PPNO Query Summary 

Last Name:  Bow                			First Name:   Sue            

Institution Info: Pembroke Regional Hospital	    Email: Susan.bow@pemreghos.org

Contact for further information:


Sept 14, 2020
Date of Summary:

In preparation for making ouir ICU a " closed unit" ( ie controlled admission by intensivist), we are trying to update our ICU standards of care and policies. Currently, would be interested to know about the following:

1. ICU standards of care
1. ICU documentation standards( yes we still have paper charting)
1. Sedation protocols for ventilators
1. Feeding protocols for intubated patients

Abbreviated Question:	
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Sudbury, Ontario P3E 5J1 
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	Pelletier, Melissa <PelletierM@rvh.on.ca>


	
	
	




	
Carly Blair RN, MScN
Clinical Educator
MSICU, CCU, & CVICU
St. Mary’s General Hospital
911 Queen’s Blvd, Kitchener
519-749-6578 ext.1932
cblair@smgh.ca


	At St. Mary’s we are a closed ICU/CCU. Intensivists are the only ones with ICU admitting privileges for ICU beds. Then our STEMI patients cardiac patients requiring critical care (i.e. Targeted temperature management) and are admitted by cardiologists. We are transitioning however to opening up a separate space for our CCU patients. 

As for protocols, I did a quick search of our policy manual and collected everything specific to ICU.

We don’t have a specific ICU standards of care (actually need to work on one), as many are embedded into our order sets. However it’s typically these and PRN:
-          Q1h VS
-          Q4H head-to-toe assessments
-          Q4H rhythm strip print and interpretation
-          Q1h intake/output
-          Q2h turn/reposition
-          Qshift zeroing/documentation of lines and transducers, and per policy (i.e. art line draw, re-zero if not during qshift assessment)
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POLICY:

Critical care nursing is a specialty which exists to care for patients who are experiencing life-threatening
health crises within a patient/family centred model of care. Nursing the critically ill patient is continuous and
intensive, aided by technology. Critical care nurses require advanced problem-solving abilities using
specialized knowledge regarding the human response to critical illness. The critical care nurse, works
collaboratively within the inter-professional team, and is responsible for coordinating patient care using each
member’s unique talents and scope of practice to meet patient and family needs. Critical care nurses are at
the forefront of critical care science and technology. Lifelong learning and the spirit of enquiry are essential
for the critical care nurse to enhance professional competencies and to advance nursing practice. The
critical care nurse’s ability to make sound clinical nursing judgments is based on a solid foundation of
knowledge and experience (Canadian Association of Critical Care Nurses, 2009).

COMPETENCY STATEMENTS:

1. The critical care nurse practices within the scope of professional, legal, and ethical standards.

2. The critical care nurse has a shared accountability to seek out and obtain education to enhance and
improve his/her practice.

3. The critical care nurse in collaboration with other members of the interdisciplinary healthcare team
formulates the plan of care.

4. TBRHSC will provide opportunities for the critical care nurse to maintain the knowledge and skills
necessary to deliver safe and knowledgeable care.

5. Based upon knowledge of nursing, biological, physical, psychosocial, and behavioural sciences, data
are continuously analyzed by the critical care nurse to: identify patient and/or family wishes; priorities
and problems; formulate a care plan, and provide interventions which are evidence-based, in
collaboration with other members of the interdisciplinary team.

6. The critical care nurse continuously assesses, monitors, and evaluates data regarding the patient’s
physical, emotional, and psychosocial status. In addition, documentation regarding advance directives
is collected by the critical care nurse at the time of admission and throughout the patient’s stay.

NURSING CARE:

Each patient’s nursing care is based on identified patient care needs.

Each patient will have a care plan utilizing admission assessment data.

The patient and family/partner in care will be included in the planning of care, as appropriate.

The care plan also will guide patient care staff in providing continuity of care.

Each nurse is responsible for the monitoring and coordination of care for patients assigned to his/her
care, during the assigned shift.

Each nurse communicates relevant information regarding assessment finding, the plan of care,
interventions, diagnostic test, medical orders, patient care rounds, at end-of-shift report, and prior to
breaks away from the bedside.
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PROCEDURE:

Admission Patient Assessment:

Within 30 minutes of admission to Critical Care:
a. Vital signs [heart rate (HR) and rhythm, blood pressure (BP) in both arms, respiratory rate (RR),
temperature, and SpO,].
b. A neurological, respiratory, cardiovascular, and pain assessment.

Within 1-hour of admission to Critical Care or post-operative procedure:
a. Complete physical exam/assessment.

Within 24-hours of admission to Critical Care:
a. ICU admission assessment.
* Enter note if unable to obtain data/follow-up.
Skin risk assessment (Braden Risk Assessment Scale).
Determine the patient’s desired outcome (i.e., advance directive, code status).
Falls risk assessment.
Infection control admission assessment.
Smoking cessation assessment.
Perform an appraisal of the patient’s health maintenance and health promotion behaviour to assess
health risks.
Identify a statement of the problem(s)/condition(s) with the patient and family/partner in care.
Assess the patient and family/partner is care’s learning needs.
Assess patient and family/partner in care’s expectations.

T TS @mpanoT

Within 48 to 72-hours hours of admission to Critical Care:
a. Obtain best possible medication history (BPMH)

Ongoing Patient Assessment:

1. Each nurse performs a comprehensive, systematic assessment (i.e., physical assessment, vital signs,
etc.) of his/her assigned patient at the following times:

- At the beginning of each shift.

- At the change of patient assignment.

- At the change of patient status.

- Minimum every 4-hours (at night, if patient’s condition is stable may defer up to 2-hours).

- As condition warrants.
* Individualized frequency can be determined by the nurse caring for the patient, vital signs may be noted
every 1 hour, and sometimes as often as every 5 to 15 minutes, depending on the patient’s condition.
The nurse may individualize frequency of physical assessment and vital signs on the basis of the
patient’s medical diagnosis, comorbid conditions, types of treatments, and where the patient is in his or
her hospital course.
Documentation to confirm the patient’s status is required for each parameter every four hours and as
necessary if change has occurred.
Continuous cardiac and hemodynamic monitoring.
Delirium screening (i.e., CAM-ICU Delirium Screening Tool) daily and as necessary.
Fall risk assessment daily and as required.
Monitor fluid balance hourly as required, every 12 hours, and cumulative.
Assess family/partner in care adaptation to critical care experience.
Determine strengths and modes of communication within family.

n
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PLAN:

1. Initiate a plan of care in collaboration with the patient, family/partner in care, and inter-professional team.
2. Update and revise the plan of care daily with the inter-professional team.

INTERVENTIONS:

1. Communication:

a. Communicate relevant findings about the patient’s condition to the physician and to the charge
nurse (as required). Relevant findings include results of ordered diagnostic tests, abnormal lab
results, and changes in the patient’s response to interventions, deterioration in the patient’s
condition or the need expressed by family/partner in care to communicate with a member of the
medical team.

2. Promote hygiene:

a. All patients are bathed daily and as required. Routine bathing for patients receiving invasive
mechanical ventilation is done in early evening when possible. Bathing routines will be coordinated
to facilitate sleep whenever possible. Individualized routines will be developed for long term and/or
awake patients.

b. Plan patient care when appropriate; do not bathe all patients at the same time or at break times.

c. Peri-care/catheter care is provided every 6-12 hours and as required.

d. Hair washing is done every week and as required. Rinseless hair washing systems are only used
when hair washing trays are contraindicated.

e. Routine oral care will be performed after meals and at bedtime; for patients receiving mechanical
ventilation refer to Mouthcare for Ventilated Patients — Standard of Care (CCS-2-13).

3. Promote integumentary integrity:

a. All immobilized patients will be repositioned and have his/her skin inspected every two hours and as
required.

b. Allimmobilized patients will have passive range of motion (ROM) exercises performed every 12
hours unless contraindicated (i.e., patient receiving neuromuscular blocking agent[s]).

4. Promote oxygenation:

a. Perform chest physiotherapy every 4 hours and as required if not contraindicated for patients
receiving mechanical ventilation.

b. Teach immabilized patients to use an incentive spirometer at a minimum of 10 times per hour while
awake when indicated.

5. Management of the patient environment:
a. Secure patient valuables and send home belonging with family/partner in care when possible.
b. Ensure that the patient’s room contains the following functioning equipment at all times:
- Oxygen flowmeter
- Bag-valve-mask
- Suction (i.e., Yaunkuer suction catheter and tubing)

c. Do not stock pile supplies in the patient’s room. Rooms will contain minimal supplies [e.g., 2" x 2”
gauze squares, antimicrobial swabs, 1” tape, adhesive bandage (Band-Aid®), and transparent
dressing (i.e., Tegaderm™)]; restock as required. Additional supplies will be brought in patient room
as required.

d. Ensure cleanliness of patient room.

e. Promptly respond to alarms (e.g., ventilator, IV pump, etc.) and/or call bells regardless if it is your
patient or not.

6. Invasive lines:

a. Allintravenous (IV) lines will be labelled, connected to the lowest IV tubing port, and use the shortest
tubing.

b. Identify and label one 1V location for emergency use (i.e., medication line or patent saline lock).

c. Allinvasive lines and dressings (i.e., IV and pressure monitoring tubing) will be changed at night.

d. All tubing is labelled with the date changed and will have a “change date” sticker indicating next
change date.

7. Laboratory, diagnostic, and surgical procedures:

a. The nurse on night shift will ensure that the patient is fully prepped and ready for planned

procedures.
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b. Blood work ordered at a frequency of Q1H, Q2H, Q4H, etc., will automatically stop after a 12-hour
time period and be reassessed.

c. Daily blood work and chest x-rays will automatically stop after 3 days and be reassessed.

d. The nurse will draw blood samples from the patient’s central line or arterial line for daily blood work
between 0500 to 0600 hrs. The physician will be notified as soon as possible of critically low results;
sub-low results will be addressed at inter-disciplinary rounds or follow Critical Care Electrolyte
Replacement Guidelines (PCS-DO-112).

8. Transfer from Critical Care:

a. Upon receipt of transfer order, assume standard of care for which the patient is transferred to (i.e.,
medical-surgical standard, paediatric standard, etc.).

b. A verbal report will be given to the receiving nurse; a telephone report is not acceptable.

c. Complete the Transfer of Care Communication Form (CS-570) and the Patient Transfer Checklist
(FCS-313) prior to transfer.

9. Quality improvement:

a. The nurse will employ strategies to prevent ventilator associated pneumonia (VAP):

- Elevate the head of the bed to 45° when possible, otherwise attempt to maintain the head of the
bed greater than 30° should be considered.

- Daily evaluation of readiness for extubation (i.e., daily sedation vacation and spontaneous
breathing trial [refer to Weaning from Mechanical Ventilator — Spontaneous Breathing Trial
PCS-MD-58]).

- The utilization of endotracheal tubes with subglottic secretion drainage.

- Oral care and decontamination with Chlorhexidine.

- Initiation of safe enteral nutrition within 24 to 48 hours of admission to Critical Care.

b. The nurse will employ strategies to prevent central line infection:

- Access the lumen aseptically.

- Checking the entry site for inflammation with every change of dressing.

- Daily review of line necessity, with prompt removal of unnecessary lines.

CRITICAL CARE ASSESSMENT PARAMETERS:

| System | Assessment Parameters

Alert and oriented to person, place, and time

Memory intact

Behaviour appropriate to situation

Obeys simple commands

Verbalization clear and understandable

Pupils equal and reactive to light

Purposeful movement of all extremities with symmetry of strength and motion
No parasthesia or numbness

Facial movements symmetrical

Gag and cough reflexes intact

NEUROLOGICAL

Normal sinus rhythm

Regular apical pulse 60-100 beats per minute (Apical S; and S,), no rub, click,
murmur, or extra heart sounds

No jugular distension

Dorsalis pedis and posterior tibialis pulses palpable
No edema

No calf tenderness

No varicosities

Capillary return less than 3 seconds

No chest pain or discomfort

No diaphoresis

Normotensive

CARDIOVASCULAR
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Airway patent

Respirations 10-20 per minute at rest

Respirations quiet and regular

No supplementary oxygen

SpO, greater or equal to 92%

No dyspnea, use of accessory muscles, nasal flaring, or pursed-lip breathing
Chest appears symmetrical with full expansion

Breath sounds vesicular bilaterally throughout lung fields, bronchovesicular over
major airways, with no crackles, wheezes or rubs

If sputum present, thin and odourless

No clubbing

No pallor or cyanosis of nailbeds or mucous membranes

RESPIRATORY

No cachexia or obesity

Bowel sounds active and audible to auscultation in all 4 quadrants
Abdomen soft to palpation

GASTROINTESTINAL | No pain or tenderness on palpation

No nausea or vomiting

Tolerates diet

Bowel elimination within patient’s normal pattern and consistency

Able to void

No dysuria, dribbling, nocturia or hesitancy

GENITOURINARY Urine clear and yellow to amber in colour

Bladder not distended on palpation

No known genital edema, bruising, lesions, abnormal discharge or bleeding

Skin colour within patient’'s norm

Skin warm, dry, and intact

Mucous membranes moist

No bruising, lesions, or rashes

Eyeball(s) are moist and glossy. Conjunctiva are clear and show the normal
colour of the structure below—pink over the lower lids and white over the sclera.

INTEGUMENTARY

Absence of joint edema and tenderness

Normal range of motion of all joints

No muscle weakness

When able to ambulate, steady balance, purposeful gait, initiates independent
movement

If ambulation aids necessary, are used appropriately

MUSCULOSKELETAL

Extremities warm with no cyanosis; movable within normal range of motion
Sensation intact

Peripheral pulses palpable

No limb edema

NEUROVASCULAR

No evidence of erythema, increased tissue temperature or tenderness in
WOUND/INCISION surrounding tissue

[specify site(s)] Suture/staples/steri-strips intact if appropriate

Incisional edges well approximated

No drainage present

DRESSING Dressing dry and intact
[specify site(s)]
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Patient states that he/she has no pain or that an analgesic has been effective.
Use the pain scale below:

0|j]1(2|3(4|5|6|7|8|9]10

PAIN No pain Moderate pain Worst pain possible
If patient is ordered the ICU Sedation/Analgesia protocol (PCS-DO-131), pain is
assessed every 1-2 hours and analgesic infusions are titrated to lowest effective

dose based on the above pain scale.

If patient is ordered the ICU Sedation/Analgesia protocol (PCS-D0129), the
Richmond Sedation Agitation Scale (RASS) will be used. RASS is assessed
every hour and sedation infusions are titrated to lowest effective dose based on
the patient's target RASS score.

SEDATION

If patient is ordered the ICU Sedation/Analgesia protocol, and delirium is

DELIRIUM suspected, the CAM-ICU Delirium Assessment tool will be used.

Characteristics of appearance, behavior, and verbalizations appropriate to
situation

Affect appropriate

No mood swings noted

PSYCHO-SOCIAL

FAMILY Family members attend patient
INTERACTION AND Family members listen and are open to discussion
ADAPTATION Family members interact with one another and with patient in a way that is
supportive of the plan of care
PAEDIATRIC VITAL Temperature Oral: 36 —37.5°C
SIGNS Rectal: 37 -38.5°C
Tympanic: 36.5-38°C
Axillary: 35 -36.5°C
Heart rate Newborn: 110 -160 bpm
1yr-3yr: 70 -110 bpm
3yr-6yr: 65 -110 bpm
6 yr-12 yr: 60 - 95 bpm
12 +yr: 55 - 85 bpm
Respirations Newborn: 30 - 60 pm
1yr-3yr: 20 —-30 pm
3yr=6yr. 20-25pm
6yr—12yr: 14 -22 pm
12 +yr: 12 -18 pm
Blood pressure Newborn: 55-75
35-45
1yr-3yr: 90-105
55-70
3 yr—6 yr: 95-110
60-75
6yr-12yr: 100-120
60-75
12 +yr: 110-135
65-85
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RICHMOND SEDATION AGITATION SCALE (RASS):

+4 COMBATIVE Combative, violent, immediate danger to staff

+3 VERY AGITATED Pulls on or removes tube(s) or catheter(s), aggressive

+2 AGITATED Frequent non-purposeful movement, fights ventilator

+1 RESTLESS Anxious, apprehensive movements not aggressive

0 ALERT & CALM Spontaneously pays attention to caregiver

-1 DROWSY Not fully alert, but has sustained awakening to voice ‘é
(eyes opening and contact > 10 sec.) I

-2 LIGHT SEDATION Briefly awakens to voice (eyes open and contact < 10 sec.) c

-3 MODERATE SEDATION  Any movement (but no eye contact) to voice :

—L If RASS is 2 -3 proceed to CAM-ICU (is patient CAM-ICU positive or negative?)

-4 DEEP SEDATION No response to voice, but movement or eye opening to physical I,
stimulation u

-5 UNROUSEABLE No response to voice or physical stimulation <

If RASS is -4 or -5 assess for delirium later

CONFUSION ASSESSMENT METHOD FOR THE ICU (CAM-ICU):

—

. Acute change or fluctuating course of mental status:

e s there an acute change from mental status baseline? OR | CAM:-ICU negative
e Has the patient's mental status fluctuated during the past AoLS L,
24 hours?
YES
2. Inattention:
o “Squeeze my hand when | say the letter ‘A” Read the 0-2 CAM-ICU negative
following sequence of letters: SAVEAHAART B Errors NO DELIRIUM

¢ ERRORS: No squeeze with ‘A’ and squeeze on letter
other than ‘A’

>2 Errors
3. Altered level of consciousness __ RASS other CAM-ICU positive
e Current RASS level than zero DELIRIUM present
RASS = zero /
. Disorganized thinking: > 1 Error

Will a stone float on water?

4

1.

2. Are there fish in the sea? /
3. -
4

CAM-ICU negative

' ?
Does one pound weigh more than two? 0-1 —» NO DELIRIUM

Can you use a hammer to pound a nail? Error
Command: “Hold up this many figures” (hold up two fingers)
“Now do the same thing with the other hand”
(Do not demonstrate)
OR “Add one more finger” (if patient unable to move both arms)
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PRE-PRINTED DIRECT ORDER
Allergies:
Guidelines for use: 1. Patient Label 3. Physician must sign order hefore it is implemented

2. Document all allergies 4. Send Pharmacy copy to Phamacy

Pain, Agitation, and Delirium — Critical Care Services
Orders with a [_] must be checked by the physician prior to implementation

Target Richmond Agitation-Sedation Scale (RASS)

PAIN MANAGEMENT

Assess pain every 4 hours and PRN using 0 to 10 pain scale or Behavioural Pain Scale (BPS).

