended. lis aims
were to:

a. Act as a single point of contact to and from a broad base of clinical, academic,
government and stakeholders;

b. Ensure that cohesive action was taken and prevent inadvertent hampering of
the efforts of others;

c. Address urgent gaps in guidance in a timely way; and,

d. Spread awareness about existing work to avoid duplication and maximise
impact.

35.The weakly meetings were non-hisrarchical and open to all interested parties — both
individuals and institutions. The Society invited experts from across the spectrum of
healthcare, research, education, NHS England, Public Health England, healthcare
professional bodies {including the devolved nations and both public and private sector
digital solutions and other providers). DHSC, National Institute for Health and Care
Research ("NIHR") and NHS senior staff attended, allowing highly successful two-way
communication, such that policy and guidance could be both shaped and supported.
The meetings started off weekly and remained so for some time during the Relevant
Period, eventually becoming less frequent as the pandemic progressed, but becoming
moré frequent again during perdods of Covid-19 surgesiwaves. The NECCC mestings
were simply a forum that was created by the Society for all of those involved in
Intensive Care to be able fo communicate openly and discuss developments, ideas
and strategies for dealing with the pandemic. it was an open discussion forum, and
therefore the ideas or proposals discussed in that forum and ideniified in the minuiss
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represent a discussion that was had at that particular moment in time, but the
pandemic was quickly changing and therefore NECCC was required to be dynamic
and to change course as the pandemic did. The issues discussed do not necessarily
represent the view of the Socisty — the minutes note the views and/or experiences of
the person confributing to that part of the meeting. ¥ a particular idea had suppott, then
it was noted as an action to be taken forward by the most suitable organisation. That
could have been the NHS, the Soclely, a research facility or any other person who
could assist.

36.The first meeting of NECCC was held by video conference on Wednesday 18" March
2020, five days prior 1o the Prime Minister's announcement of the first lockdown, with
over 40 stakeholders participating from across the critical care mulli-professional
workforce and beyond.

37.in attendance at that first meeting were 23 members of the Soclety, senior Soclaty staff
phus representatives from:

a. National Strategic Parners including: Lancashire & South Cumbria Critical

Care and Major Trauma Network, National Medical {.sads Group for the Critical
Care Networks of England, Wales and Northern ireland, WICS, SICS, NIICS,
the UK Critical Care Nursing Alliance, the British Association of Critical Care
Nurses, the Paedialric Intensive Care Soclely, the Ewopean Society of
Intensive Care Medicing, the intensive Care National Audit and Research
Cantre, FICM, the Association of Anaesthetists of Great Britain and Ireland.

b. Crganisationsfindividuals providing_additional _experise, including: NHS

England, National Institute of Health and Care, a sepsis expert, Royal College
of Nursing, British Cardiovascutar Society/ Ewropean Socisty of Cardiology,
Ethics and Patient Safely expert - Cardiothoracic Anaesthetist, Critical Care
Psychologists, British Thoracic Soclely, Extracorporeal Membrane
Oxygenation Expert, Barts Health NHS Trust, BEwropean Resus Council and
specialists in Research, Innovation and Engagement.

38.Additional organisations joined NECCC with each week that passed as and when
additional expertise was identified, and their representatives attended meetings. The
minutes of the NECCC meetings from the Relevant Period can be located at Exhibits
Sh/4 - INQO00385340 to SM/33 - NQO00395333. All individuals who attended were
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initially identified in the minutes attached. As time went on, and the number. of
attendees increased, the minutes noted those to whom minutes were distributed and
a record of who attended was not kept. All minutes are appendad to this statement so
that the Inquiry can see who from each organisation attended or were provided with
the minutes on each occasion.

39.NECCC provided a forum for the NHS fo provide a reqular update on Covid-19, its
spregd, testing and the significant challenges that the hospitals were facing at that time.
It created a regular meeting place for the NHS to advise the sector, directly and quickly,
about what it needed to know, what ICUs should be doing and what they shouldn’t be
daing.

40.By way of example, the challenges faced at the first meeting on 18 March were said by
NHS England fo relate to the:

a. Logistics and delivering goods/equipment to hospital;

b. Trade and the international movement of equipment. Producing countries are

on lockdown;
¢. Distribution channels for PPE.

41.The altendees discussed the challenges faced by the NHS and by those on the ground
in 1CUs each week and decided on actions to be taken forward by individuals who
might be able to assist. The meeting minutes indicate that even at that very sarly stage
of the pandemic NECCC was creating actions, for example contributing fo the
devetopment of guidance for Bespiratory Physicians. Please see section on Guidance
Documents below for full detail.

42.1n order to identify any key areas of focus for the first NECCC meeting, an analysis of
WhatsApp messages sent between § and 17 March was conducted by the Sociaty.
The outcome of that analysis can be located on pages 5 and 6 of the minutes from the
18 March 2020 NECCC meeting at Exhibit SM/4 - INQOD0395340. At that very early
stage, the following themes were identified (using the headings from the meeting
minutes) as being experienced by a number of persons across intensive care, and this
analysis allowed us to foresee different scenarios and fo enable ICUs to plan ahead:

= Personng! Management — a key theme identified early on was how 1CUs might
cope when patient numbers exceeded beds and staffing levels. There was
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early identification of possible staffing issues including because of childcare
issuas if schools were closed, or because of sickness. Possible contractual and
legal issues were also discussed and identified, for example, if employees were
asked o work outside of the scope of their practice,

Personal Protective Eguipment ("PPE" - it was identified that there was

differing advice being given from different organisations globally including
WHO and PHE with regard to PPE, as advice from various different
professional bodies was being published at different time frames when the
evidence emerged. I cannot now recall specific examples of the differences,
however, the NECCC minutes record that there did not appear to be agreement
on footwear in [CUs, for example, or the fype of hoods to be worn and whether
there were different levels of severity of PPE for different scenarios, locations
and medical procedures, Concerns wareg being raised as to the scalability and
avaitability of PPE.

Testing - this involved discussion around what treatment should be provided
in the absence of testing. This was at a stage where lateral flow testing had not
yet been developed and a number of issues were raised regarding how to
safely carry out medical procedures that involved intubation and the provision
of oxygen due to the concems about contamination and Covid-19 spread. The
concerns were about both patient, staff and family salsty, in the absence of
available testing processes. The discussions about oxygen developed over
time into concerns about oxygen demand and supply pressures, and how 1o
maintain safe levels (see below). The NECCC meeting minutes from 9
December 2020 note that "there have been an increasing number of patients
and relatives refusing ICU care and mechanical ventilation specifically with
COVID patients’. The Inguiry has requested further information on this,
however, | was not present when this update was delivered by Ramani
Moonesinghe of NHSE o NECCC and so0 | am unable to provide further detail
or context behind this statement,

Elhics — Intensive care is not restricted by cost or resources. it is for the most
critically ilf patients in the UK and therefore there is, and remained throughout

the Covid-19 pandemic, access for all that required it. Nevertheless, # was
necessary at the outset of the pandemic for the NECCC to consider what would
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happen if hospitals became overwhelmed, how hospitals could plan, and how -
patients could be triaged in the worst-case scenario. Somea examples of the
types of ethical dilemmas discussed include discussions about reatment
decision making and triage or transfer decision making should a situation arise
where capacity (both in terms of available beds and/or available trained staff)
became limited. The Society’s Legal and Ethical Group ("LEAG"), which mat
regularly, discussed these matters in a dedicated forum. Further information on
the clinical tool arising out of those discussions is provided at paragraphs 70
and 71 below.

« Coordination — it was identified that coordination between different hospital
departments such as respiratory wards and specialist extracorporeal
membrang oxygenation ("ECMO”) centres would be required to ensure clarity
about how and when to refer and the ability of these services to accept referrals.

« Set yp — this heading catered for the logistics of intensive care and how fo limit
the spread of Covid-19 within hospitals. It included how hospital spaces could
be set up to cope with the increased demand, what equipment would be
required and any issues that might be foreseen with regard to supply.

e Capacity - the group had identified that there would be a requirement to plan
for increases in capacity and surges by, for example cancelling elective
surgeries or changing staffing ratios. Most Trusts were required to cancel
treatment, however, decisions about what would be cancelled, when and
whether alternative arrangements could be made were decisions made at Trust
level and not by the Society.

« Technology — this looked at how technology could be used to facilitate
communications and reduce the spread of Covid-19 in hospitals.

= Experimental treatment — even within the first week or 50 of the pandemic

impacting the UK, NECCC atitendees were examining the possibility and
feasibility of new treatments and identifying necessary research avenues,

43. These early themes identified via the WhatsApp analysis were then pulled through into
the weekly NECCC meetings and, where required, converted into actions to take
forward. By having policy makers present at the NECCC mestings, they were able to
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hear the concerns raised by those directly caring for patients with Covid-19 and identify
crucial topics and themes.

44.There were 30 NECCC meetings in total and, rather than take each meeting in
chronological order we considered that it might be helpful to the Inquiry to outline in
the statement some of the key themes and workstreams that were considered and
discussed by attendees as per the below. There were many other matters discussed
in the NECCC as is shown by the meeting minutes, however in terms of key themes
these were as follows:

Ventilatory support and capacity

45.Through NECCC, the Society assisted in ensuring that there was clarity about
ventilatory support and capacity available for those who required it. Minutes from the
early NECCC meetings identified that the government were in talks with private and
public organisations regarding the production of ventilators.

46.As noted in the minutes of the 30 September 2020 NECCC meeting, equipment was
not deemed to be as much of an issue as by that point there was a system in place for
ensuring a good supply of consumables. There was by this point also a good reserve
of ventilators in preparation for a second wave. Whilst not all available ventilators at
that point had the same functionality as those bought outside of the pandemic, it was
deemed suitable.

Oxygen supply

47.0xygen supply was one of the fundamental themes of NECCC. Throughout the
pandemic there were different opinions about the best way to deliver oxygen to Covid-
19 patients. For example, oxygen via intubation created a closed circuit whereas other
methods such as Continuous Positive Airway Pressure (“CPAP”) and humidified high-
flow therapy (“HFNO”) had a risk of aerosolisation of the virus - and also used vastly
greater oxygen flows.

48.There were a number of different factors for ICUs to consider in relation to oxygen
supply methods. As a priority, intensive care professionals had to consider the patient’s
needs and medical condition. In addition to that, we had to consider the repercussions
on other patients and staff due to the risk of aerosolisation of the virus and the
possibility of subsequent contamination and spread.

16

INQO00472300_0016



49 Ventilators and other advanced respiratory devices {g.g HFNO) require large amounts
of compressed gas (oxygen and air) to deliver the appropriate concentration and
pressure of oxygen to a patient. As the number of patients requiring respiratory support
increased, the demand for oxygen increased and as such there wers concemns whether
there would be enough oxygen provision.

50.Oxygen delivery and capacity is even more complex than equipment and patient
requirements and especially in the context of a pandemic, The core hospital oxygen
supply pipglines have automatic ‘cut off levels. This is designed to prevent an
explosion occurring if an oxygen leak occurs and cannot be overridden safely.
However, extra-ordinary oxygen use would produce the same prassure drop, and the
oxygen supply cutting off in response would threaten the lives of all patients using such
equipment. The flow of oxygen from a main tank to a patient care space is dependent
on the piped oxygen system in a hospital. Differences in the diameter of these pipes
mean that unlike an appropriately specced intensive care unit, cerlain ward areas may
not be designed 1o {olerate significantly higher demands and therefore not suitable for
use as extra intensive care areas. This resulted in much dlinical time being spent on
monitoring the oxygen supply pressures and equipment use, running oxygen pressiure
tests, and modelling patient mix to ensure oxygen therapy was delivered in the right
clinical areas. The lafter meant that patients would not always be cohorted in the
preferred designated clinical spaces because of constraints around oxygen delivery to
these areas. This all required careful planning and clinical engagement. In my
experience, the documentation required o understand the hospital schematics were
not always immediately available or easy to understand. The accessibility of this
information and interpretation as well as consideration for future hospital designs is
important for future pandemic preparation.

