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	Kelly Verhoeve RN BScN
Manager Professional Development
Professional Practice Facilitator & Accreditation Coordinator
Woodstock Hospital
	

	


	Kevin Halabecki, BScN, RN
Clinical Nurse Specialist-Trauma: Critical Care & Neurosurgical Services
Thunder Bay Regional Health Sciences Centre
(807) 684-6252
(807) 631-1664
halabeck@tbh.net
	RN's are documenting vitals q1h for patients on Bipap, intubated, or acute CPAP. for chronic BiPAP or CPAP, the vitals would be as condition warrants, or q4h, and if a patient is more acute, vitals could be q5min. Settings are documented in the physical assessments q4h.

RT's document vitals and settings at least q4h, and with every change in settings, more frequently with critically ill patients.

	

	Corinne Savignac, R.N., BScN, 
Nurse Clinician General Internal Medicine
705-523-7100
Extension 3315
Health Sciences North | Horizon Santé-Nord
41 Ramsey Lake Road 
Sudbury, Ontario P3E 5J1
	RRT will document every two hours  and with any new adjustments on the even hour and the RN will document every 2 hours  on the odd hour.
The RRTs do not document any vital signs. It is in our standard of care that nursing documents vitals minimally q1h while ventilated.
	

	Selina Fleming MN, BScN, RN 
HPHA Educator
Huron Perth Healthcare Alliance
Phone: 519.272.8210 x2325
Clinton Public Hospital - St. Marys Memorial Hospital - Seaforth Community Hospital - Stratford General Hospital

	For our EDs that use a travel ventilator:
Patients on the ventilator will be on a continuous cardiac monitor and pulse oximetry with vital signs recorded a minimum of every 10 minutes until stable, then every hour and with any change of settings or as frequently as their condition dictates.
Vent settings are documented as they change. 

In our ICU: 
HR, RR and BP are completed Q1H. Temperature is q4H. Vent settings and BiPAP settings are documented on with any change or if BIPAP is removed and/or reapplied for any reason. Nurses indicated that the RTs primarily document on vent/Bipap setting changes

	

	Hasina Kanji-Jaffer RRT, BSc, MSc
Clinical & Professional Leader
Respiratory Therapy, Practice & Education
Trauma, Emergency, & Critical Care
Sunnybrook Health Sciences Centre
Tel: (416) 480-6100 ext. 2319
Email: Hasina.kanji-jaffer@sunnybrook.ca
	RNs document q1h.
RRTs document q4h.
	

	Jessica Schlegel <JRSchlegel@osmh.on.ca>
	RRTs: All vents and Bipaps with vitals (SpO2, HR, BP, RR, ETCO2 ( if available)) are checked every 2hrs.  In extreme surge situations at least every 4 hours.  This is compliant with CSRT/CRTO/RTSO guidelines.  Exception is chronic/O/N Bipaps and Cpaps which are checked once or twice a visit.  Highflows esp acute are every other hour or 4hrs as well. RNs: I believe they are recording full vitals every hour in ICU with steady monitoring.
	

	Heather Leonard, RN BScN
Professional Practice Specialist
ICU, TMH ED & Simulation Program
Quinte Healthcare Belleville General Hospital
hleonard@qhc.on.ca
(613) 969-7400 x2987

	At QHC our standard is that the nurse continuously monitors the ICU patient on Bipap or who is intubated, and documents vital signs in the chart q2h, unless the need arises for more frequent vital signs (i.e. unstable vitals). The RT is responsible for charting the vent settings q2h, or more frequently if changes to settings are required. If stable, q2h is adequate.
	

	Roger Correia, RRT, HBSc, MHS
Clinical Resource Leader, Respiratory Care & Resuscitation 
Michael Garron Hospital | Toronto East Health Network 
825 Coxwell Ave | Toronto, ON | M4C 3E7 
Tel: 416-469-6580 ext 2196 |
roger.correia@tehn.ca
	At Michael Garron Hospital, our practice is to document vital settings and invasive/non-invasive ventilator settings q3h by RTs, and q1h by ICU RNs. 

During pandemic, we extended RT charting to q4h to help with workload and minimizing entry into the rooms.

