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Coronary Care Unit(CCU) - Level II Advanced
· Does your organization have a CCU, and would you be willing to share any admission criteria, policies, or standards or care (i.e. assessment frequency, vitals, etc.) 
· Patient types include pre/post STEMI, lysed patients awaiting PCI, TAVI, CHF exacerbations requiring BiPAP, low dose Titratable inotropes 
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Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435
Email: sparsons@southlakeregional.org

	Hi Carly,

No admission criteria to share but attached are the routine nursing standards of care 
	
  

	Julie Allen, R.N., BScN, CNCC (C)
Nurse Clinician, Cardiac Medical Unit/Cardiodiagnostics/Heart Failure Disease Management Program/Cardiac Outpatient Centre
Extension 8319
Pager 1038
Health Sciences North - Horizon Santé-Nord
41 Ramsey Lake Road
Sudbury, Ontario P3E 5J1
E-mail: juallen@hsnsudbury.ca

	Hi Carly,

I have attached our Standard of Care for the Cardiac Medical Unit. Our patient population includes those that you mentioned, as well as patients on intra-aortic balloon pump, post-op TAVI patients and medical patients such as COPD exacerbations, DKA, septic patients not requiring intubation. I will note that our Standard of Care is currently up for revision, but this is the current live document.

I have also attached the admission/discharge criteria to Critical Care Units, including the patient population they try to place in CMU. 
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PURPOSE

To outline the standard of care for patient care in the Cardiac Medical Unit (CMU).

STANDARD OF CARE

ADMISSIONS

Bedside Preparation

All monitor cables and leads are cleaned between patients and
verified to be in good working condition (no frayed cables) before
use.

Stock bedside cart as per list. (Appendix A)

Clean out night stand of all previous equipment (i.e. basins,
bedpans, blood pressure cuffs, etc.).

Remove excess linen from the room.

Triple IV pump in the room and plugged in.

New suction canisters and tubing assembly.

Ensure suction regulators are functional.

Ensure previous data has been cleared from the monitor information
system.

All emergency equipment available at bedside (Yankauer suction,
oral airway).

Assessment

Full head-to-toe assessment including BP, TPR, neurological
(Glasgow Coma Scale), respiratory (breath and lung sounds, O,
saturation), cardiac (ECG rhythm), pain (using pain scale) and
remainder of body systems.

Braden Scale completed and recorded on appropriate form.
MORSE fall risk assessment completed and recorded on
appropriate form.

Mobility assessment completed and recorded on appropriate form.
Mobilization scale and visual management discussed with patient
and flagged on white board. Continuous cardiac monitoring and O,
saturation.
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Continuous pressure monitoring (arterial line, CVP, PAP) as
required.

Patient demographic information (name, date of birth) obtained from
the patient/family and entered in the bedside monitor information
system. Enter height in cm and weight in kg only if cardiac output
calculations required.

Patient Identification

Ensure patient has identification armband on wrist.

Use two client identifiers (i.e. full name and date of birth) to identify
patient at the beginning of shift and prior to any procedure.
Remove Emergency Department armband on admission and
replace with inpatient armband. Use two client identifiers to ensure
replacing with the appropriate armband.

Allergies

Allergies (if present) must be identified on the chart and patient data
profile. Refer to current policy on allergies.

If allergies are present, ensure patient has red armband on. Call
Bed Allocation for correct armband if not present.

If there are no allergies, “No Known Allergies” must be noted in the
patient data profile and at the top of the flow sheet (Page 7 -
Medication Administration).

Admission Report

Primary nurse will receive patient report from transferring health
care personnel (RN, paramedic, physician).

Personal Belongings

Ensure patients and families are aware they are responsible for all
valuables and belongings brought to the hospital.

Admitting RN will attempt to send valuables (i.e. currency, credit
cards, jewelry) home with family members.

Valuables will be itemized and documented on the Nursing History
record (sent home or kept).

Patient or next of kin signature is required on the declaration of
valuables on the Patient History and Assessment Record.

Refer to the Safe Keeping — Patient Valuables standard of work
(Appendix B) if valuables will be kept with Security.

Disposition of Medication
Brought to Hospital

Admitting RN to document home medications on the Admission
Medication Order Record (AMOR). Obtain home pharmacy
medication list, double check the list with the AMOR and the patient.
AMOR to be verified and signed by the physician. The completed
record is filed as the first order set in the Physician Order section of
the chart with an NCR copy sent to Pharmacy. The home pharmacy
list is to be kept with the AMOR in the Physician Order section.

All home medications are sent home with family members when
possible. If unable to send home, place medications in a clear
plastic bag labeled with the patient’'s addressograph and secure
them in the locked medication drawer. Record this on the Patient
History and Assessment Record.

Nursing History

Complete upon arrival to unit if patient condition allows. If unable to
complete upon patient arrival, complete within 24 hours of
admission.

To be received completed with transfers from other patient areas.

Unit Orientation

Patients and/or family member will receive an orientation to the unit
on admission, or as patient condition warrants.
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Provide CMU Visiting Guidelines pamphlet to the family.
Provide location of the CMU waiting room, and explain the rationale
for calling in to the unit for entry.

Admission Orders

Review physician orders for STAT orders. STAT orders are
processed and implemented immediately or within 30 minutes of the
order being received.

Physician’s orders are processed by the ward clerk/RN and checked
by the patient’s primary RN. The RN will ensure the orders are
correctly processed. Medications should be double-checked by
another RN prior to administration, unless in an emergent situation.

Infection Surveillance

Routine precautions are to be used for all patients.

Complete risk assessment and initiate isolation precautions as
necessary.

Infection surveillance swabs and protocols according to guidelines.

