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Web Site: www.BabyHeart.org
ICHF Mission statement:

The mission of the International Children's Heart Foundation (ICHF) is to bring the skills, technology and knowledge to cure and care for children with congenital heart disease to developing countries. ICHF does this regardless of country of origin, race, religion or gender.

Our goal is to make the need for ICHF obsolete. We work toward this goal through our mission trips where we operate and educate local health care professionals, and provide needed equipment and medications.

As a 501(c)3 charitable organization, the ICHF enlists your support to provide hope and life for children throughout the developing world. Let our passion become yours!

International Children's Heart Foundation- 

Team Composition and Working

A typical team consists of

· Cardiologist

· Perfusionist

· Surgeon

· 2 Intensivists

· Scrub Nurse

· Anesthesiologist

· 4-6 ICU nurses

· Respiratory Therapist

· Biomedical Engineer

As a programme develops we take smaller team, reducing the number of nurses and not taking perfusion, anaesthetist - or wherever we feel the progress is being made most. The PICU nurses and intensivists provide 24 hour cover, although sometimes this is not needed through the middle weekend - but this is patient dependent - we will not deliberately schedule complex surgeries on the friday before the middle weekend - we realise most of you are volunteering during your vacation time. 

TRAINEES?

We will take 3rd year pediatric ICU fellows, location dependent – and on a recommendation from your program director. Cardiology fellows have also been taken – but this role is less easily supported as you are on your own – unlike in an ICU team – a recommendation from your program supervisor would also be necessary. New PICU nurses and those with less than 1-2 years experience may be able to be fitted into a fully staffed team – but not to a place that concentrates on complex cases - and not to a place where a small team is planned.

Education note – we are happy to work with you in planning this experience as an educational elective, and have some experience in this – volunteers with several years post training experience often come back saying they felt like they learned more than they taught.

Residents: Self funded – yes depends on the balance of the team – but yes with properly thought out learning objectives – and definitely worth thinking about an elective.

Note that generally we do not currently have a need for PA’s, pharmacists, dieticians. Nurse practitioners will need to function within the role of an ICU nurse number – occasionally we may take a nurse specifically allocated for post ICU management. We occasionally will consider taking a surgical assist, similarly a nurse anesthesiologist may in some locations be a role we need. 

There are a few issues we like to consider, in deciding team composition

1. A mix of team members from those who have travelled with us before, and those who are new to ICHF, and an appropriate mix of experience and skills - this may be dictated by the particular needs of the center, or the case-mix we are expecting to do at that center. 

2. Repeat visitors to a same center are sometimes prioritized as this helps continuity and builds on the work already done (providing they, and you, had a good and effective experience). We do understand that many staff like to "see the world" and get a variety but equally the local team will usually ask "when are you coming again" and they are flattered when you want to visit again - and they will benefit from at least part of the team being able to provide some consistency, and you will be more effective on a second visit and see the growth in the team that we all strive for. 

3. As a general rule we like to mix teams and usually do not put teams together where 100% of the team is from a single center, or even from the same country - we feel this forces the necessary compromise and adaptation that needs to take place for effective training, and realistic outcomes for centers with different resources than ours, we also feel this may improve the learning experience for yourselves. (We sometimes have volunteers from 7 different countries on the same team!). 

4. Language skills appropriate to the center visited - any level of local language ability is always appreciated, improves our effectiveness, and is greeted with enthusiasm and gratitude by most centers. This does not mean we expect you all to be able to do this, but we will try to take at least one or two team members with such skills. 

5. Volunteer location and consequent cost of ticketing, and occasionally visa eligibility for the country visited - (or transited through) - though the latter are problems that we are generally able to overcome with enough time and if known about in advance. 

Information required from all volunteers:

Please supply us with the following – if you have not already sent:

· Resume / CV. Similar to what you would prepare for a job application, but needs to specifically include your skills, training and experience in the area of paediatric cardiac surgery, and any prior experience of assistance work in developing countries.

· Departure City

· Copy of Professional license


You will not be invited on a team until we have seen these

Before actually traveling on a trip we will need

· Passport copy (need not be sent until offered a trip – this should not be a fax – it is always illegible – a scan or photo is best)
· Emergency Contact information

PLEASE TELL US IF YOU SPEAK ANY LANGUAGES - this is really useful

What to expect on an ICHF trip
This will vary a lot from place to place. But do not expect to come in and open a field hospital, or create an ICU out of an empty room - that is not what we will be doing - some units will have equipment as new as in your own units, occasionally we are visiting a complete startup programme but that is not the norm. In all cases there is a form of conference on the first day and collaboration on list planning, on actual surgery and on all aspects of the postoperative care. 

The most important thing to remember - and it surprises many - is that we are usually visiting functioning cardiac units – where we are typically asked to help improve results - increase throughput and educate staff on the template of a mixed caseload of patients. Some units are more experienced than others, occasionally we are visiting a brand new unit that has never done cardiac surgery - but mostly they have some experience - and are doing some cases - anything between 50 and 700 a year without us. 

The point is that they will have their own systems already, and their own responsible clinicians who feel an ownership of the patient - and we are going to work in their ICU and operating rooms and catheterisation labs as their guests alongside them. The local nurses, doctors will all have systems of orders, charting, local protocols just like any other hospital (and it will be in their own language) and we have to work with that  - we have to work within their systems, and alongside them in a collaborative and supportive way. This is far more difficult than setting up our own room and "taking over the patient" – but it is essential to get this right, because the success of what we do is not just the 20 or so children we operate on that mission but the next 20 the local team will operate on after we leave - and between our trips based on what they have learned from the experience. The most important outcome is results - but the important results are clinical AND educational. Increased confidence and competence in the local team is the most enduring result of what you will be doing - and this requires patience, adaptability, communication skills and people skills. Usually the local team will do all the documentation of care in their own language – but in some countries (where the language is compatible), team members will also contribute.

Your role is to enable and teach the local team – we do not just fly in and out and do surgeries- we fly in and out and build teams, cooperating, collaborating and working on all aspects of the care of the pediatric cardiac surgical child using everything about the patient as a educational opportunity for the local teams. 

We are guests in the host hospital, but we have been invited because they need and want help to improve on what they are doing now - because they are not happy with their results, or their numbers. Working within the basic structures of their system is necessary but we have not been invited to be spectators - we have been invited to educate, and develop – this can mean subtle or radical changes in the way they are used to doing things or it can sometimes mean us accepting that they already have very good practices in some areas and do not need to change those things. 

