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INTRODUCTION 

he intensive care unit is a highly specified and 

sophisticated area of a hospital which is specifically 

designed, staffed, located, furnished and equipped, dedicated to 

management of critically ill patients, injuries or complications. 

It is a department with dedicated medical, nursing and allied 

staff. It is operated with defined policies, protocols and 

procedures, having its own quality control, education, training 

and research programs. It is emerging as a separate specialty 

that has to have its own separate team in terms of doctors, 

nursing personnel and other staff who are tuned to the 

requirement of the specialty (Narendra et al., 2010). 

In 1997 a task force of the European Society of Intensive 

Care Medicine (ESICM) published a paper aimed to describe 

minimum requirements for intensive care departments. These 

recommendations had an impact on guidelines of national 

intensive care societies as well as legislative documents (e.g., in 

Greece). Since then intensive care medicine and even more the 

conditions of its practice have changed considerably causing the 

need for an update of these recommendations. In 2008 the 

ESICM Working Group of Quality Improvement (WGQI) 

addressed this task and was endorsed by the ESICM council and 

the ESICM executive committee (Andreas Patrick, 2011). 

T 
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The old concept of identifying the intensive care units as 

just a separate area with high-tech equipment no longer holds 

true. The sheer volume of technology, the unfamiliar, sterile 

surroundings, lack of privacy, constantly revolving medical 

teams, incessant noise and glaring light, and the lack of natural 

forms, materials, and sensory experiences all are considered to 

be a traumatic experience for the patient and his family. As a 

result, the patients feel trapped in an environment they dislike 

and cannot control and their families feel helpless so patients 

and their families are asking for friendly environments that have 

a more natural feel and look. For that reason the patient-

centered design has become the hallmark of most new 

construction in the health care field where the intensive care 

unit design should  provide comfort to patients, reduce hospital 

acquired infections and cost of intensive care unit stay. 

Consequently, improved décor, more privacy, reduced environ-

mental stressors, natural surroundings, and greater patient 

control are becoming common concerns (Alex, 2004). 

The ICU Design Team should be approached by a 

multidisciplinary team consisting of the ICU medical director, 

the ICU nurse manager, the chief architect, hospital 

administration, and the operating engineering staff (Suzanne et 

al., 1995). 

The effective team communication and coordination are 

recognized as being crucial for improving quality and safety in 
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acute medical settings such as the intensive care unit (Reader et 

al., 2006). 

The intensive care unit is a dynamic environment with 

often rapidly changing patient conditions. We have to provide 

daily, timely information on the patient‟s condition.  Families 

will be asked to identify a spokesperson that will then be able to 

inform family and friends about the patient‟s condition. This 

ensures that information about the patient is given to the 

appropriate people. Also, it decreases the number of enquiries 

that staff receives about each patient. Additional information is 

available at reception describing the benefits and risks of 

various procedures the patient may undergo as part of their 

treatment (Reader et al., 2006).        

An ICU should have a policy for patient admission, 

discharge and deaths as well as policy for patient's management, 

transferring and procedures done (Robert and Royal, 2010).  

Units smaller than 5 or 6 beds are inefficient to operate 

and manage, It is important to suggest that units larger than 8–9 

beds are difficult to design with high quality observation from a 

central position, which has been a fundamental principle of ICU 

design from the beginning. If larger numbers are required, 

suggestion of breaking them into pods or clusters of 7 or 8 beds, 

grouped together to form a larger department under single 

management (Kirk, 2010). 