51.The Society issued a Safety Alert on & April 2020 (Exhibit SM/34 - INQOQ0395334) as
a result of an NHS England Improvement ("NHSEI"Y Urgent Patient Safety Motice
(“UPSN") to communicate the concerns and risks regarding oxygen use, which
included some advice about steps 1o take. The Safety Alert strongly encouraged all
instititions to pay close attention to the actions required in the USPN, specifically
urgent liaison between clinicians and hospital oxygen engineering teams in respect of
assessing and moniloring the infrastructure systems for delivering oxygen.
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Renal support

52.There was significant need for renal care among Covid-19 patients. Around a quarter
of ICU Covid-19 patients needed renal replacement therapy in wave 1 (‘a kidney
machine’ which replaces the normal blood-filtering function of the kidneys). There was
a genuine concern amongst ICUs that we would run out of machines, and guidance
and strategies were put in place as outlined below at paragraphs 53 and 54 to help in
these circumstances.

53.Unfortunately, throughout the pandemic, ICUs experienced a shortage of machines,
circuits and consumables for renal replacement therapy due to challenges with supply
from Europe. NHS England set up a centralised dialysis consumables coordinating
team to coordinate the delivery of dialysis fluids and catheters and to allocate them
appropriately. In parallel, in June 2020 we wrote a guideline developed in collaboration
with the Renal Association (see Guidance section below).

54.In addition, one of our Council members and her hospital team developed a technique
to produce dialysis fluid in-house. This was shared with NHS England and the renal
resilience team. | have attached the relevant paper for information (Exhibit SM/35 -
INQ000395335).

Anti-coagulation

55.Blood clotting (thrombosis) was common in patients with Covid-19. At the outset of the
Covid-19 pandemic, how best to prevent and identify such clots were identified as
issues to urgently address and ‘Anticoagulation’ became a workstream for NECCC.

56.0n 22 April 2020, the Society thus brought together Haematology, Radiology,
Respiratory and Emergency Medicine experts in a ‘Knowledge Share’ to discuss this
issue and to produce guidance.

Tracheostomy

57.Tracheostomy (a procedure to help air and oxygen reach the lungs by creating an
opening into the trachea from outside the neck) is performed in around 10-13% of all
level 3 UK ICU admissions. Before the clinical course of Covid-19 in the critically ill had
been fully characterised, it was identified that there were considerations for patients
with new or existing tracheostomies. It was necessary to balance the risks of infection
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control regarding the aerosol spread of the virus versus the best management for the
patient with a tracheostomy.

58 NECCC created a forum for specialists to discuss what they were seeing on the ground,
and the need was identified for praclical guidance regarding how to manage a
fracheostomy patient (either when ventifated or not) and performing a new
tracheostomy (ses Guidance table below).

Wellbeing

59.The Society is familiar with supporting its members through difficult and traumatic
situationsg, as the very nalure of intensive care involves routine exposure 10 the death
of patients. However, the pandemic saw a significant increase in the number of ICU
patients, in their ages (younger than usual), and their death rate. Staff alsc felt pressure
from risk of infection {for them and their families), working long hours {(with limited
breaks) in uncomifortable PPE, and working outside roles for which they were trainad
or with others working in this way. Together, such pressures (and more) caussd
intense psychological pressure. From the outset of the pandemic, NECCC recognised
this and identified maintaining psychological wellbeing of staff and their familiss
{(hereafter, ‘wellbeing’) as a crucial element of is work,

60.Due to the volume of workstreams that arose out of NECGCC on this topic, a separate
section has been produced in the statement beiéw, However, as ¢an be seen from
the NECCC briefing papers at Exhibits SM/36 - INQO0O0395336 and SM/37 -
INQUO00385337, atthe end of March 2020, NECCC had already commenced reviewing
existing research from official bodies such as WHO and critical care psychologists,
trauma psychologists and those who worked with patients in Wuhan (Covid-18) or
pravious novel infectious-disease outbreaks including SARS, MERS and Ebola to see
what lessons could be learmnt. In addition, NECCC members commenced primary
research, and identified and created guidance and briefings that would be useful to
staff, patients and families to help them prepare for the psychological impact of Covid-
19.
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Rehabifitation post ICU

61.NECCC identified early on in the pandemic was that the impact of Covid-19 would niot
just be immediate in terms of critical hospital treatment. NECCC carried out a horizon
scanning exercise to identify future potential issues.

&2, Recovery for 1CU palients would need a longer-term strategy and NECCC identified
that rehabilitation alternatives to hospital could be required in the medium to long term.
The Society engaged with NHS England, the National Olympic Committeg, hoteliers,
and sports science/rehabifitation lsads to brainstorm ideas and develop research
streams 1o proactively prepare for possible fulure needs. The Society then set up the
multi professional and multi-agency National Rehabilitation Collaborative to drive this
workstream and report back to NECCC.

63.Recovery and rehabilitation for ICU patients commences on the ICU and continues on
the acute wards to which ICU patients are normally transferred. it then condinues more
long term on non-acute wards and in the community. Recovery from ICU is lengthy
and cosily and therefore a multidisciplinary approach as early as possible is required
for 1CU patients.

64. Several workflows spawned from these discussions. This included the development of
a screening tool to inform the rehabilitation and suppor needs of patients following
treatment in intensive care (Exhibit SM/38 - INQO00395338) which was designed to:
inform the immediate plan for care on the acute ward; identify problems that are likely
to require further, more detailed assessment/evaluation by members of the multi-
disciplinary team; and inform the development of the rehabilitation prescription as
patients leave the acute care setting. 1t also included a helpful guide to assist those in
identifying rehabilitation needs (Exhibit SM/39 - INQO00395339) by detailing the
categories of rehabilitation needs and the level of involvement and care that those
patients would require. This ranged from ‘Category A’ patients who have very complex
rehabilitation needs requiring specialist inpatient rehabilitation delivered by a multi-
professional team, to Category C patients who do not have complex rehabilitation
needs and who would be suitable for rehabilitation in a residential sefting. The Society
also collaborated to prepare a paper ‘Speech and language therapy for Covid-19
patients and beyond’ (Exhibit SM/40 - INQQ00395341).
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Training for non ICU staff

65.As above, personnel management was an area of concern identified even prior to
NECCC being formed. NECCC took significant steps to address that concern in
relation to the training of non-ICU staff and upskilling those who were redeployed.
Examples of how this was done are provided below at paragraph 66.

66.By way of examples, the Society:

e Assisted British Association of Critical Care Nurses (“BACCN") to communicate
and signpost their training for non-1CU nurses working in critical care;

¢ Made online teaching resources available;

e Liaised with Major Victoria Bulleid to work with her to prepare a nursing training
package for military medics to assist on ICU wards;

¢ In September 2020, the Society also awarded a grant of £5,000 to Brunel
University to fund a project for GP training about rehabilitation needs post
Covid-19 “the Covid-19 ICU Remote Learning Course (CIRLC) to raise
awareness of Post Intensive Care Syndrome in Primary Care.”

Ethics decision making

67.At the request of the four Chief Medical Officers (“CMQ") for the UK, Dr Ganesh
Suntharalingam (the then President of the Society) and Prof. Helen Stokes Lampard
(former Chair of RCGP), were asked to assist the Government’'s Moral and Ethical
Advisory Group (“MEAG”) in developing national guidance on clinical prioritisation and
risk thresholds to guide organisations’ and clinicians’ response to the Covid-19

outbreak.

68.A draft framework and background document was prepared by MEAG and circulated
to NECCC marked Confidential, not for further circulation. However, it was not ever
published as expected.

69.It was clear from feedback received at NECCC meetings that there was a need for
national guidance and that those on the ground would benefit from some direction to
assist them in their decision-making in of the event of the NHS being overwhelmed
and patients needing to be triaged for treatment. This was a particular concern in the
early stages of the pandemic when little was known about the virus, and the supply of
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vital resources and trained staff was uncertain. The Society was therefore keen to
retain the clear advice developed in the draft guidance.

70.The Society subsequently developed the draft guidance for ICU staff to use as a
Decision-Support Tool if required (Exhibit SM/62). It was endorsed by the Society, and
also by:

e Royal College of Physicians (London)

e SICS

e WICS

e All-Wales Trauma and Critical Care Network
e National Critical Care Networks of England
e Critical Care Network Northern Ireland

71.1t was intended to provide practical support and clear protocols for clinicians to apply
and to support them accordingly in considering what treatment would be most
appropriate for a patient. A decision on the appropriateness of a specific treatment was
not concerned with whether patients would receive treatment, but what treatment
should be offered that would be most likely to benefit them. To assist in this decision
making, the guidance provided: a structured approach to assessing when critical care
is an appropriate option; individual and organisational responsibilities in respect of
critical care and capacity decision making; and commentary on ethical practice when
critical care capacity is overstretched. The principles identified within the guidance
were intended to be consistent with the current ethical and legal frameworks already
in place at that time. The Society produced this as a tool to support clinicians however
it was down to individual Trusts to implement it at a local level as they considered
necessary and appropriate. The Society does not request feedback from Trusts as to
how or when it was implemented and so it is not able to provide any examples of
individual clinicians having used the Decision-support Tool nor is the Society able to
comment on how individual clinicians may have made treatment decisions prior to the
tool being developed. In any event, by the time that it was issued in May 2020, the
situation on the ground was more stable, lockdown restrictions were eased, and it was
clear that the Decision-Support Tool would likely not need to be used. As the long-term
situation was unclear, the guidance remained in place throughout the pandemic for
use by Trusts if required in future waves, and it was also published in the Journal of
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the Intensive Care Society (2021. Vol 22(3) 204-210). The LEAG also released a one-
page summary on legal liabilities and indemnity.

Research

72.NECCC provided a forum for attendees to be kept abreast of academic research that

was ongoing to assist with understanding and treating Covid-19, and creating a

vaccination against the causative virus. The Society did not undertake any Covid-19

research itself, but awarded grants to fund it, as follows:

Date Title of the study Amount
awarded
Nov- How does the severe critical iliness driven by Covid-19 £14,291.00
20 encode its long-term effects?
Nov- The psychological impact of surviving an intensive care £14,361.50
20 admission due to Covid-19 on patients in the United
Kingdom
Nov- Characterising  biological mechanisms underlying £14,838.74
20 ethnicity associated outcomes in Covid-19
Feb- Ventilator-induced kidney injury (VIKI) £10,000.00
22
Feb- Variant-to-function: understanding the role of DDP9 £14,830.00
22 genetic variants in acute and chronic lung disease
Feb- Identification of mechanisms underpinning antibiotic- £13,000.00
22 induced immunomodulation in sepsis
£81,321.24

73.The Society considers that one of the key advantages that the UK had over other

countries during the pandemic was the national clinical critical care research

infrastructure which enabled high quality studies to be designed and recruit patients to

better understand the impact of various treatments on the virus. They worked tirelessly

to understand the virus so that the intensive care professionals could decide on the

correct treatment and the relevant precautions that should be taken.

74.Nationally, all non-Covid-19 clinical research was paused for several months while

research staff focussed on Covid-19-related work. This will have had an impact on the

23

INQO000472300_0023



guality of some of these existing non-Covid-18 trials, with patient recruitment
suspended, and those already enrolled often missing outcome measures due to staff
baing re-depioyed to ¢linical work, The effect of this on patient care going forward is
unknown. in addition, some hospitals redeployed their research staff to direct clinical
care, and this was 1o the detriment of even Covid-19 research.