The way that changes are presented is important if we want that which we suggest to be accepted. If the local team is not convinced that what we do or show them is a good idea it will not be accepted – and therefore unlikely to be continued after we leave. This requires clinical excellence and good evidence and consensus base, but also tact, relationship building, confidence, mutual respect, knowledge and expertise and communication skills. You will need to negotiate with your colleagues on the same volunteer team to ensure consistency and to ensure “our ideas” are not changed every 12 hours. Your own colleagues on the team may have different ideas or traditions (they are not all from the USA). Ultimately - and the end of a mission the local team will decide for itself what they keep and what they discard, or simply forget, about what they have been shown and involved in - and a lot of this will rest on whether you have convinced them or not, or simply whether they respect you or not.. 

Rounding collaboratively with the local team in the ICU (and on the floor) – and having them present the case for discussion is an excellent template for education, it will be much slower than just rounding yourself with your English speaking team members – but it is essential that this happens.  Develop a culture of teaching rounds – in a structured way – and do this very early on in the trip, introduce yourself to all the members of the local team and let them know how you are planning to include them and that you want them to be fully in partnership with you.  

Bear in mind - other teams from other organisations, may have visited before, in cardiac or other specialties – and there may be a historical perspective that you do not see – there may be an impression that we do not want to work with the local team – some teams work in a cordoned off way in a section of the ICU – bring all their own monitors, charts etc. and replicate their base units in a satellite way. This is not the ICHF way and it does not build programs. It is a fact that the more you “charge in” and lead things – the more the local team will stand back – its purely a mater of confidence, and it happens in all cultures – do not interpret their standing back automatically as a lack of interest.  

You can NOT expect to replicate in full the practices you do at home, you have to think differently - (not least because we are creating ways to get the same outcomes for around $2000-$5000 per case). Each location will be getting between 2 and 4 visits every year - and each ICHF team is populated by professionals such as yourself - but your ICHF team members are from many different units, and often from many different countries also.  So each team is different – but we are trying to build a consistent approach - try to focus on the issues which are widely accepted, preferably evidence based, or emerging new consensus guidelines - these are not necessarily the same as rigid JAHCO (US) or NHS (UK) standards - if you have preferences - present them as just that - preferences. We value the fact that by bringing mixed teams, we expose the local teams to a variety of styles, preferences and medical cultures – likewise we do not want to confuse, but the local team are professionals just like you and quite capable of hearing that there are often many different ways of doing things and will be interested in the rationale either way.

If you are working with an established and experienced team - it may be better (sometimes) to stand back and watch the local team on the first case - beware of the "Hawthorne effect" - your very presence can affect what you are observing and you may not see their normal practice - which may be good and bad .. Try to answer a question with another question “what would you normally do?”, “what do you think?” 

Do not expect surgeries to always go as planned - always expect the unexpected.

Be prepared that international standard units (S.I. units "Systeme international") are used in much of the world in science and medicine, and you may fine these in use in the place we assist.   So you may see blood glucose referred to in mmol/l (divide mg/dl by 18 - normal range 4-8) - you may see mmol for electrolytes used more than meq.  Perhaps the most often confused is Calcium  values which may be reported in mmol/l, meq/l or mg/dl - and the normal ranges for each of these are very close to each other. A safe rule of thumb is to always ask of the local physicians, what is "their" normal range. With the glucose example the difference is obvious - but with Calcium the order of difference is not large and the values can overlap, and errors of interpretation - and treatment - can happen. Typically countries under the US influence of assistance (e.g. Central and South America) will then to use US conventional measurements - others may mix things up a lot - e.g. blood gasses in Europe may be in KPa but mmHg is still used even in countries where SI units predominate. There are many resources available for reference on this issue - both online and in pocket paediatric drug formulae, paediatric vade mecum, or Harriet Lane type books. 

In some places we send a shipment of supplies. We do this in order to make the trip more affordable for the local hospital, but also because we are simply doing many more cases than they would normally budget for and at a higher complexity than is usually done.  In such cases these will have arrived several days or weeks before the team and you (all the team) will need to unpack and sort this on the first day.  Be aware that a PICU nurse, or an intern unpacking perfusion equipment will not always know what your specific needs are in anesthesia, perfusion - so if you want to know where something is - you need to take part in organising the stock and know for yourself where things are - there will not be people who you can send to fetch all the time. 

Usually, all team members will get some time off during the trip – the OR team in the middle weekend – and depending on the condition of the patients operated Friday – the ICU team also will often get Sunday and maybe Saturday off. Local hosts will usually organise some sightseeing. 

Fundraising The only money we have is from fundraising and sponsorships from NGO;s  and governments etc.. A huge part of the fundraising effort depends on the feedback we give to sponsors, and what we can put on our blog, facebook page etc..   so volunteers are central to this effort what works in this respect is photos of the team working alongside the local team, photos of children getting better, photos of bad conditions in hospitals, and a few stories and facts about the children we have operated on. (see also photos and Facebook policy- end)

Communication tips – 

We do not routinely have translators – but many medical students and doctors will speak some English and we usually get by very well. Language however is not the only part of effective communication  - be very careful with abbreviations, acronyms, and truncating words - realise that very center you visit - every nation, and culture has its own versions of these but they are totally different from yours. Also - in your own team you may not understand each other easily if you are not careful, team members are not all from the USA.

examples

· DC CT - pulling out chest tubes. Spanish will say “sacar tubo”
· DC Foley -  a urine catheter may not be known as a "foley" locally, tubo vesicale (sp)

· NGT = nasogastric tube = Ryles Tube (india)

· F and Es - means Fluids and electrolytes (could easily be R and F's - renal and fluids)

· Bicarb  = Soda (Russ) = Bicarbonato (spanish)

· Tropes = Inotropes = Tonics (cardiotonic - russia) = Aminas (sp)

· Epi = epinephrine = Adrenaline 

· I's and O's  - to some people means Input Output - but O's - means oxygen - (how confusing is that?)
· BM means BM stix (in UK - a type of glucose analysis) but means Bowel Motion to others

· BMP = Basic Metabolic Panel (USA) = Chem 7 = U's and E's = Urea (+Creatinine) and Electrolytes (UK). 

· FBC = CBC = Hemogram

· Crit = Hematoctrit = PCV = HCT (sounds like ACT)

· PVC= Pression Vena Central (sp) PA = Pression Arterial

· Coags = Coagulogram

· The words “intubate” or “extubate” -  literally can be applied to any tube inserted or removed from the body – and is used in this context in some Russian speaking countries

Gradually local teams will get used to the variety of different ways we all abbreviate and shorten word forms - but it can be a source of amusement - or clinical error - so best avoided. 

