PPNO List Serv Query Summary
	Contact for further information:
	Beth Davis, Director, Professional Practice, Northumberland Hills Hospital, bdavis@nhh.ca

	
	

	Date of Summary
	Sept. 11, 2020

	
	

	Abbreviated Question (as it will appear on search results page)
	If you have a rapid response team of some kind, please share your resources, including:
· Training materials 
· Medical Directives 
· Policies
· Certification skills orientation

	
	

	Keyword(s) Check 1 or 2.  Required for website archiving
	|_| Policy/Procedure	|_| Practice	|_| Program Info	|_| Committee Structure info	|_| Role
|_| Students	|_| Model/Structure	|_| Care Delivery	|_| Collaboration	|_| Pt. Safety
[bookmark: Check10]|_| Regulation/Legislation 	|_| Quality/Outcome/Indicator
|_| PP Culture/Leadership  	|_| Other:			


Responses:	Please cut and paste responses from emails into the table, save and send summary table to PPNO List Serv.  Allow 3 weeks for responses to filter in before sending final 
	Responder Information
	Response
	Attachment(s)*

	Lorraine Bird, RN, MScN
Interim Clinical Educator
Collingwood General and Marine Hospital
birdl@cgmh.on.ca


	We don’t have a rapid response team at CGMH.
	

	Melissa Pelletier, RN, BScN, CNeph(C)
Clinical Educator
Renal Program
Interprofessional Practice
Royal Victoria Regional Health Centre
201 Georgian Drive
Barrie, Ontario
L4M 6M2
Tel:  705-728-9090 ext 47712
pelletierm@rvh.on.ca

	Here is a copy of our Critical Care Competency checklist. I tried to send you our Critical Care Orientation Manual; however, it bounces back as the file is too large.  
I will send you a few medical directives directly related to our CCOT team under separate cover.
	


	George Fieber RN
Nursing Practice Leader
Thunder Bay Regional Health Sciences Centre
Office: (807) 684-6691
Cell: (807) 629-0889
fieberg@tbh.net

	Our Medical Emergency Team is one of the earliest established in the province. To be assigned you must be an experienced ICU nurse with ACLS and hold a Critical Care Nursing cert. from Durham College (or equivalent). We run monthly mock codes and critical incidents across the organization. I have attached the policy and medical directives.
	








	Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
Southlake Regional Health Centre
596 Davis Drive, Newmarket, ON, L3Y 2P9
(905) 895-4521 ext. 2435
sparsons@southlakeregional.org

 

	Attached are our medical directives and a poster. I’ve reached out to the educator to see if there is any training or certification material to share and will send along if I receive anything.
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INTENSIVE CARE UNIT, CARDIAC CARE UNIT AND EMERGENCY
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CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section A: Orientation to Unit (ICU, CCU, ED)

Physical layout of department

Individualized set-up of patient rooms/areas

Staff Room and times for breaks

Assignment, schedule and board

Charting and documentation review

Commonly used referral forms

Commonly used diagnostic forms

Interprofessional team members and roles

Patient flow and placement

Allergy identification/Critical Care Indicators

Specimen processing

Staff and patient safety

Call bell systems

Review medication dispensing Unit ADU with
Clinical Nurse Educator (Competency Checklist #1 —
ADU)

Interprofessional rounds

Location of supplies (Complete Unit Scavenger
Hunt)

Clean and soiled equipment rooms

Daily bed meetings
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RVH

CRITICAL CARE

Name:

' : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert
Section B: Resources and Documentation (ICU, CCU, ED)
Peoplesoft
LMS
Kronos
RVH email

Learning Packages (see list Appendix: I)

Policy and resource materials

Medical directives (Medical Directive LMS & Quiz)

Pre-Printed Order Sets

Protocols

Flow records (i.e. procedural sedation, critical care)

Meditech

Electronic Medical Record

Order entry

Patient care system

Location of general and consent forms

Downtime forms

Referral forms

White boards

Bedside shift report

SBARD

XIM & iECG where applicable (i.e. CCU)
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Royal Victoria
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section C: Location of Equipment (ICU, CCU, ED)

Cardiac monitors

Defibrillators, including portable unit (Competency
Checklist #2 — ZOLL Defibrillator)

Telemetry monitors

Central cardiac monitor

Portable vital signs monitor

IV pumps

End tidal CO2 monitors

Transport equipment

Patient warming equipment (bear hugger and IV
fluid warmer)

Infant warmer ** Emerg**

[-STAT ** Emerg**

ECG machine

Glucometer

Urinalysis ** Emerg**

Crash cart

Lavage equipment ** Emerg**

Non-invasive blood pressure machines

Doppler
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CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section C: Location of Equipment Continued

Bladder scanner

Traumacart **Emerg**

Cautery equipment

Weight scales

Thermometers

Ventilator

Restraints

Patient lift — portable and ceiling-mounted

Portable suction

BIPAP

0 drill **Emerg**

Section D: Professionalism and Standards of Care

Contributes to a culture of safety by completing
appropriate safety checks, independent double
checks, safety bundles of care

Recognizes and intervenes in adverse events and
near misses (e.g. medication errors, name alerts,
patient deterioration)

Discloses and reports adverse events and near
misses
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RVH

CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section D: Professionalism and Standards of Care C

ontinued

Recognizes and intervenes appropriately to meet
patient and family’s needs (coping skills,
PTSD/PICS, grief/loss)

Provides interventions appropriate for patient and
family-centred care (e.g. advanced directives,
organ donation, end of life care [EOL]

Prioritizes care and able to multi-task determinant
on patient’s complexity needs

Anticipates and adapts to change

Able to organize and time manage plan daily goals
of care

Notifies appropriate health care provider/MRP for
changing patients’ needs that is timely and
accurate

contributes to quality improvement initiatives (e.g.
identify areas for improvements, participate in
quality improvement projects)

Participates in ongoing learning and makes
themselves available for provided educational
opportunities and training

contributes to quality improvement initiatives (e.g.
identify areas for improvements, participate in

quality improvement projects)
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RVH

CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section D: Professionalism and Standards of Care C

ontinued

Child / elder abuse

Organ / tissue donation

Family presence during resuscitation / invasive
procedures

Medical examiner / coroner

Unidentified patient **emerg**

Preservation and collection of evidence **emerg**

Police requests **emerg**

Criminal assault **emerg**

Prevention and management of aggressive
behaviour

Critical incidents

Informed consent

Gunshot or stab wound reporting **emerg**

Blood alcohol collection **emerg**

Emergency preparedness including pandemic and
disaster planning

Codes

CBRNE

workplace violence prevention

Capacity / SDM/ POA

9|Page






®
Name:
CRITICAL CARE
' : CLINICAL PRACTICE COMPETENCIES Unit Date:
Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section E: Infection Prevention and Control

Explains infection control guidelines as it pertains
to patients of the unit

Demonstrates standard precautions when dealing
with all patients

Knowledgeable regarding isolation procedures

Donning and doffing Personal Protective
Equipment

Ability to set up negative pressure room / anti
room

Ability to collect an NP swab

Assessment and nursing interventions for:
(including but not limited to):

> Antibiotic resistant organisms (i.e., MRSA,
ESBL, VRE, C-DIFF)

» Non communicable infections (i.e., Lyme
disease, West Nile virus, malaria)

» Communicable infections (i.e., meningitis,
mumps, measles, herpes, pertussis)

> Severe respiratory infections (i.e., SARS,
TB, H1N1)

Demonstrates ability to collect, interpret and
evaluate data relating to infection prevention and
control

10| Page






®
Name:
CRITICAL CARE
' : CLINICAL PRACTICE COMPETENCIES Unit Date:
Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section F: Neurological

Knowledge of anatomy and physiology relating to
neurological system

Demonstrates ability to assess level of
consciousness using Glasgow Coma Scale, and
appropriate use

Demonstrates ability to assess level of
consciousness using pediatric coma scale *emerg*

Canadian Neurological Stroke Scale and
appropriate use

Assessment of neuro-vital signs

Delirium Assessment (as appropriate)
e Definition, causes, types
e Assessment & intervention
e Documentation
MAAS, RASS,
CAM —ICU ( as appropriate)

Acute Stroke protocol

C-spine immobilization & stabilization ** emerg**

Assists with lumbar puncture and collection of
samples ** emerg**

Evaluation of pain using appropriate pain scale

Non-pharmacological pain management strategies
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Name:
CRITICAL CARE
' : CLINICAL PRACTICE COMPETENCIES Unit Date:
Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section F: Neurological Cont’d

Reviews and interprets laboratory results
(osmolality, cerebral spinal fluid, sodium, glucose,
ABGs)

Assessment and nursing interventions for: (including
but not limited to)

> seizure activity, status epilepticus and febrile
seizures

meningitis and encephalitis (ICU/ED)

TIA, acute ischemic / hemorrhagic stroke

Spinal cord / vertebral injuries (ICU/ED)

Increased intercranial pressure (ICU/ED)

VIV |V |V|V

Head injury (i.e., shaken baby syndrome,
concussion, contusion, penetrating injury)
**emerg**

Headaches (i.e., migraine, tension, sinus)