	

	Sarah Jorgensen RN, BA, BScN, MSc
Clinical Educator – Critical Care Unit and Medical Cardiology (C5)
Brant Community Healthcare System
200 Terrace Hill Street
Brantford, ON
N3R 1G9
Telephone: (519)751-5544 ext. 4275
Email: sarah.jorgensen@bchsys.org

	RN Documentation:
Q1hr and PRN for BP, SpO2, RR; Q4hr and PRN for temp, physical assessment (including chest assessment)
RRT Documentation:
Q4hr and PRN with changes.
	

	Lindsay Martinek BA.Hon, RRT, MHS
Director, Professional Practice
Michael Garron Hospital | Toronto East Health Network (Formerly Toronto East General Hospital)
825 Coxwell Ave | Toronto, ON | M4C 3E7 
Tel: 416-469-6580 ext 3068 |Twitter: @MGHToronto
Lindsay.martinek@tehn.ca

	Hourly for RNs, q4h for RTs generally.
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Purpose:  
The following document outlines the standards of nursing care for all practicing 
nurses in Critical care and adheres to both legislative requirements, regulatory 
requirements as outlined by the College of Nurses of Ontario (CNO), and minimum 
standards as defined by The Canadian Association of Critical Care Nurses 
(CACCN), and Critical Care Services Ontario (CCSO). This document serves to 
inform all critical care nurses of their accountability and ensures that patients receive 
consistent, high quality and evidence-informed care from nursing staff during their 
stay.  
 
Protocol: 
Critical care nurses provide specialized care to patients experiencing a life 
threatening or potentially life threatening illness. This care is complex, intensive and 
continuous. For patients that meet the admission requirements for critical care, a 
nurse must possess the attributes required to practice critical care nursing include 
advanced theoretical knowledge, critical thinking, advanced problem solving, 
responsible leadership, advocacy, judgement and sound communication skills 
(CCSO, 2018). Woodstock Hospital requires that all nurses working in critical care 
complete assessments and interventions, as well as document their practice, either 
electronically or on paper, reflecting these core standards. 
 
Practice Standard: Skill, Knowledge, Integration and Critical Thinking. 
The critical care nurse will report, discuss and address differences between actual 
and expected outcomes with the appropriate inter-professional team members in 
order to modify the plan of care. Integrating data from physical assessments allows 
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the critical care nurse to communicate unexpected findings and make rapid 
decisions about priorities in care. Data collection including physiological, 
psychological, cultural, developmental and spiritual data will be done based on the 
patient’s condition and available resources. 
 
Policy: Demographics 
History: Baseline elements and content of documentation will be captured and 
documented electronically on admission as per Woodstock Hospital Clinical Practice 
Protocol and Procedure- Unit 1: Inpatient Documentation Standards- Charting by 
Assessment, including allergies, medications, screening tools, accessibility 
concerns, alcohol, smoking and recreational drug use, procedure and problem list, 
as well as any psychosocial, spiritual or Religious needs. 
 
Physical assessment 
1. Height and weight 


Obtained on admission measured in centimeters and kilograms, with ongoing 
reassessment of weight during hospital stay or as ordered by the Physician 


2. Pain 
a. At a minimum standard, the patient is assessed for pain on admission, 


with reassessment of pain within 1 hour post medication or modality to 
evaluate the effectiveness of his or her intervention to aid the patient 


b. The nurse will document the location, onset, provoking factors, quality of 
pain, region and or radiation of pain, the severity of the pain using numeric 
pain scale and the time associated with the pain 


3. Vital signs:  
In order to prevent unnecessary delays in care, treatment or intervention, the 
nurse will at minimum, assess heart rate, heart rhythm, blood pressure, 
respiratory rate with breathing pattern, oxygen saturation and temperature q 4 
hours. 


a.  In the event the patient is unstable with life saving measures that may 
impact hemodynamic or respiratory status; in which the health care team 
is continually re-assessing, in this case the nurse will institute more 
frequent assessment during medication titration (usually q15 min), and for 
the duration of life saving measures (usually q 1 hour) or until stable. This 
analysis allows the health care team to intervene and make rapid 
decisions about priorities of care. As per CCIS, routine ICU level 
monitoring is to include assessment and documentation using these 
parameters 


 
4. Systems assessment:  


At Woodstock Hospital at minimum the critical care nurse will do a complete 
head to toe assessment q 4 hours and more frequently as necessary to 
anticipate, prevent, prepare for, recognize and intervene in life-threatening 
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situations. Based upon knowledge of nursing, biological, physical, psychosocial, 
and behavioral sciences, data is continuously analyzed by the critical care nurse 
to formulate nursing response and intervention. 