Most of the cardiac terms will be understood (VSD, ASD ) - but there will be more commonly used local terms (VSD = CIV  in Spanish “Communicacion intra ventricular”). 

Avoid using the brand name of drugs - use the generic name (e.g. Midazolam is only branded Versed in the USA - nowhere else - branded Dormicum in most of the world). But don't be surprised if some of the local team - refer to the drug by their own local brand name, but it will not be a brand name you are familiar with.  

Remember even a few generic names are different between the USA and other parts of the world (Acetaminophen = Paracetamol, Albuterol = Salbutamol). 

Avoid extraneous and superfluous words in conversation – minimise the number of words you use and avoid slang and acronyms. (e.g a whole lot of, a ton of, a smidge, a dump of chest drainage). 

Two ways to say the same thing

“Maybe kind of start to think about trying to come down on the dopamine …”

OR
“Reduce Dopamine”

Which is more likely to be more easily understood? All this may seem obvious but we often see perplexed looks on people’s faces who are fully capable of understanding your point but simply get lost in too many words. Think about how other languages (e.g. spanish) sound to you – especially when spoken at normal speed and try to put yourself in the position of a listener – they are only listening for the key words, and want to understand you.

Only ask one question at a time – and wait for the answer. Without realising it - we often will frame a sentence with 3 or 4 questions in the same sentence – or asking a question and giving all the possible answers ourselves – again,  too many words confuses people, 

Beware of the answer “yes” to a question. Saying yes when they have misunderstood your question means they are answering a different question..
(e.g. did you give xxx drug?, or I gave xxx drug? might be misunderstood as – “will you give this drug” because tenses and articles are difficult to learn in all languages and all that might be understood is “give xx drug” and they may be expecting merely and instruction) 

… Or they might be just be saying “Yes ..(meaning.. - “I’m trying to understand you”)
Volunteer attributes
Team player - volunteers have to be able to get on with the staff around them, and fully involve the local team in a partnership of decision making. A difficult but necessary aspect of our programmes is the ability to stand back, and target appropriate teaching, and do a little less hands on - ultimately we want the local teams to be autonomous (see mission statement) - but the workload of a mission is often many times busier than the unit is usually staffed for - both in numbers and in acuity, so in practice we are much more side by side with the local team. 

The ability to communicate, to understand, and be understood and thereby make the most of a teaching opportunity and maintain patient safety is essential - this takes a lot of patience and effort, does not always require local linguistic ability - but any degree of knowledge in the local language is always appreciated. 

Innovative and Pragmatic – you have to adapt – be prepared to work with very old equipment (or very new equipment with Chinese or Russian character interface!), 

You will be resusing supplies but minimizing risk at the same time. Be prepared to improvise. 

Teaching - can only come from a solid depth of knowledge - do not volunteer if you do not have confidence in your own knowledge base or skill set in the specialty of paediatric cardiac.

Recognise that there are local comorbidities and common illnesses and realise that almost always the local team will have a higher level of expertise than you in this area (e.g Rheumatic fever, Dengue fever - local infection profiles). Local teams may also be very familiar with seeing very late presentation of Congenital Heart disease, and have very different norms for growth and birthweight.

Flexibility - we mix teams for many different centers - we rarely can get all our volunteers from one place. This but this is also beneficial as it is not our aim to teach a "center specific" way to do something, but also because it immediately puts you not a framework of Negotiation - rather than immediate control. 

Specific Volunteer advice by speciality:

See appendix 1

Preparing for a trip - What we will tell you - and when..

When you are initially allocated on a trip – you must send us your passport copy at this time. You may then hear very little from us for a while - it depends how many months away the trip is, we are busy with 3-4 trips every month. If we allocate you on a trip for November - and it is January - do not expect us to remind you every 3 months or so - but please do tell us if your plans change - and we promise to tell you if anything changes about the trip you are allocated to.

Around 6 weeks prior to a trip - visa arrangements if needed, will start to be made. You are responsible for the cost of a visa - but often an invitation letter is necessary - which we will arrange. Whether you send your passport to us, or to a visa agent - or get the visa yourself will vary from country to country and where you live. 

Flights will be arranged 2-4 weeks in advance of the trip, and you will always be asked to approve your itinerary. With a few rare exceptions, trips are always scheduled to have the team arrive on Sunday – to start operating Monday morning or afternoon. Expect to depart on the Saturday of the weekend of the trip departure if necessary, and if your flight time would necessitate an overnight flight - but please tell us if you cannot leave on a specific date. 

Around 1 week prior to a trip - you will be given hotel information, who will meet us at the airport - and you will receive a team list with your colleagues e-mail addresses and flight arrangements. You will then be able to see who you might be flying or connecting with. 

PICU Nurses - your schedule will be done after you arrive - expect to work days and nights, 12 hour shifts approx 8am-8pm. 

Intensivists - you will be expected to negotiate 24 or 12 hour shifts with your one opposite number to provide full coverage. 

Advance Patient List - Patients to be operated will be reviewed and decided when the team arrives - any schedule of patients sent in advance of the trip is always just a first draft - that is why we bring a whole team including cardiologist and surgeon. We always find new patients after we arrive, and many plans and diagnoses are revised in the early stage of the trip. For that reason – more often than not, there is no patient list sent out to the team before the trip.

Being a wise and prepared traveller....  


"Don't ask us until you google it first .." 

Please consider – we are a foundation organizing 35 missions a year with only 1 office staff member dedicated to this task. The fact that this may be your first experience of international travel does not mean that we are the people to ask every question that may come into your mind .. but we will always help where we can.

Common sense safety and traveller issues:

Firstly - you are a volunteer and an adult you are not being taken on a school trip - it is reasonable for us to expect you to do your own research on the general issues any traveler might face - these issues include weather, will your phone will work, what vaccinations should you have, money and currency issues and personal safety, political stability. 

We will tell you everything you need to know about the hospital - but you are visiting the city and the country and a basic awareness of culture, safety and local customs is part of your own responsibility and very easily researched. You will have a team list, with contacts, around a week before the trip - use it to share useful information - and see who you might be flying with.

Some common tips for travellers, depending on your level of comfort / adventure / experience..

Check the weather before you go and pack accordingly. 

Get the telephone number of the airline 

Give your family your flight information.

Make a copy of your passport - keep it online and / or on paper

Carry some currency in separate places.

Do not keep all your credit cards in the same place

Pick up a card with the address and telephone number of the hotel when you get there.