Y|V

Organic brain syndromes (i.e., dementia,
Alzheimer’s)

» Acute confusional state / delirium

Demonstrates ability to collect, interpret and
evaluate data related to the neurological system

Section F-i: Neurological - Train of Four (TOF)

Indications for peripheral nerve stimulation

Set — up and initiation of TOF
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RVH

CRITICAL CARE

CLINICAL PRACTICE COMPETENCIES

Royal Victoria
Regional Health Centre

Name:

Unit:

Date:

The rating scale for Method of Evaluation
self-assessment: key:

0 — no experience O = observation

1 —limited experience | T = written test

2 - competent V = verbal Review

3 - expert

Self-Assessment by Employee

Competency Assessment

Rating

Date

Initials

Method of
Evaluation

Date

Comments

Initials

SMART
Learning
Goal

Y —yes
N - no

Section F-i: Neurological - Train of Four (TOF)

Nursing care and monitoring

Troubleshooting

Documentation

Section F-ii: Neurological — Targeted Temperature Manage

ment (TTM)

understands the indications and
contraindications for TTM

Setting up and initializing TTM

Nursing care and monitoring

Troubleshooting

Documentation

Section F-iii: Neurological — Care of the Stroke Pat

ient

Understands anatomy and physiology of stroke
and the principles of Stroke care

Interprofessional roles in Stroke care

Holistic Ischemic Stroke Care

Interventions in Stoke care including:

e Hypertension and Lipid therapy

e Antiplatelet / anticoagulants

e Diabetes management

e Surgical-Interventional Treatment

e Carotid endartectomy

o thrombolysis, angioplasty
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RVH

CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section F-iii: Neurological — Care of the Stroke Patient

Psychosocial effects depression screening

Communication impairments

Early Mobilization

TORBSST screening

Patient and family education

Managing complications of Stroke (reperfusion
injury, cerebral edema, seizures, etc.)

Section G: Respiratory/Airway and Breathing

Interprets data from initial, and ongoing

assessments and in relation to interventions (e.g.

respiratory pattern, auscultation, palpation,
inspection, work of breathing)

Establishes appropriate oxygen therapy

Demonstrates use of Sa02 monitoring equipment

Understands oxygenation and ventilation
information, including but not limited to:

e Pa02

e Sa02,

e Pal2,

e FiO2 ratio,
e PaCo2

e ETCO2
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RVH

CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section G: Respiratory/Airway and Breathing Cont’d

Demonstrates use of Peak Flow device

Patient teaching re: airways
inhalations/medications

Demonstrated use of croup score **emerg**

Suctioning, oral, nasal, tracheal and inline

Reviews and understands lab results (e.g. arterial
blood gas [ABGs], venous blood gas [VBGs])

Anaphylaxis protocols

Airway management/positioning

OptiFlow

e Set-up

e Weaning FiO2 first then consider flow

e RRTrole

e Nursing Care

e Transporting a patient on Optiflow

e Troubleshooting

e Circuit

e Humidifier (temp setting)

e Documentation

Understands non-invasive modes of ventilation

e BiPAP

e CPAP
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RVH

CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section G: Respiratory/Airway and Breathing Cont’d

Understands invasive ventilation
Indications to intubate

e Rapid sequential intubation (RSI)

e RSI medications

e Room set-up/equipment required

e Role during intubation

Understands indications for ventilation including:

e Types of ventilation (e.g. pressure support,
assist control)

e Need for humidification

Reviews and understands ventilator information
(e.g. tidal volume, airway pressures, PEEP)

Recognizes need for changes to ventilator support
(FiO,, respiratory rate, tidal volume, PEEP, mode,
need to titrate sedation to facilitate ventilation

Manages and troubleshoots mechanical supports
(ventilator alarms, CPAP, humidifier

Weaning mechanical ventilation includes:

e Readiness for extubation

e Airway protection patency

Cuff leak

e LOCs
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RVH

CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section G: Respiratory/Airway and Breathing Cont’d

Understands post extubation complications and
treatments (stridor, not clearing secretions,
respiratory failure, etc.)

Administering pharmacological agents (analgesics,
reversal agents, sedatives, paralytics, MDIs, NO)

Manages secretions & uses interventions to reduce
VAP

understands the rationale for and clinical

implications of diagnostic results (e.g. chest X-rays,

CT scans, bronchoscopies, Pulmonary function

tests which patient need to be stable and usually

are done as outpatient)

e realities and risk/benefits of transporting an
unstable patient

Demonstrates use of Peak Flow device

Demonstrates use of oral, nasopharyngeal airways,
sizing and insertion technique

Knowledge/theory of cricothyrotomy/tracheotomy
procedure and equipment

Assists with insertion and care of chest tubes

Describes Thoracentesis procedure and equipment

Reviews Glide Scope care and cleaning

Reviews Difficult Intubation equipment
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RVH

CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section G: Respiratory/Airway and Breathing Cont’d

Assessment and nursing interventions for:
(including but not limited to)

>

Tracheal deviation

>

Respiration emergencies (i.e., obstruction,
croup, epiglottis)

A\

Inhalation injuries (i.e., gases, chemicals,
smoke, thermal)

Pulmonary embolus

Asthma, status asthmaticus

COPD

pneumonia

Bronchiolitis, acute bronchitis, RSV

Pulmonary edema

V|V|V|V|V|V|V

Blunt and penetrating chest trauma (i.e.,
flail chest, pulmonary contusion,
pneumothorax, tension pneumothorax,
hemothorax, protruding foreign body,
open chest wound)

Respiratory arrest

Ineffective airway (mucous plug, laryngeal
spasm/edema, biting

» Pulmonary edema (e.g. acute respiratory
distress syndrome [ARDS], etc.)
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CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:

Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section G: Respiratory/Airway and Breathing Cont’d

Understands and intervenes to promote return to
spontaneous ventilation (e.g., nutrition,
spontaneous awakening and breathing trial)

Section H: Circulatory/Cardiovascular

Knowledge of anatomy and physiology relating to
the cardiac/cardiovascular system

Interpretation and monitoring of vital signs

Assessment of cardiovascular system including (out
not limited to)

» Central and peripheral pulses

» Heart sounds

> Skin temperature and colour

> Jugular vein distention

Recognition and nursing interventions for
arrhythmias: (including but not limited to)

PEA

Asystole

Ventricular tachycardia, with/without pulse

Ventricular fibrillation

PSVT

Bradycardia

Junctional arrhythmias

V|V|IVIV|V|V|V|V

Heart blocks, 1st, 2nd and 3rd degree
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Royal Victoria
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section H: Circulatory/Cardiovascular Cont’d

IV access and equipment use

Arterial line and

> set-up and initiation

> monitoring waveforms and nursing care

> specimen collection & removal

Central venous line set-up and monitoring

Care and access of venous access devices (i.e. PICC,
Portacath)

Intra-osseous set-up, monitoring and access

Temperature monitoring and maintenance:
hyper/hypothermia (bear hugger, fluid warmers)

Describes method for permissive hypothermia in
post-arrest patients

Accurate monitoring of intake and output

Understanding of principles for rapid fluid
administration and devices

Administration of all types of fluid replacement
and differences between them. (i.e., crystalloids,
plasma expanders, blood products)

Reviews and understands lab results (cardiac
enzymes, electrolytes, lactate, troponin, etc.)

Cardiac arrest protocols
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section H: Circulatory/Cardiovascular Cont’d

Assists/performs defibrillation, cardioversion, and
external pacing

Knowledge of thrombolytics and STEMI medical
interventions

Assessment and nursing interventions for: (including
but not limited to)

Acute coronary syndromes

Cardiac dysrhythmias

Cardiac contusion, cardiac tamponade

Hypovolemic shock

Cardiogenic shock

Obstructive shock

Distributive shock (anaphylactic, septic, etc.)