 
Neurological assessment - A minimum assessment of signs and symptoms, level of 
consciousness, orientation, Glasgow Coma scale, pupil assessment, facial 
symmetry, extremity strength/ symmetry, communication characteristics and 
behavior assessment will be used as reference to assess the neurological status of 
a patient. Changes in verbalization, pupillary responses and behavior changes may 
also indicate worsening neurological complications.  The critical care nurse does not 
need an order to perform neurological vital signs, but should do a neurological 
assessment at least once per shift in a patient without deficit. Neurological vital signs 
are to be completed and documented q 1 hour in patients admitted with a 
neurological diagnosis or unstable loss of consciousness. 


a) Neurological vital signs are to be competed and documented q 2-4 hours if 
altered but stable, but increase the frequency with any assessed deterioration 


b) If neuro vital signs are ordered, the frequency will be identified in the physician 
order, and must be adhered to 


c) If there is assessed deterioration in any circumstance, notify the physician and 
increase the neurological assessment frequency. Any change from the 
previous assessment, including motor asymmetry or weakness, is the most 
important finding. Always rule out hypoglycemia for any change in neurological 
status 


d) Neurological assessment should be performed together at TOA 
e) Ventilator Adjusted Motor Assessment Scoring Scale (VAMAAS), if a patient is 


ventilated, will be utilized to best evaluate the effectiveness of sedation, help 
evaluate intervention in a timely manner and is to be documented with any 
change in the requirement of sedation. The goal VAMAAS will be ordered by 
the Physician, with a usual target of 3A (see attached appendix) 


f) The use of neuromuscular blockade requires the nurse to assess the efficacy 
of the paralytic, documenting visual assessment, (ie. is the patient breathing 
over the set ventilator rate) as well as utilizing the peripheral nerve stimulator. 
Assessment is q 30 min for 2 hours or until the ordered twitches are achieved, 
and then q 1 hour once goal achieved for the duration of the use. Over 
paralyzed patients will have a Train of Four (TOF) 0/4, the well paralyzed 
patient will have a TOF 1-2/4 and the under-paralyzed patient will have a TOF 
of 3-4/4 


 
Cardiovascular - The critical care nurse will monitor every patient on continuous 
cardiac monitoring, until such time that it an order to discontinue is prescribed by a 
Physician. Telemetry patients will be monitored, adhering to the same standard of 
care. 


a) The critical care nurse will assess and document signs and symptoms, central 
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and peripheral pulses with comparison, edema, chest pain, and assess the 
skin for colour, temperature and moisture q 4hours at minimum 


b) The critical care nurse will assess for anyone with potential for vascular 
compromise (central or arterial line in extremity, vascular surgery or 
intervention or trauma) by assessment of peripheral pulses, edema, arm or 
calf tenderness and skin integrity at minimum, q 1 hour. If a patient is on 
peripheral vasoactive medication, the nurse will assess and document any 
findings, including, phlebitis, infiltration and colour q 1 hour at a minimum 


c) Mean Arterial Pressure (MAP) goals and parameters are to be ordered or 
communicated by the Physician and documented for trending and monitoring. 
The critical care nurse will clearly discuss with the Physician, and obtains an 
order if medication is to be titrated or any changes to the treatment plan are 
required 


d) If a patient has required the initiation of a planned or unplanned electrical 
intervention, for example, cardioversion or defibrillation the nurse will 
document pre-procedural vital signs, ECG and cardiac assessment, as well as 
immediately post procedure. Post intervention re-assessment is to continue at 
q 15 min intervals for 1 hour or until stable, and then q 4 hours at a minimum 
so as to ensure prompt intervention 


e) If the patient is requiring the use of a pacemaker, either, transcutaneous or 
transvenous, the nurse will document and assess the patient pre procedure 
and their response to the intervention immediately post procedure, q 15 min 
for 1 hour for the duration of the intervention 


f) The patient who has required defibrillation as a life-saving intervention will 
require the nurse to document the pre- procedure cardiac rhythm assessment, 
and the immediate response post defibrillation. This is to include vital signs if 
present, the cardiac rhythm interpretation and effectiveness of the intervention. 
If further defibrillation is required, there is to be ongoing reassessment until a 
time in which the patient has Return of Spontaneous Circulation (ROSC). This 
documentation is competed on the cardiopulmonary arrest flow Sheet- form 
13-07 