Trip expenses are covered in regards to flights, breakfast, and hotel, but the only money we have it what is fundraised. Room charges are the volunteer's responsibility. Food is provided during shifts at work, breakfasts are always part of the hotel deal and evening meal hospitality varies from country to country, but generally team members eat out at night. As we often take a mix of volunteers from different countries (e.g South and Central America, Eastern Europe) please remember when eating and drinking out in the evening – and splitting a check - that some of your fellow volunteers may be very poorly paid in their own countries. 

Fundraising: All contributions are accepted - but are not a condition of your participation and fundraising may be easier after the trip – when you have photos and stories of what you have been doing.

Food .. … Breakfast is provided at the hotels we stay at - additionally lunch for those staff working dayshift. Otherwise food is your own responsibility and cost - meals are not usually provided for night staff, but arrangements can often be made. Hospitality is a huge part of the relationship between the host team and the volunteer - the nature of this is variable depending on the culture or country - sometimes we eat out with the local team or our sponsor hosts every night – sometimes just once or twice. People are flexible and friendly and will make adaptations for vegetarianism, teetotallers, people being tired, or ill … etc . … but being in a country - being with the local hosts means participating in all that country has to offer - and it may appear rude if you repeatedly refuse food people have carefully prepared or paid for, in preference for McDonalds or a granola bar in your room. Be aware also - that some hosts are overprotective and will exaggerate the risks of street food, or drinking the hotel water. Bear in mind also that food allergies and intolerances vary greatly country to country - lactose intolerance is common in Asia, but nut allergy is very rarely seen anywhere we go  - and consequently may not be something that can be guaranteed to be safely catered for.

Scrubs: Occasionally they ask us to only use the local scrubs, which they can guarantee are well laundered - rules for this vary country to country, and we do not always know before we get there - usually you can wear your own. Also the practice of wearing scrubs outside the hospital is not accepted in many countries. This may be seen as unhygienic in cafes, bars, hotel restaurants or anywhere outside the hospital, but is commonly seen in central and South American countries. We are provided with a place to change everywhere we go. Outdoor shoes are commonly banned inside ICU's and OR areas - sometimes they will want us to wear a shared stock of sandals - but if you prefer you can usually being a clean or new looking pair of crocs or similar and show them that they are exclusively indoor. You may also be surprised to see that open toe footwear is also generally allowed. 

Money: Do not bring travellers cheques - you will still be walking around with them looking for a bank at the end of the mission. Most hotels will change money, you may be at work all the hours a bank is open.  ATM cards are often the best - usually will work - provided you tell your bank where you are going - occasionally they will flag up fraud as a possibility they see you card being used overseas and you have not travelled much before. Changing cash in the street, stores – or at the hotel can also be easy – and very competitive.

-Some countries take Visa more than Mastercard - and vice-versa - American Express is probably the least widely accepted. 

-Many ATM's will give you your money before returning your card – it is easy to forget your card and leave it in the machine.

-Do not keep all your cards and passport in the same place, and do not take out large sums of money on the street.

Will my phone work? Find this out before you go - Roaming international charges can be exorbitant and are usually charged on the receiving call also. Texting / SMS can be affordable.  SIM cards for GSM phones are easy to buy and cheap in most countries but it depends on the GSM frequency band of your own phone (do you have dual band, tri band etc ..) . - if this applies to you - look it up before you go. Many volunteers are understandably frustrated when they can not call home in the early days of a trip - but it is very easy to find this out before you go. 

Often we will know (and tell you with the hotel information) about whether there is wi-fi at the hotel or hospital, but we cannot always determine its range (e.g. lobby only, paid or unpaid, reliability). 

Electricity - an adaptor is not the same as a converter, most cell phone chargers, computer chargers etc will work universally on 110-220 volts - and it will always say so on the device - but will not always fit into the electricity outlets in the country you are visiting - you need an adaptor or another cable. High wattage items like hair dryers and straighteners made for 110 volts will fail and probably explode when plugged into 220v or 240v. If you have appliances designed for 240 volts they simply will not work in 110v. - You will need a converter. A converter converts voltage (and is usually heavy) - an adapter simply adapts the pins. 

Power cuts / outages are very common - even inside hospitals - a pocket torch / flashlight can be very useful. The presence and reliability of power backups varies a lot from country to country.

Airport and travel tips:

Keep all baggage tags until you are out of the airport, even after collecting your bags  - many countries require you to prove the bags are your own when exiting customs.

Even if traveling on an e-ticket - you may need a paper copy just to be allowed to enter the airport for your flight home.

Immigration forms - if these are stamped and placed in your passport they are expected to be shown on leaving the country - if you lose these - you may be "fined" (or asked to pay a bribe), or at minimum delayed.

Print out the country specific information we send you - you will need to fill out the immigration forms on the plane - and will probably not be able to use a laptop if the airline gives out forms shortly before landing. 

Your flight - is your flight - if you miss your connection - go online or on the phone first, or to the airline desk and talk to the airline.  Don't waste time trying to call ICHF, we will usually be in flight at the same time as you - get that sorted out then let us or the local meeting host know your new itinerary if you are going to be late. Flights are chosen on a balance between cost and itinerary - the most direct route is often more expensive, we try to avoid long layovers wherever possible but this is not always possible. You are welcome to help us find a suitable itinerary and suggest that to us - provided the price is right. 

Language: Do not expect people to speak English - research this and get a phrase book or learn the basics - knowing how to say "hello" "my name is...", "please" and "thank you" is very useful – and these efforts go a VERY long way in getting the ICHF aims achieved.  In practice Doctors will often speak more English than nurses - having studied a wider range of materials and journals. Children will often restrict their conversations to "Pain", "want mother", or "water". 

Personal Safety: Remember when crossing roads - the rules and practices are different around the world - and not everyone obeys the rules - in China even if you are walking across the road on a green light - the car turning right will NOT stop for you.  Any marked crossing may simply be a place where more of the fatalities occur. Your best bet - watch how other people cross - use underpasses and bridges where they exist and cross when the locals cross.  Also it is illegal in some countries to be "Jaywalking" (crossing at unauthorized places). Remember which way to look - India and Pakistan drive on the left (mostly - but many motorcycles will drive at the side of the road in either direction). 

Vaccinations / health: This is your own responsibility - ICHF can not and does not keep a database of what you need to have.  Nor do we require you to have any specific immunization set. Google it, and talk to your own doctor or travel clinic, or use websites such as the CDC (in the US), and make your own judgements as travellers and health professionals. Hepatitis B vaccination is standard practice in most ICU areas - and that we do advise - but you probably already have it - and you should bear in mind that you will have a higher risk of blood exposure, gloves will not always be readily available, and you should take extra care. Not knowing the availability of gloves in many areas - if you can bring some of your own it is always useful. 