Congestive heart failure, left and right

Hypertensive crisis

Aortic aneurysm, abdominal and thoracic

Pericarditis, myocarditis and endocarditis

V|IV|IVIV|V|V|V|V|V|IV|V|V

cardiomyopathy

Identifies indication for defibrillation, cardioversion
and external pacing and prepares patient and
equipment

BCLS/ACLS protocols

Assists with pericardiocentesis procedure
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section H: Circulatory/Cardiovascular Cont’d

Knowledge of medication infusions used in Acute
Coronary Syndrome

Performs 12 and 15 lead ECG, knowledge of when
to perform a 15 lead ECG

Recognition of STEMI, identifies inferior, anterior,
septal and posterior infarct on ECG

Demonstrates ability to collect, interpret and
evaluate data related to the cardiac system

Assessment and nursing interventions for: (including
but not limited to)

» Cardiac output [CO] & Cardiac Index

» SVR & PVR

» PAP & CVP

Optimizes preload (fluid, pharmacological agents)

Optimizes afterload (pharmacological agents)

Optimizes heart rate (fluid, pharmacological
agents, electrolytes, pacing, cardioversion)

Optimizes contractility (fluid, pharmacological
agents)

Knowledge and interventions related to
pharmacology protocols for the cardiovascular
system (i.e., antiarrhythmics, vasopressors,
inotropes)
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section |: Gastrointestinal System

Knowledge of anatomy and physiology relating to
the gastrointestinal systems

Assessment of cardiovascular system including (out
not limited to)

> inspection

> auscultation

> palpation

>  weight

Reviews and understands lab results (e.g. Liver
function, albumin, glucose, proteins, creatinine,
urea, electrolytes)

Demonstrates ability to collect, interpret and
evaluate data related to the gastrointestinal
system

Nasogastric / orogastric tube insertion

Suctioning procedures

Knowledge of gastric lavage/whole bowel irrigation
and equipment

Care of gastrostomy and enteral tubes

Ostomy care

Rectal tube insertion
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert
Section |: Gastrointestinal System Cont’d

Assessment and nursing interventions for: (including
but not limited to)

Hernia, ischemic bowel, paralytic ileus

Obstructed bowl

Peritonitis / non-traumatic perforation

Toxic megacolon

Gl bleed, upper, lower, esophageal, varices

Pancreatitis, hepatic encephalopathy

Foreign bodies

Cholecystitis, cholelithiasis

Appendicitis

Pyloric stenosis, introsusception

V|VIV|V|V|V|V|V|V|V|V

Ulcerative colitis , Crohn’s disease,
gastroenteritis, diverticulitis

v

Abdominal injury (i.e., splenic rupture, liver
laceration, diaphragmatic rupture)

>

Constipation, diarrhea

Selects appropriate interventions for Gl alterations

such as:

Promoting early and safe feeding

Optimizing parenteral feeding

Administering pharmacological agents

V|V V|V

optimizing bowel function

24| Page






®
Name:
CRITICAL CARE
' : CLINICAL PRACTICE COMPETENCIES Unit Date:
Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section J: Genitourinary System

Knowledge of anatomy and physiology relating to
the genitourinary systems

Interprets data from initial, and ongoing
assessments and in relation to interventions (e.g.
Edema, fluid balance, weight, urine)

Reviews and understands lab results (e.g.
creatinine, urine electrolytes, urea, urinalysis, urine
and serum osmolality, proteins, electrolytes eGFR )

Recognizes effects of nephrotoxic agents or
delayed clearance (e.g. diuretics, vasopressors,
antibiotics, dyes/contrast).

Insertion / application of male, female and
pediatric catheters / condom catheters / urinary
bag

Knowledge of catheter associated UTI (CAUTI)

Maintenance of continuous bladder irrigations

Obtain urine culture

Use and interpretation of bladder scanner

Assessment of volume and character of urine
output

Assists with insertion and maintenance of
suprapubic catheters

Monitors renal function through fluid balance
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section J: Genitourinary System Cont’d

Perform and interpret urine dip stick and
pregnancy tests **emerg**

Assessment and nursing interventions for: (including
but not limited to)

>

Infection (i.e., UTI, pyelonephritis,
epididymitis, prostatitis)

Renal colic

Urinary retention or obstruction

Renal failure

V|V|V |V

Correct electrolytes (e.g. potassium,
magnesium, calcium, phosphate)

v

Correcting acid-base balance (metabolic
acidosis and alkalosis)

>

Optimizing cardiac output( fluid
management, inotropic agents)

>

Administering pharmacological agents

Hemodialysis in Critical Care **excludes emerg**

Pathophysiology of acute renal and chronic failure

Etiology of kidney injury (acute & chronic)

Phases of kidney injury (acute & chronic)

Complications of kidney injury (acute & chronic)

Treatment modalities (acute & chronic)

Care and Management of a Dialysis Patient

26| Page






RVH

CRITICAL CARE

Name:

, : CLINICAL PRACTICE COMPETENCIES Unit Date:
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert
Section K: Immunology / Hematology / Endocrinology

Knowledge of anatomy and physiology relating to
the endocrine system

Assessment and nursing interventions for: (including
but not limited to)

> Hyperglycemic emergencies (i.e., DKA and
HHNC)

» Hypoglycemia

» Thyroid emergencies (i.e., thyroid storm,
myxedema coma)

» Adrenal gland emergencies (i.e., Addison’s
crisis, Cushing’s syndrome, SIADH,
Diabetes Insipidus)

> Blood dyscrasias (i.e., DIC, Sickle cell crisis,
Hemophilia)

» Oncological emergencies (i.e., Spinal cord
compression syndrome, malignant
effusions) ***emerg**

» Immunocompromised patient (i.e., HIV /

AIDS, febrile neutropenia, asplenia)

Reviews and understands lab results (e.g. TSH, T4,
T3, cortisol, blood glucose, etc.)

Demonstrates ability to collect, interpret and
evaluate data related to the endocrine system
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert
Section K: Immunology / Hematology / Endocrinology Cont’d

Understand the rationale for and clinical
implications of diagnostic results (VQ Scan,
ultrasound)

Reviews and understands lab results related to
immunology and inflammation (e.g. neutrophils,
leukocytes, lymphocytes, bands)

Reviews and understands lab results related to
hematology (e.g. CBC, erythrocytes, hemoglobin.
Hematocrit, coagulation profile [INR. aPTT,
platelets. Fibrinogen], disseminated intravascular
coagulation [DIC] screen,)

Recognizes alterations in immunologic and
hematologic systems such as:

Inflammatory response

Infections

Sepsis

Thrombocytopenia

Venous thrombotic disorders

Arterial thrombotic disorders

Coagulopathies (e.g. HIIT, DIC)

V| V|IV|IV|V|V|V|V

Hemorrhagic disorders

Intervenes appropriately to alterations in

endocrine complications
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section L: Musculoskeletal/ Integumentary

Knowledge of anatomy and physiology relating to
musculoskeletal and integumentary systems

Assessment of the 7 P’s (pain, pallor, polar,
paresthesia, pulses, pressure and paralysis)

Assist with topical / local anaesthetic

Assist with skin closure, glue, suturing, staples

Removal of sutures, staples

Assess for evidence of fractures, sprains and
bruising **emerg**

Performs wound care of acute and chronic wounds

Knowledge of Procedural sedation protocols

Ability to provide appropriate nursing
interventions pre, during and post procedural
sedation

Assists with reduction and/or immobilization of
fractures and dislocations **emerg**

Preservation of amputated parts **emerg**

Reviews available dressing supplies and indications

Assists with trephination of subungual hematoma
**emerg**

Knowledge and skill with ring removal **emerg**

Assists with cast application / removal **emerg**
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Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section L: Musculoskeletal/ Integumentary Cont’d

Assessment and nursing interventions for: (including
but not limited to)

» Compartment syndrome

» Neurovascular compromise

» Penetrating injury  **emerg**

> Soft tissue injuries

Acute or exacerbated chronic inflammatory states
(i.e., gout, osteoarthritis)

> Infectious processes (i.e., cellulitis,
osteomyelitis, necrotizing fasciitis)

> Skin disorders (i.e., rash, hives, eczema,
ulcerations)

> Fractures, dislocations, amputations, crush
injuries

Demonstrates ability to collect, interpret and
evaluate data related to the musculoskeletal and
integumentary systems

Section M: Psychosocial / EOL

Provides effective and timely communication to
the patient and family

Ensures an environment that promotes privacy and
support

Knowledge of cultural awareness and sensitivity
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section M: Psychosocial / EOL Cont’d

Provision of encouragement, reassurance,
acceptance during times of stress

Provides comfort measures to patients / families

Knowledge of appropriate support services (i.e.,
pastoral services, interpreters, victim support)

Knowledge of cultural awareness and sensitivity

Assessment and nursing interventions for: (including
but not limited to)

» Managing a death

> Proper disposition of the body

> Required documentation

» TGLN referral and process

Maid (Medical Assistance in Dying)

Section N: Transfer of Accountability

Provides a concise transfer of accountability to
oncoming staff, staff within the hospital for
transfers to inpatient units, out of hospital
transfers via communication tool and / or transfer
of accountability form

Accurate and timely documentation

Section O: Discharge Planning

Identifies priorities for discharge (i.e., resources,
referrals)
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Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section O: Discharge Planning Cont’d

Provides teaching to patients / families on
conditions treated

Provides explanations for new medications,
treatments, self-care, follow up & outside referrals

Provides additional discharge instructions via
departmental hand outs or community prepared
documents when available

Documentation of discharge information given

Section P: Equipment, Protocol and Device Management

Massive Transfusion Protocol

» Indications & initiation

> Blood work

» Ongoing monitoring

> Policy and procedure & Pre-Printed Orders

Ranger Blood and Fluid Warmer

» Identifying the correct tubing set

» Identifying what blood products cannot be
warmed

> Demonstrates the correct set up and
priming of tubing

> Demonstrates the correct procedure for
removing the tubing
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section P: Equipment, Protocol and Device Management Cont’d

Vigeleo Flow Trac Monitor **ICU**

> Setup

> Priming tubing

» Monitoring and assessments

» SVV, Cland CO

> Interventions

Bladder Pressure Monitor

» Theory

> Setup

> Policy and Procedure

> Nursing care

> Documentation

Epidural Infusions **ICU**

Order sets

Set-up

Assisting with insertion

Pain Pump management

Assessments/nursing care

Side Effects/Management

Flow Record

V|IV|V|V|V|V|V|V

Removal
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section P: Equipment, Protocol and Device Management Cont’d