g) ROSC patients will require the critical care nurse to interpret, evaluate and 
respond to pertinent diagnostic data and appropriately report findings to the 
health care team in order to promptly intervene. Cardiac assessment will be 
documented q 15 min post ROSC and q 1 hour at minimum until the patient is 
stable. If Targeted Temperature management is ordered, the nurse will 
document the target temperature, interventions used and the patient’s 
temperature in response to the treatment. Malignant Hyperthermia patient’s 
will require continuous cardiac monitoring and Targeted Temperature 
Management, and should be therefore, documented on and cared for as the 
ROSC patient 
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Respiratory - The critical care nurse will assess and document at minimum, q 4 
hours the patients complete respiratory effort, rate and rhythm, including oxygen 
saturation, airway patency, chest auscultation, signs, symptoms, and chest 
inspection.  


a) The critical care nurse will intervene to ensure an effective airway and manage 
respiratory failure secondary to impaired gas exchange or mechanical failure 


b) If the patient has required either non-invasive or invasive intervention, the 
nurse will monitor and document respiratory system assessment q 1 hour and 
as necessary, to identify potential deterioration and implement a plan of care 
using his or her advanced skills and knowledge within their professional scope 
of practice. The critical care nurse will identify deterioration and alert the health 
care team to collaborate a plan of care 


c) If the patient is on non-invasive oxygen therapy (Bi-pap or CPAP), or is 
mechanically ventilated, the critical care nurse will monitor and document 
respiratory system assessment hourly and PRN , including all setting 
parameters and patient trends with response to treatment. The nurse as well 
will document ventilator parameter settings and patient parameters, identifying 
any change in trends and immediately collaborating with the Respiratory 
therapist and physician. If a patient requires proning, due to severe ARDS, the 
nurse will document thoroughly all findings and assessments at time of proning 
and supination in addition to the hourly assessment 


d)  If the patient is on a home machine, the critical care nurse will document the 
use of the home machine, and consult with the Respiratory therapist to ensure 
its function and settings are acceptable 


e) The critical care nurse will intervene to promote successful weaning from 
ventilator supports in collaboration with the Health Care Team. The critical 
care nurse will troubleshoot, document and manage  the patient as a result of 
any changes q 15 minutes or until stable, and then q 1 hour for the duration of 
the intervention 


f) The critical care nurse will advocate and implement care that reflects 
established priorities and evidence based practice (e.g. Ventilator Associated 
Pneumonia bundles, early mobilization and nutrition). This will also include a 
daily assessment, in collaboration with the health care team to establish 
readiness of spontaneous breathing trials with sedation vacation 


g) The critical care nurse will document the use of a pulmonary bed or air therapy 
surface by identifying the use of head of bed elevation with vibration, 
percussion or side to side positioning that could enable improved air 
exchange. The nurse will document the reason for starting, continuing or 
discontinuing the treatment, as well as the duration and patient’s tolerance 
throughout the care of the patient at minimum q 4 hours 


 
Gastrointestinal – The critical care nurse will assess and document a gastrointestinal 
assessment including abdominal inspection, bowel sounds, assessment of hydration 







Page 6 of 10 


                                            WOODSTOCK HOSPITAL                           
Critical Care Documentation Standards 


 
 


This policy is published as part of an electronic document repository. 
The user is responsible for referencing the most recently published electronic file. 


and any signs and symptoms at least once per shift and documentation of 
reassessment q 4 hours at minimum 


a) The critical care nurse will monitor and document any gastrointestinal drainage 
including the orifice and measurement of any indwelling drainage devices 
(nasogastric/orogastric tube or stool collection system) q 4 hours at minimum 
to identify and intervene to correct any alterations in the gastrointestinal tract 


b) The critical care nurse will advocate and implement care that reflects 
established priorities for promoting early and safe enteral feeding or early and 
safe parenteral feeding if enteral feeding cannot be initiated 


c) The critical care nurse will document the use of any intervention used in 
thermoregulation (eg. invasive cooling measures, non-invasive 
cooling/warming devices or fluids) as well as the patient response, hourly at 
minimum, and for the duration of the treatment 


d) The critical care nurse will assess and document the management of the 
overdose patient, according to the acuity of the ingestion. The Critical care 
nurse will liaison with Ontario Poison Center for the direction and management 
of any ingested substance, intentional or non-intentional. This interaction will 
be documented, as well as ongoing reassessment and intervention as directed 
by Ontario Poison Center within the Electronic Health Record (EHR). 
Emergency department poison report form 03-08. Gastric lavage or gastric 
decompression will be documented with regards to effectiveness of 
intervention, colour and consistency of losses as well as total intake or output  