CMU STAY

Vital Signs

Vital signs (TPR, BP), SaO, (non-invasive ventilation) are recorded
Q15 minutes - Q1H according to patient condition. Vital signs may
be taken more frequently at the nurse’s discretion.
Sa0, (stable, minimal oxygen requirements), pain, GCS Q4H unless
otherwise ordered.
Continuous core body temperature monitoring (blood, rectal) in
cases of hemodynamic instability (i.e. during cooling or warming
procedures).
Note frequency of vital signs in patient data profile.
Stable patients should have VS a minimum of Q2H while awake
unless otherwise ordered.
Stable patients should have neurological assessments a minimum
of Q4H while awake unless otherwise ordered.
Continuous cardiac monitoring.
ECG rhythms to be interpreted at the beginning of each shift, Q4H
and PRN with any occurrence of arrhythmias or hemodynamic
instability.
The following assessments are performed and documented:
0 Systemic head-to-toe assessment Q4H
0 Hemodynamic values if applicable (Q15 minutes - Q1H, i.e.
during vasopressor/dilator titration)
0 Baseline NIBP at the beginning of shift and Q4H and PRN
o If 20-30 mmHg SBP difference between NIBP and arterial
line BP, use ABP values if normal waveform.
IABP check per checklist if applicable
Pressure monitoring lines (leveling and calibration) Q4H and
after each position change
IV and vascular access Q4H
IV medication infusions including concentration and dosage
Sedation Assessment Scale (SAS) Q4H and PRN
CAM ICU completed at the beginning of each shift and PRN
Mobility assessment and scale Q4H
0 Restraint assessment per hospital policy

(e}Ne]
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Fluid Balance (Intake and

Hourly intake and output are recorded until discontinued.
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Output) e Shift intake and output are calculated and recorded while in CMU.
e 24 hour and cumulative fluid balances are calculated and recorded
onto following day flow sheet (night shift at 0700).
Weight e Daily weights as ordered and recorded in the patient data profile and

flow sheet.

Laboratory Results

Reviewed on EMR at the beginning of each shift and PRN.
Extreme high/low or change in values questioned by the RN will be
verified with the Lab.

Critical lab values are reported to the physician immediately.

Point-of-Care Glucose

Blood glucose tests are to be performed using hospital-approved

Testing glucometer as ordered by the physician.

Consent e Ensure that required consent for special procedures, surgeries, and
blood and blood product transfusion are obtained by the physician
according to policy.

Daily Rounds e The primary nurse will deliver a full head-to-toe assessment report

following the Patient Rounding Sheet format. (Appendix C)

Physician’s Orders/Chart
Review

At the beginning of each shift, physician’s orders during the last 24
hours are reviewed and checked against the patient data profile.
Review dictated history and physician progress notes from the
previous days.

Medication Orders

Medication orders are processed and transcribed as per policy.

At the beginning of each shift, the medication profile is reviewed and
verified against the last 24 hours physician orders by two RN
signatures/initials.

All medications administered are charted in the medication section
of the flow sheet.

Medication Administration

The Smart Pump IV drug library is to be used for all 1V infusions.
o Ifadrugis notin the drug library, “No Drug Selected” is to be
used.
o0 All continuous medications must be run as a primary infusion
on a single channel.
o No secondary medications are to be hung on life saving or
high alert medications.
All medications must be given following CNO medication standards
and hospital policy.
STAT medications must be administered immediately.
Patient-specific pharmacy-prepared medications are labeled
accordingly and are to be given ONLY to the patient indicated on the
label.
TPN administration as per hospital policy.
All IV lines are to be labeled as per hospital policy.
For multiple 1V infusions, follow the Multiple IV Infusions standard.
IV solutions must be labeled according to hospital policy.
Refer to IV monograph for specific infusion requirements.
Medications via feeding tube as per hospital policy.

Documentation and Charting

Follow standards of charting for CMU flow sheet.

Focus charting as per hospital documentation standards.
All daily patient documentation is done in CMU flow sheet.
Toileting documentation as per CMU standard of work.
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e Braden Scale completed Q24H.

¢ Mobility Scale completed QID (0800, 1200, 1600, 2000).

e MORSE Fall Scale completed on admission, change in patient
condition, upon transfer to another unit and after a fall.

Room and Cart Stock e Patient rooms are to be tidied and bedside cart stocked at the end of
each shift as per Appendix A.

HEAD-TO-TOE ASSESSMENT

Neurological e Complete on all patients using the Glasgow Coma Scale (GCS)
Q4H, or as ordered.

e For patients with acute neurological pathology, complete
neurological assessment Q1H and PRN.

Cardiac e Continuous ECG monitoring including ST segment analysis, QT and
QTc intervals.

e Analyze and document cardiac rhythms by printing rhythm strips at
the beginning of each shift, Q4H and when arrhythmia or rhythm
disturbance occurs.

¢ Note pacemaker or ICD in the patient data profile according to the
device’s information card or the last report in EMR.

e Print hemodynamic pressure waveforms (ABP, CVP, PAP) Q4H
with ECG rhythm strips.

e Document and trend HR, ABP, MAP and hemodynamic values
(PAP, RAP or CVP) in the graphic section of the flow sheet.
Frequency will be dependent on patient condition.

e Perform cardiac or hemodynamic profile as ordered.

e Complete IABP therapy checklist Q1H (if applicable).

e Documentation of temporary pacemaker must include rate, MA,
sensitivity settings and description of site.

e Change the battery in the temporary pacemaker as per procedure.

Respiratory e Perform and document the following assessments at the beginning
of each shift and as noted on the flow sheet:
0 Respiratory rate Q2H while awake or PRN
0 Lung sounds Q4H or PRN
0 Oxygen saturation by pulse oximetry
= Q1H on non-invasively ventilated patients (BiPap and
AirVo)
=  Q2H while awake
Tracheal position/deviation Q4H
Work of breathing Q4H
Incentive spirometry when applicable
Deep breathing and coughing exercises or chest physio Q4H
when applicable
e Chest tube assessment and care as per hospital policy.

©Oo0oO0oOo

Gastrointestinal e Perform and document the following assessments at the beginning
of each shift, Q4H and PRN on the flow sheet:
0 Bowel sounds from four quadrants
o0 Abdominal distention, pain on palpation
0 Bowel movement documentation as per Clinical Activity
section in flow sheet
0 Feeding tube assessment and care as per hospital policy

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
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e Gastric intake and output are measured and totaled at the end of
every shift.
0 Intake includes:
= Tube feed water content
=  Water flushes and water administered with
medications
= Qral intake (includes sips and ice chips)
o0 Output includes:
= Gastric tube drainage
=  Emesis
= Diarrhea
e Colostomy pouch well secured, no leakage Q4H.
e Assess stoma colour, peristomal skin, discomfort, drainage from
stoma Q4H.
e Consult Enterostomal Therapy PRN.
¢ Bowel management system (Actiflo) as per pre-printed orders.