Patient Controlled Analgesia  **ICU**

Programming pump

Nursing care/assessments

Management of side effects

Troubleshooting

V|V|IV|V|V

Pre-printed order set and medication
administration record

>

Documentation

Neuromuscular Blocking Agents

» Indications for use

» Theory

» Ongoing care and monitoring

» Use of the peripheral nerve stimulator

» Depolarizing versus non-depolarizing
NMBA

» High alert medication and independent

double checks
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Regional Health Centre

CRITICAL CARE
CLINICAL PRACTICE COMPETENCIES

Name:

Unit:

Date:

Emergency Department Specific Competencies

The rating scale for Method of Evaluation
self-assessment: key:

0 — no experience O = observation

1 —limited experience | T = written test

2 - competent V = verbal Review

3 - expert

Self-Assessment by Employee

Competency Assessment

Rating

Date

Initials

Method of
Evaluation

Date

Comments

Initials

SMART
Learning
Goal

Y —yes
N -no

Section Q; Triaging

Knowledge of principles of Canadian Triage Acuity
Scale (adult and paediatric CTAS)

Knowledge of the triage process

Obtains and records pertinent history

Demonstrated appropriate focused nursing
assessment (according to age and chief complaint)

Prioritizes patients according to CTAS

Initiates appropriate testing/treatment of triage
patients (based on medical directives)

Liaisons with the Unit Leader re: patient acuity and
volume

Initiates risk screening, FRI, sepsis, sexual abuse
etc.

Initiates isolation precautions

Section R: Maxofacial, Eye, Ear, Nose and Throat (

EENT)

Knowledge of anatomy and physiology relating to
the EENT systems

Assists with foreign body removal

Epiglottis monitoring

Assessment of visual acuity examination for all eye
related presentations
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert
Section R: Maxofacial, Eye, Ear, Nose and Throat (EENT) Cont’d

Demonstrates correct technique when irrigating
eyes

Demonstrates application and removal of Morgan
Lens

Demonstrates use and interpretation of pH paper

Demonstrates correct application of eye patch

Demonstrates proper procedure for instilling eye
drops / analgesia

Assists with nasal packing

Assists physician with ear examinations and
irrigations

Performs throat examinations and recognizes
alterations from normal

Assessment of abnormal dental occlusions

Assists with fiberoptic examinations and care of
scope

Assists with tonometer and understands results

Assessment and nursing interventions for: (including
but not limited to)

> Foreign body, eye, ear, nose

» Chemical exposure, ocular, oral,
pharyngeal

> Facial fractures (i.e., La Fort |, Il, Ill, orbital)
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert
Section R: Maxofacial, Eye, Ear, Nose and Throat (EENT) Cont’d

> Ocularinjuries (i.e., corneal abrasion,
retinal detachment, hyphema, acute
glaucoma)

> Earinjuries / disease (i.e., ruptured
tympanic membrane, otitis media)

> Epistaxis, anterior and posterior

> Oropharyngeal abscesses, injuries or
inflammation (i.e., epiglottitis,
angioedema, peritonsillar abscess, post
tonsillectomy bleed)

» Maxofacial injuries / disease (i.e., Bells
Palsy, dental avulsion, dislocation)

Demonstrates ability to collect, interpret and
evaluate data related to Maxofacial and EENT
systems

Section S: Obstetrics, reproductive female and male

Knowledge of anatomy and physiology relating to
the male and female reproductive systems

Knowledge of anatomy and physiology relating to
the obstetrical patient

Abdominal inspection, auscultation and palpation

Assessment of per vaginal (PV) blood loss

Auscultate fetal heart sounds
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0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section S: Obstetrics, reproductive female and male Cont’'d

Assists with pelvic exams and handling of
swabs/specimens

Demonstrates use and cleaning of lighted
speculum

Able to test for amniotic fluid

Recognize signs of fetal distress

Demonstrates use of gynecology stretcher

Aware of guidelines / policy for sexual assaults

Ability to preserve forensic evidence and maintain
chain of custody

Assessment and nursing interventions for: (including
but not limited to)

» Ovarian cyst

» Ectopic pregnancy

> Abortion, threatened, spontaneous,
therapeutic, septic, missed.

» Pregnancy induced hypertension,
eclampsia, HELLP syndrome, hyperemesis
gravidarum

> Abruption placenta, Placenta previa,
ruptured uterus, amniotic fluid embolism,
DIC

» Postpartum hemorrhage, retained
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The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no
3 - expert

Section S: Obstetrics, reproductive female and male Cont’'d

> Foreign bodies, perineal, anal trauma

> Infection (i.e., mastitis, PID, toxic shock
syndrome, STI's)

> Emergency childbirth (i.e., delivery, cord
prolapse, retained placenta, breech birth,
meconium-stained amniotic fluid)

> New born baby assessment (i.e., APGAR,
medications, warming)

» Torsion —testicular, ovarian

> Priapism

» Penile / scrotal pain

Demonstrates ability to collect, interpret and
evaluate data related to the female / male
reproductive system and obstetrics

Section T: Environmental

Knowledge of anatomy and physiology relating to
environmental exposure

Knowledge of reporting guidelines for bites

Knowledge of rabies vaccination / antivenom kits

Demonstrates ability to collect, interpret and
evaluate data relating to environmental exposure
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0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section T: Environmental Cont’d

Assessment and nursing interventions for: (including
but not limited to)

> Heat syndromes (i.e., heat exhaustion,
heat stroke)

> Cold syndromes (i.e., frostbite,
hypothermia)

» Near drowning

> High altitude illness / decompression
illness

> Bites and stings (i.e., human, animal,
insects, snakes)

Section U: Toxicology

Knowledge of anatomy and physiology relating to
toxicological exposure

Able to access Ontario poison control information /
telephone number

Demonstrates a knowledge of common poisonings
and methods to prevent absorption

Ability to recognize substance abuse / intoxication

Knowledge of risk screening tools for substance
use / withdrawal and protocols for use

Knowledge of site-specific antidote kits
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0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section U: Toxicology Cont’d

Knowledge of pharmacological agents related to
certain exposures (i.e., N-acetylcysteine, naloxone,
sodium bicarb, charcoal)

Knowledge of gastric lavage equipment

Assessment and nursing interventions for:
(including but not limited to)

> Toxic exposure — chemical, environmental

> Poisonings and substance use

> Inhalants

> Recreational / prescription drugs

Demonstrates ability to collect, interpret and
evaluate data relating to toxicological exposure

Section V: Pediatrics

Ability to modify assessment based on age /
cognition of patient

Aware of vitals signs specific to age

Weighs all pediatrics in kg

Demonstrates knowledge and skill of 1V fluid
administration and IV medication administration in
the pediatric population

Demonstrates ability of calculating medication
doses for pediatric patients
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Section V: Pediatrics Cont’d

Demonstrates how to use the Braselow tape

Demonstrates knowledge of contents of the
Pediatric Braselow code cart and is aware of how
to restock

Demonstrates ability to identify a child in need of
protective services

Utilizes distraction with pediatric patients
undergoing procedures

Section W: Trauma

Knowledge of anatomy and physiology relating to
trauma presentations

Demonstrates the ability to answer patch phone,
obtain information and notify appropriate staff

Initiates a trauma code if appropriate

Demonstrates primary and secondary survey

Demonstrates C-spine immobilization

Describes importance of mechanism of injury

Demonstrates use of burn dressings, rule of nines,
fluid replacement and documentation records

Describes process for notification of coroner (who,
when, how)

42 | Page






RVH

Name:

' : CLINICAL PRACTICE COMPETENCIES Unit Date:
Royal Victoria
Regional Health Centre
Cardiac Care Unit (CCU) Specific Competencies
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating | Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N - no
3 - expert

Section W: Balloon Pump (IABP)

Knowledge of anatomy and physiology relating to
cardiovascular emergencies requiring IABP therapy

Understands the indications and contraindications
both relative and absolute, for IABP

Demonstrates knowledge of the principles of IABP
therapy (including but not limited to)

Balloon inflation and deflation principles

Myocardial supply and demand

Hemodynamic effects of IABP

V|V|V|V

IABP effects on other systems
(neurological/cerebral, renal,
cardio/cardiovascular, respiratory

Timing & triggers

Set-up and maintenance

V| V|V

Waveform interpretation and
troubleshooting anomalies

Complications

Nursing care and monitoring

Preparing for removal

V|V V|V

Managing care post removal of IABP
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®
Name:
CRITICAL CARE
' : CLINICAL PRACTICE COMPETENCIES Unit Date:
Royal Victoria
Regional Health Centre
The rating scale for Method of Evaluation Self-Assessment by Employee Competency Assessment SMART
self-assessment: key: Rating Date Initials Method of | Date Comments Initials | Learning
0 — no experience O = observation Evaluation Goal
1 —limited experience | T = written test Y —vyes
2 - competent V = verbal Review N -no

3 - expert

Section X: Implantable Pacemakers

Knowledge of anatomy and physiology relating to
electrophysiological disturbances requiring a
permanent implanted pacemaker

Arrhythmia Interpretation

Understands the indications for a permanent
pacemaker

Demonstrated understanding of permanent
pacemaker function and terminology

Knowledge of pacemaker NGB codes

Demonstrated knowledge on preparing a patient
for a permanent pacemaker

Demonstrated understanding of post implant care,
monitoring and nursing care

Recognizes potential complications and can
intervene when appropriate
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Thunder Bay Regional Health Sciences Centre

Policies, Procedures, Standard Operating Practices No. PAT-5-145

Title: The Medical Emergency Team (MET) X Policy X] Procedure [ ] SOP

Category: Patient Care Services Distribution: All Patient Care Areas

Sub-category: Patient Related: Patient Care

Approved: Exec. VP, Patient Care Programs & Health Professions

Signature: Approval Date: Feb. 2, 2011
Approved: Chief of Staff Reviewed/Revised Date: Apr. 3, 2018
Signature: Next Review Date: Apr. 3, 2021
1. PURPOSE

Improve patient safety and quality of care through the empowerment of all healthcare professionals,
patients, and care partners.