Start “Wake Up and Breathe” protocol on second day of continuous sedation.

Treat pain with PRN medicatian first and start infusion if greater than three IV bolus doses administered in one
hour.

HER >

« Titrate infusion rate to lowest effective dose.

» Treat neuropathic pain with gabapentin plus or minus IV opiates.

+ Refer to Bowel Routine — Critical Care (PCS-DO-167).

1. Opiate Analgesics

O Morphine mg ivQ PRN (dose 2 to 4 mg IV Q1H PRN)

O Morphine mg per kg per hour IV infusion (dose 0.07 to 0.5 mg per kg per hour)

O FentaNYL meg IV Q PRN (dose 25 to 50 meg Q1H PRN)

O FentaNYL mcg per kg per hour IV infusion (dose 0.7 to 10 mcg per kg per hour)

O HYDROmorphone mg IV Q PRN (dose 0.1 to 1 mg IV Q1 to 2 hours PRN)

O HYDROmorphone mcg per kg per hour IV infusion (dose 7 to 30 mcg per kg per hour)

2. Non-opiate Analgesics

O Acetaminophen mg PO Q6H (dose 325 to 1000 mg Q6H; max dose 4 grams per day)

O Ketoralac mg IV starting dose x 1 (dose 30 mg)

(0 Ketoralac mg IV Q6H {dose 15 to 30 mg Q6H up to 5 days; max dose 120 mg per day)

O Ibuprofen 400 mg PO Q4H PRN (max dose 2.4 grams per day)

O Gabapentin mg PO Q8H starting dose x 1 day (dose 100 mg Q8H)

O Gabapentin mg PO Q H maintenance dose (dose 900 to 3600 mg per day in 3 divided
doses)

O Ketamine mg per kg IV loading dose x 1 (dose 0.01 to 0.5 mg per kg)

O Ketamine mg per kg per hour infusion (dose 0.01 to 0.5 mg per kg per hour)

B. SEDATION MANAGEMENT:

Assess RASS every 4 hours and PRN.

Analgesia may be adequate to reach RASS target. Begin sedative medication if RASS not achieved with
analgesia.

o Titrate infusion rate to lowest effective dose.

TORDPREPRINT
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Notify physician if maximum dose reached and RASS not relieved.

[ ]

O Propofol mg IV Q PRN (dose 20 to 40 mg)

O Propofol mg per kg per hour IV (dose 0.3 to 5 mg per kg per hour)

O Midazolam mg IV Q PRN (1 to 5§ mg Q5minutes to Q2H PRN)

O Midazolam mg per kg per hour IV PRN (dose 0.04 to 0.2 mg per kg per hour)

¢ Dexmedetomidine: Refer to Dexedetomidine (Precedex) Administration — Critical Care Services (PCS-DO-

181)

DELIRIUM MANAGEMENT
CAM-ICU assessment every shift and PRN
If CAM-ICU positive:
For patients less than 60 years of age, or are aggressive, or intubated:
O Haloperidol 1 to 5 mg IV Q4H PRN
AND
QUEtiapine 50 mg PO BID. If one dose of haloperidol administered in the last 24 hours then increase
daily in increments of 50 mg twice daily to a maximum dose of 400 mg daily.

*EO

For patients greater than or equal to 60 years of age or who are not intubated:
O Haloperidol 1to 5 mg IV Q4H PRN
AND
QUEtiapine 25 mg PO BID. If one dose of haloperidol administered in the last 24 hours then increase
daily in increments of 25 mg twice daily to a maximum dose of 400 mg daily.
B Daily 12-lead EKG and continuous cardiac monitoring while receiving haloperidol.

~ Hold haloperidol and QUEtiapine if QTc is greater than 0.48 sec (480 msec).
- Notify intensivist to determine continuation of haloperidol and QUEtiapine.

D. ADDITIONAL ORDERS

& Hydroxypropyl methylcellulose 0.5% (Isopto Tears), instill 2 drops to eye(s) Q2H. Discontinue when patient is
able to independently complete eyelid closure.

Consult physiotherapist for eatly progressive mobility and exercise.

Physician Signature: Date:

{yyyy/mm/dd)
Physician Name: (Print) Time:

(hh:mm)

TORDPREPR'NT

PCS-DO-129
Approved: Mar-06-07 Rev: Feb-28-17
Review due by: Feb-28-18 P White Copy - Chart ___Yellow Copy - Pharmacy Page 2 of 2







image3.emf
Enteral Feeding.pdf


Enteral Feeding.pdf
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o @ Allergies: - :
.- Flace Patient Label with

Harcode Harg

Thundér Bay Regional
Health Sciences
Centre

Guidelines for use: 1. Patient Label 3. Physician must sign order before it is implemented
2. Document all allergias 4. Send Pharmacy copy to Phammacy

Enteral Feeding — Adult Inpatient
Orders with a [} must be checked by the physician prior to implementation

[X]I Consult Registered Dietitian (RD) re: nutrition assessment for enteral feeding

X If RD unavailable to complete nutrition assessment within 24 hours and feeding tube placement has been
confirmed, start Jevity 1.2 @ 25 mL per hr with water flushes at 10 mL per hr pending full nutrition assessment

B Weight: kg (Date: ) and Height cm

(] Thiamine 100 mg via feeding tube once per day

Delivery Site (Route and Access)

Route: Access:
[_] Gastric (] Nasogastric (NG) [[] Orogastric (OG) [] Gastrostomy (G)
[C] Smaii Bowel [] Nasoduodenal (ND) [] Oroduodenai (OD) L] Jejunostory (J)
[ Nasojejunal (NJ) [] Orojejunal (OJ) ] Gastrojejunostomy (GJ)

X Placement of nasogastric/nasoenteric or orogastric/orenteric feeding tubes is confirmed by the Ordering
Physician or in consultation with a Radiologist prior to accessing

Enteral Nutrition Order
[] Jevity 1.2 Cal (1.2 kcal per mL: standard polymeric) L] Nepro (1.8 kcal per mL; renal — low potassium)
[] Osmolite 1.2 Cal (1.2 kcal per mL; fibre free) ] Two Cal HN (2.0 kcal per mL; volume restricted)
(] Jevity 1.5 Cal (1.5 keal per mL; standard volume restricted)[_] Vital Peptide (1.5 kcal per mL; semi-elemental)
(] Peptamen Intense 1.0 HP (1.0 keal per mL; high protein) [ ] Compleat (1.06 kcal per mL,; blenderized)
[] Promote (1.0 kcal per mL; high protein) ] Other:
[ 1 Resource Diabetic (1.06 kcal per mL; lower carbohydrate)
[] Compleat Organic Blends (1.25 kcal per mL: blenderized, vegan; dairy/soy/corn allergy)

Administration (Method and Rate)
(1 Pump [ Gravity! [ Syringe

Method: Rate:

O Initial [ mL per hour

[] Continuous [ Advance by mL every hours to a goal of mL per hour

(] intermittent | CJ Initial mL feeding over minutes ____times daily
E goclt_Uf nal [] Advance by mL each day to a goal of mL feeding
clic B
O] ng,s over minutes times daily at hours
Yellow Copy - Pharmacy
‘ TORDPREPRINT
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Flace Paidant Labal with
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Water Flushes
E Flush feeding tube with mL of water every hours or [_] before and after feeds via [] pump or
syringe

Enteral Nutrition Modulars
] Beneprotein: ] Other:

Enteral Nutrition Provision of Nutrients from Daily Goal Volume

| Total Energy: kcal per 24hr ( kcal per kg) Other macro/micronutrients:

Total Protein: g per 24h ( g/kg)
Total Water: mL. per 24 hr from formula; mL Total (formula + flush) ( mL per kg)
Supplementary Orders

Gastric Residual Volume (GRV) (check one):
Note: Gastric residual are not cotrelated to aspiration. Gastric residuals can be used to assess enteral access
device tip placement or risk of emesis.

| [ No GRV checks; assess for clinical signs of feeding intolerance prior to every feed OR every 4 hours with
continuous feeds.
[] Check GRV every hours x hours after goal rate feeds are achieved then discontinue
e IfGRV is acceptable (lass than 500 mL), continue with feeds
» If two consecutive residuals are greater than 500 mL each, re-feed residual up to a maximum of 250 mL
as tolerated (discard excess), decrease feed rate by half (or to 25 mL per hr, whichever is higher)
» Wait 2 hrs, re-check GRV and if acceptable begin titrating feeds back up to goal by 10mL perhrq 4 hrs
as tolerated to previous final rate
+ [f there are ongoing concerns contact the physician

X Flush feeding tube pre and past medications with 30 mL of water before and after medications. If administering
multiple medications flush 15 mL of water between each.

X If feeding tube becomes blocked attempt to irrigate with warm water. If unsuccessful use an enzyme de-
clogging kit (i.e. Clog Zapper®) (PAT-5-135)

X Maintain head of the bed at a minimum of 30° during and one hour after feeding unless otherwise ordered.

Monitoring
Observe for signs of enteral feeding intolerance prior to every feed or every 4 hours with continuous feeds.
[X] Obtain body weight weekly or every days.
[] POC blood glucose AC feeds and HS.
(X Check placement prior to accessing, every 4 hours during continuous feeds and/or once a day (PAT-5-23)

" T '
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Laboratory Orders
] Baseline electrolytes, BUN, creatinine, glucose, phosphorus, magnesium, ionized calcium daily X 3 days once
tube feeds are initiated and then g Monday.

[] PRN blood work draw on: [] electrolytes [J BUN (] creatinine
] phosphorus [[] magnesium
[ glucose [ ionized calcium
[] RD implementing order as per Medical Directive PCS-MD-166 (Date: )
Physician/RD Signature: Date: |
(yyyy/mm/dd) '
Physician/RD Name: (Print) | Time:
(hh:mm)

]
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PURPOSE

TBRHSC'’s Intensive Care Unit (ICU) is a regional 22 bed level 3 unit that serves Thunder Bay and the
Northwest region. The adult ICU services the following patient populations: medical, surgical, cardiac,
neurology, neurosurgical, and trauma.

The management of the adult and paediatric population is further defined in following medical model of
care.

INTENSIVIST-DIRECTED CRITICAL CARE UNIT

ICU admission is based on Diagnosis and Objective Data Models as outlined in the Society of Critical Care
Medicine Guidelines for ICU Admission, Discharge and Triage. To determine the appropriateness of ICU
admission, specific conditions or diseases are used coupled with objective criteria, refer to Appendix A. The
efficient utilization of critical care beds and care of the critically ill patient who suffers reversible /
salvageable disease/injury is best met by providing the appropriate equipment and health professional skill.
There may be times where irreversible states are not considered appropriate for critical care admission, and
palliative course may be managed on another unit.

Appropriate admissions include, but are not limited to, hemodynamic instability requiring fluid resuscitation
and/or vasopressor support, respiratory failure requiring ventilatory support, post-operative patients
requiring frequent intervention/ close observation, strokes receiving thrombolytic therapy, brain dead or
potentially brain dead patients who are being aggressively managed while determining organ donation
status and pediatrics.

TBRHSC adult ICU has an obligation to provide expert care to the critically ill paediatric population in the
Northwest until such time a paediatric ICU can be accessed. Therefore the scope of service is defined as
stabilization and transport with some management of uncomplicated short term cases.

To ensure a quality service to the critically ill child in a consistent process supported by skilled health
professionals, the ICU provides the pediatrician privilege to admit to the ICU as most responsible physician
(MRP) in consultation with the anesthetist who together will manage the critically ill child between the ages
4 months to 17 years of age. Intensivists who have paediatric expertise will collaborate and support the
pediatrician and anesthetist. If the critically ill child requires intubation, this will be performed by an
anesthetist. Anesthetists are available either on-site or on-call 24 hours/day. There is a second on-call
anesthetist available if needed.

The main cardiac patient populations appropriate for admission ,include but are not limited to, Acute
Coronary Syndrome with acute myocardial infarction, non- ST myocardial infarction with complications,
congestive heart failure unresponsive to medical therapies and require non-invasive ventilatory support, and
some general medical conditions that require frequent intervention/close observation including arrhythmia
management, transcutaneous/transvenous pacemaker, urgent cardioversion and intravenous

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

Page 1 of 6






Critical Care Services: Critical Care Services: ICU Guidelines for Admission and Discharge Page 2 of 6
CCs-3-01

pharmacological therapy. Select patients who have received invasive cardiac interventions (i.e., P.C.1.) may
require short term admission to support clinical needs.

The intensivist is the MRP who manages the adult ICU patient based on the clinical criteria and resources
available (equipment, staff and skill) to do so. The intensivist functions as the leader supported by a skilled
interprofessional team and consults and collaborates with medical specialists to provide the optimal care for
the critically ill.

PROCEDURE

Admission Process

1. The intensivist admits to ICU.
2. The intensivist will be the MRP-and coordinate and manage the care of the patient during the ICU stay.

3. The intensivist accepts the patient prior to transfer from ED/general service/region through
direct contact with the referring physician.

4. Exception: For admissions that may be referred to a specialist from the region and to be known ICU
admissions, i.e. acute dialysis, ST elevation myocardial Infarction, or stroke requiring thrombolytics, the
consultant may accept, then immediately notify intensivist. ICU may be contacted at the time of the
Stroke Team Notification procedure for potential admission of an in-patient for thromolytic
administration. Paediatricians may admit directly to ICU without intensivist approval. Paediatrician will
contact the ICU charge nurse to determine bed assignment.

5. The intensivist will directly notify the ICU charge nurse of all admissions prior to transfer/admission to
ICU.

6. The ICU charge nurse will notify admitting of all admissions and reservations.

7. The ICU Charge nurse will promptly contact the ED/general service/regional nurse caring for the patient
to ascertain current status including potential/confirmed infectious hazards and immediate care needs
and arrange a transfer time.

8. The ICU charge nurse will contact the regional sending nurse and review the electronic medical records
to determine potential infectious hazards and confirm microbiology results or note pending results.

9. ICU will make every attempt to accept patients within 30-60 minutes.

10. All isolated non-ventilated post-operative patients who will require ICU admission will have been
extubated, awake, and stable prior to transfer directly to the intensive care unit (bypassing the PACU).
Ventilated post-operative patients will have been stabilized with total intravenous anesthesia and
ventilation parameters prior to transfer directly to the intensive care unit.

11. Elective Surgical Cases requiring post-operative admission to ICU require reservations in ICU through
OR bookings. At the time of OR booking, it must be indicated that ICU admission post-op is required.
OR bookings will notify ICU of reservations for elective surgery.

12. The surgeon/anesthetist requesting ICU bed post-operatively must communicate directly with the
intensivist regarding post-operative concerns.

13. For unplanned post-operative admissions the surgeon/anesthesiologist will consult the intensivist at the
earliest possible opportunity and indicate clinical rationale for admission.
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14.

15.

16.

17.

18.

For an in-patient who requires surgery and anticipated post-operative ICU care, the
surgeon/anesthesiologist will notify the intensivist pre-operatively to admit the patient post-operatively.
The intensivist may deem a pre-operative consult necessary.

Patients unstable post-operatively must be accompanied by surgeon/anesthetist to the ICU and report
provided to intensivist.

All post-operative non-ventilated patients will recover in the Post-Anesthetic Recovery Unit.

Any post-operative patients who require ventilation, invasive monitoring, or inotropic support should be
admitted directly to the ICU following contact with the intensivist.

Should post-operative patients become unstable in post-anesthetic recovery room, anesthetists will
manage the patient and consult the intensivist. Once care is accepted by the intensivist, the patient will
be transferred without delay.

Discharge Criteria/Process

Each morning at 0830 the intensivist will review patients with manager/charge nurse for readiness for
transfer according the “Traffic Light system”: Red — requires critical care; Yellow — ready in 36 hours;
Green — ready for transfer. Blue-transfer to another facility

The patient’s physiologic status has stabilized.

The need for intensive patient monitoring is no longer necessary and the patient can be cared for on an
inpatient unit.

Intensivist and manager/charge nurse will consider regional patients for repatriation.

Manager/charge nurse will attend bed rounds at 0945 hours to communicate ICU status and participate
in plan for bed prioritization. Manager/charge nurse advises intensivist of patients with upcoming
assigned beds so that the intensivist may write transfer orders. This may be done in the afternoon in
anticipation of evening transfers.

The intensivist transfers care to the assigned attending physician who accepts care of the patient prior
to transfer. In the event the attending physician is unavailable or not on-call, the intensivist will notify the
designated on-call physician and the attending physician as soon as possible. Intensivist will attempt to
notify accepting physician as early as possible in preparation for transfer.

Exception: Always notify surgeons who cover their own patients when not on-call.

All unnecessary invasive lines will be removed prior to transfer. A Central venous access device will be
changed to peripheral intravenous where possible.

The intensivist will write transfer orders prior to the patient leaving ICU, which include any consultant
physician's current orders (e.g,. surgeon, neurosurgeon, etc.).

A discharge summary will be dictated on complicated patients with greater than 2 day length of stay.

The ICU nurse will complete the ICU Transfer of Care Communication Form (CS-570) and the Patient
Transfer Checklist (FCS-313) for every transfer.

The Medical Emergency Team (MET) follows-up all in-patient transfers following discharge from critical
care. Refer to policy Medical Emergency Team (PAT-5-145).
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¢ Refer to policy Discharging Planning for Inpatients (PAT-1-26) when discharging a patient from ICU.

Daily Bed Management Process (including up to 100% Capacity):

1. Daily bed resource review will occur to identify patients ready for transfer or potential transfer using the
“Traffic Light System”.

2. The intensivist with the charge nurse and manager review patient status for transfer daily 0830 and
1600 hours in anticipation of overnight admissions.

3. The intensivist has the responsibility and authority for admission and discharge of ICU patients.

4. As long as the patient is up-for-transfer in the unit, post-ops will not be cancelled. Post-op patients may
be held in PACU until ICU bed available. Close communication with PACU is required if this occurs.