Genitourinary

e Perform and document the following assessments at the beginning
of each shift, as noted and PRN on the flow sheet:

o0 Presence of indwelling urinary catheter or urinary diversion
(ileal conduit, ureterostomy, Indiana pouch)

0 Characteristics of urine (colour, smell, clarity) Q4H

o0 Amount of urine Q1H when applicable (i.e. nephrology
patients, CHF patients, frequent diuresis patients)

0 Urine output less than 30mL/hour for 3 consecutive hours
and downward trends in symptomatic patients should be
reported to a physician

¢ If indwelling urinary catheter present:

o Daily assessment of need for indwelling catheter and
condition of insertion site

o0 Collection bag lower than the bladder to ensure gravity
drainage Q4H

o Verify catheter placement — tube well secured on thigh to
prevent pulling Q4H

o If catheter not draining, perform bladder scan as per hospital
policy

o Discomfort caused by catheter Q4H

0 Peri-care/catheter care is provided Q6H and PRN

e If there is no indwelling catheter present:

o Frequency of voiding Q4H

0 Amount and characteristic of urine with each void

o Discomfort when voiding (burning sensation or bladder
distention)

0 Pericare is performed minimum twice daily and following
bowel movements (mild soap and warm water or hospital-
approved skin care products). Avoid using powder.

0 Assess and document signs and symptoms of UTI

0 Bladder scan PRN as per hospital policy

Integumentary /
Musculoskeletal

e Perform and document the following assessments at the beginning
of each shift, daily and PRN on the flow sheet:
0 Location and characteristic of wound

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
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0 Presence and condition of dressing(s)
All immobile patients are repositioned and have their skin inspected
Q2H and PRN. Skin assessment findings and interventions
implemented to treat altered skin integrity are documented Q shift
and PRN.
Complete Braden Scale Q24H on night shift.

Invasive Lines/Catheters

Assess patency and site Q4H and PRN.

During daily rounds, assess the need to continue any invasive lines
(CVC, foley catheter, saline locks, etc.).

Assess patients with AV fistulas for presence of thrill/audible bruit
Q4H and after episodes of hypotension. Report diminishing, absent
or change in character of thrill or bruit to physician.

NURSING CARE

Pre-Operative / Procedure
Teaching

To be done on the unit by the RN using the pre-op checkilist.
All documentation to be done on the pre-op teaching sheet.
NPO/hold enteral feeds as ordered.

Teach-Back method should be used for all patient education.

Pre-Operative / Procedure
Skin Preparation

Clip hair from site of surgery, taking care not to cut skin.

Bed bath to be done by RN using the approved antiseptic soap the
night before the morning of surgery after clipping procedure (or prior
to OR if an emergency).

Pre-Operative / Procedure
Sedation

AM medications to be given as per anesthetic protocol.

Any other medications given as ordered, otherwise NPO.

Side rails to be raised after pre-op sedation administered and call
bell in reach.

All medications are to be charted in the Medication section of the
flow form and anesthetic record.

Transfers to Cath Lab

Verbal report to be given to the Cath Lab RN.

Cath Lab staff will porter patients to and from CMU during normal
Cath Lab hours (0700-1700).

CMU RN to assist with transfers to and from Cath Lab outside of
normal Cath Lab hours, as outlined in the standard of work.

Transfers to OR

Verbal report to be given the OR RN. CMU RN may be asked to
travel with the patient if the patient’s condition is unstable or if
staffing permits for OR start time.

Off Unit Tests

RN to travel with patients off units with cardiac monitoring
(hemodynamic monitoring as required), unless otherwise ordered by
the physician.

Ambulation / Mobilization

Assess mobility using the MOVEN scale QID (0800, 1200, 1600,
2000). Discuss mobility and plan for mobilization with patient. Use
flip chart and indicate mobility aid and assist on white board.
Passive and active range of motion to maintain muscle mass for
patients on bed rest or who have limited mobility.

Request physician’s order for physiotherapy to discuss mobilization
PRN.

For newly implanted permanent pacemaker, follow physician orders.
Assist to commode/bathroom PRN unless otherwise ordered.

Dressing Changes

Dressing changes according to specific protocol.
Cardiac surgery dressings are removed and exposed to air 24 hours

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
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post-op. Dressing reinforced to oozy areas only. Exception: PICO
dressing to remain in place for 7 days, or until ordered to be
removed by Cardiac Surgeon.

Surgical dressings as per surgeon’s orders (i.e. pacemakers).
Angio site dressings to be removed as per policy.

Vascular access dressing changes as per policy.

Consult Enterostomal Therapy PRN for wound care.

Routine Checks

RN to do observation checks Q1H minimally.

Continuous ECG monitoring, unless otherwise ordered.

For patients who meet the 1:1 nurse/patient ratio criteria (i.e. IABP
monitoring), a relief nurse will be assigned for breaks.

1:1 nurse/patient ratio indicates nurse is present in patient room.

Allied Health Referrals

Referrals for physiotherapy and occupational therapy require a
physician’s order.

Referral to dietitian for all patients for TPN, enteral feeding, and
inadequate oral intake as per orders.

Social worker can be requested by nurse, patient or family and can
assist with medication coverage, transportation, or home issues.
Spiritual and Religious Care referrals can be requested by nurse,
patient or family if needed.

CCIS

RN to complete CCIS collection worksheet for each patient assigned
on night shift.
CCIS entered on night shift by Charge RN or designate.

Discharge Planning

Initiated on the unit as soon as discharge plans are known.

Social worker is contacted during hospital stay if potential problems
with discharge exist.

Home and Community Care are notified prior to discharge as
required.

Patients are to be identified 48 hours in advance of potential
repatriation as per repatriation Standard of Work.