Latex Allergy, in our experience, is uncommon or unheard of in most of the countries that we visit. We very rarely see a patient or health professional with a latex allergy in the countries we visit. You will be exposed to latex (in hospital and at the airport) - this is not within our control, but we will accommodate you, and you are welcome to bring your own gloves for use - and your team members around you will do their best to help you avoid contact if you tell us. 

You are travelling as volunteers - and ICHF will ensure that there is provision for transport to and from the hospital, food for those working at the hospital, hotel accommodation is safe and clean - but thereafter we are not responsible for your personal possessions, travel health advice, or costs incurred by your missing a flight or flight connection. 

ESSENTIAL DISCLAIMERS
VISA - ICHF routinely covers all your flight and hotel expenses - but we do ask that you cover your own visa fee - if required. The need for a visa - and its fee - will depend on your own nationality and current domicile and as ICHF gets volunteers from at least 15 different countries it is up to you to check the visa requirements and passport expiry validity when you are offered a trip - we have not yet seen your passport in most cases. Your first port of call should be the website of the respective embassy (of the country you want to visit) in the country where you live – this is also a very useful start in researching the country

All trips and teams are subject to funding, the vast majority of which is charitable and trips are not necessarily funded at the time of your invitation. Variation in airfares, available budget and other factors mean that no trip is certain until tickets are purchased. Team sizes sometimes have to be reduced based on flight prices, and other factors. 

PERSONAL POSSESSIONS - You are responsible for your personal possessions at all times - use hotel safes if available.  The International Children's Heart Foundation is not financially responsible for lost articles such as passports, airline tickets, wallets/purses, cell phones, i-pods, laptops, etc.  Additionally, if a team member does not arrive at the airport in time for their flight, International Children's Heart Foundation is not responsible for fees incurred as a result of this, such as additional airline charges or hotel overnights.

INSURANCE – As a volunteer traveler – you are covered for travel related health issues by the ICHF policy which is designed specifically to cover employees and volunteers of NGOs working overseas. Almost all medical issues you may encounter on a trip are easily dealt with locally, and best dealt with locally. We as the policy holders will reserve the right to make the final call on emergency medical evacuation – and limit its use to genuine emergencies that can not be dealt with locally. But you may choose to take out independent travel insurance if you have a high level of personal concern or do not feel confident in the local medical systems. We do not take out professional or personal liability or indemnity insurance for our team members.

Posting Photos after and during trips. e.g. on facebook
ICHF understands and values the publicity benefit in volunteers sharing photos though social networking and photo sharing sites, and we encourage all team members to continue to share their experiences in words and in pictures of what it means to be on an ICHF mission. Recruiting new volunteers and soliciting donations is all helped by the appropriate use of photos and stories. We do however feel the need to set some guidelines and rules on the appropriate use of pictures and news.

1. Do not show any picture of a child obviously in pain or discomfort.

2. Do not show any picture of a child where genitalia are exposed.

3. Do not share sensitive news on open postings*
4. Do not use a child's full name in conjunction with your photos.

*Sensitive news includes news of a child’s death or deterioration. Open postings means, on facebook for example means, your status, on a wall, or as a photo comment on facebook - all of these can be read by all your friends – and sometimes many other people you are not directly connected with. One to one messages can be sent and are more appropriate for some pieces of news. We cannot give hard guidance to all circumstances - be professional - but also - spread the word - we need the publicity and the children need the donations of time and money that follow from an awareness of what an ICHF mission does.
Appendix 1. 

Specific Volunteer advice by speciality

Cardiologists:
Cardiologists will often need to work within some constraints - the ECHO machine may be shared with an adult service, may not always be available, or be an older model in another language, and there will be a lot of waiting around. The cath lab is likely to be monoplane only and you may be reusing catheters and wires. Maybe the most challenging aspect of your role is to work with the surgeon and local cardiologist to choose the most appropriate cases when you know we can only operate on 20 and you may see 80. This requires some thinking as to the specific goals of each trip. For example, we’ve had established programs have trouble with arterial switches so those cases were given some greater urgency while we were there.  Realise that there is no dearth of patients. One thing is for sure - you can not pick the 20 sickest children – even if you know they will die without surgery. Recognise (and research beforehand) the likely epidemiology, published or not. Whether you see the patient or not - the majority of children in the country you visit with CHD will die, and will not get treatment. That is the overall dynamic which our efforts are hoping to reverse in time with methodical systems development.  You should also talk at length with the ICHF surgeon about the kind of cases they feel comfortable doing in foreign situations. A successful mission will have a zero or close to zero mortality, an appropriate balance of complex and simple cases depending on the experience of the team. Think about the survival benefit - in a young program - of leaving a 2 week trip with the local surgeon, anaesthesiologist and perfusionist being able to confidently close a VSD independently, or the local ICU team feeling confident with TET management - this may far outweigh anything that can be achieved by selecting the most complicated cases from those that are presented to you. Remember that even if we visit 4 times year - the child with the simple VSD may NEVER get to the top of a priority. There are no easy answers to this - you have to use the experience of the people around you - including the ICHF surgeon, the local surgeon,  cardiologist, and the needs of a particular program at a given moment in time. Scheduling cases should be done with a plan to leave no patient in the ICU intubated at the end of the trip. 

OR staff:
You are normally the only ones of your kind on the team - so you do not have any easy resource for all the issues you might face. The best approach is to use your local counterpart as your resource, ask them how the normally do things, what they have available and bear in mind that many pieces of equipment and disposables have different names in different countries - so describing things that you are looking for by what it is used for is oft useful. We can usually put you in direct contact with your immediate predecessor on the last ICHF trip to the location you are going to help you prepare. 

Perfusionists

(this section in process of review)

You may be using roller pumps or centrifugal. You may not have any flow measurement, you will almost always not have any continuous blood gas monitoring. You may not even have Hemochron - looking at a test tube for 20 minutes is sometimes the norm. Cardioplegia administration is as likely to be done by pressure bag at the anaesthesia end as on a system on the pump. All these issues vary place to place - if we have been there before we can put you in touch with the previous perfusionist - or the local perfusionist if their language skills and yours coincide. Sometimes we are unable get accurate information before we arrive. Tubing packs will almost always be different to what you are used to. Bring some clamps - essential connectors, and a manometer may be all you can use for pressure.  Pressure bags also if you can get them.