Data collection and acoess

75.NECCC identified that the absence of centrally-held data for Covid-19 patients made i
logistically very difficult to obtain, compare and analyse the data thal were being
recorded. The challenge was that in England there were a number of different systems
and data-custodians, whereas in other countries (for exampie Scotland) data were held
in a central location, making it easier 1o access and interpret frends.

76.0ne of the tasks that NECCC identified was to try 1o create a single data entry portal
for all NHS patient data in England, and a numbaer of different ways of achieving that
were considered. This would require the amalgamation of NHS data held by individual
Trusts info one ceniral system. | is not an exercise that the Society would be able to
conduct itself as it is not the custodian of the data - it would have been an exercise that
would have needed t0 be conducted by the NHS. Unforfunately, it became apparent
that such an exercise would be very complex, time consuming and require significant
funding and so lobbying for the creation of this portal was not pursed, although the
Society still believes that this would be a useful too! {0 have in place in the avent of
another pandemic.

Personal Profective Equipment

77.Asidentified prior to the NECCCT mestings commencing {(see above) there was differing
advice being provided from different organisations globally including WHO and PHE
with regard to PPE. The Socisty responded to the evidence around PPE as it was
amerging and changing, and there were ongoing discussions around whether or not
the PPE that had been recommended by the different global organisations was
effective. The Society worked with the infection Prevention Society to produce an
sducational video for intensive care professionals about the use of PPE. The Society
deferred to PHE in relation o issues of PPE, and the Society's messaging to its
members was aligned with the NHS messaging. Guidance was issued by the Soclety
on PPE (see below).
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Guidance

78.NECCC drove the clinical response nationally and, with advice from legally-qualified

advisers, the NECCC identified areas where guidance was required. As mentioned
above at paragraph 35, if a particular idea raised at a NECCC meeting had support,
then it was noted as an action 10 be taken forward by the most suitable organisation.
That could have been the NHS, a research facility or any other person who could assist.
This section sets out information about the actions that were taken forward by the
Society and developed info guidance that was either produced by or in collaboration
with the Society. Our members formed working groups who weote national guidance
on many aspects of intensive care management, including ventilatory support. The
guidance that was prapared, crystallised and converged the experience and practice
of the muiti-professional intensive care staff along with research and academic leads
as discussed in the NECCT mestings. In effect, the guidance produced put into writing
what was already being done in practice on the ground.

79.30me of the guidance was produced in conjunction with other organisations and some

guidance was produced with the Socisty as the lead. Other organisations often
endorsed the guidance that the Society produced. As with any guidance,
implementation at a local level was a matier for the individual regions.

80.We created guidance on a multitude of areas impacting intensive care including the

developing clinical management of Covid-18, therapeutics, ethical frameworks,
resource and infrastructure. The Inquiry has helpfully lidentified those guidance
documents on which it would be useful to have further information. For ease of
reference, we have placed them in chronological order within the table below, along
with a short summary of sach. The table below contains all relevant guidance that was
produced by or with the collaboration of the Society and if it is not so listed then it does
not exist. The Ingquiry kindly identified those guidance documents on which # wanted
to have further detall and those 39 gquidance documents are attached in full at Exhibits
41 to 79,

No

{zuidance Title Description Date

Guidelines on The | This was a pre-Covid-18 guideline document | July 2018
Management of  Acute | which was published by FICM and the Sociaty.
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Respiratory Distress | The Guideline uses Grading of
Syndrome {SM/41 - | Recommendations Assessment, Development
INQOBOBYB268) and Evaluation (“GRADE"} methodology o
make recommendations for the management of
adult patients with acute respiratory distress
syndrome {("ARDS"). GRADE is "a systematic
and tansparent approach for rating the
certainty of evidence in systematic reviews and
clinical practice guidelings, and for developing
and determining the strength of clinical practice
recommendations” {(Grahoim A; Alhazzani W;
Morten, H Moller (2018))

The British Thoracic Society supporied the
recommendations in The Guidelines.

The topics considered were chosen by the
Guideline Development Group (“GDG") in light
of the results from a survey carried out for the
Society, including 566 responses from 3,200
members. Certain topics were excluded by the
GDG if it was felt that there was a dearth of
evidence, when the evidence was not specific
to ARDS, and if there was overlap with existing
guidelines.

The Guideline received contributions from 21
individuals, as listed on page 4 of the exhibit,
including input  from specialist  exiermnal
consultanis internationally.

Prone Positioning in Adidt | This is a pre-Covid-19 guidance document | Nov 20189
Critical Care (8M/42 - | published by FICM and the Society in respect of
INQODO395279) using proning for patients with ARDS. The
| Guidance outlines that research into this topic
over the previous two decades, combined with
primary research conducted by the Society and
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FICM, iﬁdicated that ‘oxygenaﬁon can be
significantly improved in patients with ARDS
when ventilated in the prong position, and that
the majority of the Soclety and FICM's members
routinely proned a patient with refractory
hyposia.

The Guidance was produced with the aim of
helping to improve safety and reduce
complications  associated with the prone
positioning of mechanically ventilated patienis.
The Guidance also aims to standardise the
approach o managing cardiac arrest in the
prone position, to provide some guidance on
prone ventilation in ECMO patients, as well as
considerations for performing bronchoscopy in
the prone position.

The Society revised and reissued this guidance
during Covid-19 and published Prone
Ventilation and Covid-12 {see below)

Information about 2018-nCoV | Guidance issued by the NHS8s High | Undated but

for UK Critical Care Consequence Infectious Diseases {Airbomne) | published
Departments (SM/43 - Network and endorsed by the Society. February
| INQ000392124) ; 2020

The Guidance is in respect of: Preparing critical
care departments for Covid-18; Managing
suspected Covid-19  patients;  Managing
confirmed Covid-18 patients; How critical care
patients access the HCID{A) network; Non-
invasive ventilation and High Flow Nasal
Cannulae; Sterold therapy; and Critical care

patient access to ECMO.
Covid Lung Ultrasound Covid Lung Ultrasound Dataset published by | Undatad but
Dataset (SM/44 - the Society. , published
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INQ000395301) ' March 2020

Daily Checklist for ventilated | Daily Checklist for ventilated Covid-19 patients | Undated but
Covid-19 patients (SM/45 - published by the Society which detailed the | published
INQO00395302) required treatment protocol for the different | March 2020
components of a ventilated patient's care
including: Airway; Breathing; Circulation;
Sedation; Exposure; Food and Family;
Haematology; and Infection/Drugs.

Prone Positioning in Adult This document was designed to be a ‘quick | Undated but
Critical Care (SM/46 - guide’ for those working in ICU in respect of | published
INQO00395303) prone positioning in adult critical care. It was | March 2020

published by FICM and the Society

The document provides guidance in respect of:
Pre-procedure;  Airway/Breathing;  Neuro;
Skin/Eyes; Tubes/Lines; General guidance. It
also provides a pictorial guide to proning safely,
and a safety checklist for those conducting the

manoeuvre to follow.

Covid-19 Airway Management | Guidance published by the Society, FICM, the | 13/03/20
Principles (SMm/47 - | Association of Anaesthetists (“A0A”) and the

INQ000352876) Royal College of (“RCoA”) Anaesthetists in

respect of emergency tracheal intubation of
Covid-19 patients.

The Guidance provides a summary and
workflows of how to intubate critically ill adults,
as adapted for patients with Covid-19.

Physiotherapy Lung Guidance published by the Society, | 23/03/20
Ultrasound - A Practical Physiotherapy Lung Ultrasound (“PLUS"), and
Guideline on Supporting the Association of Chartered Physiotherapists
Acute Hospital Colleagues in Respiratory Care (“ACPRC").
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(SM/48 - INQO00395305)

The Guidance focusses on supporting acute
hospital colleagues with the aim of explaining
the current known Covid-19 presentation and
under Ultrasound

progression Lung

assessment to allow physiotherapists to
contribute to the acute and critical

their

care

workforce as well as guide own

physiotherapy interventions.

9 Lung Ultrasound for Covid-19 | The Society manages the UK national | 23/03/20
(SM/49 - INQ000395306) accreditation programme (Focussed Ultrasound

in Intensive Care — FUSIC) for lung ultrasound.
During Covid-19 we published further guidance
based on experience from the intensive care
community in China and ltaly explaining the
benefits of Lung Ultrasound for patients with
Covid-19.

10 | Decontamination Guidelines | Guidance published by the Society, The Society | 23/03/20
ultrasound Transducer and | for Acute Medicine (“SAM") and Focused Acute
Equipment  Cleaning and | Medicine Ultrasound (“FAMUS”) providing
Disinfection (SM/50 - | recommendations for individual focused
INQO000395269) ultrasound in intensive care (“FUSIC") and

focussed acute medicine ultrasound (“FAMUS")
practitioners and departments to minimise the
risks associated with Point of Care Ultrasound
(“POCUS").

11 | The role of ultrasound for | Guidance published by the Society, The Society | 23/03/20
patients with suspected or | for Acute Medicine (“SAM") and Focused Acute
proven Covid- 19 (SM/51 - | Medicine Ultrasound (“FAMUS”) outlining
INQO000395270) potential indications of uses of Point of care

ultrasound (“POCUS”) and how, when and by
whom it should be performed. Point of care
ultrasound refers to a focused ultrasound
examination performed for a specific clinical
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question or for specific sympltoms at the
patient's bedside, remote from the radiclogy
departmeant.

Commaonly, POCUS refers o an ulirasound
examination performed by a non-imaging
specialist, such as staff in the Emergency
Department, the Intensive Care Unit, Urology,
and, increasingly, in GP surgeries. In addition,
POCUS frequently aids the decision-making of
obstetricians, podiatrists, paramedics and other
practitioners in & variety of locations.

Sonographic features of Covid-18 are also
described.

The guidance contains finks 1o the Society’s
website where videos of how to perform lung

ultrasound  were  located, along with

infographics.

12 | Considerations for | Guidance published by the Sociely with FICM | 24/03/20
tracheostomy in the Covid-18 | and the National Tracheostorny Safety Project
outbreak {(SM/B2 -1 ("NTSP") for NTSP  considerations for
INQOOO395271 tracheostomy in the Covid-19 outbreak.
The guidance considers balancing the risk of
infection control regarding aerosol spread of the
virus versus the best management for the
patient with a tracheostomy.
13 | Joint Statement on | Joint statement from multiple organisations | 25/03/20
Developing Immediate Critical | outlining the principles for increasing the
Care  Nusing  Capacity | nursing workforce in adult critical care. The
(SM/B3 INQ000227427) | statement sets out the commitments of each of
the signatories and it arises oul of the
acknowledgement of the need fo train non-ICU
nurses to work in critical care.
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The Joint Statement is endorsed by 14

Organisations (including the Society) as

identified on page 1, and signed by those listed |

on pages 4 and 5 of the exhibit.

14

Family Leaflet “the care we
provide for your relative”
(SM/54 - INQO00395273)

Leaflet prepared by the Society advising
families of the care that will be provided to their
loved one who has been admitted to intensive
care with a severe chest infection (pneumonia)
which is suspected to be a result of Covid-19.

The leaflet sets out how treatments are
supportive only, and will not influence the effect
of coronavirus on the body. It also provides
details of resources available to families for
support.

26/03/20

15

Use of Continuous Positive
Airway Pressure (CPAP) for
Covid-19 Positive Patients
(SM/55 - INQ000395274)

Letter from Professor Jane Eddleston, Chair of
NHS England Adult Critical Care Clinical
Reference Group, on letter headed paper from
the Society and FICM. It's likely that the Society
added its logo to this NHS letter support its rapid
dissemination.