Return all medications and valuables.

Discharge summary sheet to be completed and discussed with the
patient and family at the time of discharge. White copy is given to
the patient, yellow copy remains on chart.

Discharge teaching completed and documented on chart as
required.

Medication Reconciliation document from Pharmacy on admission is
to be reviewed for any medications that require reordering.

EDUCATION AND TRAINING

References and Related Documents

HSN Intensive Care Units and Step-Down Units (MS ICU and CVT ICU) standard of care
London Health Sciences Critical Care Standards of Care
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APPENDIX A
Bedside Cart Stock List
1% Drawer v' Patient-specific medication v' ECG electrodes (2 packs)
v Scissors (1) v’ Tape 2" (1)
v" NS 10 mL pre-filled syringes (10) v' 30 cm ruler
v' Medication stickers (10) v Alcohol swabs (fill slot)
v' IV labels v Plastic clamps (2)
v Atropine 0.5 mg syringe (1)
2" Drawer v" Non-sterile safety pins (1) v' Straws (10)
v' Hypafix (1 roll) v" Yankauer (1)
v’ Lubricating jelly (2)
3" Drawer v' Venturi mask (1) v ABG syringes (2)
v" Nasal prongs (1) v" Small Tegaderm (2)
v" Flo-link extension kits (2) v' IV Tegaderm (5)
v Flo-link caps (6) v Central line Tegaderm (2)
v' Syringes 5 mL (5) v' Charcoal swabs (2)
v' Syringes 10 mL (5) v Plastic specimen bag
v Dead ender cap (4) v Specimen container
v 4x4 gauze (fill slot) v' Y connectors (3)
v' 2x2 gauze (fill slot)
4™ Drawer v" Primary pump tubing (5) v" NS 500 mL bag (1)
v' Secondary med set vent tubing (5) v" NS 250 mL bag (1)
v/ NS 1000 mL bag (1)
5" Drawer v' White cotton blanket (1) v" Pillow cases (4)
v" Flannel blanket (1) v" Face cloths (6)
v Fitted sheet (1) v' Towels (3)
v Incontinent pads (2) v' Gown with snaps (2)
Basin v' Kleenex (1) v Towels (2)
v' Bar soap (1) v Incontinent pad (1)
v' Sproam (1) v Gown (1)
v' Face cloths (4) v' K-Basin (1)
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Moz o Sandé-Noid

STANDARD WORK — SAFE KEEPING — PATIENT VALUABLES

Document A. Robinson Program/Service Security Issue Date: July 19, 2018
Owner: Area:
Revision Update Schedule: Archive
Date: Date:
Approval: A. Robinson Takt Time: 15M
Signature: Cycle Time: MA

Purpose: To provide security staff with a consistent method and process of securing, storing, and

documenting the deposit and withdrawal of patient valuables.

Details [ Visual Component (if applicabie)

A call will be placed from a clinical
unit to security typically at the
main entrance post extension
3205.
The Security Supervisor will
coordinate a time when two
Security guards and a clinician
from the medical unit can all meet
on level 0 of the 5T to deposit and
document the contents.

The clinician will transport the
contents to level 0 and hand them
over to security x2.

Security x2 with the dlinician
Deposit of

Valuables

150 present will verify the items
and/or money being deposited
into safe keeping.

5. The contents will be placed ina

blue safe keeping bag and sealed

with a security seal.

A receipt will be completed in full,

The following information must be

documented on the receipt in

every transaction.
a. Date
b. Patient Name

c. Patient Location (Floor,
Room Mumber)
tems/Money being
deposited in textand in

p R

Ll
L1k
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numerical form.
e. Signature of all three parties

7. The completed receipt {white copy) is delivered to the dinician
and will be placed in the patient chart.

8. The carbon copy of the receipt will remain in the receipt book
for security records.

9. Security will complete an entry into the tracking spreadsheet,
located in the safe, and will be signed in the appropriate areas
by all three parties.

10. The safe keeping bag along with the receipt book and tracking
sheet will be placed into the safe and the safe will be locked
and secured.

Full Withdrawal

1. A call will be placed from a clinical unit to security typically at
the main entrance post extension 3205.

2. The Security Supervisor will coordinate a time when two
Security guards and a clinician from the medical unit can all
meet on level 0 of the 5T, room to deposit and document the
contents.

3. The dinician will provide security with the most recent receipt

obtained when the contents were deposited.
of Valuables

4. The information on the receipt will be used by security to

’ match the security bag that holds the contents for this
particular patient.

5. Security will retrieve the bag, remove the security seal, retrieve
and verify the contents in the security bag with the clinician and
second guard in attendance as witnesses.

6. When all of the contents are confirmed and handed over to the

clinician, the receipt will be voided by Security by writing in

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
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capital letters “VOID™ on the receipt and handed back to the
clinician to be delivered to the patient.

7. An entry will be placed by security into the tracking
spreadsheet and signed off by all three parties.

Partial Withdrawal

1. Steps 1-6 from a regular withdrawal of valuables will be
followed.

2. After step & of the withdrawal of valuables security will
complete steps 1-10 of the deposit of valuables to deposit the
remainder of the valuables being stored in safe keeping.

Expected Outcome: Security x2 will respond in a timely manner in coordination with a clinician when
requested to provide safe keeping services to patients admitted to Health Sciences North. Security will
ensure all steps in the above process are followed in each instance, ensuring clear and consistent
documentation of each transaction.
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APPENDIX C

Patient Round Sheet Date
Name: : Code Status
foe: —_— Isolation:
Date Admitted: Allergies: MRP
History: -

Current IV Therapies:

Current Invasive Lines

Discharge | Transfensble:  vesd Mo o
Planning
Transfer Ordered: Yesd  No 2
EDD: Planin place:
Plan for the Day discussed and understood by Patientand Team: Yes @ No 2
Neuro
Restrsints O
Cl a
MR =
CVS Engio/For
RhythmiArrhythmias: Date:
Type
HR: Site: Femoral @ Radisl @
Srachizl O
BF: ECG T
- At Line:
Cuff Temp Wire Settings:
MAF Trend
Echo:Doned  Pending @
CVS/EP Consult required:
Respiratory
02 Requirements: Chest Tubes:
Drainage
Ampunt:
BiPsp Settings:
CHR:
Auscultation: CT:
ABG:
Gl Diet:
Ahd Pain:
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PURPOSE
To guide decision-making related to patient admission, transfer, and discharge in the following critical care
units:

e Medical/Surgical Intensive Care Unit (MS ICU)

e Step Down Unit (SDU)

e Cardio-Vascular Thoracic Intensive Care Unit (CVT ICU)

e Cardiac Medical Unit (CMU)

PROCEDURE
Special Instructions

e There are 12 CMU beds, 15 MS ICU/SDU beds, and 13 CVT ICU/SDU beds.