Anaesthetists:

You will not have all that you are used to - you will not always have an anaesthesia assistant (nurse or tech) - but you should 99% of the time have a local anaesthesiologist working with you. You may not have enough multi lumen central lines for all cases - look at your stock and the surgical list at the beginning and half way though the trip.  Be pragmatic - single lumen lines in the neck and the femoral can give you sufficient access and may be appropriate for some cases. You may need to rig two pressure lines onto one transducer - if there are no male-male adaptors - these can often be cut off the latex tip of a blood or fluid administration set.  Specific arterial line sets are rarely donated to us - and more rarely available in local stock - so using a regular catheter is the norm - if you can bring a few short guidewires - or your favourite catheters - this is very useful. In some places you will be able to suggest such items to the local team for purchase if they are available in that country – or donate some yourself, but if not you should also try to teach them based on what they have – or have them teach you how they get around such issues. Usually we do not ask that you bring any drugs – many people bring a small selection – reversal agents, short acting paralysis – but please NEVER bring opiates, ketamine, propofol or controlled IV sedatives such as midazolam with you. 

Fast track anesthesia is the norm, but you may not always have short acting agents or neostigmine, or sevoflurane. Transport monitoring of any kind may not be their practice at all –  you should set a standard for this – invasive monitoring is not always possible in transfer but SpO2 and EKG shoud be. Transfer monitoring - if it is an equipment issue - is one exampe of an issue we can usually fix with donations in one or two trips. A clear and structured signout to the ICU from Anesthesia and Surgeon is expected and a core part of the ICHF teaching approach. (See appendix 2). Oxygen cylinders for transport may not be available – there are ingenious solutions we have developed or been shown – 25 metre oxygen tubing – very large reservoir bags (home made) on the ambu bag, or Oxygen pillows. 

There are several quality and safety issues you can implement without any cost, sterile technique, air in lines, secure taping, transducing cyanotic central venous canulas, pre op time outs and safe handoffs / signouts

Drug errors occur easily – bear in mind that if you bring drugs, or if we send drugs – they may be of a different concentration to the local stock.

LMA’s can be occasionally useful –  also headstraps and your favourite masks . Capnography is not always available but it is good to bring, and even if they do not have it is often possible to obtain for them some form of capnography by local purchase or eventual donation. The best donations you can bring are what you are prepared to leave there - and are reusable. 

Although it is true that it is best to try to teach them to use what they have – we are also programme building – and doing more complex cases than they may usually do – and if we can show that something they do not have is in fact useful – they may well be able to petition for a donation or purchase so long as it is available in the country.

Conserve your resources - keep vials clean and use from case to case - know how much Milrinone you have and mix accordingly - even if you have a standard calculation you are used to - if the Milrinone is in short supply it might be more appropriate to prepare half the usual strength or half the usual volume – usually the ICU will stop the drug after 12-15 hours so don’t mke more than you need – and save the rest for another patient. We do not always have all the facts before a trip - but where we have visited before we can we can put you in direct contact with your predecessor - or sometimes with the local anaesthesiologist. 

Surgeons:

Your prime objective is to develop your surgical colleague in the local team – hence we almost never take surgical PA’s as the local surgeon needs to be the one that is assisting – or leading. How many surgeries you decide to take as first surgeon – or first assist, will depend on you own working relationship you develop with the local surgeon(s). They are the person who will be responsible for consent, operation note and follow up care – but bear in mind – the best legacy you can leave – after 20-25 alive children, is a surgeon and OR team capable of independently repairing basic (initially) and complex defects (eventually). All surgeon volunteers are usually accompanied on the first trip by an experienced ICHF surgeon ICHF staff  - and we will usually want to have a direct conversation with you before the trip by phone at least. 

OR Nurses:

(this section in process of review)

You will have some of the same issues as all the OR staff , you will be on your own on the ICHF team in your specialty – and have to immediately create a rapport with the other OR nurses from the local team – who may not speak any english. You are not necessarily expected to be first scrub in every case – but this should be negotiated with the surgeon, Some units will have gas sterilization – so suture saving sutures, connectors and similar items can be particularly useful. You will need to ensure your local colleagues know where any supplies you have brought are kept, and may need to go through your and their terminology to ensure things you need are available when you need them – you will have the opportunity to set up a certain amount of your own supplies – either directly in the OR – or in a room outside – but on many trips we take no supplies and use  only the local supplies. Always remember – the ICHF surgeon is almost always being assisted by a local surgeon, and has a current working relationship with a local scrub nurse – so even though you may feel there are difficulties communicating what you need – the local scrub nurse usually has enough experience to be anticipating needs. 
Intensivists:

You will need solid paediatric cardiothoracic experience - (but not necessarily in current practice). The ability to fast track extubate is essential. Also be prepared that what you might see is not what you might be used to - generally the children are older than what you may see in your own institutions - and this means that - although some may be complex surgically and medically - most are a better template for fast track management than the typical neonatal and infant majority you may be used to. There are some centers where you will see a fair proportion of infant work - but clearly critical neonatal patients are not something they can save up for our missions which may be 4-6 months apart. Early extubation for late repairs - even with with pulmonary hypertension has been well reported in the developing world literature and is our standard practice, even in many infants.  Depending on the individual anaesthetist  and their preferred practice and comfort level in the environment - you may see a mission where 80% of the children are extubated in the OR. We stress early extubation because increasing capacity saves more lives, and is supported by an increasingly large body of literature - (interestingly, manly from "developed world" centers). These children literally have nowhere else to go - and we find that rapid recovery is a huge boost in building the confidence base in the local ICU team. Think of it as reintroducing symptom based care to ICU - we are not reckless - but "..lets wake him up and see.."  - is our standard mantra.  The typical time intervals between progress decisions is shorter, because you have no other responsibilities than these patents in front of you.  

Non opiate analgesia strategies predominate in our practice and are surprisingly effective - the exact nature of this varies with local availability but always involves Acetaminophen / Paracetamol (80mg/kg/24h often with an initial larger loading dose rectallly if available), and usually adds NSAID's unless contraindicated. We audit all our results and closely follow reintubation rates, reasons and morbidity data, as well as the fate of children left in the ICU when the team laves.  

Usually what we see (and have published) is that we can double or triple local capacity for surgery within the first 2-3 years. 

There are some drugs available that the local team have good experience with (e.g. metamizole in Russia and Ukraine) that you may not be familiar with. Do not regard it as an ethical issue that you may have a drug available which has been banned in your own country - but recognise that pure strength of evidence is not always the sole factor in the history of these decisions, and countries and medical authorities locally have a right to make their own judgments. You may want to let the local clinician go along with something he has more experience than you with. 

Typical teaching issues vary. Topics to be ready for bedside or formal teaching  - 

This is not an exhaustive list - just what we find frequently comes up.. 

Helping local teams understand the usual range of cardiac issues - (Glenn physiology, shunt physiology, use of O2, Qp:Qs, Diastolic dysfunction etc ..) 