In cases where an urgent admission(s) ICU fills the bed space in the ICU or that no further patients
can be admitted safely, the following actions will occur in order:

5. When ICU must admit emergently to a reserved post-op bed for elective surgery, the following steps will
occur immediately to free-up another bed:

(a) Admitting will identify any available bed space in the hospital and transfer will be facilitated early to
occur prior to expecting post-op admission (Physician Bed Management Policy # UM-util-1). This
requires immediate notification of manager of utilization to designate available ward bed.

(b) If there is not a patient ready for transfer, the charge nurse will review potential patients (yellow) with
the intensivist to determine if ready for transfer (green).

(c) Ifitis determined that there are no patients ready for transfer, the ICU charge nurse will notify the
ICU manager to assist and consider:

e PACU able to hold post-op until ICU clears a bed when transfer beds come available
e Caring for Intermediate level care post-ops i.e. Sagital splits and peripheral vascular
repair on Neuro observation. Surgeons must contact neurosurgeon for bed use.

(d) The manager of utilization will notify the OR charge nurse by 0700 that post-op ICU bed is
unavailable.

(e) In collaboration with the managers of utilization management /critical care, if there are no patients
ready for transfer, then refer to MINOR Surge Plan.

6. Surgeons with planned ICU admissions should check with ICU prior to first case of the day.
7. Increase staffing compliment by one, if not two, if ventilator numbers greater than 9.

8. Intensivist and ICU manager / charge nurse will carefully assess staff resources and patients ready for
transfer when capacity reached. This will be a dynamic process and assessed every 12 hrs.

9. ICU 100% capacity reached when the following events occur:
o 22 beds full

13 Ventilated patients

15 RN staff and greater than 2 RT staff required)

No patients ready for transfer
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10. Refer to policy Overcapacity ICU Surge Management (CCS-3-05) when greater than 100% capacity
occurs.

Appendix A — Diagnosis Model for Appropriateness of ICU Admission

Cardiac Acute myocardial infarction with complications

System Cardiogenic shock

Complex arrhythmias requiring close monitoring and intervention

Acute congestive heart failure with respiratory failure and/or requiring hemodynamic
support

Hypertensive emergencies

Unstable angina, particularly with dysrhythmias, hemodynamic instability, or persistent
chest pain

Cardiac arrest

Cardiac tamponade or constriction with hemodynamic instability

Dissecting aortic aneurysms

Pulmonary Acute respiratory failure requiring ventilatory support

System Pulmonary emboli with hemodynamic instability

Patients in an intermediate care unit demonstrating respiratory deterioration

Need for nursing/respiratory care not available in lesser care areas such as floor or
intermediate care unit

Massive hemoptysis

Respiratory failure with imminent intubation

Neurologic Acute stroke with altered mental status

Disorders Coma: metabolic, toxic, or anoxic

Intracranial hemorrhage with potential for herniation

Acute subarachnoid hemorrhage

Meningitis with altered mental status or respiratory compromise

Central nervous system or neuromuscular disorders with deteriorating neurologic or
pulmonary function

Status epilepticus

Brain dead or potentially brain dead patients who are being aggressively managed
while determining organ donation status

Vasospasm

Severe head injured patients

Drug Ingestion | Hemodynamically unstable drug ingestion

and Drug Drug ingestion with significantly altered mental status with inadequate airway
Overdose protection

Seizures following drug ingestion

Gastrointestinal | Life threatening gastrointestinal bleeding including hypotension, angina, continued
Disorders bleeding, or with comorbid conditions

Fulminant hepatic failure

Severe pancreatitis

Esophageal perforation with or without mediastinitis

Endocrine Diabetic ketoacidosis complicated by hemodynamic instability, altered mental status,
respiratory insufficiency, or severe acidosis

Thyroid storm or myxedema coma with hemodynamic instability

Hyperosmolar state with coma and/or hemodynamic instability

Severe hypercalcemia with altered mental status, requiring hemodynamic monitoring

Hypo or hypernatremia with seizures, altered mental status
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Hypo or hypermagnesia with hemodynamic compromise or dysrhythmias

Hypo or hyperkalemia with dysrhythmias or muscular weakness

Hypophosphatemia with muscular weakness

Surgical Post-operative patients requiring hemodynamic monitoring/ventilatory support or
extensive nursing care

Miscellaneous | Septic shock with hemodynamic instability

Hemodynamic monitoring

Clinical conditions requiring ICU level nursing care

Environmental injuries (lightning, near drowning, hypo/hyperthermia)

New/experimental therapies with potential for complications

Objective Parameters Model

Obijective criteria have been requested, expected, and reviewed from individual hospitals as part of the Joint
Commission on Accreditation of Healthcare Organizations’ review process of special care units in the past.
While this review process has recently been changed, it is understandable that hospitals would continue to
incorporate objective parameters as part of the admitting criteria. The criteria listed, while arrived at by
consensus, are by necessity arbitrary. They may be modified based on local circumstances. Data
demonstrating improved outcome using specific criteria levels are not available.

Vital Signs Pulse less than 40 or greater than 150 beats/minute

Systolic arterial pressure less than 80 mmHg or 20 mm Hg below the patient’s
usual pressure

Mean arterial pressure less than 60 mm Hg

Diastolic arterial pressure greater than 120 mm Hg

Respiratory rate greater than 35 breaths/minute

Laboratory Values | Electrolyte and/or endocrine abnormalities

Toxic level of drug or other chemical substance in a hemodynamically or
neurologically compromised patient

PaO, less than 50 mmHg

pH less than 7.1 or greater than 7.7

Radiography/ Cerebral vascular hemorrhage, contusion, or subarachnoid hemorrhage with
Ultrasonography/ | altered mental status or focal neurological signs

Tomography Ruptured viscera, bladder, liver, esophageal varices, or uterus with hemodynamic
(newly instability

discovered) Dissecting aortic aneurysm

Electrocardiogram | Myocardial infarction with complex arrhythmias, hemodynamic instability, or
congestive heart failure

Sustained ventricular tachycardia or ventricular fibrillation

Complete heart block with hemodynamic instability

Physical findings | Unequal pupils in an unconscious patient

(acute onset) Burns covering greater than 10% BSA

Anuria

Airway obstruction

Coma

Continuous seizures

Cyanosis

Cardiac tamponade
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PURPOSE
To ensure a standardized approach to the administration of enteral nutrition and unblocking of enteral

feeding tubes.

PROCEDURE

See Appendix A for Administration of Enteral Nutrition

See Appendix B for Unblocking of Enteral Feeding Tubes

See Appendix C for Gastric Residual Volume (GRV) Measurement Algorithm
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APPENDIX A

Administration of Enteral Nutrition

Equipment

Non-sterile gloves

Enteral feeding pump (if necessary)

Prescribed feeding solution

Disposable feeding tubing

60 mL syringe (catheter tip or luer lock to fit feeding tube being used)
Stethoscope

IV pole

Water (tap or sterile water for irrigation)

Catheter tip plug/clamp (if necessary)

Special Instructions

A nurse may administer enteral tube feedings for the purpose of providing nutrition:

o Upon receiving a physician’s order

0 After initial placement of a feeding tube has been confirmed by:

» established bedside techniques
= ability to flush the tube and aspirate gastric contents

A post insertion x-ray (abdomen for feeding tube position) is required if correct placement cannot be
confirmed by ability to flush the tube and aspirate gastric contents.
Intestinal feeding tubes placed under fluoroscopy do not require additional tube placement
confirmation.
Tip placement of feeding tubes placed under fluoroscopy must be confirmed by a radiologist, if not
already indicated on the chart.
All feeding tubes inserted with a stylet (guide wire) must be performed by a physician and sent for a
post insertion x-ray (abdomen for feeding tube position) prior to commencing feeding.
All adult enteral tube feedings should be initiated using the Enteral Tube Feeding Orders — Adult
form, unless otherwise ordered by the physician.
Do not add any medications directly to any enteral feeding formula.

o DO dilute medications appropriately prior to administration

o DO NOT mix medications together
For all immune compromised and critically ill patients, use sterile water to dilute medication and
irrigate/flush tubing. For all other patients, use tap water.
Intestinal feeding tubes (NJ, ND, PEG-J and J) should not be aspirated unless ordered by the
physician.
Flush the enteral feeding tube with 15 mL of water:

0 Before administering medications

0 Between consecutive medications

0 After all medications are given

o0 Each time a feeding is held (i.e. OR, tests/procedures, etc.)

0 After intermittent feedings
Change the feeding bag/administration set:

0 Q24H for an open system

0 Q48H for a closed system

0 Q24H for all other equipment (syringe, cup, k-basin)
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0 Any modular nutrition products that are being flushed via feeding tube (i.e. protein powder)
and left in open containers at the bedside should be treated as an open system and
emptied/rinsed Q8H.

0 A closed system can hang for up to 48 hours before changing if a new feeding/spike set is
used. Otherwise, hang the solution no longer than 24 hours.

e Significant changes to potassium, magnesium and/or phosphorus should be reported to the
physician and/or dietitian for further assessment.

e Record the total volume of enteral formula and water administered in the ins/outs section of the
chart. Refer to the back of Enteral Tube Feeding Orders - Adult form for free water content of
enteral formula.

Method

All Systems
The nurse will:

1.
2.

3.

Noos

© ®

Elevate the head of the bed to a 30° to 45° angle, unless contraindicated.

Confirm the initial placement of all feeding tubes. Verify the visibility of the black marking on the feeding

tube exit site.

When feeding tubes are re-inserted or repositioned by nursing, confirm tube placement as follows:

A. Inject 20 mL of air into the feeding tube to ensure patency and that the tube is free of kinks.

B. Attempt to aspirate stomach contents (typically grass green to clear and colourless).

C. If unable to flush and no aspirates are obtained, confirm placement with a chest x-ray as per the
Enteral Tube Feeding Orders - Adult form.

Verify the product and check the expiry date.

Shake the enteral formula to ensure adequate mixing of its contents.

Follow the procedure specific to the feeding system to be used (as outlined below).

If the patient complains of fullness or discomfort, reduce the feedings to the previously tolerated rate

and notify the physician/dietitian on next rounds.

Unless otherwise ordered, flush the tubing with 30 mL of water Q4H to prevent blockages.

If not using the automatic water flushing feature, administer supplemental water as ordered.

Open System — Pump Administration (Continuous/Intermittent)

1.

N

ogkw

Pour an 8-hour supply of enteral formula into the feeding bag and suspend it from the pole. Pour in

whole cans or tetra packs and allow the enteral feeding pump to do the measuring.

If using the automatic water flushing feature, add 8 hours of water to the water bag and suspend from

the pole.

Label the feeding bag with the patient’s name, product name, and date and time of setup.

Place the tubing in the pump and prime the tubing.

Regulate the rate set on the feeding pump as prescribed.

After each 8-hour period:

A. Discard any enteral formula left in the feeding bag.

B. Rinse the feeding bag and tubing with water. If using the automatic water flushing feature, discard
any water left in the water bag.

C. Add the next 8 hours of enteral formula to the feeding bag.

D. If using the automatic water flushing feature, add 8 hours of water to the water bag.

Open System — Gravity Administration

1.

Pour an 8-hour supply of enteral formula into the feeding bag and suspend it from the pole. Pour in
whole cans or tetra packs and allow the enteral feeding pump to do the measuring.

Label the feeding bag with the patient’'s name, product name, date and time of setup.

Open the clamp and prime the tubing.

Using the roller clamp, regulate the gravity drip rate as prescribed.
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After each 8-hour period:

A. Discard any enteral formula left in the feeding bag.

B. Rinse the feeding bag and tubing with water. If using the automatic water flushing feature, discard
any water left in the water bag.

C. Add the next 8 hours of enteral formula to the feeding bag.

D. If using the automatic water flushing feature, add 8 hours of water to the water bag.

Closed System — Pump Administration

1.
2.
3.

4.

Shake the closed system container/bag well.
Hang the closed system enteral formula container/bag on the pole.

If using the automatic water flushing feature, add 8 hours of water to the water bag and suspend from
the pole.
Label both the feeding container/bag and the administration set with the date and time of setup.
If spiking a A. Lift the tab to remove the sticker.
feeding B. Visually inspect the foil under the plastic cap. If a sign of leakage is noted, do
container: not use the product.
C. Spike the container until no further insertion is possible, then turn the spike %
turn.
D. Invert the container and suspend it from the pole. Formula should appear
under the clear plastic cap.
E. Place the tubing in the pump and prime the tubing.
If spiking a A. Spike the feeding bag.
feeding bag: B. Place the tubing in the pump and prime the tubing.
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APPENDIX B

Unblocking of Enteral Feeding Tubes

Equipment

o Cotazyme capsule

e 325 mg Sodium Bicarbonate tablet
e 10 mL sterile water

e 60 mL syringe

Special Instructions

¢ A nurse may unblock a feeding tube to re-establish patency.

A physician order is required for medications provided by Pharmacy. The medication required is
already ordered if the Enteral Tube Feeding Orders - Adult form is completed.

o If afeeding tube is blocked and repeat administration is required in less than 24 hours, notify the
attending physician on rounds.

e DO NOT use a small-bore syringe because it exerts too much pressure and can rupture the tube.
DO NOT use juice or colas to flush or open a clogged feeding tube.

Method
The nurse will:

1.
2.

3.
4.

o a

Mix the Cotazyme capsule and Sodium Bicarbonate tablet in 10 mL of sterile water (enzyme mixture).
Draw up 5 mL of the enzyme mixture into a large bore syringe (the total volume does not need to be
instilled if resistance is encountered) and instill in the feeding tube.

Wait 5 minutes, then attempt to flush with 60 mL of sterile water.

If the tube remains occluded, leave the syringe attached and allow the mixture to sit in the tube for an
additional 30 minutes. Flush the tube with 60 mL of sterile water.

If the tube remains occluded, repeat Steps 1 to 4 once.

If unsuccessful, leave the tube in situ and notify the most responsible physician.
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APPENDIX C

Gastric Residual Volume Measurement Algorithm

GRV checks are not recommended for hemodynamically stable patients or those with J-tubes.

Check GRV Q4H for the first 48 hours of gastric tube feeding

\ 4

\ 4

If GRV is less than 500 mL:

Re-feed residual
Continue feeds at the same
rate

If GRV is greater than 500 mL:
e Re-feed 500 mL residual
and discard remainder
e Administer Metoclopramide
10mg IV/feeding tube Q6H

X 24 hours
e Continue feeds at same
rate
\ 4
For second GRV greater than
500 mL:
e Discard GRV
e Hold feeds

e Document and notify
physician/dietitian
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Critical Care - Ventilation Orders - REV 9 Oct 2019.pdf
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CRITICAL CARE — VENTILATION ORDERS

4 L
@ ‘§ ORDER SET:/CCVO.SR
O z
1. Ventilation Mode
& 1 Volume Control/Assist Control 0O Pressure Support U Other
2 Ventilation Goals
a1
pH Q7.35-7.45 Peep O Peep/FiO; Scale
U over 7.25 U 5 cmH20
U Other
Vr U 6-8 mL/kg Predicated Body Weight
4 4-6 mL/kg Predicated Body Weight
U Other
CO., U 35-45mmHg SpO; U 90 - 96%
U ETCO2 Monitoring 488 -92%
4 Other
RR U Target
Plateau Pressure O less than or equal to 30 cmH2,0 O Other
Notify M.D. if unable to achieve targets or PaO/FIO- ratio below 200 mmHg
3. See Additional Orders/Policy
U Ventilation ARDSnhet Protocol U Neuromuscular Blocker U Prone Ventilation
4. Arterial Blood Gases
U Arterial Line/ABG on admission U g4hx U PRN
a1
5.  Chest Xray
» & 0On admission or intubation Q Daily if chest tube insitu U Daily x days
24 hr Routine Management
6. O salbutamolinhaler 8 puffs g1h PRN (D/C when extubated)
“ [ Salbutamol inhaler 8 puffs q4h (D/C when extubated)
O Ipratropium inhaler 8 puffs g4h (D/C when extubated)
O 2% Lidocaine 2 mL via ETT g1h PRN
O Chlorhexidine mouthwash 0.12% oropharynx BID while intubated
e Elevate head of bed 45° , BP permitting
e Physiotherapy consult
e Brush teeth/gums/tongue BID and moisturize oral mucosa and lips g2 -4 h
e Assess enteral feeding requirement daily
7. Weaning and Extubation
& [ Daily Spontaneous Breathing Trial while sedation on hold, if criteria fulfilled
U Transition to Pressure Support Ventilation as tolerated
U Extubate per guidelines or Q Notify M.D. when extubation criteria met
U Difficult Intubation
DATE: TIME: M.D. SIGNATURE:
Form # 0008350 REV 9 Oct 2019 CRITICAL CARE — VENTILATION ORDERS

STAKEHOLDER REVIEW & APPROVAL
This section provides evidence that the Head of Dept has reviewed and approved the content

Head of Dept

Date

Dr. D. Manchuk

Aug. 2019






VENTILATOR ASSOCIATED PNEUMONIA PREVENTION
CLINICAL PRACTICE GUIDELINES

DO

HANDWASH !

SEMI-RECUMBENT POSITION WITH GOAL OF 45°

Use non-invasive ventilation

Intubate by oral route

Use HMEs (Heat Moisture Exchangers)

Use closed endotracheal suction systems and change prn
Change ventilator circuits between patients and prn
Suction regularly and prior to extubation

Check cuff pressures g 12h and prn

Provide early enteral nutrition

Monitor gastric volumes

Feed into small bowel (use oral versus nasal tubes)

Brush teeth, gums and tongue BID using a soft pediatric or adult toothbrush
Provide oral moisturizing to oral mucosa and lips q 2-4h

DON'T

Maintain large bore nasal tubes

e Abuse antibiotics and paralytics

CONSIDER

Subglottic drainage ETT’s
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CRITICAL CARE AREAS
STANDARD OF CARE

CATEGORY: Program Specific
ISSUE DATE: April 25, 2006 REVISION DATE: September 2018
SUBJECT: STANDARD OF CARE -
INTENSIVE CARE UNIT AND STEP DOWN UNIT Page 1 of 13

Document Owner: Name:

CQI Manager, ICU Melissa Bertrand

Update Schedule: Every three years, or sooner if required.

Stakeholder Consultation and Review: Date:

ICU Patient Care Team September 6, 2018

Approval: Date:

Lisa Smith, Chair September 27, 2018

Critical & Emergency Care Program Council

PURPOSE
To outline the standard of care for patients in the Intensive Care Unit / Step Down Unit (ICU/SDU).