Improve accessibility and enhance utilization of critical care resources.

Reduce adult in-patient cardiac arrests and in-patient mortality.

Reduce critical care admissions and/or reduce critical care length of stay through early intervention.
Act as a resource and educate healthcare professionals.

2. POLICY STATEMENT
The Medical Emergency Team (MET) will work collaboratively with patients, care partners, the
interprofessional care team, and the most responsible physician (MRP), to identify, assess, and
respond to the needs of adult in-patients prior to the development of progressive and irreversible

deterioration. The MET is comprised of an intensivist, a specially trained critical care registered nurse
(RN) and when required a registered respiratory therapist (RRT). By promoting a culture of safety in a
patient and family centred care environment, all adult in-patients will receive the appropriate level of
care at the appropriate time.

SCOPE
This policy pertains to all healthcare and professional staff when an adult in-patient meets MET calling
criteria. Address the action and response expected of staff and professional staff when an adult in-

patient meets MET calling criteria.

3.1 Function:

1.

2.
3.
4

o

© oo~

10.

Enables early identification and critical care consultation for patients at risk of becoming critically ill.
Provides timely, preventative, life saving intervention, and resuscitation.

Assesses patient status and facilitates timely and appropriate critical care admissions.

Participates in end-of-life discussions (EOL) and decision making processes with patients and/or
substitute decision makers in order to facilitate patient's EOL and care wishes.

Provides appropriate follow-up assessments to adult patients discharged from the Intensive Care
Unit (ICU) to ensure that the patient is transitioning well upon transfer.

Provides acute care education at the bedside, specifically the management and resuscitation of the
acutely ill adult patient to the responding team members (i.e., ward nurse, physicians, medical and
nursing students, and other health care professionals).

Mandated by the MOHLTC to audit all code blue events that occurs on adult in-patients.

Audits all MET consults to determine any barriers preventing timely MET involvement.

Encourages calls to the MET by responding positively and using every encounter as an opportunity
for shared learning and promote a culture of collaborative care.

Educate and mentor nursing staff to identify early warning signs of a deteriorating patient through
the use of the MET calling criteria.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.

Page 1 of 10





The Medical Emergency Team (MET) Page 2 of 10
PAT-5-145

4. PROCEDURE:
4.1 Activation of MET:
e Any healthcare professional can activate the MET using the calling criteria.
¢ In-patient staff are empowered and encouraged to call the MET whenever they observe a change in
key physiological indicators or their own intuition or that of a patient or care partner raises serious
concern.
e There is a dedicated pager number to contact the MET RN. The MET RN will notify the MET
physician of all consults.
e The MET will respond to all adult in-patient wards and select areas as described in Appendix B to F.

4.2 Calling Criteria:
Call MET anytime your patient shows sign(s) of acute change in:

Airway Threatened

Stridor

Excessive Secretions < less than or equal to
Breathing Respiratory Rate <8 or = 30

2 greater than or equal to

Distressed Breathing < less than

Saturations < 90% on = 50% O, or 6 L per minute

. . : >
Circulation Systolic blood pressure < 90 mm Hg or = 200 mm greater than

Hg or decrease > 40mmhg from baseline GCS — Glasgow Coma Scale
Heart rate < 40 or = 130 MEWS — Modified Early

Urine output < 100 mL over 4 hr. (except dialysis Warning Score
patients)

Neurology Decreased level of consciousness
(GCS decrease of = 2 points)

Worried Serious concern about the patient.

MEWS MEWS of 25

4.3 The MET Consultation:

The MET and MRP must be called simultaneously. The MRP must always be notified of decision to consult
the MET and are expected to participate in the care of their patient. The MRP must not deter consultation by
giving orders not to consult MET. Together the MRP and MET will make the best clinical decisions on behalf
of the patient. The MRP provides knowledge of the patient and rationale of admission and the MET
provides clinical expertise of the immediate acute care management of deterioration.

4.4 Roles and Responsibilities:
Ward Nurses:
e Assess and determine clinical change in patient’s status using the calling criteria and/or Modified
Early Warning Score (MEWS).
Activate the MET using the dedicated pager number and inform the MRP of patient’s status.
e Upon paging, be prepared to give a brief description of patient’s status including age, gender,
diagnosis, MRP, recent vital signs, and room number (see Appendix A for SBAR Communication
Tool).
¢ Notify the RRT if the patient’s condition warrants.
Notify or delegate natification to patient’s care partners of change in condition and that MRP has
been notified and MET has been consulted.
Have patient’s chart and medication record available to review.
Remain with the patient.
Ensure oxygen and suction available and functioning.
Clear any unnecessary items from room.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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e Provide a more detailed report upon MET RN arrival.
o Participate with patient care.
e Notify MRP promptly of any suggestions made by the MET physician.
o If the patient is transferred to ICU, assist MET RN with transfer and provide a full verbal report to

receiving RN.

Update patient’s family / care partner of condition and inform them of transfer.
Responsible for receiving patient’s family and escorting them directly to ICU staff.
If MET unable to attend consult within 15 minutes, notify MRP.

MET RN:

Receive and aim to respond to pages within 5 minutes.

Notify the MET physician of all consults.

Aim to respond to consults within 15 minutes. When simultaneous consults occur, triage response
with assistance of the MET physician. Notify ward nurse if response deferred due to competing
consults.

Assess and evaluate patient focused on airway, breathing, circulation, and level of consciousness.
Initiate medical directives where indicated.

Positively engage ward staff in assessment and finding.

Discuss assessment findings with MET physician and implement treatment therapies to stabilize the
patient.

Facilitate transfer to ICU when indicated and will provide the ICU receiving nurse report.

Assist care partner(s) to the ICU waiting area if present and notify receiving RN.

Daily and as necessary, assessments, including discussion with ward nurses on all patients
discharged from ICU to evaluate transition.

Communication with patient and care partners via whiteboards.

Report assessment findings to the MET physician and provide interventions when necessary.
Round on all ICU discharge patients and consult follow-ups with MET physician daily.

Accurate data collection and entry into Critical Care Information Systems (CCIS).

Audit adult in-patient code blue events and MET consults.

Complete patient safety report when patient met calling criteria for greater than 4 hours to time of
consult.

Provide education to in-patient staff related to MET response topics either independently or working
in collaboration with clinical nurse specialists/interprofessional educators.

Responsible to ICU and organization as a resource while maintaining MET responsibilities.

MET Physician:

Aim to respond to consults within 15 minutes at bedside on days and available for phone
consultation or at the bedside if requested by MET RN on nights.

Describe treatment plan and determine end-points for patient stabilization or admission to ICU.
MET physician to direct/lead immediate patient care issues when patient requires critical care
resources and expertise.

Round on ICU discharges and consult follow-ups daily at a mutually agreed upon time and
completed by no later than 1730 hr.

Provide education. Role to educate.

During competing consults, MET physician to triage and direct MET RN. MET physician must attend
both calls within a timely manner.

MET physician will write urgent orders only. All other orders will be suggestions and must be
approved by the MRP prior to implementing.

Review/initiate EOL discussions with patient and care partners.

Notify MRP regarding disposition of patient.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Most Responsible Physician:

Respond and patrticipate in stabilization of patient.
Collaborate on treatment plan.

Collaborate with MET physician on EOL discussions.
Follow-up with suggestions.

4.4 Patient Disposition:

A. Patient requires admission to ICU

o Regular admission
e Short stay (6 hour bed hold)

B. Borderline

¢ Interventions / resuscitation done on ward to attempt to stabilize patient.
o Patient may require ICU admission but safe to leave on ward for the time.

C. Consults

e Patient safe to stay on ward.
e Suggestions may be left for MRP’s approval.
¢ MET may sign off or follow patient depending on patient’s status.

4.5 MET Resource Interruption:

In the event there is not a MET RN available, the following will occur:

Notify ICU manager/ MET lead physician or designate (administrative coordinator/intensivist on
shift).

MET RN to give MET pager to MET physician.

If MET physician on nights in sleep room and concerned will not hear page then can give to ICU
charge nurse who will call him/her when page received.

MET physician will respond to MET calls.