Over use of prophylactic antibiotics (too long duration). Over use of broad spectrums, 

The use of hypotonic maintenance fluids is still prevalent. Bring your own opinions and research understanding to this - we do not have any "protocol" as such apart from never going less than 0.45% Na (on the basis that there are many other sources of sodium in the overall fluid the patient receives and that there are frequent analyses) - how we suggest / teach / implement a local practice has to be a pragmatic balance between availability, sound clinical practice and above all - do they believe us? -They may have never seen hyponatraemia. D/NS is often available - as is Ringers.

The perception of elevated CVP or any kind of positive balance - even on the first day - as a clinical issue that always requiring diuresis. - there is a widespread reluctance to fluid loading in the learning curve of many teams - and a concomitant over use of sympathomimetic inotropic drugs and diuretics. 
Insulin / hyperglycaemia - there may be differences of practice and experience between you and your intensisvist colleagues, locally and within the ICHF team. Be pragmatic - and realise that fine titration of insulin infusions requires skilled and autonomous paediatric nurses and intensivists - which you have on the ICHF team - but you do not always have on the local team. So in short - Insulin IV bolus /  S.C bolus /  titrating dextrose /  not treating hyperglycaemia - these in our experience are all safe approaches, but an insulin infusion - in the wrong hands - is dangerous. Remember you are often working with uncalibrated glucose meters, unmaintained syringe drivers and sometimes you are using out of date medications.

ICU Nurses:
You need solid knowledge and experience of complex paediatric cardiac postoperative care - including pacing and some experience with complex anatomy. It is difficult to state a specific experience level - it depends on what you have learned in that time and how much exposure and direct responsibility you have had for paediatric postoperative care - but those with less than 2 years paediatric cardiac ICU might find it difficult. This does vary with the locations - some places we do more simple cases, and we are prepared to be flexible depending on the overall balance of the team..   We firmly believe in the volunteer opportunity as a learning and teaching experience, and will take some newer volunteers - properly supervised - within a team.

Broadly you must know and understand the defects and operations - teaching is a central aspect to your role and if you do not understand the common defects and repairs - including complex repairs such as single ventricles, DORV, Ross, Glenn, etc. you may struggle in this aspect. 

You MUST know your resuscitation doses and current resuscitation guidelines

You must know how to use and prepare commonly used drugs for bolus and infusion - there are no pre-prepared infusions, and different units have different practices about drip concentrations. You need to be familiar with the various ways that drip calculations and concentrations can be done – and realise that in general these will be done as per LOCAL policy – or as per the preference of the Anesthesiologist on the team

Symptoms and signs - ICU traditionally focuses on the latter - but we concentrate on the former - wake your children early - and extubate them and then we can ask them if they have pain. Rather than scoring, we can give them a toy and some bubbles  - if they are interested in that we know that they probably do not have significant cardiac or respiratory issues. Of course we do have blood gasses - but hardly ever have lactate or chloride, and sometimes are in places where ABG turnaround is up to 20 minutes - so a more clinical assessment focus is necessary. 

You will almost never see a midazolam or opiate infusion, and the majority of patients will not require any midazolam -  even as bolus. If it is used we never give more than 50mcg/kg for the first dose in the early postop phase. We commonly prepare morphine or fentanyl for as a bolus (one shared syringe) for breakthrough pain - but if the non opiate regime is started early enough, many children receive little or no opiate at all. Do not think of this as cruel - we absolutely insist that all nurses assess the child's pain - by making sure the are able to move around the bed, sit up unsupported,  not splinting once extubated - and by hemodynamic signs and direct questioning.. But .. bear in mind - central to a fast track approach - and a pain management approach - removal of the source of pain may be the most appropriate response - and this might be the ET tube, or being in a supine position when wanting to sit up. 

The simpler cases (ASD, VSD, Coarct - simple tetralogy) are expected to be walking in the ICU on day 1 - this is an expectation that requires the ICU nursing team to plan for - ask the mother to bring clothes, and shoes, make sure the local team allow the mother in - and make sure you have enough analgesia on board. This is the otter reason we start enteral analgesia early postop - it can take up to 10-15 hours to reach steady state with oral paracetamol (acetaminophen) - so always think of what is needed tomorrow when you decide what to do today. Mostly, the ICU throughput - relies on “two patients in in two patients out" each day - and many of these will leave on day 1 postop.

Be aware that local staff may be working double shifts - and for the ICHF ICU nurse the correct balance to be helpful - hands on, performing interventions and assessments with the local nurse, giving drugs (ALWAYS show them what you are giving- and ask them for checking, they may not tell you if they have already given exactly the same thing) - but allowing the local nurse to retain "ownership" of the patent within the local system of care. Remember they are the ones who remain legally responsible for the patent - and writing the reports and progress notes. Work side by side with them - be helpful, make friends - do not expect them to automatically see you as a teacher - be a valuable colleague first. 

We may ask you to assist in the OR , help the anesthetist or help prepare drugs for the next case to improve turnover time. You are welcome to watch any surgery at any time dependent on the demands of the ICU at the time.

Topics you may want to prepare for bedside or formal teaching .. These are very variable from lace to place, always try to establish what is currently known first

You will always need to be able to draw or show drawings, and describe the defect - give a bit about the preop anatomy and physiology and the basics of the repair. Address why did this child need this operation? This is often best done in pictures because although many of the doctors speak english - very few nurses will.

Physical Assessment and case presentation. In all centers we want to improve on the physical assessment skills of the nurses - but do not expect them to be at - or want to be at the level you may expect.  They may not even have access to a stethoscope initially. Again this is very variable - in China, Pakistan and India - the local nurse is the one who presents case history and exam on the medical round - in other places it is the resident local doctor. ALL nurses will benefit from detailed side by side work on the details of breathing, and circulatory and fluid balance and basic neuro assessment. Patient assessment skills - formal or not -  are expected of all nurses in the local team regardless of the local customs for its documentation or frequency. 

Drug calculations - drug errors may be a problem - especially in units where adult practice is mixed with paediatric practice. All numbers are international so this can be done – and taught - in writing with a little thought. 

Infection control - you may look around in amazement - and wonder how you can teach this - or improve on this. Be pragmatic - first look at what they do, and what they have - they may not have a sink inside the ICU, or they may have a sink but a shared towel - then look at what you can do to lessen the risk - in the environment you have. Reusing syringes (with recapping) is common, and justified - so is reusing suction catheters, and using non sterile gloves. But going directly from nappy / diaper care to an IV line without washing, or in the same gloves is not.  A very visible approach to handwashing is often necessary.  