STANDARD OF CARE

PATIENT AND STAFF SAFETY

Patient Identification e Legible armband required for all patients. If unable to be worn on
wrist, apply to ankle.
o Patient identification as per corporate Patient Identification standard
with two of the following:
0 Medical Record # (SH #)
0 Account # (S| #)
o Full Name (First, Last)
e Two patient identification practices minimally:
0 Upon admission to ICU
0 Beginning of shift
0 Handover for break coverage

Admission and Patient e Initiated on admission and fully completed/signed by the nurse within
History and Assessment 24 hours of admission.

Record e Review current contact information for next of kin (hotel, cell, etc.).
Infection Prevention and ¢ Infection surveillance swabs and protocols according to corporate
Control Infection Surveillance standard.

e Point of care risk assessment performed by health care worker with
each patient interaction. Refer to corporate Routine Practices and
Additional Precautions standard.

¢ Isolation identified prior to the patient’s arrival on the unit and

initiated as per policy.

Isolation cart placed within proximity to patient room.

Appropriate signage on the patient’s door accordingly.

Ensure isolation entered on Patient Data Profile.

Discontinuation of isolation. Notify Housekeeping to perform
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required cleaning and remove isolation sign. If unable to complete
proper cleaning, patient to remain isolated.

Safe Handling of Hazardous
Drugs

Safe handling and administration of hazardous drugs as per
corporate Safe Handling of Hazardous Drugs and Waste policy,
inclusive of PPE requirements for medication activity tasks.

Pressure Ulcer Prevention

Pressure ulcer assessment is to be performed upon admission and
once every 4 hours as a component of the head-to-toe assessment
as per corporate standards of care, and prevention measures
implemented.

Educate patients and families on pressure ulcer prevention.

Refer to corporate Pressure Injury/Ulcer Prevention standard.

Fall Prevention

Morse Fall Scale Assessment upon admission, transfer to a different
unit, change in condition and after a fall.

Educate patients and families on fall prevention strategies identified
on back of chart record.

All rooms to be clutter-free and tidy.

Refer to corporate Inpatient Fall Prevention standard of care.

Acting Out Behaviour (AOB)

Identify AOB patient, visual management on door frame, patient
chart, and unit whiteboard.

Meditech update AOB status.

Initiate comfort plan.

Refer to corporate Acting Out Behaviour (AOB) policy.

Minimal Lift e Patients to be mobilized using the mobility aids provided within the
department (i.e. ceiling lifts, transfer belts, sit to stand).
¢ Immobile patients must have a bed sling placed under the patient
until able to mobilize.
o Refer to corporate Minimal Lift (Patients) policy for mechanical lift
user guides.
Allergies e Enter allergies in Meditech.
e Document allergies on first blank physician order form.
e Ensure allergy arm band applied.
o Allergy sticker on inside of chart.
¢ Document on MAR (refer to flow sheet charting standards).
e Refer to corporate Allergies — Identification and Documentation
procedure.
Restraints e Reassess and reorder every 24 hours.
¢ Document assessments on generic physical restraint record.
e Refer to corporate Restraints policy.
Central Line Insertion e All central line insertions require a central line insertion procedure

Procedure

note completed.

Yellow copy placed into “central line insertion” binder for data
collection.

Refer to corporate Central Catheter Insertion Guidelines (Non-
Tunnelled and PICC) policy.

Ventilator-Associated
Pneumonia

Refer to reverse of ventilation order PPO.

Morgue Process

Trillium Gift of Life Network notification.
Order Record of Death in Meditech.
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Prepare body for transport, ensure no skin exposure.

Complete checkilist.

Patient transport.

Refer to corporate Death of an Inpatient/Emergency Department
Patient procedure.

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

Pre-Printed Order Sets Calcium protocol

Head injury protocol

ICU admission orders

Insulin protocol

Neuromuscular blocking agent protocol
Potassium protocol

Sedation and analgesia protocol
Targeted temperature management protocol
Vasopressor/inotrope protocol
Ventilation protocol

Stroke — Alteplase protocol

Smoking Directives for Support smoke-free grounds, initiating Nicotine Replacement

Patients Therapy as per medical directive.

e Patients from ICU/SDU will not be permitted to leave the area to
smoke.

e No patients are to be accompanied by any staff member to smoke.

o Refer to corporate Smoke-Free Grounds policy.

Independent Double-Checks e Refer to corporate Independent Double Check of Medications for
Adult Patients procedure.

e Refer to corporate Blood Product Administration policy.

o Refer to corporate Death of an Inpatient/Emergency Department
Patient procedure.

24 Hour Chart Check (Night o Verify each order is processed correctly. Enter date, time and

Shift) signature in green pen or pencil in the designated 24 hour check
box on the physician order sheet.

e Ensure lab work and tests entered correctly into Meditech.

e Ensure changes in treatment are accurately entered on Patient Data
Profile and remove any non-applicable information.

o If patient admitted on night shift, a separate nurse (other than the
two processors) must conduct the 24 hour check.

e Medication orders:

o Verify accurately processed on Computer Medication Profile
(CMP).

o Confirm ASO dates and times.

o0 No discrepancies place a green check mark next to each
medication on the physician’s order page and initial each
medication on the right hand side of CMP.

o Discrepancies must be corrected and reported to Pharmacy
accordingly.

e Replenish chart with necessary forms if required.

UNIT STANDARDS
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Each Bedside — Critical Care
Room Checklist

Refer to Critical Care Room Checklist with new admission setup.

Each Shift

Treatment carts to be restocked per shift as per checklist in bedside
binder.

Check suction functional.

Review and adjust alarm parameters. Ensure name on monitor is
accurate.

Emergency airway equipment present and functional (i.e. oral
airway, BVM, Yankauer).

Assigned duties to be completed by end of shift and sign on duty
sheet.

Complete individual patient whiteboards as per Standard of Work
ICU Patient Whiteboard.

Night Shift

IV/pressure line and bag changes as required.
New suction canister liner and tubing.
Complete CCIS and give to charge RN.

ADMISSION

Patient Admission Report

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

Admission Orders

Physician orders are reviewed for STAT orders.

STAT orders are processed and implemented immediately or within
30 minutes of order received.

Physician orders are processed by ward clerk/RN and checked by
patient’s primary RN.

The RN is responsible for ensuring the orders are correctly
processed.

Assessment

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

Zero and calibrate all pressure lines (arterial line, CVP, PAP, IABP,
ICP, lumbar drain).

Bedside Monitor

Enter patient name into bedside monitor information system.
Verify monitoring alarm parameters.

Patient Personal Belongings

Patient will be responsible for valuables brought into the hospital.
The admitting RN will attempt to send valuables home with family
members (i.e. currency, credit cards, and jewelry).

Valuables will be itemized and disposition of valuables and
medications documented on Patient History and Screening Record.

Patient History and
Screening Record

To be completed within the first 24 hours of admission.

If patient admitted within the past three months and have a readily
available old chart, a Patient History and Screening update can be
completed. The old patient History and Screening Record is brought
forward from the old chart to the current chart or photocopied and
placed on the current chart.

Orientation to Unit

Patients and/or family members will receive an orientation to the unit
on admission and as needed.
ICU visiting guidelines pamphlet to be given to family.

Visitation

Visiting hours are 24 hours per day.
2 persons at a time.
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o Refer to corporate Visitors policy.

Home Medications ¢ |If Best Possible Medication History (BPMH) not completed, nursing
to obtain patient community pharmacy list.

ICU STAY

Vital Signs (VS) e Head-to-toe system review including GCS, TPR, BP, SaO, and pain
QA4H, unless otherwise ordered.

¢ All patients receive continuous cardiac monitoring unless otherwise
ordered. HR and RR must be documented Q1H on monitored
patients.

e Ventilated (invasive and non-invasive) and unstable patients will
have VS completed Q1H and PRN.

¢ VS may be taken more frequently (i.e. Q15 minutes) at the nurse’s
discretion.

¢ When adjusting medications affecting hemodynamics, VS must be
documented Q15 minutes until stable.

e Interpret rhythm strips and document cardiac rhythm at beginning of
each shift, Q4H and PRN (i.e. during occurrence of dysrhythmia or
hemodynamic instability).

e Invasive line pressures (ABP, CVP, PAP, ICP, LD) including the
reference scale along the left margin are to be included once per
shift.

¢ At the beginning of each shift and subsequent frequency as noted,
the following assessments are performed and documented:

0 Baseline manual BP at beginning of shift and PRN; 5-20
mmHg difference between arterial and NIBP pressure is
acceptable. Use intra-arterial values if a normal waveform,
unless otherwise ordered.

Invasive and non-invasive ventilator check on odd hours.

IABP check Q1H.

ICP and CPP Q1H and PRN.

Lumbar pressure Q1H and PRN.

Level and calibrate pressure monitoring lines Q4H and after

each position change.

e |V and other vascular access Q4H.

O O0OO0O0O0o

Pain, Sedation and Delirium e Assessment of pain, sedation and delirium according to algorithm.
Tools e Pain Assessment - Q4H and PRN:
o For verbal patient, use regular pain scale 0-10.
o For non-verbal patient, use CPOT (Critical Care Pain
Observation Tool) 0-8.
e Once pain control is achieved, then assess Sedation Analgesia
Score (SAS) Q4H and PRN. Physician to write a target SAS.
¢ Confusion Assessment Method (CAM ICU) every shift:
o0 Complete if SAS 3-5 (3 and 5 questionable, but attempt to
perform the SAVEAHAART).
0 If unable to perform CAM, document rationale.

Infusion Devices e Clear infused volumes from all pumps (IV, epidural, feeding, PCA) at
the end of each shift at 0700-1900.

o Verify IV infusions via drug library (correct concentration/rate/fluid)
every shift.
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Fluid Balance (Intake and e Hourly intake and output are recorded until ordered to discontinue.

Output) e Shift intake and output are calculated in mL and recorded while in
ICU. 24 hour and cumulative fluid balances are calculated and
recorded onto following day flow sheet (night shift 0700 hours).

e Epidural solution infused is not included in total IV intake as it
is infusing in a potential space.

Weight e Bed scales with standard bed linen (three pillows, one fitted sheet,
one top sheet, one bedspread) are zeroed between patients.

o Weigh every Wednesday (or as ordered) and record on Patient Data

Profile.

Document weight in kg.

Laboratory Results Laboratory results are reviewed as reported.

Critical lab values are reported to the physician immediately by RN.
Extreme high/low or values which are questioned by the physician or
RN will be verified by Lab. BS will be treated according to the

laboratory value.

Point of Care Tests (Glucose e Blood glucose tests using hospital-approved glucometer are

and Blood Gases) performed as ordered by physician.

o Peritoneal dialysis (PD) patients are to have BS check via
Laboratory or using an approved PD glucometer from Nephrology.

e Blood gases are performed by RRT.

o All specimens are labeled with Meditech-generated barcode labels.

Level of Treatment e Page 1 of Level of Treatment PPO is completed on all ICU patients.
o Page 2 is completed when applicable and reviewed regularly by the
ICU team.
e Any changes will be documented and implemented.
Bullet Rounds e The nurse will deliver a head-to-toe assessment report following the

bullet round form. Acute needs are identified and addressed.
¢ Plan of the day discussed and documented.
e Ensure new orders are processed and verified by RN by 1100.

Family Conferences e Documented using the Critical Care/ICU Family Conference
Progress Note to ensure consistent messaging to families and care
providers.

Medication Orders e Processed as per the Computerized Medication Profile standard of
work.

Medication Administration e Use of drug library for IV infusions according to policy.

e All medications must be given following CNO medication standards,
and as per hospital policy.

e STAT medication must be administered within 30 minutes.

e Pharmacy-prepared medications are labeled accordingly and to be
given only to patient indicated on the label. Never add any
medication to pharmacy-prepared IV solution except for TPN
solutions.

e All TPN solutions must be verified against the TPN Infusion record
supplied by Pharmacy and two RN initials if correct.

e |V solutions and tubing must be labeled according to corporate
Peripheral IV Therapy and Intermittent Injection Device (Saline Lock)
procedure.

e Label each medication primary line, proximal to the patient, with the
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drug name on an orange medication sticker.
Identify solutions infusing via which site (i.e. proximal/medial/distal
port, P1V, Cordis) and document on flow sheet.
Refer to IV drug monograph for specific infusion requirements (i.e.
need for micron filter and IV pump).
Flush enteral feeding tubes with 15 mL warm tap water:
0 Before and after medication administration
0 Between consecutive medications
o Each time feeding is stopped
Ensure treatment cart is locked when not in use.

Multi-Disciplinary Rounds

Every Wednesday afternoon, patients with a length of stay greater
than or equal to 7 days or complex needs are discussed with the
interdisciplinary team.

Refer to Multi-Disciplinary Rounds Terms of Reference.

Documentation / Charting

Follow Flow Sheet Charting Standards ICU/SDU.

Focus charting as per hospital documentation standards.

All daily patient documentation is done on ICU flow sheet.

Use special forms (i.e. Braden scale, Restraint Application
Assessment Record) according to policy and charting standards.
VS (i.e. T, BP, R, MAP, P, CVP) are trended on the graphic portion
of the ICU flow sheet.

HEAD-TO-TOE ASSESSMEN

Neurological

A neurological assessment using GCS will be completed on all
patients every shift minimally or as ordered.

For log rolling, refer to corporate Spinal Motion Restriction policy.
Refer to corporate Cervical Collar: Management policy.

For patients with acute neurological/neurosurgical pathology or
procedure:

0 Complete neuro assessment Q1H and PRN including LOC,
GCS, motor assessment and sensory assessment if
required.

Report new abnormal assessment findings immediately.
Monitor for large amounts of dilute urine (diabetes insipidus).
Avoid hyper/hypoglycemia, pyrexia.

Monitor serum sodium as ordered.

Monitor for signs and symptoms of seizure.

Record ICP/CPP, CSF drainage and lumbar pressures Q1H
and PRN.

Assess integrity of catheter, level of drip chamber, condition
of dressing and characteristics of CSF, leveling and re-
calibration Q4H.

0 Assess quality of waveform Q4H.

0 Post AAA thoraco-lumbar repair lumbar drainage and

monitoring according to pre-printed orders.
For patients at risk for elevated ICP, nursing care to prevent
elevations include:

o Correct head and neck alignment.

o0 Gastric tube for gastric decompression as ordered (in

instances of suspect basal skull fracture or facial trauma,
physician to insert).

O O0OO0O0OO0O0o

o
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0 HOB elevated no more than 30° unless contraindicated (for
spinal precautions, use reverse Trendelenburg unless
otherwise ordered).

o0 Avoid extreme hip flexion by using reverse Trendelenburg for
positioning.

o Avoid constipation and urinary retention.

0 Suction only when clinically indicated — pre-oxygenate prior
to suctioning.

0 Minimize noise and lighting in room.

0 Use sedation and analgesia as required to blunt rises in ICP
which can be caused by coughing, gagging, excessive
restlessness, etc.

0 Nursing interventions should be completed in brief segments
S0 as to not sustain ICP elevations.

Cardiac

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

Cardiac rhythms are analyzed and documented by printing rhythm
strips at the beginning of each shift, Q4H and when arrhythmia or
rhythm disturbance occurs. Affix analyzed strips into Telemetry
section of flow sheet. Interpretation of strip is to be written into
designated interpretation section of the flow sheet and not on the
rhythm strip itself.

Pacemaker or ICD is noted in the patient data profile according to
the device information card provided by patient on admission.
Monitor in V1 and Lead Il (preferably).

Cardiac profile performed as ordered.

IABP therapy checklist completed as per standards of charting.
Documentation of transvenous/transthoracic pacemaker Q4H and
PRN. Must include rate, MA and sensitivity settings and description
of site, analysis of sensing and pacing.

Battery in pulse generator changed as per manufacturer
recommendations dependent on model in use.

Transferable patient’s ordered telemetry must be monitored
continuously during transfer from ICU/SDU until their telemetry pack
has been applied by the receiving unit.

The responsible RN or designate must accompany and remain with
the monitored patient for tests/procedures performed off ICU/SDU.
Change electrodes Q24H when bathing patient.

Respiratory

Document the following assessments at the beginning of each shift
and subsequent frequency as noted:
0 Respiratory rate (Q1H and PRN)
0 Lung sounds (Q4H and PRN)
0 Air entry and chest expansion (Q4H and PRN)
o0 Oxygen saturation by pulse oximetry
= QI1H and PRN on ventilated patients
= Q4H and PRN on non-ventilated patients
0 Tracheal position/deviation as applicable (Q4H and PRN)
o Cough reflex and work of breathing as applicable (Q4H and
PRN)
0 Incentive spirometry use if applicable
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o Deep breathing and coughing exercises or chest physio
(Q4H and PRN)
o0 Ventilator checks as per ICU flow sheet performed by RRT
Q2H (even hours) and by RN Q2H (odd hours)
Change ventilator/respiratory bedside setup (i.e. suction canisters,
Yankauers and tubing) Q24H on night shift at 0700 hours.
In-line suction catheter and ventilator circuitry are changed by RRT.
Hold sedation daily at 0800 hours to assess weaning potential.
Intercostal/mediastinal chest tube drainage Q1H unless otherwise
ordered. Refer to corporate Chest Tube Management procedure.
Notify physician according to ICU Emergency Thoracotomy
Response — Chest Tube Bleeding Algorithm.

Gastrointestinal

Dietitian referral for all enteral tube feeding/TPN orders.

Refer to corporate Enteral Tube Feeding — Adult procedure.
Gastric drainage canister marked at end of every shift.

All oral/nasal gastric bedside setup (i.e. cups, syringes, feeding
bags, plugs, etc.) are changed Q24H on night shift at 0700 hours
except gastric drainage canister (changed between patients unless
full).

Consult Enterostomal Therapy.

Refer to corporate Ostomy Pouching: Colostomy or lleostomy policy.
Bowel management system as per pre-printed orders.

Refer to corporate Zassi/ActiFlo Indwelling Catheter procedure for
insertion, removal, troubleshooting tips and care/management.