If unfamiliar locum on-shift, an experienced ICU RN may be chosen by manager/MET Lead
physician to respond with locum Intensivist for guidance on consults.

Administrative coordinator notifies senior administrator at their discretion.

ICU charge nurse/administrative coordinator to email manager/MET lead physician /MET lead RN of
situation so can review for follow-up on next working day.

5. REFERENCES

Canadian Resuscitation Institute. (2006). Critical care response team provider manual. Ottawa,
Ontario:

Canadian Resuscitation Institute.

Critical Care Services Ontario. (n.d.). Critical care response team (CCRT). Retrieved from
https://www.criticalcareontario.ca

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix A
SBAR Communication Tool

The SBAR communication tool provides a framework for communicating assessment findings.

Situation

S Identify yourself, patient
Location
Age, gender and reason for call (Calling Criteria)

Backqground

B Brief history of patient’s presenting iliness
Date patient admitted and diagnosis

Any interventions done recently

Pertinent known co-morbidities

Assessment

A Problem based, Primary ABC & CNS assessment findings
o Airway

e Breathing

e Circulation

¢ CNS and other

Any treatment initiated and patient’s response

Recommendation

R Does the physician need to come and see the patient now?
Your recommendations for the following

e Monitoring

Investigations

Treatments

Target

Consult

Disposition

Code status clarification

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix B DIAGNOSTICS/AMBULATORY CARE

Do Not Delay Calling a
CODE BLUE
for Cardio/Respiratory Arrest

Patient shows a change in clinical
status.

In-Patient

Out-Patient

Y

A\ 4
Patient meets MET Calling Transfer patient safely to ER
Criteria

|

(Notify MRP) and Consult
MET / RRT

A 4
Notify in-patient ward that
MET has been consulted —
Request bedside nurse to
respond to DI

A 4

Stay with patient and
continue to provide support
until MET / RR'I_' / Bedside Date:

nurse arrives.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in

any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix C Post Anesthesia Care Unit (PACU)

Do Not Delay Calling a
Code Blue
for Cardio/Respiratory Arrest

A 4

Adult patient shows a change in
clinical status

A 4

Adult In-patient

A\ 4

Notify Anesthetist / MRP
MET not 1% call

A 4

Anesthetist / MRP to consult
MET Intensivist

Physician to Physician Consult

(Not Intake Intensivist)

A 4

MET RN responds alongside
Intensivist if required.

A 4
Notify admitting if out-patient

MET does not respond to paediatric patients.
Please consult paediatrician.

Date:

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix D

Emergency Dept
Admitted Adult In-patients

Do Not Delay Calling a
Code Blue
for Cardio/Respiratory
Arrest

l

Patient shows a change in clinical
status

\ 4

Adult In-patient

A 4
Patient meets MET calling criteria

\ 4

MRP must be notified prior to
consulting MET

\ 4

Emergency Room RN consults MET
physician directly once MRP notified

A 4

MET physician may delegate the MET RN to
respond and assess when unable to attend.

MET physician must respond within 20
minutes.

Date:

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in

any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Appendix E FORENSICS
Do Not Delay Calling a
CODE BLUE
for

Cardio/Respiratory Arrest

A 4

Patient shows a change in
clinical status

\ 4

Notify MRP

A 4

If patient meets MET calling criteria
Consult MET using the pager number and
ensure MRP is aware

Y

Ward staff to move patient to secure area and have
access to oxygen and suction

A 4

If MRP determines patient requires hospital
admission — notify admitting department.
Forensic staff will determine the need and type
of escort (if any) for the patient.

Date:

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the

Hospital iNtranet.
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Appendix F

RENAL/CANCER CLINIC/

SURGICAL DAY CARE / ENDOSCOPY

Do Not Delay Calling a
CODE BLUE
for Cardio/Respiratory Arrest

Patient shows a change in clinical

statis status

In-patient

A 4

Patient meets MET
Calling Criteria

A 4

Notify MRP and
Consult MET / RRT

A 4

Notify in-patient ward that MET
has been consulted.

A 4

Primary Nurse should be
available and prepared to report
patient status directly to MRP
and MET

\ 4

Continue to provide support to
patient and be prepared to assist
MRP and MET upon arrival

Out-patient

A\ 4

Notify MRP

A\ 4

If MRP determines patient
requires hospital admission —
notify admitting dept.

A 4

If MRP determines patient requires
Critical Care Consult

Physician to Physician consult.

Date:

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
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Medical Directive
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: Allergies:

THUNDER BAY

Regional
Health

SCIENCES CENTRE

In-patient with Chest Pain Suggestive of Acute Coronary Syndrome (ACS) —
MEDICAL EMERGENCY TEAM (MET)

Procedure:
1. Establish cardiac monitoring.
2. Monitor oxygen saturation, blood pressure, pulse and respiratory rate.
3. Establish oxygen at 3 L/min and titrate to keep oxygen saturation equal to or greater than 92%.
4. Start peripheral IV with normal saline at 10 mL/hr.
5. Stat 12-lead ECG within 10 minutes.
6. Blood work:

Troponin I, CBC, Lytes, BUN, Creatinine, glucose, PTT, INR, group and screen x1.

© N

ASA 160 mg po, chew and swallow (if not allergic and not already given).
Nitroglycerin spray 0.4 mg SL Q5min. prn x 3 for chest pain (if systolic blood pressure greater than 90
mmHg.) IV to be established prior to administering.

9. Normal saline bolus 250 mL for systolic blood pressure less than 90 mm Hg x 1.

THIS AREA MUST BE COMPLETED BY IMPLEMENTING PROFESSIONAL:

; Signature with classification Date:

o) (yyyy/mm/dd)

= _ :

@) Name (Print) Time:

(L})J (hh:mm)
Name of most responsible physician for the patient’s care related to the Directive:

N MEDICAL ADVISORY COMMITTEE: PATIENT CARE SERVICES:

pd

o Signature Signature

|_

8 Date Date

n (yyyy/mm/dd) (yyyy/mm/dd)
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Guidelines for Implementation of a Medical Directive
Before implementing a Medical Directive, the health professional will be responsible for:

1. Placing a patient label on the form or in the absence of a label print: the name, age, admission number, chart
number and most responsible physician's name.

2. Ensuring the implementer meets the criteria as set out in Section 4.

3. Ensuring the patient meets the criteria as set out in Section 3.

4. The Medical Directive will not be implemented unless the implementing professional has completed Section 1
including his/her signature, health professional designation, name, the date and time and name of the most
responsible physician according to the criteria in Section 5.

5. The implemented Medical Directive will be added to the patient's chart in the Physicians Order section.

This completes the implementation process. The Medical Directive is now processed as any Medical Order and
is subject to all policies pertaining to a Medical Order.

Section 3 Patient Criteria

1. Patient conditions that must be met:

Chief Complaint Medical History
e Chest pain or severe epigastric pain, nontraumatic in e Assessment of current or past history .
origin, with components typical of myocardial ischemia e CABG, angioplasty, CAD, angina on effort, or AMI.
or ACS. e Nitroglycerin use to relieve chest discomfort.
e Central/substernal compression or crushing chest e Risk factors including smoking, hyperlipidemia,
pain. hypertension, diabetes, family history, and use of
e Pressure, tightness, heaviness, cramping, burning, cocaine.
aching sensation.
e Unexplained indigestion, belching, epigastric pain.
e Radiating pain to neck, jaw, shoulders, back, one or
both arms.
e Associated dyspnea, nausea and/or vomiting.
2. Specific circumstances that must exist:
MET Physician must be available for consultation.
3. Contraindications:
ASA Nitroglycerin
e Allergy to ASA (angioedema, hives) or allergy to other ¢ Sildenafil (Viagra) taken in last 24 hours.
NSAIDS. e Tadalafil (Cialis) taken in last 24 hours.
History of Gl Bleed in last 2 weeks. e Systolic blood pressure less than 90 mmHg.

Active bleeding.
e Thrombocytopenia with platelets less than
80,000/microlitre (based on labs drawn within one week.

THMEDDIRECT

PCS-MD-107
Approved:Nov-27-12 Rev:Feb-23-16
Review due by:Feb-23-17 White Copy: Chart Yellow Copy: Pharmacy Page 2 of 3






Section 4

1. Health professional(s) that can implement the
directive:

Medical Emergency Team RN (MET RN)
2. Specific education qualifications:

Critical Care Nurse

Completion of CCRT Orientation

Completion of preceptorship with MET physician
MET RN will have received specific in-service on this
medical directive.

Section 5

Criteria for selection of the responsible physician:

Intensivist on duty for Medical Emergency Team.

TrHEDDI

RECT
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Review due by:Feb-23-17
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Medical Directive
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-...

Y
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: Allergies:

THUNDER BAY

Regional

Health

SCIENCES CENTRE

Care of the Patient with Circulatory Compromise - MEDICAL EMERGENCY TEAM

Procedure:

Establish cardiac monitoring.

a s wDh ke

Administer IV fluid bolus:
e 250 mL normal saline 1V bolus x 2.

(MET)

Monitor oxygen saturation, blood pressure and pulse.