The letter sets out early indicators that the use
of CPAP may be of benefit to patients earlier on
in the Covid-19 disease process than first
thought and may prevent deterioration. It also
provides a link to updated NICE guidelines on
the use of CPAP in the early stages of the
disease.

28/03/20

16

Introduction to Critical Care:

UK Clinical Pharmacy Association (UKCPA)

Undated but

A Covid-19 Rapid Response | Guidance document endorsed by the Royal | published
Document (SM/56 - Pharmaceutical Society and the Society. April 2020
IN 2
Sl The Guidance aims to provide pharmacists with
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a brief understanding of the critical care patient,
the environment, and some of the tools to
provide clinical review.

17

Guidance for Prone
Positioning of the Conscious
Covid Patient (SM/57 -
INQO00395276)

Guidance published by the Society which
provides guidance on proning conscious
patients who have contracted Covid-19. It
includes a flow diagram to identify when it may
be beneficial to trial conscious proning.

The document incorporates indications and
contradictions as well as a guide on how

patients should position themselves.

The Society had produced proning positioning
critical care guidance pre-pandemic. When
hospitals realised that proning was helpful for
Covid-19 patients, the existing guidance was
developed for Covid-19 patients. The proning
guidance had some interest internationally, with
France, Spain, Canada and the US, wanting to
replicate it.

During NECCC meetings clinicians reported
that as a result of proning some patients were
suffering with brachial plexus injury known as
Prone Position Plexopathy (PPP) and the
Society worked with the British Orthopaedic
Association to produce guidance about this.
See below and exhibit SM/72 - INQ000395293.

12/04/20

18

Position Paper Covid-19
Visiting at the End of Life:
Facilitating Compassionate
Care for Patients Dying with
Covid-19 (SM/58 -
INQ000395277)

Joint statement from the Infection Prevention
Society (“IPS”) and BACCN, endorsed by the
Society setting out the facilitation of
compassionate care for end of life patients with
Covid-19. The paper provides commentary on:
Facilitating family visits; The location of the

15/04/20
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the
hospital/hospice/care home; Minimising the risk

dying person; Getting to
of infection; Care of the next of kin/significant

other; Actions at the end of the visit.

19 | Advice for Hospital Admitted | Guidance published by the Society and the | May 2020
Patients: How o Manage | Royal College of Occupational Therapists
Post-viral Fatigue after Covid- | (“RCOT") on managing post-viral fatigue for
19 (SM/59 - INQO00395278) | patients who have been admitied to hospital
with Covid-18. The guidance provided advice
for patients whilst In hospital and onge
discharged, and focussed on a range of topics
including rest, nourishment, movement, routine
and fun activities to aid recovery from post-viral
figure in a manageable way. The guidance also
offered advice about what to do if symptoms
were not improving.
20 | Advice for Non Hospital | Guidance published by the Society and the | May 2020
Admitted Patients: How to | RCOT on managing post-viral fatigue for people
manage post-viral  fatigue | who recovered from Covid-19 at home.
after Covid-19 (SM/E0 -
INQO00385280)
21 | Practical Advice for | Guidance published by the Society and RCOT | May 2020

Conserving  Yowr  Energy
During Post Covid-18 (SM/61
~ INQO00395281

on how o conserve energy for people during
and after having Covid-18.

The guidance document discusses the 3 Ps
Principle’: Pace, Plan and Prioritise.

22 | Clinical Guidance: Assessing | Guidance published by the Society as referred | Undated but
whether Covid-18 patients to and discussed at paragraphs 71 and 72 | published
will benefit from critical care, | above. | May 2020
and an objective approach to
capacity challenges (SM/82 -
33
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INQO000395282)

23

Guidance on the Use of
Video Communication for
Patients and Relatives in ICU
(SM/63 - INQ000352892) |

Guidance published by the Society, UKCCNA,
BACCN, Critical Care Networks-National Nurse
Leads (CC3N) and PICS which relates to the
use of video conferencing between patients in
ICU and their families; and Factors to consider
before using video conferencing technology.

Undated but
published
May 2020

24

Covid-19 Pandemic Personal
Protective Equipment (PPE):
Guidance for Intensive Care

(SM/64 - INQO00395284)

Guidance published by the Society, FICM, UK
Critical Care nursing Alliance (“UKCCNA”") and
Infection Prevention Society (“IPS").

The document sets out guidance for intensive
care in respect of pandemic personal protective
equipment for the purpose of Infection
Prevention and Control (IPC). The Guidance is
written in support of critical care delivery and
offers a pragmatic interpretation of the generic
PHE guideline on PPE issued at that time.

The guidance addressed the types and
specification of PPE to be used for elective and
emergency procedures in both Aerosol
Generating Procedures (“AGP”) and Non AGPs
where a patient does not have Covid-19 and
where a patient is suspected to have Covid-19.
The Guidance also details how frequently the
PPE should be changed.

The guidance recommended a variety of PPE to
be used in different circumstances, by way of
example fluid resistant surgical masks
(“FRSM") were recommended for patients who
were suspected or proven to have Covid-19, but
were undergoing a non-AGP, whilst filtering
face piece 3 (‘FFP3") masks were

July 2020
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rezcommended fer 'suspeétéd or proven Covid-
18 patients undergoing AGPs, as FFP3 masks
are designad with a minimum filtration of 99%,
thus protecting against very fine particles.

The Guidance was endorsed by the five
Organisations listed on page 2 and contributed
to by 20 individuals listed on page 4 of the
exhibit.

25

Musculoskeletal and Physical
Therapy for Covid-18
Patients in ICU and beyond
(8M/B5 - INQI000395285)

Guidance published by the Society setling out
how the effect of ICU on muscle and aerobic
capacity, and the use of proning during
mechanical ventilation leads to an increased
stress on the cervical spine and shoulders,
requiring specific MSK rehabilitation in a large
number of ventilaled ICU patients. The
Guidance provides recommendations for MSK
rehabilitation.

August
2020

26

MNeurology for Covid-19
Patients in ICU and Beyond
(SM/B6 - INQO00395286)

Giuidance published by the Society setling out
the recognition that Covid-19 may result in
neurological presentations, complications and
sequelae, particularly following critical care. The
document provides recommendations in
respect ofi General functional recovery;
Screening for newrological symptoms; Formal
assessments; Involvement in a registry; and
Triggers for neurological referral before or
immediately following transition to ward care.

August
2020

27

Dietetics for Covid-19
Patients in ICU and Beyond‘
(SM/B7 ~ INQO00395287)

Guidance document published by the Society
which identifies that at the time of its production,
there was no consistent follow-up from a
nutrition perspective nationally for a general
ICU patient and the NICE Guideling for

August
2020
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rehabilitation after critical illness (CG83)

provides little nutrition related information.

The Guidance sets out that emerging data
suggests nutrition related symptoms manifest
early in the viral process and are persistent post
discharge from ICU. The Guidance sets out the
importance of nutrition input during and post
ICU. It provides recommendation for practice
following admission to ICU with Covid-19.

28

Occupational Therapy for
Covid-19 Patients in ICU and
Beyond (SM/68 -
INQ000395288)

Guidance document published by the Society
which identifies that at the time of its production,
the outcomes for patients post ICU admission
with Covid-19 was not fully understood. The
Guidance set out the impairments which were
being reported at the time of its production, and
recommendations for practice.

The Guidance received contributions from five
individuals listed on page 3 of the exhibit.

August
2020

29

Psychology Support for
Covid-19 Patients in ICU and
Beyond (SM/69 -
INQO000395289)

Guidance document published by the Society
which identifies the anticipated psychological
needs of critically ill Covid-19 patients. It
identifies that at the time of its production,
increasing evidence showed that coronaviruses
are not always confined to the respiratory tract
and may also invade the central nervous
system, including neurological diseases and
therefore patients are likely to experience

cognitive impairments.

The Guidance references existing guidance for
critical care patients, and provides
recommendations for practice.

August
2020
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30

Responding to Covid-19 and
beyond: Framework for
Assessing Early
Rehabilitation Needs
Following Treatment in
Intensive Care (SM70 -
NQO00385291)

A Framswork document published by the
Society, the British Society of Rehabilitation
Medicine ("BSRM"), the Royal College of
Physicians ("RCP") and Royal College of
General Practitioners ("RCGP").

The Framework aims to provide guidance for

improving the early identification of
rehabilifation ngeds in ICU patients in the acute
setting; signposting the appropriale specialist
assessment and investigation for patients in the
context of the Covid-19 pandemic; improving
the communication of these needs along the

patient pathway.

The Society’s National Emergency Critical Care
Committee established in March 2020 identified
rehabilitation as a core area of concemn. As a
result, in April 2020, the Society convened the
National Postintensive Care Rehabilitation
Collaborative consisting of over 30 multi-
professionals. The Collaborative reported into
NECCC on a weekly basis. This Framework is
the initial output of that group and is endorsed
by 10 Organisations as listed on page 2 of the

Framework.

06/10/20

31

Renal Replacement Therapy
for Critically Unwell Adult
Patients Guidelines for best
practice and service
resilience during Covid-19
{SM/71 - INQD00395292)

Guidelines published by the Socisty, the British
Society ("BRS" and The Henal
Association.

Henal

The purpose of the Guidelines was o support
implementation of the NHS England service
specification which describes the requirements
for renal replacement therapy as an
independent service for adult critical care

services. The Guidelines were prepared with

08/10/20
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patient review.

The Guidelines received contributions from over
50 individuals listed on pages 2 and 3 of the
exhibit and were accredited by the National
Institute for Health and Care Excellence
{(“NICE™.

3z

Guidance For: Prevention,
Diagnosis and Management
of Plexopathy During Prone
Positioning (SM/72 -
INQIO00396283)

Guidance document published by the British
Orthopaedic Association and the Society to help
minimise the risks assoclated with proning. The
Guidance atmed to address concerns about the
risks of proning and does not purport to address
alt causes of peripheral nerve injury from ITU
care but to function as a guidance document
towards best practice.

This Guidance supplements previocus guidance
issued on proning and was produced in
response to an increased pressntation of a
number of cases of brachial plexus injury known
as Prone Position Plexopathy. During the
pandamic the Society, like everybody eise, was
required to react to the changing circumstances
of Covid-19 and to adapt as nscessaty in line
with the most recent data and learnings.

November
2020

33

Covid-19 Best Practice
Guidance: Feeding Patients
on Critical Care Units in the
Prone Position (awake and
sedated). (SM/73 -
INQO00395294)

Guidance published by The British Dietetic
Association {BDA), the Critical Care Specialist
Group and the Society in respect of critical care
best practice for feeding patients on critical care
units in the prone position {awake and sedated)
which aims o provide practical guidance to
optimise nutrition and safe feeding in the prone
position and provide a summary of the evidence
available.

0912/20
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34

Intensive Care 2020 and
beyond: Co-developing the
future (SM/74 -
INQO000395295)

Report published by the Society, which
presents findings from extensive engagement
across the intensive care workforce, with
findings from a series of focus groups regarding
the delivery of intensive care, and responses to

a survey from over 500 Society members.

The report examines six questions: What is
intensive care for; How many ICU beds do we
need; Who should staff intensive care; How
should we develop intensive care staff, How do
we know how good we are; What is the role of

research in intensive care.

Undated but
published
January
2021

35

UKCCNA Position Statement
— Nurse Staffing during
Covid-19 (SM/75 -

' INQ000300140) |

Position Statement published by the UKNCCA
which the Society is a member of. The
Statement addresses: Nurse-patient ratios;
Redeployment of staff; and Nurse well-being.