Genitourinary

Document the following assessments at the beginning of each shift
and with Q4H checks and PRN:
o Presence of indwelling urinary catheter or urinary diversion
(i.e. ileal conduit, ureterostomy, Indiana pouch)
o Characteristics of urine (i.e. colour, smell, and clarity) Q4H
0 Assess for signs and symptoms of urinary tract infection
0 Q1H hourly output unless otherwise ordered
If indwelling urinary catheter present, assessment includes:
o Daily assessment of need for indwelling catheter
o Collection bag lower than the bladder to ensure gravity
drainage
o Verify catheter placement by visualizing urine drainage Q4H
o Ensure tube well-secured on thigh to prevent pulling
o Discomfort caused by the catheter Q4H
If urinary diversion present, assessment includes:
o0 Urostomy pouch well secured and no leakage Q4H - change
immediately if leaking
0 Skin tenderness or discomfort around the stoma Q4H
o0 Consult Enterostomal Therapy
o Pouch and wafer changes for new or established ostomy
patients are changed weekly and PRN. Document date of
change in patient data profile.
If there is no indwelling catheter or urinary diversion present, assess:
o Frequency of voiding Q4H
0 Amount and characteristic of urine with each voiding
Peri care is performed minimum twice daily and following bowel
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movements (mild soap and warm water or hospital-approved skin
care products, dry well). Avoid using powder.
e Refer to corporate Bladder Scan policy.

Integumentary / e Document integumentary/musculoskeletal assessment at the
Musculoskeletal beginning of each shift and PRN on the ICU flow sheet:
0 Skin care Q4H
0 Wound assessment
0 Presence and condition of dressing(s)
o Refer to corporate Pressure Injury/Ulcer Prevention standard and
Pressure Injury: Treatment policy.

Activity and Ambulation e Progression of gradual ambulation and activities as per physician’s
order, physiotherapist or unit guidelines (i.e. Ml ambulation
guidelines).

NURSING CARE

Care of the Pre-Op Patient Nurse to complete the Pre-Operative Checklist.

Nurse to complete Page 1 of the Anesthetic Record.

NPO/hold enteral feeds as ordered.

A.M. medications to be given as per Anesthetic Protocol.

Patient will be transferred to OR for surgery or procedure with

oxygen, ECG, SaO, and hemodynamic monitoring as required.

e Patient transfer will be accompanied by ICU RN and/or OR nurse(s),
and/or RRT and/or anesthesiologist and/or perfusionist as required.

o Patient report will be given to OR nurse and/or anesthesiologist.

Post-Op / Procedure Care e RN will receive report from OR nurse, and/or anesthesiologist and/or
surgeon.
e Admission assessment performed and documented on the ICU flow
sheet.

e Post-op recovery VS guidelines unless otherwise ordered (increased
frequency at RN’s discretion): Q15 minutes x 2 hours, then Q30
minutes x 1 hour, then hourly or as ordered.

e Acute pain management and protocols as ordered by APS (i.e.
epidural, intrathecal, paravertebral and PCA). Document on MAR
Pain Management form.

e Post-surgical physician orders and protocols processed.

e Post-op bath will be performed 4-6 hours post-op if patient is
hemodynamically stable and normothermic (temperature greater

than 36°C).
Post-Op Ambulation / ¢ Ambulation/mobilization Q4H and/or as per physician orders.
Mobilization e Once patient extubated and hemodynamically stable, increase
mobilization gradually until patient's maximum level of independence
is reached.

e Hemodynamically stable patients with ICP catheter in situ — obtain
order from neurosurgeon for mobilization into chair.

e Bed rest only for patients with lumbar drainage catheters in situ

(unless otherwise ordered).

For ACS, follow post-MI ambulation guidelines.

For patients with temporary transvenous pacemaker, bed rest only.

For newly implanted permanent pacemaker, follow physician orders.

Ventilated patients may transfer to chair or progress ambulation with
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a physician order.

Dressing Changes

Dressing changes according to specific protocol:
o0 Cardiac surgery dressings are removed and exposed to air
24 hours post-op. Leg incisions cleansed BID and remain
open to air, reinforce oozing areas only. Sternotomy incision
cleansed BID and re-dressed.
o0 ICP dressing change is done only on physician order
0 Surgical dressing as per surgeon’s order (Appendix A)
o Epidural dressings are not changed and must be ordered by
APS only
All initial dressings on day of surgery to be reinforced if any oozing.
Vascular access dressing changes according to corporate Central
Venous Catheter - Accessing, Flushing, Changing Connectors and
Dressing Change of Non-Tunnelled, Tunnelled and PICC policy.

Patient/Staff Ratio

Refer to Nursing Patient Ratios for ICU/SDU standard.

Physiotherapist,
Occupational Therapist,
Social Work, Dietitian,
Spiritual and Religious Care
Referrals

Referrals for physiotherapist, occupational therapist and dietitian
require physician order.

Social worker must be consulted for all motor vehicle accident
patients and patients with no identified next of kin. Can also be
requested by nurse, patient or family if needed.

Spiritual and Religious Care referrals are requested by nurse,
patient or family member if needed.

Aboriginal referral requirements assessed for all Northeast First
Nations Inuit and Metis.

Discharge Plans

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

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

Home & Community Care notified prior to discharge as required.
Discharge summary sheet to be completed and discussed with
patient/family member at time of discharge. White copy is given to
patient, yellow copy remains on chart.

Return all medications and valuables.

Trillium Gift of Life Network
(TGLN)

Routine notification to TGLN following TGLN trigger:
o Patient ventilated:
= Grave prognosis or GCS =3
= Injured brain or non-coverable injury/iliness
= Family initiated discussion of donation/withdrawal of
life sustaining therapy (WLS)
= Therapy limited, de-escalation of care or WLS
discussion planned
o High risk of imminent death in non-ventilated patients
= When topic of donation raised by family
= Within one hour of death
Refer to corporate Organ and/or Tissue Donation policy.
Refer to corporate Neurological Determination of Death procedure.

Referral Sources

Bariatric Assessment Clinic
Behavioural Support Outreach (BSO)
Cardiac Rehab

Community Paramedicine
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e Complex Diabetes Education

Consultation for Older Adults with Acutely Compromised Health
(COACH)

Diabetes Education

Diabetes Nurse Practitioner Consultation

Geri-Psych

Heart Failure Disease Management Program

Mental Health and Addictions

North East Specialized Geriatric Centre (NESGC)
Ontario Brain Injury Rehabilitation Services (OBIRS)
Pulmonary Rehab

Rapid Access Addiction Medicine (RAAM) Clinic

Short Term Assessment & Treatment (STAT) Program

Refer to social worker resource information to identify local resources for
patients and families.

EDUCATION AND TRAINING

References and Related Documents
Boullata, J. I., Carrera, A. L., Harvey, L., Escuro, A. A., Hudson, L., Mays, A., ... Kinn, T. J. (2017). ASPEN
safe practices for enteral nutrition therapy. Journal of Parenteral and Enteral Nutrition,  41(1), 15-103.

Critical Care Services Ontario. (2012). Standards for Critical Care Nursing in Ontario.

Gould, C.V., Umscheid, C.A., Agarwal,R.K., Kuntz, G., Pegues, D.A. and the Healthcare Infection Control
Practices Advisory Committee (HICPAC). (2017). Guidelines for prevention of catheter associated urinary
tract infections 2009. Center for Disease Control and Prevention.

Hooper, V.D., Chard, R., Clifford, T., Fetzer, S., Foosum, S., Goodden, B., ...Wilson.L. (2010). ASPAN's
evidence-based clinical practice guideline for the promotion of perioperative normothermia: Second edition.
Journal of Perianesthesia Nursing, 25(6), 346-65.

Woodrow, P. (2009) Arterial catheters: Promoting safe clinical practice. Nursing Standard, 24(4), 35-40.
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APPENDIX A
Vascular Dressing Protocols

Carotid Endarterectomy
e Per PPO, remove dressing post-op Day 1. Physician often removes on A.M. rounds. Cleanse incision and JP
site, then apply dressing around JP. You may leave the incision exposed to air if dry and well-approximated,
otherwise apply dry dressing (i.e. airstrip).
e Cleanse incision/change dressing at least daily and PRN as per assessment.
e Date and initial dressing when applied.

Lower Extremity Bypass

¢ If not done by physician (and if not specified in orders) remove initial post-op dressing in 48 hours. You may
leave the incision exposed to air if dry and well-approximated. Otherwise, apply dressing to open or draining
portions as needed. *Do not apply a circumferential kerlix dressing - this is does not stretch and may constrict
the graft!

e Cleanse incision/change dressing at least daily and PRN as per assessment.

e **Agsess groin incisions carefully for signs and symptoms of infection! Apply airstrip dressing to groin sites.

e Date and initial dressing if applied.

Endovascular Stent Repair of Abdominal Aneurysm (with and without fem-fem X-over)
e Cleanse incision/change dressing at least daily and PRN as per assessment.
e **Agsess groin incisions carefully for signs and symptoms of infection! Apply airstrip dressing to groin sites.
e Date and initial dressing when applied.

Above and Below Knee Amputations

e As specified in PPOs (usually initial dressing is removed in 48 hours and daily dressing started). Remove
tensor. Itis not reapplied unless specifically ordered.

o Bulky dry dressing: assess condition of incision/drainage, cleanse and apply plenty of dry 4X4s and an
abdominal pad over incision to cushion/protect incision. **If incision sticking to dressing upon removal, you
may apply adaptic or teflon dressing to the incision (without an order) before applying 4x4s to minimize
discomfort upon dressing changes.

e Wrap loosely with kerlix secured in place using hypafix in areas, or fastenet elastic tube dressing. **If using
tape, ensure you leave a tab on the tape to allow easy removal.

o Date and initial dressing when applied.

Transmetatarsal or other Guillotine Amputations

e As specified in PPOs (usually initial dressing is removed in 48 hours and daily or BID dressing started).

o Typically a wet-to-dry dressing is ordered. 2x2s or 4x4s soaked in the specified solution are placed directly to
the exposed wound (wet but not sopping). Afterwards, dry gauze/abdominal pads applied and entire foot is
wrapped with gauze and secured with tape and/or fastenet elastic tube dressing.

e **[f using tape, ensure you leave a tab on the tape to allow easy removal.

e If on, tensor is not reapplied unless specifically ordered.

e Date and initial dressing when applied.

Abdominal Aneurysm, Aorto-Bifem, Aorto-Biiliac

e Typically not on the floor until post-op Day 3 or later. If not already done so by surgeon by post-op Day 3, the
initial post-op abdominal dressing may be removed.

e May leave incision exposed to air if dry and well-approximated. Assess, cleanse incision/change dressing at
least daily and PRN per assessment.

¢ **Date and initial dressing if applied.

**Note if sanguinous oozing noted under surface of dressing, outline border in black marker and note if increases
beyond border.
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PURPOSE
To ensure that the application of mechanical ventilation to support minute ventilation matches the patient’s
metabolic needs and accomplishes adequate gas exchange.

PROCEDURE
Special Instructions

The Registered Respiratory Therapist (RRT) will initiate mechanical ventilation upon the order of a
physician.

Where the physician’s ventilation orders are not immediately available, the RRT will initiate
ventilation according to the parameters below. Ensure the physician is notified within a reasonable
period of time to obtain ventilation orders.

Spontaneous tidal volumes and respiratory rates are indicators of lung compliance, respiratory
muscle strength and work of breathing.

Mechanical tidal volumes and rate assessment ensures delivery of the prescribed settings and
facilitates detection of airway or circuit leaks.

Peak inspiratory pressures during volume ventilation reflect set tidal volume, inspiratory flow, airway
resistance and lung compliance.

Ventilator parameters are adjusted to provide adequate alveolar ventilation and oxygenation,
patient-ventilator synchrony and reduced work of breathing.

Method

1.

2.
3.
4

The physician will complete the Critical Care Ventilation Orders or Neonatal Intensive Care Unit

Ventilation Orders, as appropriate. Or, there may be an order from a physician for FIO,, tidal volume,
rate, PEEP, pressure support, limiting pressures, mode, inspiratory time, flow rate and/or acceptable
pH, PaCO,, PaO, and oxygen saturation.

Perform a chest x-ray to verify endotracheal position.
Set the appropriate parameters (Appendix A or B).
Perform the initial assessment:

A. Ventilator parameters and alarms are set appropriately and well tolerated
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Inspection and auscultation of chest

Assessment of airway position and cuff inflation

Assessment of vital signs and ECG

Inspection of chest x-ray

Ensure supplementary equipment is available (resuscitation bag, mask, oral airway, oxygen source,

suction)
G. Analysis of arterial blood gases 20-30 minutes after initiation of ventilation

5. Maintain the following parameters unless ordered by a physician. In patients with chronic lung disease,
adjust the ventilator parameters to their normal values.

nmoow

pH: 7.35-7.45
PaCO,: 35-45 mmHg (closed head injury 34-38 mmHg)
PaO.: 60-100 (SpO, 90 — 96%)

6. Notify the physician if the above parameters are not met.
7. Adjust the ventilator parameters to maintain the ordered values.
8. Measure and document ventilator parameters every two hours.

Ventilator Alarm Settings

Alarm Setting
Low Pressure | Adult: 5-10 cmH,0 below peak inspiratory pressure
Infant: 3-5 cmH,0 below peak inspiratory pressure
High Pressure | Adult: 10 cmH,0 above peak inspiratory pressure
Infant: 3-5 cmH,0 above peak inspiratory pressure
Low PEEP 2-5 cmH,0 below PEEP
Apnea 20 seconds

NOTE: There are no predetermined levels for low tidal volume, low and high minute volume and high rate.
Use your clinical judgment when setting these alarms to indicate possible changes in patient condition.

EDUCATION AND TRAINING

References and Related Documents

HSN Critical Care Ventilation Orders

HSN Neonatal Intensive Care Unit Ventilation Orders

Overview of Mechanical Ventilation, Up To Date, Hyzy R., May 2018
Pilbeam, S., Cairo, JM., Mechanical Ventilation, 2006

SickKids Reference Guidelines for Ventilation of the Neonatal Patient
Sick Kids Reference Guidelines for Ventilation of the Pediatric Patient
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APPENDIX A
Adult Parameters

Parameter Setting
Circuit Use adult ventilator for patients > 15 kg, > 120 mL tidal volume, >4.5-5.0 ETT
Mode Pressure Control A/C, Pressure Control SIMV, CPAP/Pressure Support, AC, SIMV or

APRYV (airway pressure release ventilation)

Tidal Volume 6-8 mL/kg of ideal body weight or follow the ARDSnet protocol if ordered
Rate Minute volumef/tidal volume normally 10-18/min
ILE Greater than or equal to 1:2

PEEP and FIO, Use PEEP/FIO; guidelines. For patients with increased ICP, keep PEEP less than or
equal to 5 cmH,0. If patient’s blood pressure is less than or equal to 100 systolic,
decrease PEEP to less than or equal to 5 cmH,0 until blood pressure is restored.

SpO; Keep between 90 - 96%. For patients with chronic lung disease, keep between 88 -
92%.
ARDSnet Protocol (Predicated Body Weight and Tidal Volume)
Females Males
HEIGHT __PBW 4ml__ 5ml__6ml__7ml__ 8ml HEIGHT _PBW 42ml _5ml_6ml _7ml _8mi

4' 0" (48) 1738 72 a0 107 125 143 T 0" (48) 554 50 1o 13a 157 179
4' 1" (49) 202 81 101 121 141 162 4 1" (49) 247 o9 124 148 173 198
4' 2" (50) 225 90 113 135 158 180 4' 2" (50) 57 108 135 162 189 218
4' 3" (51) 24 8 99 124 149 174 198 4 3" (51) 29 3 117 147 176 205 234
4' 4" (52) 271 108 136 163 190 217 44 (52) 316 126 158 190 221 553
4' 5" (53) 29.4 118 147 176 206 235 4' 5" (53) 33 g 136 170 203 237 271
4' 7" (33) 34 136 170 204 238 272 4' 7" (55) 385 154 193 231 270 308
4' 8" (56) 363 145 182 218 254 230 4' 8" (58) 408 163 204 245 286 326
4 9" (57) 386 154 193 232 270 309 4' 9" (57) 431 172 216 259 302 345
4'10" (58) 40.9 164 205 245 286 327 4' 10" (58) 454 182 227 272 318 363
4'11" (59) 43 2 173 216 259 302 346 4' 11" (59) 477 191 239 286 334 382
5' 0" (60) 455 182 228 273 319 364 5' 0" (60) 50 200 250 300 350 400
5' 1" (61) 47 8 191 239 287 335 382 5 1" (61) 523 209 262 314 366 418
5' 2" (62) 50.1 200 251 301 351 401 5' 2" (62) 54 6 218 273 328 382 437
5' 3" (63) 52.4 210 262 314 367 419 5' 3" (63) 56.9 228 285 341 398 455
5' 4" (64) 547 219 274 328 383 438 5' 4" (64) 59.2 237 296 355 414 474
5' 5" (65) 57 228 285 342 399 456 5' 5" (65) 61.5 246 308 369 431 492
5' 6" (66) 593 237 297 356 415 474 5' 6" (66) 63.8 255 319 383 447 510
5' 7" (67) 61.6 246 308 370 431 493 5' 7" (67) 66.1 264 331 397 463 529
5' 8" (68) 639 256 320 383 447 511 5' 8" (68) 68.4 274 342 410 479 547
a' 9" (69) 66.2 265 331 397 463 530 5' 9" (69) 70.7 283 354 424 495 566
5" 10" (70) 68.5 274 343 41 480 548 510" (70) 73 292 365 438 511 584
511" (71) 70.8 283 354 425 496 366 5 11" (71) 753 301 377 452 527 602
6' 0" (72) 73.1 292 366 439 512 585 6' 0" (72) 776 310 388 466 543 621
6' 1" (73) 75.4 302 377 452 528 603 6' 1" (73) 79.9 320 400 479 559 639
6' 2" (74) 7y 3 389 466 544 622 6' 2" (74) 822 329 411 493 575 658
6' 3" (75) 80 320 400 480 560 640 6: 87 {15) B4.5 338 423 507 592 676
6' 4" (76) 823 329 412 494 576 658 6' 4" (76) 86.8 347 434 521 608 594
6' 5" (77) 846 338 423 508 592 677 6' 5" (77) 89.1 356 446 535 624 713
6' 6" (78) 869 348 435 521 608 695 6 6" (78) 914 366 457 548 640 731
6" 7" (79) 892 357 446 535 624 714 6 7" (79) 937 375 469 562 656 750
6' 8" (80) 91.5 366 458 549 641 732 6' 8" (80) 96 384 480 576 672 768
6' 9" (81) 938 375 469 563 657 750 6' 9" (81) 983 393 492 590 688 786
6' 10" (82) 96.1 384 481 577 673 769 6'10" (82) 1006 402 503 604 704 805
6' 11" (83) 984 394 492 590 689 787 6'11" (83) 1029 412 515 617 720 823
7' 0" (84) 1007 403 504 604 705  B806 7' 0" (84) 1052 421 526 631 736 842

PEEP/FIO, Guidelines

FIO, | .30 | 40 | 40 | 50 | 5O | 60 | .70 | .70 | .70 | .80 | 90 | .90 | .90 | 1.0 1.0

PEEP 5 5 8 8 10 10 10 12 14 14 14 16 18 18 | 20-24
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APPENDIX B
Infant and Pediatric Parameters
Parameter Setting
Circuit Infant ventilator circuit with proximal flow sensor size for:
e ETT less than or equal to 4.5 - 5.0
e Peak inspiratory flow less than 30 Lpm
e Weight 0-15 kg
e Tidal volume less than 120 mL
Selecting the infant or pediatric mode on the ventilator changes the default ventilator
parameter and alarm settings and ranges. The Pulmonetic LTV ventilator is only to be
used for patients who weigh more than 5 kg.
Mode Low birth weight and term infants:

Pressure Control A/C, Pressure Control A/C with Volume Guarantee, Pressure Control
SIMV or CPAP/Pressure Support

Toddlers and children:
Pressure Control SIMV with Pressure Support (most common), Pressure Control A/C,
CPAP/Pressure Support, AC or SIMV

Peak Inspiratory
Pressure

Infants: 10-25 cmH,0 (to get 4-6 mL/kg)
Children: 15-25 cmH,0 (to get 6-8 mL/kg)

Adjust based on tidal volume delivery, chest expansion, air entry and arterial blood

gases.