 
Genitourinary –The critical care nurse will assess and document, at minimum, on a 
stable patient, q 4hours the patients complete genitourinary system assessment 
including urinary output, voiding pattern, colour and consistency of urine or any signs 
and symptoms. If the patient is critically ill, q 1hour assessment of urinary output is 
to be completed and documented 


a) The critical care nurse will recognize and share findings with the physician or 
interdisciplinary team  to reduce likelihood of the side effects of nephrotoxic 
pharmacological agents (e.g. radiographic dye, diuretics, vasopressors) and 
document the patient response to intervention 


b) The critical care nurse will assess and document vital signs and the presence 
of headache, vision changes, epigastric pain and patellar reflexes q 1 hour on 
obstetrical patients with pre-eclampsia or eclampsia receiving magnesium 
sulfate treatment.  Refer to unit 7 – Magnesium Sulphate – Administration to 
OB Patients for Pre-Eclampsia 


c) The critical care nurse will assess and document vital signs, lochia, uterine 
fundus and perineum on all obstetrical patients that have post-partum bleeding 
and or hemorrhage requiring critical care admission, q 15 min for at least 1 
hour and then q 1 hour until stabilized. Refer to Unit 15 – Primary Post Partum 
Haemorrhage – Nursing Care in 
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Integumentary-  The critical care nurse will assess and document a compete head to 
toe assessment of the skin at least 1 time per shift and reassess q 4 hours to identify 
potential skin integrity breakdown.  
The critical care nurse will document any wound, skin breakdown, ulcer or impaired 
mucosa, with continual reassessment and will seek an expert opinion, including 
physician and or wound care nurse, regarding interventions to promote healing. This 
is in addition documentation of the Braden Scale to ensure that wound types and 
locations are monitored at all stages of healing during intervention and treatment. 
 
Musculoskeletal- The critical care nurse will document and assess a patient’s gait, 
mobility and strength, peripheral pulses and inspect extremities at least q 4 hours at 
a minimum. If a deficit has been identified, the critical care nurse will reassess and 
document q 1 hour at minimum. 


a) Changes in mobility and strength or sensation may be indicators of worsening 
diagnoses including neurological complications 


b) Changes in assessments of peripheral pulses, extremities or the presence of 
compartment syndrome may indicate worsening neurovascular complications 


 
Ears, Eyes, Nose, Throat-The critical care nurse will assess for and document any 
sensory changes q 4 hours at minimum. This is to include for example, discharge, 
changes in vision or hearing, ability to swallow or the presence of swelling.  
 
5. Intake and Output- The critical care nurse will document an accurate intake and 


output hourly, bringing forth a 24-hour balance, as well a cumulative balance on 
every patient. Interventions are implemented using pharmacological and 
technical methods to recognize, correct and manage life threatening fluid 
imbalances, and are therefore, a minimum standard of critical care 


 
6. Monitoring Strips- The critical care nurse will obtain, assess and interpret the 


cardiac rhythm strip at minimum, once per shift. The nurse will document the 
cardiac rhythm strip for rate and rhythm including PRI, QRS and QT interval 
measurements. If the patient demonstrates cardiac instability, this assessment 
will be more frequent. For example, if a patient has a prolonged QT, frequent 
ectopy, chest pain or has required intervention, the critical care nurse will 
interpret and document the rhythm and cardiac assessment immediately post 
intervention, q 15 min until stable and q 4 hours following at minimum. Telemetry 
patients will be documented on adhering to the same standard 


 
7. Peripheral Intravascular Devices (PIDs) and Central Venous Access Devices 


(CVAD’s) - The critical care nurse will document according to the Documentation 
Practice Guidelines within the Woodstock Hospital Clinical Practice Protocol and 
Procedure- Unit 1: Inpatient Documentation Standards- Charting by Assessment 
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8. Lines, Tubes and Drains- The critical care nurse will include in the initial 
assessment of the patient, any lines, tubes or devices. The critical care nurse will 
reassess these lines, tubes and devices throughout their shift, and document this 
in the electronic chart. For example, but not limited to, CVAD, indwelling foley 
catheters, gastrointestinal drainage devices, ostomy, chest tube or tracheostomy 
are continually monitored to ensure prompt interventions to correct  any 
alterations in function 