This document did not replace the previous
Position Statement but reinforces the position
that safety is best with a trained nurse ratio of 1
nurse to 2 patients.

The statement was reviewed by NHS England.

13/01/21

36

Recovery and Restitution of
Critical Care Services during
the Covid-19 pandemic
(SM/76 - INQ000395297)

Analysis document published by the Society

which provides principles and
recommendations for the recovery phase of
ICUs. The Guidance covers four key aims:
Space and services, staffing, specialist
equipment and impact on scheduled surgery; A
description of the critical care recovery phases
and definitions; Criteria and recommendations
for each of the described recovery phases; Data
showing the scale of additional ICU beds

opened in January 2021 compared with 2020.

09/02/2021
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Further information on this document and the
information contained within it is provided below
at paragraphs 131 and 132,

37

Intensive Care Guidance for
the Management of Vaccine
Associated
Thrombocytopenia and
Thrombosis (VA TT) (SM/77
- INQDD0395298)

Guidance published by the Socisty and the
Neuro Anaesthesia and Critical Case Soclety
(NACCS) in respect of the management of
Vacecine Associaled Thrombocyiopenia and
Thrombosis (VA TTY.

The Guidance provides commentary on
Background; Clinical features; Laboratory
Investigations; Imaging: Management; and
Reporting.

09/04/2021

38

Pulse Oximetry and Ethnicity
- the time to act is now.
(SM/78 - INQOD0385299)

Press Release published by the Society in
raspect of the equipment used fo monitor
oxygen saturations, especially for patients with
darker skin pigmentation. The Press Release
highlighted the risk of oxygen monitoring device
grror as  with  critically  unwell  patients,
hypoxaemia and hyperoxaemia have bsen
associated with harm and so it is imperative that
pulse oximeters maintain a high degree of
accuracy. The report identified that the Covid-
19 pandemic demonstrated an increased
maortality in people of Black origin and that
erroneous  pulse  oximetry  measurements
cannot not be ruled out as a contributory factor.

The Press Release also made a call for:
Industry to test their current pulse oximaters
across a diverse population and report result;

industry o firmly and publicly commit to a future |

which ensures maximum accuracy for ail
patients; Healthcare organisations o commit {0
only using medical devices of any kind after

22/06/2021
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shown to be accurate across a diverse
population; Our colleagues and intensive care
societies around the world to demand similar
action, to ensure the possibility of a patient
coming to harm due to a device error is
minimised as much as possible.

39

Capacity Transfer of Adult
Critical Care Patients Position
Statement (SM/79 -
INQO00395300)

Position Statement of the Society and FICM in
respect of capacity transfers.

A critical care capacity transfer occurs because
of insufficient staffed beds and involves the
transfer of an existing patient to another
intensive care unit. Capacity transfers occur for
two main reasons: Emergency capacity
transfer; Planned surgery capacity transfer.

The Position Statement sets out the situations
in which the Society and FICM would support
capacity transfers for planned surgery. This
includes exceptional circumstances requiring a
national or health board ‘command and control’
level response e.g. during the Covid-19
pandemic and if there is a subsequent serious
risk of increased morbidity or reduced survival if
surgery was to be delayed. Operational and
governance safeguards must be in place to
ensure transfer process and procedures are
followed and are detailed in the document.

The Position Statement was endorsed by the
Organisations listed on page 1.

November
2021
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Knowledge Sharing

81.The Society convened several free and educational knowledge sharing webinars
involving national and international clinicians working at the frontline, so that learning
could be disseminated rapidly. The first was held on 3 April 2020 and involved over
100 clinicians. The panel was made up of those who had experienced the early impact
of the first Covid-19 wave and shared knowledge about the treatment of patients with
Covid-19 particularly focussing on: ventilation; fluid balance; antibiotic use; renal
support; and workforce issues.

82.The knowledge sharing webinars were organised and held very quickly once a
particular issue was identified via the NECCC meetings. When the attendees came to
a consensus on the particular topic, the Society issued a short narrative of key
emerging knowledge within a week of each knowledge sharing webinar which was
disseminated to the Society’s wide network (via email, Twitter, Linked in, WhatsApp
etc.) so that it was available to everyone working in intensive care. The written output
from the first knowledge sharing webinar on 3 April 2020 can be located at Exhibit
SM/80 - INQ000395342. The papers produced after these sessions were not, as is
specified on the face of them, clinical guidelines. They simply summarised the
knowledge and experience discussed at the sessions whilst acknowledging that those
experiences may change in the rapidly developing situation. The sessions also
identified emerging and unanswered questions and identified research areas to inform
clinical practice.

83.The Society arranged a second free and educational knowledge sharing webinar for a
wide international audience of 1000 clinicians to learn from experts treating patients
with Covid-19 across China, USA, Germany, Spain, Italy, France, Qatar, Iran and UK,
and for those experts to learn from each other. The session was hosted on 13 April
2020 by the Society, following the informative session held previously between UK
clinicians. The follow up document can be located at Exhibit SM/81 INQ000330842

84.A third knowledge sharing session was organised on thromboprophylaxis and
anticoagulation of ICU patients. The attendees shared clinical experience of the
management of Covid-19 infected patients across England. The session was hosted
on 22 April 2020 by the Society, and invited clinicians from acute and emergency care,
intensive care, nursing, pharmacy, radiology, respiratory medicine, and thrombosis
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and haemostasis. The follow up document can be located at Exhibit SM/82
INQO00395344.

85.Every day saw more knowledge and experience of Covid-19 and its best management.
The knowledge sharing sessions were organised to try to facilitate cross-setting
knowledge sharing on key issues. With the anticoagulation knowledge share, for
example, the intensive care professionals in NECCC began having conversations
about clotting, and less than a week later the Society had set up the knowledge share
session that raised the clotting issue so that the experts could discuss it and, if possible,
come to a consensus on the way forward.

86.This was a crucial stage of knowledge transfer for the treatment and care of patients
with Covid-19 during the first wave and these knowledge sharing events undoubtedly
led to clinicians having better knowledge to help to save more lives. The Society
created dedicated webpages to host all the guidance we published during Covid-19
and made access freely available to all clinicians and policy makers.

87.In addition to the knowledge sharing webinars, two educational seminars were

developed in collaboration with the Royal College of GPs to enable GPs to hear first-
hand what admission into intensive care entails and to shed light on the impact of a
Covid-19 hospital admission on patients and their families. It covered:

e What is critical care?

e A Covid-19 case story / patient journey

e Cardiovascular critical care and complications around Covid-19

e Covid-19 respiratory complications

e Covid-19: The patient journey from rehabilitation to recovery.

88.The second GP webinar allowed the primary care community to hear from the multi-
professional team in intensive care to understand some of the rehabilitation needs of
patients post-Covid-19 critical illness. It covered:
¢ The challenges around recovery of communication and swallowing post ICU
e The psychological impact of Covid-19 recovery and what to look out for
e The breathless ICU survivor post coronavi.rus infection - heart, lungs or muscle
as the problem?

89.In addition, the Royal Society of Medicine developed a Covid-19 webinar series to
provide healthcare workers with regular and easy to access updates on Covid-19 from
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healthcare leaders. Members of the Society contributed to and hosted a number of
those webinars. We also parthered with RCoA, FICM and the Association of
Anaesthetists {0 create a new slandalone websile as a central repository for
collaborative guidance between the four organisations to enable both the intensive

care and anaesthetics communities to access joint guidance via one portal.

90.The Society collaborated with the Physiological Society to establish the Covid-19
Advisory Panel comprised of 26 experts which sought to provide an understanding of
the physiological and pathophysiological mechanisms underpinning Covid-19. There
were 29 guestions submitted from intensive care professionals working on the frontline
dealing with patients. Out of the 29 questions, 23 were answered — those questions
were on:

P

@ o N o S o» W

10,
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21,
22.

Abnormal coaguiation

Renal failure and ventilation
intubation and hypoxaemia
Children and women
Hypertension and diabetes risk factors
Pulmonary ariery pressures
Cardiac troponins

PPE and CPAP developments
Vitamin C

Vitamin

Hydroxychioroguing

Proning

Sodium leveis

Asthma sufferers

Hypoxaemia

Harvesting serum from cured COVID-19 sufferers
Arginase inhibitors
Thromboxane

Gastrointestinal symptoms
Re-infection

Citrodiol

Guidance for conducting experimental work
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23. Pathogenetic mechanism of action of SARS-CoV-2

91.0ut of the guestions submitted, 22 were answered betweaen March and June 2020 as
outlined in Exhibit SM/83 - INQO00385345 with the final question being answered after
the inpact report was published. The guestions and answers document titled
Questions from the Front Line can be found at Exhibit SM/84 — INQ000421706.

92.In Decamber 2020, the Society and the Physiological Society came together to host a
3-day wirtual conference focusing on the challenges of understanding the
pathophysiological changes occurring throughout the body following Covid-19 infection.
The conference shared current knowledge and thinking across many physiological
systems, showcased the symbiotic relationship between physiology and critical care,
and helped set the agenda for research to identify future treatments and therapies.

93.it was unigue in enabling the voicas from physiology and intensive care to come
together to discuss the challenges of identifying future therapies, the importance of
rehabilitation, and what questions remained unanswered. Both leamed socisties
brought togsther experts across disciplines and professions to reflect on how we could
progress our understanding of Covid-19, to improve outcomes in the future.

Wellbeing - The impact on the Society’s Members, Patients and their Families

94.1n ordinary circumstances outside of the Covid-19 pandemic, circa 20% of patienis
admitted to [CUs would die there; however, during wave 1 of the pandemic between
February and August 2020, this increased to circa 43% (Ammstrong, R.A., Kane, A.D.
and Cook, T.M. {2020), Outcomes from intensive care in patients with COVID-19: a
systematic review and meta-analysis of observational studies). In many ICU’s this was
also 50% of a higher fotal number of ICU patients than outside of the pandemic. Further,
the pandemic was an incredibly uncertain time, and those working in intensive care
were facing a multitude of challenges such as a lack of beds and experienced and
trained intensive care staff, a lack of PPE, and the concerns around protecting
themselves and their own families at home. The Society was acutely aware of the
stressful impact that this would have on our members, and we felt passionate about
providing as much support and guidance to assist as possible.

95.The Society was also very aware of the fact that not only would those working in
intensive care be experiencing stresshul situations at work, but they would also be
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experiencing the same anxieties outside of work with family members becoming unwell
with Covid-19, stresses caused by isolation, and the uncertainty of the pandemic.

96.As soon as the scale of pandemic became clear to the Society, we began developing
initiatives to ensure that we were providing the necessary support and guidance.
Between February and June 2020, we developed a number of free online resources to
help provide basic wellbeing advice and support. These resources were downloaded
over a million times across the world in 2020 and have been translated into several
different languages. We appointed a Consultant Clinical Psychologist to work with the
Society as National Wellbeing Director to help us to build the necessary capacity and
capability to support intensive care professionals.

97.Between September 2021 and January 2022, the Psychologists in Intensive Care UK
(“PINC-UK”) were surveyed to benchmark psychological'services in ICUs by analysing
the membership to PINC-UK, which showed that in January 2020, only 44 out of 230
UK ICUs, (equating to less than 20%) had direct access to a practitioner psychologist
(Intensive Care Society. Integrated Practitioner Psychologists Guidance). In 2020, we
developed a business case for a baseline of 80% of ICUs to develop their own local
service through their Trust, and we worked with 48 units to help develop the provision
of psychology to intensive care. We feel strongly that ICUs should have ongoing
access to psychology services, and so although this was initially aimed at providing
support throughout the pandemic, it is something we strive to continue developing.