Tidal Volume Infants: 4-6 mL/kg, using volume guarantee when appropriate
Children: 6-8 mL/kg

Inspiratory Time | 24-25 weeks: 0.30 - 0.35 seconds

Range 26-36 weeks: 0.35 seconds

Use waveforms to | 36-40 weeks: 0.35 - 0.40 seconds

optimize

0.50 - 1.0 seconds
0.6 - 0.9 seconds

1 month — 1 year:
1 year — 6 years:

> 6 years: 0.7 - 1.0 seconds
I:E 1:2
Rate Infants: 30-50 bpm (assess spontaneous drive and set accordingly)
Children: 20 bpm
FIO, 0.21-1.0
SpO, Infants:
90-95%, using the auto FIO, option when appropriate. Infants with congenital heart
disease or pulmonary hypertension will require individual determination of their oxygen
saturation levels by the physician.
Children:
Greater than 92%
PEEP No pulmonary disease: 4-6 cmH,0 (cardiac, seizures)
Pulmonary disease: 6-10 cmH,0O (pneumonia, RDS, MAS)
Pressure 4-12 cmH,0 above PEEP to obtain appropriate tidal volume (4-6 mL/kg) and minimize
Support work of breathing
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PURPOSE
To guide decision-making related to patient admission, transfer, and discharge in the following critical care
units:

e Medical/Surgical Intensive Care Unit (MS ICU)

e Step Down Unit (SDU)

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

e Cardiac Medical Unit (CMU)

PROCEDURE
Special Instructions

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

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

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

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

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

Method
Admission
1. All admissions are requested through the physician, who then contacts the charge nurse in the
appropriate unit to arrange admission. The most responsible physician (MRP) will write new admission
orders appropriate to the unit. (Appendix B)
A. For cardiology or medical patients needing admission in the 3™ Floor ICU, care will be transferred to
the intensivist as MRP.

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
Template as of: March 2015





PAGE: 2 0of 6
CATEGORY: System-Level Clinical
SUBJECT: ADMISSION/DISCHARGE CRITERIA TO A CRITICAL CARE UNIT

B. In the event of a lack of a critical care bed in the desired unit, the patient may be temporarily
admitted into another critical care unit. The patient should be transferred to the appropriate bed as
soon as one becomes available. Consultation will occur between MRPs.

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

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

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

2.
3.

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

Critical Care Bed Management Transfer Guidelines

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

transfer order.

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

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

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

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

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

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

2.
3.

Discharge/Transfer Process

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

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

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

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

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
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CATEGORY: System-Level Clinical
SUBJECT: ADMISSION/DISCHARGE CRITERIA TO A CRITICAL CARE UNIT

APPENDIX A

Critical Care Admission Criteria

Priority One (Level Il ICU)

Require intensive treatment and monitoring that cannot be provided elsewhere

Invasive mechanical ventilation

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

Priority Two (Level Il ICU)

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

Continuous vasoactive infusions

Mechanical circulatory support

Chronic co-morbid conditions with acute severe illness

Require detailed post-operative observation or monitoring

Non-invasive mechanical ventilation (BiPAP)

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

Physiologically stable

No longer require intensive monitoring and/or treatment

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

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

Decline intensive care and/or invasive monitoring and treatment

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

repatriated back to the sending institution

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

cMuU

Cardiac patients requiring a Level Il ICU bed
Thoracic

Vascular

Urology

Trauma

Acute neurosurgery

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

— 5" Floor

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

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

Elective post-operative CMU admissions

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
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SUBJECT: ADMISSION/DISCHARGE CRITERIA TO A CRITICAL CARE UNIT

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

Controlled document for internal use only, any document appearing in paper form should be checked against the online version prior to use.
Template as of: March 2015






image10.emf
ICU Admission  PPO-0270.pdf


ICU Admission PPO-0270.pdf
Order sets are a clinical decision aid based on
best practice. All orders should be reviewed
carefully and individualized where appropriate

RVH

Rayal Victoria
Regional Health Centre

ICU Admission

Admission Diagnosis:

Attending Physician: Time Notified: Admit to:
Weight (kg): Height (cm):
ALLERGIES
[ ] NO KNOWN ALLERGY [ ] MEDICATIONS []JFOOD []ENVIRONMENTAL []LATEX
MEDICATIONS/FOOD REACTION
TO ACTIVATE ORDER, PLACE AN X or CHECK IN BOX or FILL IN BLANK. Action Initial
PRE-CHECKED UNWANTED ORDERS MUST BE FULLY CROSSED OUT Date
All orders shall be DATED, TIMED, and SIGNED — All orders shall be either typed or written Time
legibly in black ink.
Action Legend: EOL-Entered online PMO-Profile Made Out K-Entered on Kardex N-Noted
Consulits/ Options Reason for Consult:
Referrals [] Diabetes Educator
[] Occupational Therapist (OT)
X] Pharmacist
[] Physiotherapist (PT)
X Registered Respiratory Therapist (RRT)
X Registered Dietitian (RD)
[] Social Work (SW)
[] Speech-language Pathologist (SLP)
] Other:
Resuscitation Advanced Directives Documented on Resuscitation Level Form
Level [] Yes
[] No (Complete form within 24 hours of admission)
Diet Diet/ Meals Therapeutic Diets:
L1 NPO [] Healthy Heart
[] Clear Fluids [] Diabetic
L] Full Fluids [] Renal/ Dialysis
[ ] Regular [] Other:
[] Other:
Prescriber’s name (print): Signature:
Date: Time:
RVH-PP0O-0270 (dd/mm/yy) (2400hr)
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Order sets are a clinical decision aid based on
best practice. All orders should be reviewed
carefully and individualized where appropriate

RVH

Rayal Victoria
Regional Health Centre

ICU Admission

[] Enteral Feed:

[] Start at mL/h x hours (Suggest Peptamen® 1.5 or
Novasource® Renal (if renal insufficiency) and start at 20mL/h until dietitian
consultation)

THEN

] Increase to mL/h x hours
AND/Or

[ ] As per Dietitian

Activity

Activity Options:

[] Activity as tolerated
[] Bed rest

[ ] Other:

Vitals &
Monitoring

X] Height and Weight on admission

[] Weight daily

] Continuous SpO2 monitoring

X Continuous Cardiac Monitoring

X] Heart Rate, Respiratory Rate, Blood Pressure, SpO2 every 1 hour and PRN

DdTemperature every 4 hours and PRN

X] Richmond Agitation and Sedation Scale (RASS) every 4 hours and PRN
with any change in cognition and/or mental/neurological status changes

X] CAM-ICU every 12 hours and PRN with any change in cognition and/or
mental/neurological status changes

X] Pain score every 4 hours and PRN

X Intake and Output every hours

X] Glasgow Coma Scale (GCS) every 4 hours and PRN with any change in
cognition and/or mental/neurological status changes

[] Canadian Neurological Scale (CNS) every hours and PRN

Lines/Tubes

Lines

[] Arterial line insertion by RRT

] Other:

Nasogastric (NG)Tube

[] NG tube to straight drainage

] NG tube to intermittent low suction

[] Replace NG tube fluid loss with IV fluid if NG tube loss
is greater than mL over hours
Prescriber’s name (print): Signature:
Date: Time:
RVH-PPO-0270 (dd/mm/yy) (2400hr)
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RVH

Rayal Victoria
Regional Health Centre

ICU Admission

Lines/Tubes

[ ] NG tube clamped
[] Orogastric (OG) tube (if intubated)
[ ] Weighted feeding tube (2-Step small bore NGT)
X Portable chest x-ray to assess NGT position (1st step)
X Portable Abdominal x-ray to confirm NGT placement (2" step)

Urinary Catheter
[] Indwelling urinary catheter to urometer
[] Other:

Respiratory

Oxygen Therapy/ Ventilation

X Maintain SpO2 greater than %

[] Ventilate and weaning as per RRT protocol
X Daily Spontaneous breathing trials (SBT)
[] CPAP/BIPAP as per RRT

] Other: as per RRT

Inhalers

[] salbutamol 100 mcg per inhalation puffs every hours and PRN
[] salbutamol Nebulizer (2mg/mL) mg every 4 hours and PRN

[] ipratropium 20 mcg per inhalation puffs every hours

[] ipratropium Nebulizer (250 mcg/mL) mcg every 4 hours

[] Other:

Pneumonia Prevention including Ventilator Acquired Pneumonia (VAP)

X Elevate head of bed between 30 and 45 degrees at all times unless
contraindicated

X] Change to ETT with EVAC if intubated greater than 24 hours

X] Chlorhexidine 0.12% solution 20 mL mouthwash swab BID while ventilated
(ETT or Tracheostomy)

X] Oral care with oral swab and water and/or toothpaste every 4 hours

Lab
Investigations

ON ADMISSION (if not completed in past 12 hours)

X] CBC (Complete Blood Count Includes Differential)

X] EUC (electrolytes, BUN ,CRE)

X1 GLU (serum Random Glucose)

X MG (Magnesium)

X PHOS (Phosphorus)

X iCAL (ionized Calcium)

X PT (Prothrombin Time aka INR)

X PTT (Partial Thromboplastin Time)

X LFT (Liver Function Tests [ALT ALKP, AST, TBIL, DBIL)

Prescriber’s name (print): Signature:
Date: Time:
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Order sets are a clinical decision aid based on
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ICU Admission

X] TPNI (Troponin 1)

X] CK (Creatine Kinase)

X Type and screen (if not completed in past 96 hours

X] VBG (Venous Blood Gas) or ABG (Arterial Blood Gas if Arterial Line insitu)
X] LAC (Lactate)

[]Other

THEN (Maximum daily repeat is five days):

[ ] CBC every X day(s)

[ ] EUC and GLU every X day(s)

[ ] MG, PHOS and iCAL every X day(s)

] PT and PTT every X day(s)

[ ] LFT every X day(s)

[] TPNI and CK every hours x occurrence(s)
[] LAC every X day(s)

[] VBG (or ABG fif arterial line insitu)) every X days
[] Other:

POC Glucose

] Fill out ICU Diabetic Management PPO (#0271)

MICROBIOLOGY - MIC module

X ESBL (Extended Spectrum Beta-Lactamase Screen) rectal swab on
admission to ICU

XI MRSA (Methicillin- Resistant Staphylococcus Aureus screen) swabs of
nares, rectum, wounds and all indwelling devices (lines, catheters, tubes,

drain
sites etc) on admission to ICU

Xl VRE (Vancomycin Resistant Enterococcus screen) rectal swab on
admission to ICU

] Other:

[] BC (Blood Culture) x sets
(2 sets from peripheral venipuncture sites OR a set from a peripheral
venipuncture and each line- drawing an aerobic and an anaerobic sample from
each lumen to total one set that contains blood from all the lumens from that
line)

] Now

[] If temperature greater than or equal to 38.3°C
[] SPUT (Sputum Culture)

Prescriber’s name (print): Signature:

Date: Time:
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Order sets are a clinical decision aid based on
best practice. All orders should be reviewed
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ICU Admission

[ ] Now
[] If temperature greater than or equal to 38.3°C
[] UC (Urine C&S/ Culture and Susceptibility — note Gram stain not indicated)
] Now
[] If temperature greater than or equal to 38.3°C
] WC (Wound Culture)
] FLUAB (Influenza Screen)
Diagnostics [ ] ECG now
Echo, ECG [] ECG with chest pain PRN
[ ] ECG daily in AM x days
Imaging [ ] Portable Chest X-ray
[ ] Now
[] Daily in AM x days
[] Other:
IV Therapy [] saline lock
[] 0.9% sodium chloride (NS) infuse at mL/hour
[ lactated ringers (LR) infuse at mL/hour
[] 5% dextrose with 0.45% sodium chloride (D5W & 1/2 NS) infuse at
mL/hour
AND
[] with 20 mmol KCI/L of IV fluid
] with 40 mmol KCI/L of IV fluid
] sodium bicarbonate 150 mmol in 1L 5% dextrose in water (D5W) IV infuse
at mL/hour
] Other:
IV Fluid Bolus: [ ] 0.9% sodium chloride OR [] Ringers Lactate mL/
hour and repeat x
] if urine output less than mL/hour x
AND/OR
[]if SBP less than mm/ Hg
Medications Vitamin/mineral supplementation
[] multivitamin and mineral 1 tablet PO/NG/OG daily
[] vitamin B complex (Replavite®) 1 tablet PO/NG/OG daily (if Creatinine
clearance less than 30 mL/minute or receiving dialysis)
[] thiamine 300 mg PO/IV daily x 3 days
] thiamine 300 mg IV now x 1
[] Electrolyte Replacement Protocol (#0218) (Contraindicated if renal
insufficiency; urine output less than 20 mL/hour , serum creatinine greater
Prescriber’s name (print): Signature:
Date: Time:
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ICU Admission

than 200 mcgmol/L , on dialysis, or diabetic ketoacidosis diagnosed within
the last 24 hours)

Gastric ulcer prophylaxis (Choose one)

[] pantoprazole 40 mg PO once daily

[] pantoprazole 40 mg IV once daily

[] pantoprazole 40 mg IV BID

[] lansoprazole 30 mg NG/OG once daily

[] ranitidine 150 mg PO/NG/OG every 12 hours

VTE prophylaxis
M VTE Prophylaxis (Choose one)
[] dalteparin 5,000 units subcut once daily at 1700 hours
or [ ] dalteparin 2,500 units subcut once daily at 1700 hours if weight less
than 40 kg
or [ ] dalteparin 5,000 units subcut twice daily at 0600 hours and
1700 hours for very high risk patients: trauma, weight greater than
100 kg
or [] heparin 5,000 units subcut every 12 hours (use if patient awaiting
surgery)
or [ ] heparin 5,000 units subcut every 8 hours (if body weight greater than
100 kg)
or [] VTE prophylaxis not indicated. State reason:
[] Sequential Compression Device (SCD)

Nausea Regimen

[] dimenhyDRINATE 25 mg or 50 mg IV/PO/NG/OG every 4 hours PRN for
nausea

[] ondansetron 4 mg or 8 mg IV/PO/NG/OG every 8 hours PRN for nausea

Bowel Routine

[ lactulose 15 mL or 30 mL PO/NG/OG every 8 hours PRN

[] sennosides 8.6 mg x tablets PO/NG/OG every night PRN for
constipation

[] polyethylene glycol (Lax A Day) 17 g PO/NG/OG daily PRN

[] metoclopramide 10 mg IV/PO/NG/OG every 6 hours PRN

] glycerin suppository PR once daily PRN

[] bisacodyl 10 mg suppository PR once daily PRN for constipation

Prescriber’s name (print): Signature:
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ICU Admission

Analgesia

[] Titrate to Numerical Rating Scale (NRS) of or less

[] Critical Care Pain Observation Tool (CPOT) of (Target score 2 or
less)

morphine [] 1 mg to 5 mg IV every hours PRN
[] infusion 1 mg/hour to 20 mg/hour IV
fentaNYL [_] 25 mcg to 50 mcg IV every minutes PRN
[] 25 mcg/hour to 200 mcg/hour IV infusion
HYDROmorphone [_] 0.1 mg to 1 mg IV every hours PRN
[] 0.2 mg/hour to 2 mg/hour 1V infusion

Pain and Fever Management

[] acetaminophen 325 mg or 650 mg PO/PR every 4 hours PRN for pain or
temperature greater than 38.0°C

[ ] acetaminophen suspension 320 mg or 640 mg NG/OG every 4 hours PRN
for pain or temperature greater than 38.0°C (maximum acetaminophen from
all sources 4,000 mg in 24 hours)

[] Other:

Sedation: Titrate to RASS of (target = 0)
[] propofol 5 mcg/kg/minute to 50 mcg/kg/minute IV infusion
X Daily spontaneous awakening trial (sedation vacation)

Vasopressor/ Inotropes
] norepinephrine 2 mcg/minute to 40 mcg/minute 1V infusion
[] DOPamine 2 mcg/kg/minute to 20 mcg/kg/minute 1V infusion
[] vasopressin 0.4 units/hour to 2.4 units/hour IV infusion

[] Other:
Titrate:

[] Mean arterial pressure greater than or equal to mmHg
or [] Systolic blood pressure greater than or equal to mm/Hg
or [ ] Heart rate greater than or equal to beats/minute

Smoking Cessation and Alcohol Withdrawal
[] Smoking Cessation Pre Printed Order (PPO # 0247)
[] Acute Alcohol Withdrawal Management (Adult) (PPO #0268)
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[bookmark: _GoBack]SCOPE:



This policy applies to all Intensivists, Internal Medicine Department, and Registered Nurses (RN) who will be involved in the admission, discharge and triage of adult patients 18 years of age or older to the Intensive Care Unit (ICU) and to the Coronary Care Unit (CCU) at the Royal Victoria Regional Health Centre.