2 CVT ICU beds are closed from 1930 Friday to 0730 Monday. These beds are to remain closed
until there are no empty beds or transferrable patients in all critical care units.

o Priority setting of admissions/transfers to critical care units must meet specific critical care
admission criteria.

e The 3" Floor, Centre Tower areas (MS ICU/SDU and CVT ICU/SDU) are intensivist-led Level Il and
Level IIl units. On admission request, the intensivist will accept and admit patients to the 3" Floor
ICU and SDU based on the priority levels listed in Appendix A.

e The 5" Floor, North Tower CMU is a specialized Level Il unit, receiving admission requests through
cardiologists, clinical teaching units (CTU), internal medicine and intensivists. Each of these
physicians will accept and admit patients to the 5" Floor CMU based on the priority levels listed in
Appendix A.

Method
Admission
1. All admissions are requested through the physician, who then contacts the charge nurse in the
appropriate unit to arrange admission. The most responsible physician (MRP) will write new admission
orders appropriate to the unit. (Appendix B)
A. For cardiology or medical patients needing admission in the 3™ Floor ICU, care will be transferred to
the intensivist as MRP.
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B. In the event of a lack of a critical care bed in the desired unit, the patient may be temporarily
admitted into another critical care unit. The patient should be transferred to the appropriate bed as
soon as one becomes available. Consultation will occur between MRPs.

C. All patients accepted in transfer from other institutions must have an accepting and appropriate
MRP. The charge nurse of the receiving unit will call the sending hospital to verify the estimated
time of arrival and the patient’s current condition.

D. There is NO over-census capacity within the ICU or CMU. Unless the organization is in a moderate
ICU surge, no appropriate request for admission will be refused as per the “No Refusal” policy for
trauma, neuro, code STEMI, drip and ship, or life or limb patients from LHIN 13. Patients may be
redirected to the Emergency Department (ED) if needed. The intensivist/cardiologist will notify the
ED should this occur. Refer to the ICU Surge Capacity Management Plan policy should the number
of ICU requests meet the criteria for a minor or moderate surge.

Admission of Fully Transcutaneous Paced Patients
1. The cardiologist on-call will be consulted for patient transfer requests from out of hospital who are
deemed to be transcutaneous pacemaker dependent.
If the patient requires a Level Il ICU bed, the intensivist will be consulted.
Once the level of care is determined, the cardiologist or intensivist will accept the patient as a life or
limb patient and will follow the “No Refusal” policy.
4. The accepted patient will go directly to the Cath Lab on arrival (Monday-Friday 0700-1700). After
hours, the patient will be directed to go the accepting unit until the Cath Lab team is in place.
A. During regular working hours: The cardiologist will notify the clinical leader in the Cath Lab of the
impending patient arrival.
B. After working hours: The cardiologist will notify switchboard to call the on-call Cath Lab team.

2.
3.

Admission of Pediatric Patients
1. Requests for pediatric admission (28 days to 16 years of age) to the MS ICU will be made by the
pediatrician through the ICU charge nurse. The pediatrician will remain the MRP unless otherwise
discussed with the intensivist.
2. The MS ICU will serve as a placement for critically ill and/or intubated ventilated pediatric patients.
A. If the pediatrician determines that the continued level of care required is greater than what is
available on the pediatric unit, the patient may remain in the ICU while condition improves.
B. If the patient’s condition deteriorates or remains unstable, the pediatrician should consider transfer
to a children’s hospital.

Critical Care Bed Management Transfer Guidelines

1. The goal is to have all ICU/SDU patients placed in an inpatient bed within four hours of a written

transfer order.

Bed Allocation will be notified of a transfer order via Meditech order entry.

Transfers from critical care units will be made in the interest of patient care needs and system efficiency

(bed utilization and avoidable days). Transfers from critical care units will receive organizational priority

with the goal of keeping one empty access bed available in CVT ICU, one in MS ICU, and one in CMU.

4. Patient Flow will review all transfer orders during the daily bed management meeting. All transfer
orders out of critical care units that are greater than 48 hours will be identified as the daily priority.

5. Bed Allocation will prioritize critical care unit transfers when the ED has less than 15 admitted inpatients
and the accumulated length of stay of any one patient is less than 48 hours.

2.
3.

Discharge/Transfer Process

1. The charge nurse will monitor actual and potential patient transfers

2. Bed Allocation will be notified of the order for transfer via Meditech order entry, and with telephone
follow up as required.
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3. When emergent/urgent transfers out of ICU/SDU/CMU are required, Bed Allocation will assign
transferable patients to an available bed:
A. First to the most appropriate on-service bed
B. Second to an off-service bed
C. Last to a defined over-census bed regardless of diagnosis or gender.

In the event there are no available beds or transferrable patients, refer to the ICU Surge Capacity
Management Plan policy.