98.1t quickly became apparent that we would require additional funding to be able to
provide the level of psychological support necessary.

99.The Society initially launched an ‘Urgent Appeal’ fundraising campaign in March 2020.
This was followed by a second fundraising campaign directly focussed on wellbeing
known as the Wellbeing and Resilience through Education Campaign (“WARE").
WARE was a new area of work for the Society and for the first time it took us into
service delivery by providing psychological support directly to intensive care
professionals across the UK. The funds raised by the WARE Campaign allowed us to
recruit a practicing Consultant Clinical Psychologist to work for the Society for two days
per week to lead the project as our National Project Director for Wellbeing. This was
quickly followed by the recruitment of an Assistant Manager to work alongside the
Consultant Psychologist to deliver and manage the project. The WARE Campaign also
enabled us to develop a range of services and guidance including:
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e Psychological intervention for intensive care staff

100.Thanks to the positive response to the WARE Campaign and other national
fundraising campaigns and the donations to the Society, we were able to provide direct
psychological support for intensive care professionals. Between July and November
2020, the Society recruited 16 professional psychologists, and inducted and trained
them to confidently provide 1:1 sessions for intensive care staff. This service was
tailored specifically for intensive care staff due to the unique situations and stresses
that they experience at work.

101.Intensive care staff were able to receive up to six free one-hour sessions of tailored
psychological support. We promoted this service throughout the UK to provide support

in finding ways to deal with their experience of the pandemic.

¢ Peer support training program

102.This programme was designed to upskill intensive care staff to be able to support their
peers. We provided them with the tools they need to help sustain wellbeing, support
those who are struggling; and ensure that staff who may be unwell receive the timely
assessment and mental healthcare they required.

103.Between August and November 2020, we commissioned expert trainers to develop a
“train the trainers” peer support programme, and to develop training materials for ICU
staff. We trained 16 ICU staff from across the UK as ‘Master Trainers’ so that they
could work with us to deliver free one day training to more ICUs.

¢ Journey to Work Podcast

104.We launched the Journey to Work podcast series which was branded as the
Workforce Wellbeing podcast series. The series covered a range of topics aimed at
educating clinicians on wellbeing in intensive care. The podcast series hosted various
guest speakers to talk about their experience in intensive care throughout the
pandemic, and to provide advice on wellbeing.
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e Waebinars

105.The Society held a series of webinars focussing on wellbeing in intensive care which
covered a range of topics including:

Covid-19 psychological needs of healthcare staff
What do our nurses need right now?

Pandemic related grief and loss

The traumatic impact of work

Preventing burnout in intensive care

Staff wellbeing in 1CUs during the pandemic

e oo o0 o

The wellbeing narrative

= @

Care after incidents.

= Wellbeing Hub
106.We created a dedicated COVID-19 hub on our website to house all the up-to-date

information our intensive care communily needed to help support them and their
patients.

« Thriving at work

107 . Within the wellbeing hub, we created guidance to promote ‘thriving at work’. This
included three main topics:

a. ‘Prevent’: Guidance for considering how individual ICUs were set up to enable
workforce wellbeing. This included an Assurance and Improvement toolkit for
units o self-assess

b. ‘Maintain”: Intensive care is a high-stakes, high reward environment and we
recognised the need to gain knowledge o maintain that environment and
provide psychologically informed care to our patients, their loved ones, and for
sach other. We call this secondary intervention. This section provided seminars
and resources 1o psychologically manage working in intensive care, advice for
managers on managing staff wellbeing, and webinars about managing patient
welibeing
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¢. ‘Respond’ This section provided immediate guidance and support in relation
{0 sefting up a system for responding to clinical incidenis to protect the
wellbeing of staff, and offer a reflective approach 1o case discussion.

+  GAmeplay intervention for NHS ICU Staff Alfected by Covid-19 Traumsa

108.We were, and we remain an active collaborator inthe GAmeplay Intervention for NHS
1CU Staif Affected by Covid-18 Trauma ("GAINS”) study, funded by the Wellcome Trust.
The study set out 1o support intensive care staff who have experienced stressiul and
traumatic events from working in the Covid-18 pandemic.

109.The aim of the study was o look af developing self-rmanagement techniques to
support healthcare staff with intrusive unwanted memories they have been
experiencing during the pandemic and beyond.

110.The Society ensured that the intervention, study, design and recruitment approach
were tailored to ICU staff and helped to recruit the 86 participants who fook part in the
study. The study is stll continuing and the first manuscript ssiling out research
methodology was published in October 2022,

+  Wellbeing framework

111. We designed and released our Wellbeing Best Practice Framework for intensive care.
This document provides a best practice framework to guide commissioners and budgst
holders, senior hospital management and intensive care teams on ways o provide the
best possible employee experience within intensive care (Exhibit SM/85 -
INQO00395346). The Framewaork identified 10 core themes for proactively improving
the experience of working in intensive care and the susiainability and wellbeing of the
waorkforce as follows:

Intervening for wellbeing should be preventative as well as responsive;
Effective leadership is fundamental to staff wellbeing;
Staft need clear communication and opportunities to feel engaged with the work;

e o TP

Job design and access to job related resources impacts people's ability to care
for patients, and therefore staff wellbeing;

e. Access to education and opportunities for progress improve people's
experience of work, sense of purpose and development;
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f. A safe and fit for purpose physical environment with both sufficient facilities for
staff and infrastructure for patient care are essential;

g. Relationships with peers and unit culture should be actively shaped by leaders;

h. Monitor and meagsure wellbeing and factors which are influencing it;

i. Understand and mediate the staff stress and trauma response; and,

|- Staff need access to evidence-based psychological therapies.

+  Wellbeing posters

112.We developed a series of wellbeing posters 1o be displayed across ICUs to provide
information and guidance on wellbeing throughout the pandemic, and fo signpost
professionals and patients to the support available to them. In total, throughout the
pandemic, we produced over 20 posters and we exhibit a bundle of the posters at
Exhibit SM/86 - INQU00395347. The posters covered a wide range of topics for staff
and managers including:

Managing stress in ICU

Burnout

Tips tor managers to protect the psychological well-being of their teams
Managing shift work and fatigue

Managing trauma

-0 o0 TP

Managing trauma in your staff
Managing bereavement

Sl

Mind your mind
Moral distress

b

Traumatic events at work

[
"

k. Switch off, relax and unwind
. End of Shift Wellbeing
m. Moral Distress and njury

The Covid-12 Healthicare Support Appeal

113.The Covid-19 Healthcare Support Appeal ("CHSA™) was set up by the Royal College
of Nursing Foundation as a time-limited charity in April 2020 o provide financial
support 10 organisations suppaorting health and care staff adversely affected by the
Covid-18 pandemic. Funds could be accessed via the CHSA by way of application for
grants, and the Soclely obtained essential funding via grants from the CHSA
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throughout the pandemic which enabled it to develop its Wellbeing Programme to its
members.

114.The Society first obtained funding via the CHSA in January 2021 and the objective of
the funding was to produce a variety of training programmes to be delivered to
intensive care professions covering psychoeducation, peer-to-peer support, and
leadership as follows:

e Psychoeducation

115.The psychoeducation course was developed in January 2021 and was formed of five
modules which were delivered live in webinars by trained psychologists. The modules
were:

a. ICU Aware - Stress Awareness for Managers: How to recognise stress in staff
that you manage and respond quickly and effectively using the PIES Principles

b. ICU Share — Recognition of stress in the team and team approaches to
supporting each other

c. ICU Protect — Managing my stress:in the ICU: explore stress awareness and
self-care technigues in greater detail in tensive care staff

d. ICU engage: Preventing burnout and reconnecting with your core purpose at
work. A course to tackle the specific problem of burnout and disengagement

e. ICU Sustain: Managing the psychological impact of working in ICU group. A
closed group across four sessions providing group psychoeducation and self-
management of repeated exposure to trauma and its impact. Making sense of
clinical experience.

116.From the start of the CHSA grant, 1140 participants were supported via the
psychoeducation webinars. We recognise that the need for wellbeing work will
continue and so we have developed and updated this programme post-pandemic
which continued to run throughout 2022 and 2023.

e Peer Support

117.The Society created a Peer Support strategy in November 2020 and received a grant
from the CHSA in respect of this programme in January 2021 running through to 2022.
The Peer Support programme was provided within the context of a systematic,
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strategic approach to sustain staff who are coping well, support those who are
struggling, and ensure that staff who may be unwell receive the timely assessment and
mental healthcare they require. The aim of the programme was to train people so that
they could use their own experiences o help each cther.

118.The peer support programme included two key areas. Firstly, comes theoretical input
such as the principles of psychosocial care and peer support, primary and secondary
stressors. Secondly, are experiential exercises, including skills for peer support (for
example, active listening skills) and scenarios.

119. We developed a one-day onling session which trains paople from ICUs to become
Peer Supporters.

120.By 31 December 2022, we had trained a total of 248 ‘Peer Supporters’ across
‘intensive care in the UK. This programme coniinues to be delivered throughout 2023
and 2024 but is no longer grant funded,

» Leadership Support

121.The Society's first senior Leadership Programme (LeaP1} was created in April 2022
and funded by CHBA, We designed it as a multi professional and experiential coursse
for senior leaders in intensive care to leamn from each other and from experis. We use
business school style lectures and focussed intensive care sessions intended to train
critical leaders to support those who had worked through the pandemic and who were
{then, or now} in leadership positions. In total, the first cohort consisted of 18 senior
clinicians within critical care. The course was deliverad betweaen 8 April 2022 and 14
MNovember 2022 and covered the following modules:

a. Leading successiul and sustainable projects for quality improvement

=4

NHS infrastructure and how the NHS works NHS values, culture and
behaviours

Campaign to tackie racism in the NHS

Environmental Sustainability and the NHS Green agenda

Bevelopment of self as leader

Managing difficult conversations and getting the best out of people

© ™ e a0

Knowledge exchange and nefworking with clinical thought leaders in irtensive
care (via our State of the Art Congrass)
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h. Emotional intelligence: Understanding self to understand others
i. NHS funding and the development of successful business cases
j- Understanding the role of managers and how they can help

k. Preparation for the ‘Healthcare Challenge’ project

Development of strategy: NHS 10 year plan, review of targets; personal
leadership journey
. Healthcare Challenge
Building team effectiveness
Systems leadership

T o 2 3

Presentation of Quality Improvement Projects.

122.After the CHSA grant funding ended the Society delivered the second year of the
Leadership Programme (LeaP2) between March and November 2023 and will also
be running it during 2024.

123.The Society promoted the resources and programmes we developed throughout the
pandemic across a variety of platforms so that we could reach as many intensive care
professionals as possible. This included:

Social media (Twitter, Facebook and LinkedIn)

Weekly newsletter to members

Local engagements

Dedicated Wellbeing hub on the Society Website

Wellbeing and Resilience through Education (WARE) Project Stakeholder
group

f. Society Council (mostly consultant intensivists at present)

® a0 o

g. Professional Advisory Groups (PAGs) for: Trainee consultant intensivists,
Nurses, Allied Health Professionals (AHP), Pharmacists and Advanced
Practitioners in Critical Care (APCC)

h. National Society/FICM Covid-19 leads WhatsApp group

i. National Emergency Critical Care Committee (fortnightly meetings)

Psychologists in Critical Care UK (PINC-UK)

k. CC3N (The Critical Care National Network Nurse Leads Forum)

PCCS (Paediatric Critical Care Society)
. RCN (The Royal College of Nursing)
FICM (The Faculty of Intensive Care Medicine)
BACCN (The British Association of Critical Care Nurses)

p— [N

e 5 3
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p. Operational Delivery Networks {ODN]).