POLICY STATEMENT:



This Policy will describe the guidelines for physicians and nurses and the ICU/CCU manager regarding the criteria for admission, discharge and triage of patients that require ICU/CCU services.  The Critical Care beds serve the North Simcoe Muskoka LHIN which is divided into:

A:   Intensive Care Unit: Intensivist-Coordinated Care Model

B:  Coronary Care Unit: Internal Medicine-Coronary Care Unit Model

The multi-professional team will respect and recognize patient autonomy, including advanced directives, living wills or power of attorney designated as the substitute decision maker.



PURPOSE:  



The purpose of this policy is to provide guidance for the interprofessional team when making decisions regarding admission, discharge and triage of patients requiring Critical Care Services in the North Simcoe Muskoka LHIN.  The following policies and procedures will be reviewed on a regular basis and revised as needed.



DEFINITIONS:



INTENSIVE CARE UNIT: INTENSIVIST-COORDINATED INTENSIVE CARE UNIT

The efficient utilization of ICU beds and care of the critically ill patient within the LHIN who suffer reasonable prospect of reversible/salvageable disease/injury, that is best met by providing the appropriate equipment and interprofessional resources.  There may be times where irreversible states are not considered appropriate for the ICU admission and palliative model of care may be adapted and managed on an alternative unit more suitable for palliative care.  The ICU/CCU interprofessional team includes:  the ICU/CCU Director, ICU Unit Manager, Intensivists, Resource Nurse, ICU/CCU Registered Nursing Staff, Clinical Educator, Respiratory Care Practitioners, Pharmacy, Dietary, Physiotherapy, Occupational Therapists, Speech Language Pathologists and Social Work.  



CARDIAC CARE UNIT: CARDIOLOGIST-COORDINATED CARE UNIT	

The efficient utilization of CCU beds and care of the cardiology patient who suffer reasonable prospect of reversible/salvageable disease/injury that is best met by providing the appropriate equipment and interprofessional resources. There may be times where irreversible states are not considered appropriate for the CCU admission and the palliative model of care may be adapted and managed on an alternative unit more suitable for palliative care.



DEFINITION:



MINOR SURGE: An acute increase in demand for critical care services – up to 15% beyond the normal capacity, which is localized to an individual hospital. The minor surge overcapacity plan for RVH is to surge to PACU (Post Anesthesia Care Unit).



MODERATE SURGE: A larger increase in demand for critical services that impacts on a LHIN/ Region.



POLICY:

1.   Appropriate ICU admissions include, but are not limited to:

a. Patients admitted for airway support, or Invasive or Non-invasive ventilatory support.

b. Patients requiring support of two or more organ systems, even when this does not include the respiratory system. 

c. Patients admitted for invasive/intensive monitoring, in anticipation of possible aggressive interventions. 

d. Patients with an extended post-operative recovery, allowing abnormal perioperative physiology to reverse, with or without modulation of the normal stress response e.g. post-operative aortic aneurysm repair. 

e. Patients who do not necessarily require life sustaining treatments, but whose physiology is taken under control in order to prevent organ injury: e.g. post anaesthesia severe sleep apnea, spinal injury etc. 

f. Patients who have minimal physiological reserve, and who undergo acute potentially reversible injury, requiring support until the abnormalities have been reversed and reserve restored: e.g. COPD with pneumonia requiring ventilatory support. 

g. Patients who undergo a major disruption to their physiology, due to an overwhelming stress response to injury, or inadequate compensation to the response: e.g. major trauma or sepsis.

h. Patients receiving or who have received thrombolytic therapy for Stroke.

i. Paediatric patients that require ICU admission and an appropriate bed is unavailable, will be admitted for either continuous monitoring or cardiopulmonary support under the Paediatrician as the most responsible physician (MRP).  The Intensivist shall be available in a consultative and bed utilization role.



The Intensivist is the Most Responsible Physician (MRP) who manages the ICU patient on a 24 hour basis based on the clinical criteria and resources available (equipment, staff and skill) to safely do so.  Care will be coordinated with all other involved medical or surgical specialties.



2.  Appropriate CCU admissions include but are not limited to: 

      a.  Patients who are at high risk of ischemic and/or arrhythmic events secondary to:

i. acute coronary syndromes;

ii. cardiac arrest;

iii. life threatening cardiac dysrhythmias;

iv. hemodynamic instability;

v. cardioversion.

b. Unstable cardiac patients requiring any of the following:

i. invasive device support e.g.intrarterial hemodynamic monitoring, temporary transvenous or transcutaneous pacing.

ii. advanced pharmacological therapy e.g. intravenous inotropes, antiarrhythmics, antifibrinolytics.

c. Pericardial tamponade

d. Unstable congestive heart failure



The Internal Medicine physician is the Most Responsible Physician (MRP) who manages the CCU patient on a 24 hour basis.



PROCEDURE:



1.  ICU ADMISSION PROCESS: INTENSIVIST MODEL

a. The Intensivist admits to the ICU

b. The Intensivist will be the MRP and will collaborate with the interprofessional team to plan care of the patient during the ICU stay.

c. The Intensivist accepts the patient prior to transfer from the Emergency/inpatient unit/OR/PACU or LHIN through direct or phone contact with the referring physician and or Criticall. 

d. The Stroke Team will follow RVH acute stroke protocol for potential admission, for patients receiving thrombolytics

e. The Intensivist may consider assessing the patient and make suggestions for treatment in an attempt to stabilize the patient prior to accepting admission.

f. The intensivist will collaborate with the ICU resource nurse regarding all admissions prior to transfer/admission to the ICU.

g. The ICU team resource nurse will contact the appropriate department/LHIN caring for the patient/and promptly ascertain the current status and immediate care needs and arrange for transfer to the ICU.

h. The ICU team will make every attempt to accept patients in a safe, timely manner.

i. Elective Surgical Cases requiring Pre/Post ICU admission require reservations through OR bookings and communication must occur between the intensivist, surgeon and/or anesthetist and ICU resource nurse on bed and resource availability.  The Intensivist may require a pre-op consultation to assess mortality/morbidity outcomes of the planned OR procedure.

j. The Intensivist will be consulted for any potential unplanned post-operative admissions to the ICU by the physician.

k. Post operative non-ventilated patients will recover in the PACU.  If bed availability or ICU resources are compromised, the Ventilated patient may need to be recovered, or held in the PACU until safe patient transfer can be facilitated.  This will be communicated as soon as possible between the ICU, PACU, and OR resource/charge nurses and Registered Respiratory Therapist.

l. Patients who require ICU admission for Organ Donation under Trillium Gift of Life. (see Policy and Procedure)



2.  DISCHARGE PROCEDURE FROM ICU:  the status of patients admitted to ICU will be revised continuously to identify patients who may no longer require ICU resources.



a. Substantial resolution of the problems responsible for admission

b. Anticipation of prolonged medical stability.

c. Establishment of status (e.g. End Of Life Treatment or Palliation) such that intensive care supervision or intervention is no longer required even if the patient remains critically ill.

d. Elimination of need for mechanical ventilation/airway protection

e. Elimination of the need for invasive hemodynamic monitoring.

f. Discontinuation of medications/treatments requiring hemodynamic monitoring.

g. Discharges from the ICU to the inpatient unit will be followed by the Critical Care Outreach Team (CCOT) that has been implemented at RVH for a minimum of 48 hours.

h. The Intensivist transfers care to the assigned MRP who accepts care of the patient prior to transfer.  In the event the attending physician is unavailable, the Intensivist will notify the designated on-call physician as soon as possible.

i. Transfer orders will be written, and the patient will be treated as a transfer (ward patient). (See care of Transfer patient in ICU policy) in the event of ward bed delay.  These delays will be monitored and documented.

j. All unnecessary invasive lines will be removed prior to transfer.  Central venous access lines will be changed to peripheral access or a more appropriate choice of central line (ie: PICC line) when possible.

k. The intensivist will remain the MRP for those transferred patients affected by bed access delays.

l. Collaborative, thorough report will transpire between the ICU interprofessional team and the receiving unit using the SBARD form.  This report will occur prior to transfer of the patient from the unit to facilitate appropriate, safe nurse patient assignment on the ward.

m. The patient’s family and or Substitute Decision Maker (SDM) will be notified of the transfer. Support and health teaching will be done re: transition from ICU setting to ward setting.

n. If further ICU admission would be considered inappropriate this should be recorded in the patient's case notes. Such a decision should be discussed with the team taking over the patient's care.

o. Patients who are discharged in the evening or at night are more likely to have an adverse event. ‘After-hours' (1700 to 0700 hours). Nighttime discharges from ICU have been associated with increased mortality.  An unplanned after hours discharge is often rushed to accommodate an emergency ICU admission. Vital information may be missed and 

subsequently may prove detrimental to the patient's successful recovery. Thus transfers should be attempted during the day, ensuring that the right patient, the right reason for discharge and the right environment are available to facilitate the transition from ICU to the floor. Adequate staff and resources need to be available to the patient being transferred safely. The ICU team must endeavor to have transfers well planned and supported.



3.  The admission process for a cardiac patient to CCU includes: 

a. The Internist (Internal Medicine physician) will be the MRP and will collaborate with the interprofessional team to plan the care of the patient during their CCU stay.

b. The Internist admits to CCU.

c. The Internist accepts the patient prior to transfer to CCU from Emergency/inpatient unit/OR/PACU.

d. The Internist will collaborate with the ICU Resource Nurse regarding all admissions prior to transfer/admission to CCU.

e. The ICU team Resource Nurse will contact the appropriate department caring for the patient and promptly ascertain the current status and immediate care needs and arrange the transfer to CCU.



4.  The transfer process for a cardiac patient from CCU includes:

a. A daily assessment by the Internist for the ongoing need for CCU care.

b. The Internist may transfer care to the assigned Hospitalist or Family Physician when indicated, who will accept care of the patient prior to transfer from CCU.

c. A transfer order will be written by the Internist. 

d. The Internist will remain the MRP for those transferred patients affected by bed access delays.

e. Collaborative, thorough report will transpire between the CCU interprofessional team and the receiving unit using the SBARD form.  This report will occur prior to transfer of the patient from the unit to facilitate appropriate, safe nurse patient assignment on the ward.



5. TRIAGE OF ICU/CCU RESOURCES: 

1. Daily bed resource review will occur.  This will identify patients designated for transfer or potential transfer from the ICU.  This is especially important when potential ICU patients exceed the available number of beds.  Review is done at the beginning of shift and frequently throughout the shift with the Resource nurse, manager and intensivist.

2. The Intensivist will triage daily and has the responsibility and authority to admit/discharge patients.



6. WHEN URGENT ADMISSIONS TO ICU FILL THE FINAL AVAILABLE BED SPACE IN THE ICU:  the following actions will occur in order:

1. The transfer of any patient immediately to any available bed space in the hospital.

2. If no patient has been already deemed “transferred” then the interprofessional team will decide upon the most appropriate course of action, and triage the most stable patient to the appropriate unit.

3. If there is not an ICU patient stable enough for transfer and there is a more stable CCU patient then that patient will be transferred and on call Internal Medicine will be consulted and informed.

4. If an elective surgical post-op reservation is booked and the above triage procedure has taken place, the ICU Resource nurse will notify the OR Resource Nurse and QUMP that no ICU bed is available for the elective OR.

5. When ICU must admit emergently to a reserved post op bed, the triage process must take place immediately to free up another bed for the post-op reservation.

6. Surgeons with planned ICU admissions should check with ICU prior to first case of the day.

7. If there is no ICU resource available, then the patient must be attempted to be transferred to an appropriate facility with appropriate resources via Criticall.

8. If all above options are not feasible the ICU will default to their minor surge guidelines and begin the surge process to PACU.





CROSS REFERENCES:



Royal Victoria Hospital (n.d.) Departmental policy and procedure:  Trillium Gift of Life.

Royal Victoria Hospital (n.d.) Departmental policy and procedure:  Acute thrombotic 

      stroke requiring thrombolytic therapy.



Royal Victoria Hospital. (n.d.). Departmental policy and procedure: Transferred patient in the 

     ICU. 
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SCOPE:

This policy applies to all Registered Nurses (RN) who provide direct patient care in the ICU and CCU at the Royal Victoria Regional Health Centre (RVH). 

POLICY STATEMENT:

The critical care standards of care are achievable expectations regarding critical care nursing practice (CACCN, 2009). The critical care nurse works in collaboration with the interprofessional team and is responsible for coordinating patient care using their expertise and scope of practice to meet the patient and family needs.  


PURPOSE:


The purpose of this policy is to outline the routine patient care practices in the ICU and CCU.  These standards will depict the level of care expected of the RN to maintain patient safety and positive patient outcomes.  It is expected that all staff will adhere to the principles outlined in this policy.

POLICY:

1. The admission assessment will be completed within the first 24 hours of admission utilizing the Electronic Medical Record (EMR).

2. Complete assessments (initial and subsequent assessments) will be documented utilizing the Critical Care Flow Record (RVH # 0600) and Interdisciplinary Progress Notes (# 0818) forms.

3. Adjunct forms that support the on-going assessment, but not limited to are: 


a. Medication Administration Record (RVH# 0039 )


b. Pressure Ulcer Risk Assessment Scale ( RVH # 0339) 


c. Ventilation Record (RVH #0151)


d. Glasgow Coma Scale (RVH # 0329)


e. Canadian Neurological Scale (RVH #1002)


PROCEDURE:


1. Admission Assessment:

a. All admission assessments will be documented using the EMR and will be completed within the first 24 hours.

2. Discharge Assessment:

a. A discharge assessment will be completed for all patients discharged home or to another facility.  The discharge assessment will be documented using the EMR. This will be completed the day of discharge.  A copy will be given to patient prior to discharge. 

3. System Assessment:

a. The nurse will complete an initial system assessment within 30 minutes of admission to the ICU or CCU. 

b. A complete system assessment will be performed and documented at the beginning of each shift, and every 4 hours or more frequently as needed unless otherwise ordered.  


4. Daily Interprofessional Rounds:

a. The RN will present the patients history, significant events/findings and current patient status to the interprofessional team. 

b. Patient’s plan of care will be discussed daily and in collaboration with the interprofessional team.

c. The RN will utilize the safety checklist during bedside shift report and during interprofessional rounds. 

d. The following evidence based practices will be discussed on a daily basis during interprofessional rounds:


i. Sedation


ii. Pain/MAAS/Delirium Scores 


iii. Physical Restraints required


iv. Central line present


v. Intubation/Ventilation


vi. Pressure Risk Assessment Score


vii. VTE prophylaxis


viii. Enteral/PO nutrition


ix. Peptic ulcer disease prophylaxis


x. Mobilization


e. A brief narrative note will be written, incorporating the assessment findings and further data collection. 

f. The RN will consult interprofessional team as required. 

5. Patient/Family Communication:

a. Any communication with patient/family will be documented in the interdisciplinary notes.  


b. Information may include, but is not limited to: admission orientation, print materials given, family team meetings, any health teaching or information exchanged. 

6. Patient Monitoring:

a. All patients will have continuous cardiac monitoring and pulse oximetry unless otherwise ordered by the Intensivist. 

b. Increase monitoring as patient condition warrants (i.e hemodynamic instability and/or titration of vasoactive medication infusions).

c. Vital signs (including blood pressure, heart rate, respiratory rate and pulse oximetry) will be assessed and documented every hour and as needed, unless otherwise ordered.  

d. Assessment and monitoring of arterial line as per clinical policy and procedure, if applicable.

e. Assessment and monitoring of Central Venous Access Device (CVAD) as per clinical policy and procedure, if applicable.

7. Rhythm interpretation:

a. On admission and at the beginning of each shift the nurse will print and interpret the rhythm.  Documentation on the rhythm strip will include: Rhythm interpretation, PR interval (msec), QRS duration (msec), QT interval (msec) and any abnormal ST or T wave information.  


b. Rhythm analysis will be done every 2 hours thereafter and documented on the Critical Care Flow Record (RVH # 0600 ).

c. If there is any significant changes in patient rhythm during the shift another strip will be printed and interpreted.

8. Monitor Alarms:

a. A safety check of monitor parameters will be completed at the beginning of each shift and whenever the patient returns from transport or with any change in patient condition. 

b. All alarms must be set, turned on and audible at all times.  

c. Alarms may be disabled during the withdrawal of life support


9. Neurological Observation:

a. Baseline neurological observation will be completed on admission and as needed and/or as ordered.

b. Neurological observation includes: 


i. Glasgow Coma Scale (GCS)

ii. Pupil assessment

iii. Limb strength/movement


10. The Sedation/Analgesia/Delirium and Pain assessment (s) will be completed and documented on admission, at the beginning of each shift and every four hours or more frequently as required.  

11. Temperature will be monitored every four hours or more frequently as required (i.e monitor temp every hour if warming or cooling patient). 

12. For patients receiving a Neuromuscular Blocking Agent (NMBA), Train of Four (TOF) will be completed as per order by the Intensivist (Policy & Procedure: Neuromuscular Blocking Agents in the ICU, 2013).  


13. The nurse will obtain the weight of the patient on admission and daily as indicated.  (Zero the bed prior to placing the patient on the bed to get an accurate documented weight).


14. Intravenous Access:

a. All patients admitted to the ICU or CCU will have intravenous access.  An intensivist’s order will be written for IV fluid or if there is a specific reason for not inserting an IV. 

b. If the patient requires a vasoactive medication (s) or is receiving a continuous infusion; it is preferred that the patient have a secondary access line.


14. Nutrition/Fluids:

a. Assess patient’s nutritional needs within the first 24 hours of admission.


b. Assess and monitor fluid balance hourly and as needed or as ordered.  

c. Calculate and document 12 hour and 24 hour fluid balance at the end of each shift or every hour as warranted by the patient’s condition.

15. Hygiene/mouth Care:

a. Mouth care will be done every 4 hours and as needed


b. Brush teeth and gums BID unless contraindicated (i.e bleeding) 


c. If patient is intubated and mechanically ventilated refer to Policy and Procedure: Ventilator associated pneumonia prevention bundle.

d. Personal hygiene (bed bath/pericare) will be completed daily and as needed. 