4. When transferring a patient to another unit, it is important that the diagnosis is the most current
diagnosis for the patient. Bed Allocation will place the patient according to this diagnosis.
A. The MRP will write an order with the ICU discharge diagnosis.
B. The ward clerk/RN will transcribe the written order in the Patient Data Profile (under Primary
Diagnosis) OR transcribe the new diagnosis into the Primary Diagnosis field when entering the
transfer order. Changes in either field will result in changes to the Primary Diagnosis field.
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APPENDIX A

Critical Care Admission Criteria

Priority One (Level Il ICU)

Require intensive treatment and monitoring that cannot be provided elsewhere

Invasive mechanical ventilation

Advanced or prolonged respiratory support in conjunction with the support of at least two organ
systems

Priority Two (Level Il ICU)

May require intensive monitoring with treatment that cannot be provided on an inpatient unit
May need immediate intervention

Continuous vasoactive infusions

Mechanical circulatory support

Chronic co-morbid conditions with acute severe illness

Require detailed post-operative observation or monitoring

Non-invasive mechanical ventilation (BiPAP)

Not suitable for ICU/SDU admission, or ready for transfer/discharge

Physiologically stable

No longer require intensive monitoring and/or treatment

Can be supported by services available in the acute care wards including telemetry, BiPAP,

Respiratory Therapy, Critical Care Response Team (CCRT), Enterostomal Therapy, dialysis,
epidural/Acute Pain service

Decline intensive care and/or invasive monitoring and treatment

From other institutions and no longer require the services of the critical care unit and can be

repatriated back to the sending institution

Patient Placement
CVT ICU, MS ICU and SDU — 3" Floor

cMuU

Cardiac patients requiring a Level Il ICU bed
Thoracic

Vascular

Urology

Trauma

Acute neurosurgery

Level Il and Il patients from LHIN 13
Elective post-operative ICU admissions
Pediatric ICU patients

— 5" Floor

Cardiac, CTU, internal medicine or dialysis patients requiring Level Il ICU monitoring as per Priority
Two

Non-vented cardiac patients on Intra-Aortic Balloon Pump (IABP)

Elective post-operative CMU admissions
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APPENDIX B
ADMISSION OF A CRITICAL CARE PATIENT ALGORITHM
CHOOSE TYPE OF REQUEST AND FOLLOW THE COLUMN DOWN —> CL/CN = Clinical Leader/Charge Nurse
)
CRITICALL AND VIRTUAL CRITICAL CARE EMERGENCY DEPARTMENT IN-HOUSE AND CCRT
Request made to MRP by requesting centre Request made to MRP by ED physician Request made by unit MRP OR Intensivist on CCRT
MRP assesses patient in ED Accepting MRP assesses patient on the ward
Bed Available? Bed Available? Bed Available?
Yes No Yes No Yes No
MRP or VCC RN Are there transfer orders in the ICU/CMU? MRP Are there transfer orders in the MRP Are there transfer orders in the ICU/CMU?
notifies CL/CN of the notifies Icu/cmu? notifies
accepting unit (ICU or ICU/CMU ICU/CmuU
CMU) CL/CN CL/CN
VCC RN notifies Yes No CL/CN Yes No CL/CN Yes No
registration and faxes notifies notifies
document to Bed Bed Bed
Allocation Allocation Allocation
VCC RN calls sending | Registrationto (goto: CL/CNcalls | BedAllocation Place on CL/CMcalls Bed Allocation to CCRT to remain
area to notify of bed | transfer patient out Can Patient Wait?) sending | totransfer request List sending transfer patient out of | with patient on
availability and get of ICU/CMU tocreate area patient out of *CL/CN notify area ICU/CMU tocreate bed | ward — consider
report bed ICU/CMU to ED CN of delay *consider patient swap | CCRT contingency
create bed with sending unit plan
CL/CN notifies Bed Available? CL/CN CL/CN arranges | Assessneedto CL/CN CL/CN arranges to CL/CN to discuss
ICU/CMU staff nursel& notifies to have patient | activate ICU notifies have patient sent to with MRP re:
VCC give report to ICu/cMuU sent to Surge Protocol | I1CU/CMU ICu/cMuU patient transfers
receiving RN staff nurse ICU/CMU staff nurse
Notify MRP of patient Yes No Admit Admit Assess need to
arrival for orders Patient to Patient to activate ICU Surge
ICU/CcMU ICUfcmuU Protocol
Admit Can Patient Wait?
patient There are 12 CMU beds, 15 MS ICU/SDU beds, and 13 _CVT ICU/SDU
to beds. 2 CVTICU beds are closed from 1930 Friday — 0730 Monday.
Icu/cMu These beds are to remain closed until there are no empty beds or
ic Nos transferable patients in all critical care units.
Placed on MRP to notify ED
l_riq“\?é:: ph"'_s'cl'i” g;pat'em Priority of patient placement is done by the ICU CL/CN in conjunction
f;ﬁ D'w o L?fre”;.aun:)b PDT;EEE; with the Intensivist. .Cunsideration is given pri.m ar_ily to patient acuity,
vee arrange for transfer safety of patient area, as well as organizational needs.
patient toan alternate site.
Notify Transferto ICU/CMU
MRP of as bed becomes
patient available if in ED.
arrival
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OPERATING ROOM
ELECTIVE ADD-ON
Weekly request sheet according to established number Anesthetist requests bed from Intensivist
Patient placement discussed at bed rounds Intensivist notifies ICU Charge(CL/CN)
Direct Admission Indirect Admission (PACU) CL/CN notifies Bed Allocation
**Intensivist assesses patient in PACU and
patient still requires |CU/CMU
Bed Available? Bed Available? Direct Admission Indirect Admission (PACU)
Yes No Yes No **Intensivist assesses patient in PACU
Admit patient Are there transfer orders in the Admit Patient Are there transfer orders in Bed Available? Bed Available?
to ICU ICU/CMU? Can a bed be ready in60 | to ICU/CMU the [CU/CMU?
mins?
Notify MRP of Yes Mo Yes MNo Yes No Yes No
patient arrival
for orders
Bed allocation to Patient to be Bed allocation Patient to Admit Are there transfer orders in the Admit patient to | Are there transfer orders in
facilitate transfer. | transferred to to facilitate remain in patient to ICU/CMU? Can a bed be made in Icu/cvu the ICU/CMU?
ICU calls OR to get PACL transfer *notify PACU ICU B0 minutes?
report and PACU of delay
provide Bed #. and bed plan
Admit patient to Intensivist to Admit patient to Place on Motify MRP Yes No Yes No
Icy as55ess patient ICU fenu request of patient
in PACU list arrival for
orders
Notify MRP of Transfer to Assess Bed Patient to be Bed Allocation | Patient to
patient arrival for ICU a5 bed need to Allocation transferred to to create bed remain in
crders available activate to create PACU in ICU/CMU PACU
ICU Surge bed in ICU *notify PACU
Protocol *consider of delay and
moving pt bed plan
to CMU
*notify OR
of delay and
Direct OR Admissions bed plan
Assess need “Wentilated patients Admit Intensivist to Admit patient | Placeon
to activate *Open heart patients, TAVI patient to assess patient in to ICU/CMU request
icusurge I *Craniotomy (vented or non-vented) IcU PACU list
Protocol *Aortic aneurysm (vented or non-vented) (not
including Endo_AAA] Matify MRP Transfer to ICU Assess
*Aorta-bifems (vented or non-vented) of patient as bed available need to
*Patients with a monitored Intra Cranial Pressure arrival for activate
drain (ventriculostomy) s oouEe
*ENT Facial Reconstruction with Tracheostomy vt
*Esophagectomies (if requested as 1CU) Ao
*Whipple (vented or non-vented) atiiiglc i
Surge Protocol
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& SOUTHLAKE