Chest tube patency - this is something we find needs attention - often there is a discipline of only charting hourly - without the appreciation in the bleeding patient of looking at the drain every few minutes - and quantifying every 15 for the first few hours in the bleeding patient. 

Analgesia and pain assessment - formal pain scores may or may not be in place, but most children can be sat up - self supporting, moved or asked to move and breathe deeply and cough. We regard pain assessment as important and show the direct correlation with the important steps in recovery.  
Respiratory Therapists

Although we are now increasingly seeing the RT role develop in the countries we visit – there are still many countries where there is no RT – you are here to teach – so who do you teach? Try to find out who does the various roles locally – who extubates – who does chest physiotherapy, who is responsible for ventilator setup, what are their mechanisms for resterilization of respiratory equipment – do the nurses ever listed to the chest – or look at X-ray. Identify who is responsible for blood gasses, drawing, running and interpreting – and making changes and make yourself available at all stages to teach and optimise safe practice. Identify the issues where you can make a difference – mostly this will be in assessment.

It is always useful to bring a selection of respiratory related items, resuscitation facemasks, T-piece circuits, once used SpO2 probes, random respiratory connectors, a few vent circuits, HME’s and bacterial filters, and nasal canulas. Self inflating bags – mainly 0.5 Litre are mst useful as are good airseal or silicone masks. Also a few flow driven bags and high concentration masks with reservoir. 

We recruit RT’s for what they can bring to the overall respiratory management of a post cardiac patient. In many trips the median ventilation time may be an hour or less – and in some trips 70% of the children will be extubated in the OR. The real value of an RT is in the respiratory management they can bring to the intubated and extubated child – extubated is the majority of what you will see. Chest physiotherapy is possibly the biggest part of your role, creative use of blowing toys, real or made up spiriometers (tubing in a bottle of water), standing walking and coughing. We have heard some RT’s express that chest physiotherapy is not part of their role – if that is your view – do not apply. The fact is, regardless of the training and boundaries in the USA or Canada – “respiratory therapy” includes chest physiotherapy – and many units we go to will have respiratory specialists or respiratory physiotherapists who may be your closest partner in terms of an opposite number to educate – so you will be working on ventilation issues with the doctors and maybe the nurses and “RT”s also, but the therapy most children need is therapy to keep them off the ventilator.  Remember also that on your own ICHF team there may be nurses who routinely titrate ventilaton and extubate, (and may not routinely do PT). 

Given the amount of downtime between cases we will sometimes ask the RT to assist the anesthetist or perfusionist in the OR at the beginning or end of some cases, or the generally help the PICU nurses in the ICU. It may also be useful to participate in the preop assessment and rounding on the floor – many children arrive with preexisting respiratory issues, wheezes or baseline stridor – or may be prone sleepers – all useful to know in the postop phase. 

Be prepared that you will be working with maybe 5 different types of ventilator - which you may have never seen before; instructions or controls may be in Chinese or Russian or spanish, flow sensors may be absent or uncalibrated. Like all members of the team you have to be comfortable with clinical assessment, teach from that perspective as the prime important skill, rely on your eyes and ears and sometimes ignore the numbers. You will have to work on a ventilator that is new to you, with no inservice training, and no manual. You will have to improvise connections, cut and connect things that are not meant to go together. Reuse of ventilator circuits is commonplace – resterilisation of single use items is universal. 

Regardless of how long you have worked it is highly likely you will be asked to use a ventilator you have never seen before – how do you do that? Answer - ask the local people to show you because they do know it. 

The ICU Team:
We prefer that the ICHF ICU team – doctors, nurses and RT, sign out at shift end together – we find the visible demonstration of teamwork that this provides is the biggest and best cultural shift that local teams need to embrace to empower nurses and create team working - which may be non-existent. Also – it is a practical issue – very few of you know each other, and each others ways of working – the probability of error and miscommunication is high – so signing off together is the best way to ensure the ICU team are all on the same page. 

Also – see appendix 2. A structured signout form the ICU that must include the local team. A good signout from the OR you will find will be a very good basis for developing ways of working and real learning.
Appendix 2: 

EXAMPLE PROTOCOL - Receiving the patient from the Operation Room ICHF – (must be modified to local needs and specific issues)
Before arrival  Check the bed – allocate roles. Think abut crowd control. Who will document, who will connect suction, who will attach monitoring. 
Immediately - When the patient arrives:
Nurse 1 and intensivist / RT: 
Primary cardiorespiratory assessment. Connect the ventilator if intubated . Observe Chest – Look and Auscultate, Observe colour, perfusion and quickly palpate upper and lower limb pulses, central and distal.  Continue this direct observation of breathing and keep finger on pulse until monitoring of ECG, SaO2 and pressures is transferred and operational.

Nurse 2 Assistants: (at the same time) 

Check the Monitor: Level and calibrate transducers. Attach Oxygen Saturation, ECG. 

Connect suction to chest tube, mark amount in drain, look for active bleeding.


Connect all electrical power to infusion pumps

This should all be done quietly – do not hand over the patient until the key staff are ready to listen. All staff Nurses Intensivists RTs should hear the same information.

Within 5 minutes - Before the Operation room team leaves - information report. 

Responsible nurse, intensivist, RT – gather together and receive information from Operation Room team, others staff be quiet and can help with the patient.

Essential Information from Anaesthetist


Endotracheal tube size and length, any difficulty in intubation?


Ventilation parameters and when was patient last suctioned


Drug infusions, current dose and dilution


Anaesthetic drugs used – time of last muscle relaxant and total fentanyl dose


Other drugs given – e.g. antibiotics, electrolytes, paractamol?


Report on circulation after bypass. Haemodynamic problems coming off bypass? Any arrhythmia?


Any Unexpected events 


Blood products given, and still available


Show last blood gas, electrolytes, haematocrit ACT and glucose from operation room 

Essential Information needed from Surgeon:
 (this could be given prior to patient return)


Diagnosis and type of operation – in detail, including any complications or surgical difficulty


Location of and number of Chest drains, is the pleura open?


Location and number of pacing wires


Bypass time and cross clamp time


Any unexpected events (e.g. bleeding, arrhythmia)


Filtration, or Modified Ultra filtration amount


Surgeon make a drawing of operation?

Do not forget this process - If the patient is very critical – and all the team is busy, it is even more important to do this thoroughly. Operation room team should stay longer – until there is time.

On an ICHF mission this process must fully include the local team – preferably should be done in the local language and translated – make sure the local nurse is included. Every patient signout should be disciplined and thorough and the local team should hear ALL the same information the ICHF team hears. 