Administer oxygen to maintain oxygen saturation equal to or greater than 92%.
Establish two large bore peripheral IV sites (preferably 14 to18-gauge).

e Repeat vitals and perform chest auscultation after every 250 mL bolus or more frequently if

required.

e Return IV to 10 mL/hr or pre-bolus IV rate when systolic blood pressure is greater than or
equal to 90 mm Hg or chest auscultations reveals crackles or other manifestations of fluid
volume overload (i.e., decreased oxygen saturation, shortness of breath, increased jugular

venous pressure).

6. If bleeding evident — cross and type for 2 units of packed red blood cells.

THIS AREA MUST BE COMPLETED BY IMPLEMENTING PROFESSIONAL:

; Signature with classification Date:

o) (yyyy/mm/dd)

= _ :

@) Name (Print) Time:

(L})J (hh:mm)
Name of most responsible physician for the patient’s care related to the Directive:

N MEDICAL ADVISORY COMMITTEE: PATIENT CARE SERVICES:

pd

o Signature Signature

|_

8 Date Date

n (yyyy/mm/dd) (yyyy/mm/dd)
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Guidelines for Implementation of a Medical Directive

Before implementing a Medical Directive, the health professional will be responsible for:

1.

5.

Placing a patient label on the form or in the absence of a label print: the name, age, admission number, chart
number and most responsible physician's name.

Ensuring the implementer meets the criteria as set out in Section 4.

Ensuring the patient meets the criteria as set out in Section 3.

The Medical Directive will not be implemented unless the implementing professional has completed Section 1
including his/her signature, health professional designation, name, the date and time and name of the most
responsible physician according to the criteria in Section 5.

The implemented Medical Directive will be added to the patient's chart in the Physicians Order section.

This completes the implementation process. The Medical Directive is now processed as any Medical Order and
is subject to all policies pertaining to a Medical Order.

Section 3 Patient Criteria

1.

Patient conditions that must be met:

¢ When the patient is suspected to be acutely hypotensive / hypovolemic without crackles on chest
auscultation.

Systolic blood pressure equal to or less than 90 mmHg.

Unexplained tachycardia.

Relative hypotension (decrease in systolic blood pressure greater than 40 mmHg from baseline).
Cool skin, poor capillary refill (< 3 sec.), mottled skin.

Altered level of consciousness (agitated, confused, drowsy, obtunded).

Decreased urine output (less than 100 mL over 4 hours except dialysis patients).

2. Specific circumstances that must exist:
MET physician must be available for consultation.
3. Contraindications:
Manifestations of congestive heart failure.
IR
PCS-MD-108
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Section 4

1. Health professional(s) that can implement the
directive:

Medical Emergency Team Registered Nurse (MET
RN)

2. Specific education qualifications:

Critical Care Nurse

Completion of Critical Care Response Team
Orientation.

Completion of preceptorship with MET physician.

Section 5

Criteria for selection of the responsible physician:

Intensivist on duty for Medical Emergency Team.

DDIRECT
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Medical Directive

Allergies:

Medical Emergency Team (MET): Diagnostic Interventions

Procedure:

=
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goon

Blood work as indicated by patient condition:

CBC
Electrolytes
BUN

Creatinine

PTT

INR

Glucose
Troponin |
lonized Calcium
Magnesium
Phosphorus
Blood Cultures
Lactic Acid
Venous Blood Gas

Diagnostic Testing:
Chest X-Ray
12 Lead ECG
Urine Culture

SECTION 1

THIS AREA MUST BE COMPLETED BY IMPLEMENTING PROFESSIONAL:

Signature with classification Date:

(yyyy/mm/dd)

Name (Print) Time:

(hh:mm)

Name of most responsible physician for the patient’s care related to the Directive:

SECTION 2

MEDICAL ADVISORY COMMITTEE: PATIENT CARE SERVICES:

Signature Signature

Date Date
(yyyy/mm/dd) (yyyy/mm/dd)
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Guidelines for Implementation of a Medical Directive

Before implementing a Medical Directive, the health professional will be responsible for:

1.

5.

Placing a patient label on the form or in the absence of a label print: the name, age, admission number, chart
number and most responsible physician's name.

Ensuring the implementer meets the criteria as set out in Section 4.

Ensuring the patient meets the criteria as set out in Section 3.

The Medical Directive will not be implemented unless the implementing professional has completed Section 1
including his/her signature, health professional designation, name, the date and time and name of the most
responsible physician according to the criteria in Section 5.

The implemented Medical Directive will be added to the patient's chart in the Physicians Order section.

This completes the implementation process. The Medical Directive is now processed as any Medical Order and
is subject to all policies pertaining to a Medical Order.

Section 3 Patient Criteria

1.

Patient conditions that must be met:

Patient must meet Medical Emergency Team calling criteria including any or all of the following criteria based on patient
condition:

Blood work/Urine culture

e Sudden suspected hemorrhage e.g. rectal blood loss, increase in tube drainage or frank red blood.

¢ New onset arrhythmia, peaked T waves, chest pain, abnormal pulse

e Confirmed symptoms of decreasing function of a vital organ system.

Chest X-Ray
e Sudden unexplained shortness of breath

e Decreasing oxygen saturation and increasing oxygen requirements
o Deteriorated breath sound e.g. increase in wheezes, stridor or decreased air entry

12 Lead ECG

e Chest pain

e New onset arrhythmia or ECG changes on monitor/telemetry
¢ Unexplained shortness of breath

e Syncope

2. Specific circumstances that must exist:
Medical Emergency Team Physician (Intensivist) must be available for consultation
Section 4 Section 5
1. Health professional(s) that can implement the Criteria for selection of the responsible physician:
directive: MET Physician (Intensivist)
MET RN
2. Specific education qualifications:
Completed MET orientation
WHITE COPY: Chart
YELLOW COPY: Pharmacy
TWMEDDIRECT
PCS-MD-63

Approved:Jan-22-08 Rev:Jan-23-18
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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.

Medical Directive #: A1-CCU

Program/Department: Critical Care Outreach Team/Critical Care Units

Subject: A1-CCU Arterial Blood Gases

Authorizing Physicians: Dr. S. Ramakrishnan Approved By: MAC Date: Jun 15, 2015
Original Effective Date: Oct 16, 2006
Signature:

CNO/CPP: A. Jones

Revised/Reviewed Effective Date: Jun 19, 2015

Signature:

Physician’s Order:

e Obtain an arterial blood gas via radial puncture in patients with with acute hypoxia (SpO,
less than 88% or acute drop in SpO,)

OR

e Patients with altered level of consciousness

Who specifically is authorized to initiate the order? (note any educational/geographic
restrictions):

e All Registered Respiratory Therapists who have current certification in drawing arterial
blood gases at Southlake Regional Health Centre

Specific client conditions that must be met before the order can be initiated:

e The patient must be assessed and an arterial blood gas deemed necessary by the Critical
Care Outreach Team (CCOT)

Situational Circumstances which must exist before the order can be initiated:

e Physician is not immediately available
e CCOT activated/triggered

Contraindications for initiating the order:

e The patient has a previous arterial graft at the proposed site of arterial puncture
e The patient has an A-V shunt at the proposed site of arterial puncture

Associated Procedural Documents/Guidelines (note document codes and locations):

o Radial Arterial Line Insertion by a Respiratory Therapist - Adult Patients policy
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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.

Medical Directive #: B1-CCU

Program/Department: Critical Care Outreach Team/Critical Care Units

Subject: B1-CCU Bronchodilator Therapy

Authorizing Physicians: Dr. S. Ramakrishnan Approved By: MAC Date: Jun 15, 2015
Original Effective Date: Oct 16, 2006
Signature:

CNO/CPP: A. Jones

Revised/Reviewed Effective Date: Jun 19, 2015

Signature:

Physician’s Order:

e Salbutamol MDI 100 mcgs/puff, 4-8 puffs inhl and Ipratropium MDI 20 mcgs/puff, 4-8
puffs inhl using spacer for treatment of bronchospasm

Who specifically is authorized to initiate the order? (note any educational/geographic
restrictions):

e Critical Care Outreach Team (CCOT) RNs and Registered Respiratory Therapists (RRTS)
Specific client conditions that must be met before the order can be initiated:

e The patient must be assessed and bronchodilator therapy deemed necessary by the CCOT
RRTs or RNs.
e Respiratory assessment reveals signs of dyspnea and evidence of bronchospasm

Situational Circumstances which must exist before the order can be initiated:

e Physician is not immediately available
e CCOT activated/triggered

Contraindications for initiating the order:
e Known hypersensitivity to bronchodilators
Associated Procedural Documents/Guidelines (note document codes and locations):

e Notify MRP when medical directive is initiated
e Document on chart medical directive #B1-CCU
e Southlake's ER Brochodilator Therapy medical directive
References:
e Scanlan, C., Wilkins, R., & Stoller, J. (1999). Eagan's Fundamentals of Respiratory Care:
Seventh Edition: Mosby, Inc.
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CCU Bloodwork

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.