 
9. Plan of Care- The critical care nurse, along with the inter-disciplinary team, will  


assist in the formulation of a plan of care that engages in the implementation of 
evidence based or best practices in which the patient and their support network 
is included in. Re-evaluating the plan, in collaboration with the team, is done to 
ensure that revisions are discussed and responded to in a timely and evidence 
based manner 


 
10. Interventions- The critical care nurse will analyze unexpected findings and makes 


rapid decisions about priorities of care. The critical care nurse will document and 
communicate their assessment to the most responsible physician and will ensure 
the most appropriate action is taken. Adherence to physician orders, best 
practice guidelines, clinical judgement and the individual nurses’ skill and ability, 
interventions are carried out while respecting the principles of patient and family 
centered care 


 
11. Education and Discharge Information- refer to Woodstock Hospital Clinical 


Practice Protocol and Procedure- Unit 1: Inpatient Documentation Standards- 
Charting by Assessment  
 


12.Transfer of Accountability (TOA) -refer to Woodstock Hospital Clinical Practice    
Protocol and Procedure- Unit 1: Transfer of Accountability- All Transition Points 
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Originator:  N. Peterson RN,  Clinical Educator Critical Care 


Current Reviewer:  


Responsibility: Director of Patient Care 


Reference: 1) Practical Standards for Critical Care Nursing in Ontario, Critical Care 
Services Ontario, 2018 


2) Standards for Critical Care Nursing Practice, Canadian Association of 
Critical Care Nurses, fifth edition, 2017  


3) Critical Care Standard- Monitor Card/Quick Reference Guide- For Nursing 
Assessment Standards, Regional Collaboration 


Cross Reference: 1) Clinical Practice Manual - Unit 1: Inpatient Documentation Standards- 
Charting by Assessment 


2) Clinical Practice Manual- Unit 7: Magnesium Sulphate – Administration to 
OB Patients for Pre-Eclampsia 


3) Clinical Practice Manual- Unit 15: Primary Post-Partum Haemorrhage –  
Nursing Care in  


4) Clinical Practice Manual- Unit 1: Transfer of Accountability- All Transition 
Points 
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APPENDEX 


VENTILATOR ADJUSTED: MOTOR ACTIVITY ASSESSMENT SCALE 
(VAMAAS) 
 ASSESSMENT FINDING 


Motor Score 
 ASSESSMENT FINDING 


Ventilation Score 


 
0 


Unresponsive to pain, Does not move to 
noxious stimulus  
 


 
A 


Minimal coughing, comfortable respiratory 
rate, minimal high pressure or rate alarms. 
Tolerates movement and stimulation. 


 
1 


Opens eyes OR raises eyebrows OR turns 
head towards stimulus OR moves limbs with 
noxious stimulus 


 
B 


Coughing and high respiratory rates when 
stimulated but settles with voice or removal 
of stimulation. 


 
2 


Opens eyes OR raises eyebrows OR turns 
head towards stimulus OR moves limbs when 
touched or name is spoken 


 
C 


Distressed, frequent episodes of coughing 
and competing with ventilator, high rates 
with normal or low PCO2s, frequent high-
pressure alarms. 


 
3 


Calm and cooperative, No external stimulus 
is required to elicit movement AND patient is 
adjusting sheets or clothes purposefully and 
follows commands. 
 


 
D 


Unable to control ventilation, high airway 
pressures or difficulty delivering adequate 
volumes or prolonged coughing. 
 


 
4 


No external stimulus is required to elicit 
movement AND patient is picking at sheets 
or tubes OR uncovering self & follows 
commands. 


 
5 


No external stimulus is required to elicit 
movement AND patient is attempting to sit 
up OR moves limbs out of bed AND does 
not consistently follow commands (e.g. will 
lie down when asked but soon reverts back to 
the attempts to sit up or move limbs out of 
bed). 


 
6 
 
 
 


No external stimulus is required to elicit 
movement AND patient is attempting to sit up 
OR thrashing side to side OR striking staff 
OR trying to climb out of bed AND doesn't 
calm down when asked. 


 