Home > Policies & Procedures > Department-Specific Documents > Cardiac Manual > Routine Nursing
Standards of Care - CCU

Disclaimer: the information contained in this document is for educational purposes only. Any
PRINTED version of this document is only accurate up to the date of printing. Always refer to the
Policies and Procedures Intranet site for the most current versions of documents in effect.

STANDARD OF |Manual: Section: Cardiac Code No.: C|Old Code No.: R1-
CARE Department Program R0O03 SOC
Title: Routine Nursing Standards of Care - CCU Original Effective Date: Sep
30, 1999

Review/Revised
Effective Date: Dec 11, 2014

Next Review Date: Dec 01,
2017

Cross Index: Authoring Committee/Program/Dept:

Cardiac Manual Medical Cardiology Clinical Service Team Approved By: AMC

Expected Outcome(s):

e This standard of care will define a minimum level of nursing care of patients admitted to
CCU that focuses on individualized process and procedures which will result in improved
patient safety and outcomes.

Responsibility:

e CCURN

Action:

e CCU RN will adhere to the routine standards set forth for the CCU and document
accordingly in the Standards of Care section of the Cardiac Critical Care Flow Sheet.
e CCU RN will reference the applicable standards of care in the Cardiac manual as needed

DOCUMENTATION

e Charting by exception as per hospital policy

e Night shift RN to complete 24 hour chart check , including physicians orders, and MAR;
indicate 24 hr chart check with signature, date and time, as per hospital policy

e Kardex updated every shift

NEUROLOGICAL

e Neurological status assessment (Glasgow coma scale) q1-4h and PRN on patients who
have or are receiving thrombolytics, IIB IIIA Inhibitors.

e CAM Score for assessment of delirium on admission and PRN

RASS score Q1H while on IV sedation

e Falls Risk assessment on admission and with any change in patient condition.

CARDIOVASCULAR

e Vital signs on admission qlhr and PRN; frequency increased with status change and
hemodynamic instability.
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Cardiac Output measurements completed g4hours and PRN with 20% changes in
hemodynamic parameters and patient’s condition.

Temperature to be recorded with every assessment and PRN

Rhythm strips and pressure waveforms mounted and interpreted q shift and PRN

ECG done daily at 0600 if ordered and PRN.

Arterial pressure/waveform zeroed and verified with manual cuff pressure gshift and prn.
Record blood pressure on each arm on admission, gshift and PRN (if not
contraindicated).

Follow Chest Pain Protocol for any chest pain.

Check monitor alarms and settings on admission and gshift.

PACEMAKERS

e Transcutaneous pacemakers- refer to procedure and/or T2-CAR medical directive

e Transvenous pacemakers-refer to Pacemaker - Care of Temporary standard of care and/or
medical directives for temporary pacemaker adjustments

e Follow procedure for Adjustment of Temporary Pacemakers

Ensure extra battery at the bedside

e Visually inspect pacemaker settings and battery level hourly

IABP

e Balloon strip labeled and interpreted on 1:2 timing with initial shift assessment, q4hr and
PRN if changes in timing, rhythm and balloon adjustments.

e Chest x-ray completed daily and post balloon position adjustments to be interpreted by
Physician.

e Change flush lines q72h (to stopcock) unless IABP to be discontinued within the next 24
hours

e Pedal pulses, insertion site and urine output assessed qlh.

e IABP pressure line flushed gq1h for 6 seconds while balloon on standby( use short bursts to
flush, do not flush continuously for 6 seconds)

e Flush solution to be heparinized 1000u/500cc NS flush unless pt HIT (+)ive, if pt HIT(+)
ive use 500cc NS flush and flush g30 min.

e HOB elevated no higher than 30 degrees. May use reverse Trendelanburg to facilitate
elevation of head of bed

e May use side-lying position

e Consider using a Zimmer splint for patients having difficulty keeping their leg straight

PULMONARY ARTERY CATHETERS

Cardiac output measurements completed g4hourly and PRN- with 20% change in hemodynamic
parameters and patient's condition.

Pressure waveforms mounted and interpreted gshift and PRN.
Follow the Hospital Policies and Procedures for Pulmonary Artery Catheters:

Pulmonary Artery Standard of Care

Pulmonary Artery Policy

Pulmonary Artery Catheter- Cardiac Output

Pulmonary Artery - Insertion

Pulmonary Artery- Removal in Critical Care

Pulmonary Artery- Taking a Pulmonary Artery Occlusive Pressure

Pulmonary Artery Catheters - Withdrawal from a Wedged Position and Withdrawal from
RV to RA

Pulmonary Artery Occlusion Pressures/Cardiac Outputs - Policy

ARTERIAL LINE

e Verify arterial pressure/waveform with manual cuff or IABP pressure q shift and PRN.

e Arterial line dressing and tubing changed down to 6 inch extension Q72H on night shift.
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Arterial Lines - Set Up of a Pressurized Line for Invasive Monitoring
Arterial Lines - Dressing Application and Change