124.The Society continually received vary positive fesdback from the course delegates
and the programme’s success is evident from the fact that it continues in 2024.

125.To obtain grants, the CHSA required us to provide reguiar reports which enabled them
to measure the impact of the funds awarded to the Society, and 1o assess the evolving
needs across the health and social care sector. The reports provide a detailed
overview of the progression of the programmes we were running throughout the
pandemic and are provided at Exhibit SM/B7 - INQO0OD385348.

Capacity in the heaithcare system

126.Intensive care is at a crossroads and is facing serious issues including ICU staff
shortages (primarily in our nursing population, but also amongst doctors and other key
health care professionals), burnout and psychological trauma, lack of core funding,
capacity constraints, and an inability to deliver the rehabilitation services our patients
naead to get them back to some form of a normal life (British Medical Association (2021).
NHS medical staffing data analysis).

127 .Capacity issues in intensive care is not a new post-pandemic problem. It is important
to look at the pre-pandemic situation to set the scene before considering the post-
pandemic position, and what can be done. An ICU could be ‘at capacity’ if it does not
have the physical occcupancy 1o fake any more patients, or if it does not have enough
frained staff for the number of beds occupiad in the ICU, Staffing shortages for allied
health professionals were well documented pre-pandemic, with clinical psychology and
occupational therapy having the highest vacancies. In addition, occupancy rates in
intensive treatment unils already ran higher than the Sociely's original
recommendation of around 70%. Prior to the pandemic, there was very little resilience
in the system for a significant increase in demand, especially on the scale of Covid-19
and far less than that in many other countries: the UK entered the pandemic with just
7.3 critical care beds per 100,000 people, less than half the average in OECD EU
nations (15.9} (British Medical Association (2022). NHS Hospital Beds Data Analysis).
The Crech Republic, for example, had 43.2 critical care beds per 100,000 people (over
5 times as many as the UK) and Germany had 28.2 (over three times as many as the
UK].
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128.As such, ICUs were very quickly at or over capacity, and UK hospitals were utilising
non-ICU areas of hospitals for intensive care provision. General wards were used to
provide ventilatory support for patients not mechanically ventilated (when such care
was usually provided on ICU). In addition post-operative recovery areas were often
used due to the availability of monitoring equipment albeit ICU-trained staff did not
routinely staff these areas pre-Covid-19. Therefore, whilst it was technically possible
to increase the number of beds for critically ill patients (that is not to say that the newly
created beds were always ideal — see below), it is not as easy to increase the staffing
requirement at short notice.

129.There was a huge impact on ICU staffing ratios during Covid-19 although, at the time,
it was difficult to properly analyse the data because of differences in the way in which
different Trusts were reporting staffing levels in SITREP reports. The Society relied on
the expertise of the specialists attending NECCC to update the Society and its
members on the issues arising in their area, and to assist with producing guidance. By
way of examples: BACCN kept NECCC attendees abreast of the impact of the
pandemic on nursing and nursing ratios, and what was being done to address this; and
BACCN was a signatory to the Joint Statement on Developing Immediate Critical Care
Nursing Capacity (SM/53 INQ000227427) | There was no one ‘aligned’ approach, and

in this respect the SITREP reports didn’t always seem to reflect what was happening
on the ground. Our understanding is that some Trusts incorporated surge areas (i.e.
non-ICU areas) into capacity calculations, which created skewed data. The Society
issued a document on 3™ January 2021 advising that all hospitals use the percentage
change from baseline as a reporting figure to help to get consistency across the data
(Exhibit SM/88 - INQ000395349). As previously mentioned, guidance that is produced
by the Society is for implementation at Trust level and the Society has no way of
monitoring which Trusts implement it, or whether it is followed.

130.The Society produced a report titled ‘Intensive Care 2020 and beyond: Co-developing
the future’ at a very early stage of Covid-19, and at a time where the data was still
emerging surrounding the impact upon the intensive care sector (Exhibit SM74 -
INQO000395295). The report presented findings from extensive engagement across the
intensive care workforce, with responses from 516 participants in respect of six
questions:
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. What is intensive care for? The report identified the following themes as key
functions of intensive care services: Providing specialist multidisciplinary skills
and ratios at the bedside; Delivering organ support; Supporting colleagues and
patients on wards and in emergency departments; Providing infrastructure
necessary to enable delivery of patient care pathways; and Delivering time-
critical intervention when it is needed.

How many ICU beds do we need? The report drew the following conclusions:
There is a lack of robust data to inform a generic model for all; A classification
system based on patient needs for multidisciplinary staffing input is preferable
to one that only considers physical beds; The best way to build flexible capacity
needs to be explored.

Who should staff intensive care? The report highlighted the following: A
multidisciplinary intensive care team is valued, but is not consistently
recognised, available, or used within all hospitals, and the allied health
professionals integral to the delivery of high-quality of care are often not
adequately represented in intensive care management structures; Some work
can be shared across disciplines; Essential staff include non-traditional
intensive care providers, and non-clinical staff; The consultant-level medical
workforce has limited capacity for surge.

How should we develop intensive care staff? The key observations from the
report were: The qualification(s) necessary to work in intensive care are not
well defined; Barriers to training exist, particularly for allied health professionals;
Multidisciplinary training opportunities are valued; Task-focussed training can
be rapid, but deeper understanding is often limited; Simulation-based and
immersive training techniques were thought to be particularly effective,
although robust data are lacking to support this view in the intensive care
setting, and they are not currently available to all staff; Debriefing has been
commonly used but optimal practice is still not known; Covid-19 has presented
the opportunity to train a ‘reservist’ workforce but how should their skills be
maintained?

How do we know how good we are? The following key themes emerged as
particularly pertinent to assessing the quality of intensive care provision: We
need to understand what is important to all our end users — including patients,
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staff, families/caregivers, and commissioners — to understand what we need o
measure; Understanding what happens after discharge from ICU is critical;
Qualitative outcomes need 10 be captured - and acted upon; Expectation
management - What can we do to improve public understanding of intensive
care?

f.  Whatis the role of research in intensive care? The report identified the following:
All intensive care services should be supported in being ‘research active’;
Fesearch is not currently equally embedded across intensive care, nor ig it
considered an integral part of their role by most staff; There is inequality in
access to opportunities for intensive care staff 1o be involved in research -
particularly in non-medical roles; Mentors and role models are important in the
developrment of researchers.

131. The Society has subsequently reflected on the impact on the capacity during Covid-
19 and has prepared a report dated 8 February 2021 ‘Recovery and Restitution of
Critical Care Services During the Pandemic’ ("R&R Report”) (Exhibit SM/76 -
INQOO0395297) which analyses the historic data in an attempt to ascertain accurately
what the shortages were and, importantly, to identify how critical care can attempt to
recover from the pandemic. The recovery process is broken down in the R&R Report
into phases 0 to 4, with 0 being an ICU with poor staffing and bed occupancy rates,
and 4 being an ICU where bed occupancy and staffing standards are achieved.
Recommendations are made for the recovery of ICUs in phases 0-4 on pagé 8
onwards of the R&R Report. Critical to recovery for the worst hit ICUs is regional and
national support through mutual aid Fransfers or supporting surgery to minimise delays.

132.The R&R Report compared the bed occupancy duwring the first wave to the
recommended staffing levels asg identified in the Guidelines for the Provision of
Intensive Care Services ("GPICS”) prepared by the Society and the Faculty of
Intensive Care Medicine ("FICM")} 10 set out the standard and recommendations for the
provision of intensive care services nationally. The R&R report identified that the extra
2251 1CU beds required in the first wave would have required the following additional
staff (over and above the GPICS ratios for these roles which can be located at pages
14 to 19 of the R&R report) for every day (12 hour) shift: | |

a. 187 ICU consultants
b. 2476 crifical care nurses, 1238 with a postgraduate qualification
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281 junior doctors

225 pharmacists

563 physiotherapists

225 dietitians

225 speech and language therapists.

-0 a0

> @

225 occupational therapists

225 clinical psychologists

133.These additional trained staff do not exist. This work has been performed by existing
ICU staff, supported by staff re-deployed from other departments or even other
professions or jobs, with varying levels of skill and experience. These staff needed to
return to their specialty areas as part of local and national recovery plans in a managed
fashion so as to not destabilise critical care services.

134.Many experienced and trained critical care professionals have not returned to ICU
work post-pandemic because of early retirement, sickness, or simply not wanting to
continue after the impact of Covid-19. Retention is thus an issue for ICU, now more
than ever.

135.In addition, there were significant gaps in training caused by Covid-19. For example,
training for anything outside of the pandemic was badly impacted and many individuals’
training was stalled for two years. This meant that expertise in Covid-19 management
displaced the ability to take a history from, and examine, non-Covid patients. There is
a lot of catching up to do in that regard. With experienced staff choosing or feeling
compelled to leave critical care, and with the gap in training caused by the pandemic,
there is a dilution of experience and there are gaps that need to be filled. This would
be a significant issue if there were to be another pandemic or any other noteworthy
increase in demand on critical care.

136.The shortfall in staff during the pandemic (in particular, nursing staff) undoubtedly had
an impact on the physical and mental wellbeing of intensive care professionals. A 2021
paper (Greenberg, N, et al, Mental Health of staff working in intensive care during
Covid-19. Occup Med (Lond)) indicates that, from data collected in June and July 2020,
after the first wave, one in five nurses and one in seven clinicians working in ICU
reported thoughts of self-harm at that time and 45% of clinicians had self-reported
symptoms that may lead to a diagnosis of PTSD. Many staff reported moral distress
as a result of having to work outside of GPICS ratios, and staff turnover is increasing.
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Reintroduction of pre-pandemic staff standards is thus fundamental to wellbeing and
productivity, and to preventing psychological harm.

137.Deviation from pre-pandemic standards may have had as-yet unquantified effects on
patient safety, recovery from critical illness, and longer term outcomes, and must not
in our opinion be assumed to be a model for extended implementation.

138.Attempts were made to scale up the number of intensive care beds during the
Relevant Period, including through the use of temporary ICUs and Nightingale
Hospitals. The difficulty with creating ‘new’ ICUs is that intensive care is very complex,
and requires access to diverse other specialists, tests (laboratory, imaging and more),
and diagnostic and therapeutic equipment. There isn’t any ‘one size that fits all’. In
addition, if spaces are to be re-designated as Respiratory Support Units, then
appropriate infrastructure needs to be put in place together with the ability for ICU
clinicians to regularly review (and rapidly accept) patients.

139.The staffing issue is one which is not so easily resolved, as it is not possible to quickly
train staff in such a specialist skill, but equally it isn’t practicable to ‘staff for a pandemic’
at all times. Nevertheless, there is significant work to be done to upskill staff and to
return staffing levels to better than pre-pandemic levels in order that critical care can
survive another pandemic.

140.The Society is dedicated to that improvement and continues to provide training and
support to critical care.

141.The Society has also created an All-Party Parliamentary Group (“APPG”) on Intensive
Care which is a cross-party group of MPs and Peers who meet to discuss a particular
issue of concern. APPG examines policy issues relating to these issues, and they hold
events and inquiries to understand them in more detail.

142.The Society has established this APPG to provide a platform to voice the concerns of
the intensive care community, ICU patients and their loved ones, and the wider public
to help inform and educate Parliamentarians in their understanding and decision
making about intensive care.

143.The primary focus of this group in the first instance is to raise major concerns about
workforce and rehabilitation services and highlight the necessity to establish plans to
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counter the severity of these issues. Without immediate support, our community and
patients are seriously jeopardised.