Medical Directive #: B2-CCU

Program/Department: Critical Care Outreach Team/Critical Care Units

Subject: B2-CCU Bloodwork

Authorizing Physicians: Dr. S. Ramakrishnan Approved By: MAC Date: Jun 15, 2015
Original Effective Date: Oct 16, 2006
Signature:

CNO/CPP: A. Jones

Revised/Reviewed Effective Date: Jun 19, 2015

Signature:

Physician’s Order:

e Obtain blood sample for:

o CBC
Chemistry 7
Blood Glucose with Point of Care Device
Troponin, Magnesium, AST, INR, PTT
Arterial or Venous Lactate Level

o o0 o o

Who specifically is authorized to initiate the order? (note any educational/geographic
restrictions):

e Critical Care Outreach Team (CCOT) RNs or RRTs
Specific client conditions that must be met before the order can be initiated:

e Patient must be assessed and bloodwork deemed necessary by the CCOT member
e Criteria for deployment of the CCOT are met

Situational Circumstances which must exist before the order can be initiated:

e Physician is not immediately available
e CCOT activated/triggered

Contraindications for initiating the order:

Associated Procedural Documents/Guidelines (note document codes and locations):

e Specimen Collection (Venous Blood) procedure
e GEM 3000 Patient Test procedure

References:
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e Safer Health Care Now! Campaign, How to Guide: Rapid Response Teams
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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.

Medical Directive #: C1-CCU

Program/Department: Critical Care Outreach Team/Critical Care Units

Subject: C1-CCU Chest X-Ray

Authorizing Physicians: Dr. S. Ramakrishnan Approved By: MAC Date: Jun 15, 2015
Original Effective Date: Oct 16, 2006
Signature:

CNO/CPP: A. Jones

Revised/Reviewed Effective Date: Jun 19, 2015

Signature:

Physician’s Order:
e Portable CXR AP view Stat

Who specifically is authorized to initiate the order? (note any educational/geographic
restrictions):

e Critical Care Outreach Team (CCOT) RNs and Registered Respiratory Therapists (RRTS).
Specific client conditions that must be met before the order can be initiated:

e Criteria for deployment of the CCOT have been met
e Patient must be assessed and portable CXR deemed necessary by the CCOT
e Signs and symptoms of respiratory distress (e.g. abnormal breath sounds, SpO, less than
90%)
Situational Circumstances which must exist before the order can be initiated:

e Physician is not immediately available
e CCOT RN/RRT present

Contraindications for initiating the order:

e Criteria for deployment of the CCOT are not met
e Pregnancy

Associated Procedural Documents/Guidelines (note document codes and locations):

References:

e Safer Health Care Now! Campaign, How To Guide: Rapid Response Teams
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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.

Medical Directive #: C2-CCU

Program/Department: Critical Care Outreach Team/Critical Care Units

Subject: C2-CCU Cardiac Monitoring

Authorizing Physicians: Dr. S. Ramakrishnan Approved By: MAC Date: Jun 15, 2015
Original Effective Date: Oct 16, 2006
Signature:

CNO/CPP: A. Jones

Revised/Reviewed Effective Date: Jun 19, 2015

Signature:

Physician’s Order:
e Connect to cardiac monitor for analysis and monitoring of cardiac rhythm

Who specifically is authorized to initiate the order? (note any educational/geographic
restrictions):

e Registered Nurses who work in Southlake Critical Care areas and are members of the
Critical Care Outreach Team (CCOT)

Specific client conditions that must be met before the order can be initiated:

e Patient must be assessed and cardiac monitoring deemed necessary by a CCOT member.
e Criteria for deployment of the CCOT met

Situational Circumstances which must exist before the order can be initiated:

e Physician is not immediately available
e CCOT RN present

Contraindications for initiating the order:

Associated Procedural Documents/Guidelines (note document codes and locations):

e Cardiac Monitoring procedure
e Cardiac Monitor Set Up procedure

References:

e Safer Health Care Now! Campaign, How to Guide: Rapid Response Teams
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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.

Medical Directive #: E1-CCU

Program/Department: Critical Care Outreach Team/Critical Care Units

Subject: E1-CCU ECG 12-Lead

Authorizing Physicians: Dr. S. Ramakrishnan Approved By: MAC Date: Jun 15, 2015
Original Effective Date: Oct 16, 2006
Signature:

CNO/CPP: A. Jones

Revised/Reviewed Effective Date: Jun 19, 2015

Signature:

Physician’s Order:
e 12 Lead ECG for further analysis of patient's cardiac rhythm

Who specifically is authorized to initiate the order? (note any educational/geographic
restrictions):

e Critical Care Outreach Team (CCOT) RNs
Specific client conditions that must be met before the order can be initiated:

e Patient must be assessed and ECG deemed necessary by the CCOT member

e Signs and symptoms of cardiac ischemia (e.g. chest pain, abnormal pulse, shortness of
breath, hypotension)

e Criteria for deployment of the CCOT met

Situational Circumstances which must exist before the order can be initiated:

e Physician is not immediately available
e CCOT RN present
e Unable to determine cardiac rhythm with rhythm strip analysis

Contraindications for initiating the order:

Associated Procedural Documents/Guidelines (note document codes and locations):
e ECG - 12 Lead procedure
References:

e Safer Health Care Now! Campaign, How To Guide: Rapid Response Teams
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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.

Medical Directive #: 11-CCU

Program/Department: Critical Care Outreach Team/Critical Care Units

Subject: 11-CCU IV Push Medications

Authorizing Physicians: Dr. S. Ramakrishnan Approved By: MAC Date: Jun 15, 2015
Original Effective Date: Oct 16, 2006
Signature:

CNO/CPP: A. Jones

Revised/Reviewed Effective Date: Jun 19, 2015

Signature:

Physician’s Order:

e CCOT RN may administer physician ordered medications on medical/surgical wards as per
Critical Care Area classifications outlined in the Southlake Parenteral Drug Manual

Who specifically is authorized to initiate the order? (note any educational/geographic
restrictions):

e Registered Nurses who are employed in the Critical Care Units and are members of the
Critical Care Outreach Team (CCOT)

Specific client conditions that must be met before the order can be initiated:

e Patient must be on cardiac monitor for administration of IV push medications
e Criteria for deployment of the CCOT met

Situational Circumstances which must exist before the order can be initiated:
e Physician is not immediately available

Contraindications for initiating the order:
e Criteria for deployment of CCOT not met

Associated Procedural Documents/Guidelines (note document codes and locations):
e 1V Push Medications procedure

References:

e Safer Health Care Now! Campaign, How to Guide: Rapid Response Teams
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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.

Medical Directive #: N1-CCU

Program/Department: Critical Care Outreach Team/Critical Care Units

Subject: N1-CCU Non-Invasive Ventilation (BiPAP) - Initiation of

Authorizing Physicians: Dr. S. Ramakrishnan Approved By: MAC Date: Jun 15, 2015
Original Effective Date: Oct 16, 2006
Signature:

CNO/CPP: A. Jones

Revised/Reviewed Effective Date: Jun 19, 2015

Signature:

Physician’s Order:

e Initiate non-invasive ventilation and titrate pressures and set a rate of 10 bpm to patient
response to maintain Sp02 greater than 90% and/or Sp02 of 88%-92% in known COPD
patients

Who specifically is authorized to initiate the order? (note any educational/geographic
restrictions):

e Critical Care Outreach Team (CCOT) Registered Respiratory Therapists (RRTs)
Specific client conditions that must be met before the order can be initiated:

e The patient must be assessed and non-invasive ventilation deemed necessary by the
Respiratory Therapist on the CCOT

Situational Circumstances which must exist before the order can be initiated:

e Physician is not immediately available

e CCOT activated/triggered

e The patient must be on a cardiac monitor, including continuous SpO, monitoring and non-
invasive blood pressure monitoring q15-30 minutes and prn

e The patient must have 1:1 care by RRT/RN on the Critical Care Outreach Team once non-
invasive ventilation is initiated

e The patient's condition is likely to deteriorate if non-invasive ventilation is not initiated

Contraindications for initiating the order:

e Unresponsive patient /decreased level of consciousness of patient that is unable to
maintain airway and/or spontaneous respirations with a rate of 10 bpm with non-invasive
ventilation

e Patient is unable to protect airway

e Known, untreated pneumothorax
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Associated Procedural Documents/Guidelines (note document codes and locations):

e Non-lInvasive Positive Airway Pressure (Initiation of) standard of care

e High Risk Respiratory procedure
e Droplet precautions

References:

Copyright ©1997 - 2018 Southlake Regional Health Centre
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Crltlcal ca re If you are worried about any
Outreach Team patient, or notice an

acute change in:

A N\ Airway
T ﬂ Threatened
o Stridor
|
n

Excessive Secretions

Breathing
Respiratory Rate <8 or >30

Distressed Breathing
Saturations < 90% on 50% O, or 6 L/min

Circulation

Systolic blood pressure <90 mmHg or
> 200 mmHg or decrease of 2 40mmHg
Heart Rate £45 or 2130

D Decreased or Altered LOC

(Q Decreased level of consciousness
.. é Decrease in GCS > 2 points

; 'J'
‘f@ Signs & symptoms of stroke

O Other

Urine output < 100mL in 4 hours

Call a Code BLUE if patient is not breathing or has no pulse