Arterial Lines - Withdrawing Blood Sample from
Arterial Lines - Blood Conservation Setup

RESPIRATORY

e Initial chest assessment and reassessments documented g4hours and PRN if any change
in clinical presentation.

e Vented patients - see Ventilated Patients standard of care on RT webpage.

e Oral Care for Patients in ICU, CCU, and CVICU

ETT:

ETT size and position documented q shift and PRN.
Retape ETT Q24hrs with assistance by RT.
Mouth care Q2H and PRN for all intubated patients; Follow Oral Care Procedure
Reposition ETT site Q72 hours by RT with assistance of RN.
Ensure best practice guidelines for Ventilator Acquired Pneumonia (VAP) Prevention:
O HOB Greater than 30 degrees
O Small Bore Feeding Tube or OG Tube
O Continuous Aspiration Subglottic Secretions (CASS)
O Spontaneous Breathing Trial and Sedation Interruption as ordered

TRACH CARE

Routine trach care is Q8h - refer to: Tracheostomy Care standard of care.

Trach sutures discontinued as per physician order only.

Initial trach change to be completed by ENT physician.

Obturator, same size trach spreaders, taped to head wall.

Ensure one spare inner trach cannula is available at bedside: a size smaller than the
current trach insitu.

CPAP/BIPAP

e Hourly, with setting change, and PRN documentation of:
o IPAP
O EPAP
o MV
O Fi02
O Optiflow
e Ensure all CPAP and BIPAP are placed on High Risk Respiratory Precautions.
RT to be informed of all patients on home CPAP/BIPAP.

Extubation

e Documentation of time of extubation and oxygen requirements after extubation.

Suction ETT, above the cuff and mouth (in this order) prior to extubation.

e Mask (surgical or N95) with eye protection must be worn for extubation as per Infection
Control Policy - Principles for High-Risk Respiratory Procedures Under Non-Outbreak
Conditions

e Refer to Cardiac Manual, follow Extubation Protocol.

GASTROINTESTINAL
e Bowel sounds, abdominal distention, and LBM assessed q shift and PRN.
OG/NG/KAO FEED

e Abdominal X-ray for placement and confirmed by physician prior to use.
e Bowel sounds and gastric residuals assessed Q4H for patients on parenteral nutrition.
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e Head of bed elevated 30° for patients on parenteral nutrition.
e Feeding delivery bag and tubing changed and labeled Q24 hours on night shift.

Assess ventilated patients for enteral nutrition 24-48 hours after intubation.

To Minimize Fluid Flushes refer to Fluid Minimization Procedure

e For clogged feeding tubes refer to Feeding Tube -Clearing the Obstructed procedure

Also refer to Feeding Tube — Enteral Nutrition —Initiation and Management

GENITOURINARY

Input and output monitoring Q1H for patients with indwelling catheter.
Physician informed if urine output less than 0.5 ml/kg/hour for 3 hours.
Monitor intake and output Q4H for patients voiding independently.
Input and output monitoring for patients on fluid restrictions.

Foley bag emptied q shift.

INTEGUMENTARY

e Skin assessment and skin care provided g shift and PRN. Refer to Skin - Assessment and
Prevention of Skin Breakdown and Management of Skin Breakdown standards of care.

e Braden Scale completed on admission, g shift and PRN.

Patient repositioned Q2H.

e Perineal care g shift and PRN.

DRESSING AND INTRAVENOUS
Physician will be informed of hematomas or abnormalities related to bleeding.

All IV lines and IV bags to be labeled with date and time hung.

All IV solutions are changed Q24H, including pressure bags, at 0600.

All IV tubing changed Q72H at 0600 (including manifold and pressure line tubing).
Propofol tubing and bottles changedQ12H and labeled with time hung.

Arterial line dressing changed Q3D when tubing is changed.

Dressings to Cordis, PA line, Central Venous Catheters, IABP insertion site, Radial and
Femoral Sheaths are changed as per SOC and PRN

Femoral Sheath Removal: Standard of Care

Radial Band Removal Standard of Care

ACTIVITY

Activity as tolerated unless ordered otherwise.

Ambulate patients as tolerated, if appropriate.

If unable to ambulate patient then patient to be dangled; progress activity as tolerated.
For CVOR patients, review pre-operative exercises (A Patient’s Guide to Cardiac Surgery
booklet - Activity Guidelines”) daily prior to CVOR

ADMISSION/EMERGENCY EQUIPMENT
e ADMISSION

e Set up patient's room with the following emergency equipment:
O Ambubag
O Oral airway at head of bed
O Suction containers / tubing / Yankauer
O Oxygen tubing and nasal prongs
O Functioning monitor and equipment (BP cuff, 12 lead ECG cables and
electrodes, Sa02 probe)
e Falls Risk Assessment, Braden Scale, CAM, and Infection Control Screening
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completed on admission.
e BPMH completed within 24 hours of admission.

TAVI Admission

e Post Sheath Removal Standard of Care

e Position HOB no higher than 30 degrees until 4 hours after sheath removal -Monitor vital
signs q15 minutes x 1 hour, then 30 minutes x 1 hour, then q1h x 4 hours, then g4h x
24 hours -Assess colour, warmth, sensation, movement and pedal pulses -bedrest with
affected limb straight as per TAVI order set

e Continuous hemodynamic and cardiac monitoring as per TAVI order set.

e May dangle legs over side of bed in evening if groin stable for 8 hours. Mobilize in A.M. if
stable on POD #1 and continue mobilization BID.

e Crash cart checked weekly on Sunday, after being swapped out and PRN.
e Line cart checked after being used / opened.
e Pacemaker cart checked after being used / opened.

Special Considerations:
Not Applicable
References:

e Boggs,R & Wooldrige — King, M. (2014). AACN Procedure Manual for Critical Care,
(3rdEdition), “Intraaortic Balloon Pump management, p409

e Boggs,R & Wooldrige — King, M. (2014). AACN Procedure Manual for Critical Care,
(3"Edition), Unit II The Cardiovascular System

e Standard of Care-CVICU Routine Nursing Standards of Care.
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