144.This group also allows us to inform the future agenda of intensive care and champion
appropriate levels of funding for both provision of our service across the country and
for research that will literally help to save lives, as well as promoting the importance of
appropriate investment into infrastructure to enable the delivery of better patient care
pathways.

Other matiers raised by the Inquiry

145. The Inquiry has asked specifically for information relaling o any issues raised by
members regarding the ability to provide safe and appropriate care to patients suffering
with Covid-19 within ICUs of other healthcare settings during the Relevant Period,
including in particular any concerns around the following specific matters: Conducting
procedures which were considered 10 be aercosol generating; The use of Do Not
Attempt Cardiopulmonary Resuscitation ("DNACPR”") notices and communications
with patients and their families about the same; Discharge of patients from 1CUs and
hospitals generally; Palliative care for patients who have been in or died in ICU after
being infected with Covid-19; Covid-19 testing for intensive care professionals; Staff-
related risk assessments; Air ventilation systems within ICUs; The availability of PPE
within 1CUs; The impact of limited PPE, or the non-availability of PRE, on the care that
could be provided to patients in ICUs; The nature of the PPE avaiiable for use.

146.The main forum for members and non-members 1o raise any concerns about Covid-
19, including about the matters listed above, with the Society was via the NECCC
meetings. Coples of the minuies are appanded o this statement. 1 is likely that most
intensive care workers would have raised any concerns about the issues raised by the
Inquiry via their line management with their Trust employer, rather than via the Society.
As outlined above, NECCC created a forum for representatives of many different
disciplines to raise and discuss matters, and actions were often taken forward by the
organisation that was best placed to do so. Where any concemns were raised at
NECCC, and the Society was identified as best placed to assist, it did its best to
address those by way of information gathering, knowledge sharing and developing
guidance to assist those on the front line as already outlined in this statement above.
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- 147.1t was open to members of the public and Society members to email the Society and
to contact us via the Socisty website. We have reviewed the emails for any concems.
raised in relation to the issues that Inquiry has ideotified and we enclose relevant
emails and the Society's responses at Exhibit SM/89 - INQOD0O385350. By way of
example:

a. On 17 March 2020, A Consultant in Adult Critical Care from Wirral University
Teaching Hospital wrote to the Society raising concern about the media’s
portrayal of the challenges that intensive care specialists were facing
throughout Covid-19, specifically in respect of ventilators, and the effect thig
could have on public trust in intensive care. The Society responded to confirm
that it had been working hard o maintain consistent and realistic massages,
and that it had been working with a variety of organisations to deliver consistent
messages to the media.

b, On 28 April 2020, an ENT Consultant from Hampshire Hospitals NHS
Foundation Trust comtacted the Sociely seeking advice after their ICU
colleagues had identified clofting as a result of decannulation of patients with
Covid-19. The Society responded to confirm that it has heard of other problems
with decannutation, and that a group of ENT surgeons was rapidly convening
to create a working group on this matter (fogether with the Society). The Sociaty
copied in the working group and invited the Consuliant to join the discussion
which resulted in an email chain discussing this issuse.

148. During an internal meeting of the Council of the Society it was identified that a concemn
had been raised by Speech and Language Therapist Allied Heaith Professional
Members in respect of dysphagia procedures not being recognised as ‘Aerosol
Gienerating Procedures’ (“APGs"), and therefore not receiving adequate guidance in
respect of PPE. After this concern had been raised, the Society wrote a letter to the
Royal College of Speech and Language Therapists to support the position that
dysphagia procedures should be recognised as APGs,

149.As ahove however, the main pathway for contact with the Society by intensive cars
professionals was via the NECCC meetings. Whilst the Socisty has made atfernpts to
locate all relevant emails, and responses to the relevant emails, this has not baen
possibie for every email chain due to the passage of time, and movement of some of
the Society's staff and volunteers, some of whom have since left the Society.
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150.The Inquiry has also requested details of the role of members of the Society during
the Relevant Period in relation to the provision of care and treatment for patients with
conditions other than Covid-19, in particular: ischaemic (coronary) heart disease;
colorectal cancer; patients undergoing hip replacement surgery; and pregnant women
during labour and childbirth. Whilst those working in intensive care may have come
across patients who were suffering from these conditions, if the patient required the
services of ICU, the care of those individuals would have been dealt with at a Trust
level and the Society would defer to those specialists working in those areas for detail
of any issues or concerns that they experienced. We are of course aware that delays
will have occurred to the elective surgical pathwéys however that is not an issue that
the Society would have been involved with in terms of the decision making for that
which would rest with each Trust depending on their capacity, the surge in that area
etc. The R&R Report (Exhibit SM/76 - INQ000395297) at page 6 identified that
scheduled surgery needed to be restarted at the earliest opportunity and it outlined
how that could be done with the use of local prioritisation committee, a multidisciplinary
approach and support for staff returning from ICU.

151.The Inquiry has asked for details of any information held by the Intensive Care Society
regarding the transmission of Covid-19 amongst its members. The Society did not
collect any data of that description, however, we would expect the members’ respective
employers to hold such information. The Inquiry has also asked whether the
introduction and availability of routine Covid-19 testing in healthcare settings impacted
the availability of intensive care professionals able to work during the Relevant Period.
The Society does not have any data on that specifically however the general
experience was that the Covid-19 testing of staff resulted in more staff being away
from work when they returned a positive test and that was the right thing to do.

152.The Inquiry has asked whether the Society identified or was made aware of any issues
around the unequal impact of the Covid-19 pandemic on its members. Although we as
a Society were aware that discussions took place at Trust level to make changes to
working arrangements to accommodate those who might be more impacted (for
example, discussions around face fitting of individuals for FFP3 masks who had a
beard for religious reasons, and the working arrangements in place for older Trust
employees), the Society did not itself identify any issues or collect any data in this
regard. These were predominantly issues for Trust employers to consider on an
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individual basis and not something that the Society as an organisation was involved
with.

153.The Inquiry has asked whether the Society would seek to make any recommendations
to improve the response of the healthcare system in the event of a future pandemic.
As the Inquiry would probably expect, this is an issue that the Society has given much
thought to since the outbreak of the pandemic and there have been many discussions
over the last few years, and which are ongoing between the multidisciplinary intensive
care community on this matter. Current recommendations on behalf of the Society
include:

Bed capacity and staff retention/training

a. Invest in retaining the skilled staff already delivering intensive care in the UK.
It takes many years to educate, train and build up these skills. Retention is step
one to safeguarding services now and for a future pandemic.

b. Increased ICU bed capacity across ICUs to at least the average seen across
the EU nations. The UK was at a significant disadvantage at the outset of the
pandemic due to a lack of suitable beds (and staff — see below).

¢. Investintraining to ‘replenish’ ICU staffing to an appropriate level and standard.
With experienced staff choosing or feeling compelled to leave critical care, and
with the gap in training caused by the pandemic, there is a dilution of
experience and there are gaps that need to be filled. This would be a significant
issue if there were to be another pandemic or any other noteworthy increase in
demand on critical care. There is significant work to be done to upskill staff and
to return staffing levels to better than pre-pandemic levels in order that critical
care can survive another pandemic.

d. Agree a definition of occupancy, baseline and surge capacity so that all Trusts
and hospitals, the media and the government are able to compare and
communicate capacity figures accurately. As an example, the Society issued
the statement ‘Understanding Intensive Care Staffing, Occupancy and
Capacity’ on 3rd January 2021 (Exhibit SM/88 - INQ0O00395349) to provide
clear explanations.
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. The adoption of CRITCON scoring fo provide real time observation and
assessment of ICU strain by clinical leaders in both routine circumstances and
rapidly evolving situations such as pandemics or major incidents. An adapted
pandemic version has now been updated by the Intensive Care Society for use
at lecal, regional and national level as supported by NHS England (Exhibit
SM/Q0).

f. Increased training and capacity of critical care Ouireach practitioners to support
the rapid stepping down or stepping up of patients from and to intensive Care
based on clinical need within the hospital.

Hospital facilities and squipment

g. The requirament for hospitals fo hold easily accessible and understandable
data on oxygen and hospital schematics o enable the quick and efficient
monitoring of the oxygen supply in sach building. This will assist with the
running of oxygen pressure tests and it is vital to understand the schematics of
each hospital in order to be able to do so. During the pandemic this took up
mugch valuable clinical time to assess potential areas for expanded ICUs which
had sufficient oxygen provision and imporantly would not impact on supply to
other essential clinical areas. Future hospitals need {o be designed with the
necessary infrastructure 1o enable planned and emergency expansion of
infensive care and respiratory support units.

h. A review and recommendations for communication tools within hospitals,
regionally and nationally. The bleep system used by many Trusts in the UK is
antiquated and one of the reasons many adopted the use of direct personal
mobile phones and messaging apps such as WhatsApp., There is an
apportunity to standardise this to enable the most secure and accessible
platform for the future.

i An audit of essential equipment available and required for future pandemics.
This would include, but not Bmited to, ventilators, dialysis machines, and
personal protective equipment.

Data and research

j« Maintain and grow dlinical academia. The Society believes that one of the
reasons that the UK managed the pandemic better than some of its Global
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counterparts is because of the access it had to embedded clinical academia
and research talent. Clinical academia in the UK is in decline and the Society
fears that if there is not investment in that now, future pandemics may not have
the expertise that we did to lean on. The UK had a huge advantage in having
academic and industry vaccine and pharma here. The UK needs a strategy to
altract and retain such industry and academic activity here in the UK, together
with manufacturing capacity.

k. Grow and support embedded research capacity. In many Trusts research
nurses and other healthcare professionals working in research including those
recruiting patients to clinical trials were pulled back 1o frontling care, at a time
when research was critical 1o the success in responding to the virus quickly and
correctly. The Society is anxious that this does not happen again and
investment in research is necessary.

. UK healthcare needs an integrated hub of live patient data across NHS Trusts.
This will improve care and will also be a huge resource for the UK economy.
The absence of a centralised hub of patient dats made itlogistically very difficutt
to compare and analyse the Covid-19 data that was being recorded.

Miscellaneous

m. Review of rehabilitation equipment and space 1o help patients mobilise
atongside adeguately trained {GU Allied Health Professionals.

n. The provision of educational material and support for major incident planning
for hospitals and Trusts.

0. Develop a formal psychological support programme for staff that involves
employing psychologists within ICUs s0 they can provide proactive rather than
reactive support to help staff to thrive at work and prepare them for another
pandemic.

p. The pandemic shone the light on the fact that much severe disease was
preventable. Disproportionate impacts were felt in those with severe and
preventable comorbidities. We need to strengthen public health systems and
impiement robust changes in transport, food, alcohol and tobacco policy such
as 1o reduce these comorbidities.
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The future of the Society

g. The Society brought together experts and used this intelligence to inform
decision making (including decision making regarding lockdowns) and further
national priorities for health and social care. The Society should have a voice
at the relevant fora informing national policy and decision making for Acute and
Intensive Care in the UK both in peace time and during national emergencies.

r. The Society quickly mobilised its resources to support the national Covid-19
response. This was achieved by and for our membership through subscriptions
and significantly enhanced by one-off charitable donations we received from
the public, philanthropists and foundations which increased our charitable
income tenfold to £754,103 during the first year of the pandemic. In future,
modest core financial support would alleviate the need for members and
members of the public to provide such extensive additional funding to finance
the delivery of the critical activities delivered by the Society during the
pandemic and beyond.

Statement of Truth

| believe that the facts stated in this witness statement are true. | understand that proceedings
may be brought against anyone who makes, or causes to be made, a false statement in a
document verified by a statement of truth without an honest belief of its truth.

Personal Data
Signed: _

Dated: 2 (0/ J’g// i
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