16. Activity:

a. Patient is on bed rest unless otherwise ordered.


b. Patient’s head of bed is elevated at a 30-45 degree angle unless contraindicated.

c. Reposition the patient every 2 hours unless contraindicated or if patient is able to independently reposition self. 

d. Ensure assessment of the need for thromboprophylaxis for venous thromboembolism (VTE) within the first 12 hours of admission.

17. Skin Assessment:

a. Complete the Pressure Risk Assessment and Prevention Score within the first 12 hours of admission and re-evaluate and implement according to risk score.


b. Conduct a thorough skin assessment at the beginning of each shift.

CROSS REFERENCES:


Royal Victoria Regional Health Centre (2013). Departmental Policy & Procedure:  Documentation: Critical care flow record.

Royal Victoria Regional Health Centre (2013). Departmental Policy and Procedure: Neuromuscular blocking agents in the intensive care unit. 


Royal Victoria Hospital (2010). Departmental Policy and Procedure: Oral care 

Royal Victoria Hospital (2012). Departmental Policy and Procedure: Peripheral arterial line (adult): Care, tubing, changes, blood sampling.

Royal Victoria Hospital (2012). Departmental Policy and Procedure: Peripheral arterial line (adult): Insertion and removal. 


Royal Victoria Hospital (2012). Departmental Policy and Procedure: Peripheral Intravenous (IV) initiation.

Royal Victoria Hospital (2010). Departmental Policy and Procedure: Thromboprophylaxsis for venous thromboembolism (VTE).

Royal Victoria Regional Health Centre (2013).  Departmental Policy and Procedure: Ventilator associated pneumonia (VAP) prevention bundle.

Royal Victoria Hospital (2011). Departmental Policy and Procedure: Wound care: Pressure ulcer risk assessment and prevention


Royal Victoria Regional Health Centre (2010). Policy and Procedure: Central Vascular Access Devices.


REFERENCES:


Canadian Association of Critical Care Nurses. (2009). Standards for critical care nursing practice.


Canadian Nurses Association of Ontario (2009) Compendium of Standards 3rd ed.


Critical Care Secretariat (2012). Standards for critical care nursing in Ontario.

Excellent Care for All Act (ECFAA). 


Institute for Safe Medication Practices (2013). Medication Safety Alert. Drawn Curtains, muted alarms and, diverted attention lead to tragedy in the post anesthesia care unit. 
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Chest Physio - Ventilated pts.pdf
ST. MARY'S GENERAL HOSPITAL
KITCHENER, ONTARIO

Subject: Chest Physiotherapy for Mechanically Ventilated Patient

Refer to the following procedure in "Clinical Nursing Skills & Techniques"
"Performing Chest Physiotherapy"

"Performing Postural Drainage"

"Performing Percussion and Vibration and Shaking"

Scope:

A Registered Nurse or Physiotherapist trained with the knowledge, skills and
judgement required in the management of patients with endotracheal tubes and
mechanical ventilation.

Background:
1. Mobilizing patients is the most important therapy.

2. With aspiration and mucus plug, be specific to site, with frequent
aggressive treatment.

3. For all post-op patients, ventilated patients, and trauma patients,
Physiotherapist will be consulted.

4. Aggressive hourly chest physio is appropriate if tolerated for one 24 hour
period, but afterwards reduce to g3-4 hours during the night and g2-3
hours during the day as tolerated.

Policy Statement:

It is the policy of the hospital that the Registered Nurse will assess for
signs and symptoms that indicate the need for chest physiotherapy maneuvers on
all intubated and ventilated patients. Signs and symptoms include x-ray film
changes consistent with atelectasis, pneumonia, or bronchiectasis; ineffective
coughing; thick, sticky, tenacious, and discoloured secretions that are
difficult to cough up; abnormal breath sounds such as wheezing and crackling;
palpable crepitus; increased vocal fremitus; complete loss or decrease in
fremitus and breath sounds. If assessment findings indicate the patient will
benefit from chest physiotherapy the physician will be consulted.
Physiotherapy will be consulted as soon as possible.

Procedure:

Refer to Clinical Nursing Skills & Techniques with the exceptions detailed
below:

"Performing Postural Drainage"

Head down/tipped position contraindicated for cardiac surgery patients.

"Performing Percussion and Vibration and Shaking”
Pain issues need to be considered with percussions and manual vibrations with
surgical patients.

Documentation:

Meditech interventions for example:
Percussions, manual

Vibrations, mechanical





Educational Requirements & Maintenance of Competency:
A Registered Nurse who obtains and maintains the required knowledge, skills
and judgement may perform this skill.

See Also:

Endotracheal Tube Care
Suctioning the Intubated Patient
Ventilator - Nursing Management

Origin: Nursing
Date Approved: 01/93
Revision Number: 1

Date Revised: 09/98; 19/11/05
Date Computerized: 06/98
Date Reviewed: 07/98; 06/05
Effective Date: 01/04/06
Superseded Date:

Responsibility: Interdisciplinary Critical Care Practice Committee;
NURSING PRACTIC COUNCIL
References: Perry, A. and Potter, P. Clinical Nursing Skills &

Techniques. St. Louis: Mosby.
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VENTILATOR-NURSING MANAGEMENT.pdf
St. Mary’s General Hospital
Kitchener, Ontario

Subject: Ventilator Protocol - Nursing

THE REGISTERED RESPIRATORY THERAPIST SHOULD BE CONSULTED
WHEN ANY DIFFICULTY OR CONCERN ARISES IN REGARDS TO A
VENTILATED PATIENT.

Nursing Assessment:

For patients acutely ventilated via an artificial airway (e.g. critical care areas):

1.

5.

A respiratory assessment is performed a minimum of every 4 hours with the
routine systems assessment and prn with changes in patient status.

Continuous SpO2 monitoring unless the clinical condition does not require it or
allow it. This decision will be made in consultation with the health care team and

documented in the patient record.

Monitor blood pressure and pulse every hour and temperature every 4 hours and
prn with change in patient status.

Monitor respiratory rate every hour for the first 4 hours and then every 2 hours
thereafter and prn with change in patient status.

Assess position of endotracheal tube at the nares or lips qShift and prn.

For chronically ventilated patients (chronic will be determined in consultation with the
physician and the health care team):

1.

The respiratory assessment and oxygen saturation monitoring is performed
according to the Respiratory Protocol.

Vital signs (temperature, pulse, blood pressure, respiratory rate and oxygen
saturation monitoring) to be done q4h in intermediate-care areas. Otherwise, vital
signs are to be done qShift and prn with change in patient status (unless indicated
otherwise by the critical path/care plan).

Note ventilator settings with each respiratory assessment and prn with change in
patient status or treatment.





For all mechanically ventilated patients:

* Monitor arterial blood gas results, using clinical judgment and critical thinking to
report significant changes to the physician

* Coordinate with the Registered Respiratory Therapist to secure and reposition the
tube to prevent pressure areas from developing

* Deep tracheal suctioning will be carried out at the discretion of the RN according
to the procedure outlined in Mosby’s Nursing Skills.

e Perform mouth care according to the Oral Care Policy.

* Encourage and optimize mobilization, assessing and documenting activity
tolerance. Passive range of motion exercises will be done and the position of the
patient will be changed every 2 — 4 hours according to the patient assessment. As
soon as the patient’s clinical status permits, patients will be mobilized to the
seated position at least once daily with gradual progression to increased levels of
activity with the goal of return to baseline.

* Equipment maintained at the bedside will include: Functional continuous wall
suction, suctioning catheters, resuscitation bag/tubing/mask with functional
oxygen source.

See also: Respiratory Protocol
Oral Care Policy
Tracheostomy Tube Care — refer to Mosby’s Nursing Skills
Suctioning of the Intubated Patient — refer to Mosby’s Nursing Skills
Mechanical ventilation protocol for adult patients in ICU/CCU
Ventilator Acquired Pneumonia Protocol

Reviewed: 03-95
Revised: October/08, May/13, Documentation Subcommittee
Responsibility: Nursing Advisory Council
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Ventilator Protocol.pdf
ST. MARY'S GENERAL HOSPITAL
KITCHENER, ONTARIO

PURPOSE :

To allow the Registered Respiratory Therapists to manage the mechanical
ventilation of an adult patient in ICU/CCU within set parameters.

To ensure optimum ventilation and monitoring of adult patients who
require mechanical ventilation.

POLICY STATEMENT:

All adult patients that are intubated and require mechanical ventilation
in the ICU/CCU will be started on the protocol.

The MRP (most responsible physician) will write an order for arterial
blood gas (ABG) parameters.

Physician orders will include a range for pH and Pa0O2 and may include a
range for PaCO2 and SaO2.

PROCEDURE:

a)
b)

The mode of ventilation will be determined by the needs of the patient in
order to minimize work of breathing and provide optimal
patient/ventilator synchrony.

Tidal volume to be achieved will be based on 5 to 10cc/kg
Fi02 and PEEP will be adjusted to maintain Sp02>=92%, or as per
physician order.

The ventilator settings will be adjusted to achieve results within these
parameters and all alarms will be adjusted accordingly.

The initial ventilator settings will be communicated to the MRP by the
Registered Respiratory Therapist (RRT).

The patient will be monitored g2H with documentation in the Meditech
system and any changes to ventilator parameters will be documented.

The patient's Registered Nurse (RN) will be verbally informed of all
ventilatory parameter changes made by the Registered Respiratory
Therapist (RRT) .

Arterial blood gas samples (ABGs) will be drawn and analyzed on a prn
basis, as specified by physician orders, or according to the following
guidelines:

Within 30 minutes of initiation of mechanical ventilation
With any significant change in the overall status of the patient





c) A minimum of once daily for patient's that have indwelling
arterial catheters.

7. If the Registered Respiratory Therapist is unable to achieve ABG's with
the ordered parameters, the MRP must be notified.

8. The MRP must be notified for the following conditions:
a) Increases in PEEP above 10cm H20
b) Increases in Fi02>.60

c) Changes in the patient's airway pressures or tidal volumes that
will result in significant changes in the patient's overall clinical
status.

See Also: Weaning from Mechanical Ventilation

ORIGIN: MSICU Quality, Utilization, Risk Committee
DATE APPROVED: April 12, 2005
DATE REVISED: 18/04/06
DATE COMPUTERIZED:
DATE REVIEWED:
RESPONSIBILITY: MSICU QURC
REFERENCES: Initiation of Mechanical Ventilation, Policy and

Procedure, Credit Valley Hospital. Ventilation with lower
volumes as compared with traditional tidal volumes
for acute lung injury and the acute respiratory distress
syndrome. the Acute Respiratory Distress Syndrome Network.
N Engl J Med 2000; 342:1301
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Hypothermia Policy.pdf
ST. MARY'S GENERAL HOSPITAL
KITCHENER, ONTARIO

Purpose:

To actively and safely cool the patient for 24 hours to the prescribed temperature target
and then to prevent hyperthermia through the active rewarming period. This may
produce more favorable neurological outcomes in post cardiac arrest patients.

Policy:

It is the policy of St. Mary's that Therapeutic Hypothermia will only be performed by
trained RNs in the setting of ICU/CCU under the direct supervision of the Intensivist
and/or attending Cardiologist.

Background

With temperatures less than 36 degrees the sympathetic nervous system is
stimulated resulting in shivering, cool skin, increased pallor, increased BP,
increased HR, release of glucose stores, increased Cardiac Output, decreased
serum potassium levels and peripheral vasoconstriction. Shivering increases 02
requirements and slows the cooling process which is counter-productive to the
cooling process. NMBA’'s may be necessary to stop the shivering process.

With temperatures less than 33° C, the heart is irritable and dysrhythmias may be
evident (i.e. bradycardia, atrial fibrillation, ventricular fibrillation, & asystole).
Other signs and symptoms include: decreased Cardiac Output, blood pressure
may be higher or lower, vasoconstriction, and cyanosis.

Bradycardia is the most common rhythm response to hypothermia and is not
usually refractory to IV Atropine. Monitor these patients closely. As the
temperature increases the bradycardiac response should improve. If patient is
symptomatic, temporary pacing measures or other drug therapies may be
initiated as per the Medical Directive: Application of Energy in Emergency
Situation: Defibrillation and External Temporary Transcutaneous Cardiac
Pacemaker and the Medical directive: Emergency Medications.

Equipment:

1.

ONOOORWN

Cooled normal saline

Ice Packs

Towels

Core temperature monitoring device

Pacer/defibrillation pads

Cooling machine (see appendix A for instructions for use)
Cooling blankets

Peripheral nerve stimulator

Procedure:





Pre-cooling

1)
2)
3)

4)
5)

Eligibility confirmed by physician as per preprinted order for use of Therapeutic
Hypothermia.
Perform invasive procedures prior to the initiation of Hypothermic procedure.
Apply pacer/defib pads using anterior - posterior position prior to initiation of
cooling.
Thorough skin assessment before applying cooling system wraps.
Assess patient as per assessment standards for pain, agitation and delirium
during all phases of therapeutic hypothermia.
a. Perform Richmond Agitation and Sedation Scale (RASS) every 4 hours
and as needed
b. Perform Critical Care Pain Observation Tool (CPOT) every 4 hours and as
needed.
c. Perform the Confusion Assessment Method for ICU (CAM-ICU) every 12
hours to monitor for delirium
Establish at least two methods of temperature monitoring ensuring that one is
core (PA catheter, bladder temperature probe, distal esophageal probe. Rectal
probe
Wrap patient's hands and feet in dry room temperature towels to prevent
frostbite.

Initiation of Cooling

Provide Patient and Family Education Support.

1)
2)

3)

4)

a. Explain the purpose of therapeutic hypothermia and the need for
pharmacologic paralysis.

b. Encourage the family to continue to talk to the patient.

c. Provide emotional support and answer any questions.

d. Offer pastoral care support to the family. Facilitate communication
between the family and the care team,

e. Neuro-prognostication should not occur until 72 hours after rewarming.

Ensure patient receives analgesic and that CPOT is 2 or less

Ensure patient receives sedation and that RASS score is -5 before initiating
neuromuscular blocking agents (NMBA’s)

Perform baseline train of four assessment using the peripheral nerve stimulator
and note the baseline Train of Four (TOF) needed to initiate 4/4 twitches.

If needed, administer neuromuscular blocking agent (NMBA) as per Pre-printed
order sheet prior to cooling. TOF should be checked every 15-30 minutes until a
steady state is achieved. Then, TOF monitoring every 2 hours and as needed to
maintain TOF 2:4.





5) Apply ice packs to patient's groins, axilla, around the head and to the side of the
neck. In all situations, check skin under ice packs q 20 minutes. *Do not apply ice
directly to skin*

6) Initiate cooling via the cooling unit and blankets (See appendix A for operating
instructions). Apply blankets in a burrito fashion, wrapping the torso with one
blanket and the legs with a second blanket.

7) Monitor vital signs; paying particular attention to arrhythmia detection.

8) Once goal temperature is reached, ice packs may be removed.

Maintenance of Cooling

e Continue to use cooling unit to accomplish prescribed temperature goal for 24
hours.

e Continue to assess TOF as per preprinted order set
e Continue to monitor laboratory values as per the preprinted order set.
e Urine output every 2 hours and more frequently if needed.

a. Hypothermia-induced diuresis is common.
b. Aggressive |V fluid repletion may be required.
C. Confirm decreased urine output with bladder scanner if acute

decrease in urine output noted.
e Continue to monitor skin condition every two hours.
e |If at any point during the cooling process the patient’s temperature drops below
32 degrees Celsius (C), stop the cooling and actively rewarm using the
bairhugger.

Controlled Rewarming:
e Re-warming is initiated 24 hours from the time target temperature is reached.

e The rewarming Phase is critical, as peripheral vascular beds, which were once
constricted, begin to dilate. This shift sometimes causes hypotension.

e The literature recommends that the body be re-warmed at a temperature of 0.25-
0.5 degrees C every hour.

Rewarm as per protocol outlined on preprinted order set using instructions for cooling
unit (appendix A):

1) Continue analgesic, sedative and NMBA through cooling, maintenance and re-
warming phase. Re-evaluate NMBA when core temperature reaches 36 degrees
C during the re-warming phase.

2) After turning off the NMBA, continue to monitor TOF. When TOF is 4 out of 4
contact the MRP to receive orders to adjust analgesia and sedation.

3) Notify MD if patient temperature is above 37.5 degrees C in the 48 hour period after
initiation of controlled rewarming.

4) Monitor patient of hypotension related to re-warming, secondary to vasodilation.





5) Monitor patient for Hyperkalemia and hypoglycemia during re-warming.

6) Adjust ventilator settings accordingly with Respiratory Therapy and physician
collaboration

7) Anticipate reduction in venous return (cardiac output) and BP (with [CVP) as
cooler blood shifts from core to extremities.

8) The goal is normothermia (Avoid Hyperthermia)

Educational Requirements & Maintenance of Competency
1) Orientation session with Clinical Educator regarding therapeutic hypothermia and
use of the patient cooling unit.
2) MSICU/CCU unit orientation
3) Ongoing training will be at the discretion of the clinical nurse educator

Origin: MSICU QURC
Date Approved: MSICU QURC April, 25, 2007; Nursing Practice Council May
28, 2007
Revision Number: 1
Date Revised: August 2105
Date Computerized: May 28, 2007
Date Reviewed:
Responsibility: MSICU QURC April 25, 2007
Refer to:
e Therapeutic Hypothermia Preprinted order
e Peripheral Nerve Stimulator Policy
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Appendix A- Cooling Unit Instructions for Use (Blanketrol Ill)
Initial Setup

1) Ensure that there is DISTILLED water in the reservoir at the back of the
machine.

2) Plug in machine.

3) Turn machine on (rocker switch in the front of the machine). The machine will
briefly perform a series of self-checks.

4) Attach temperature probe (esophageal, bladder, or rectal) via the black cable in
the right side of the machine.

5) Apply the disposable blankets. Either side of the blanket can go against the
patient. Generally two blankets are used. Wrap like a burrito. This is what the
machine is expecting. It will maximize the core surface area that is cooled. One
blanket wraps around the torso and the other wraps around the upper
thighs/legs. If your patient is very large or tall, you could use three blankets.

6) Attach the hoses. Black to black and white to white. Unclamp hoses.

Cooling Phase

P Y ..

WATER PATIENT

ur
g

1) To set the patient’s goal temperature press TEMP SET (middle panel).

2) Using the up and down arrows, set the goal temperature for 35 degrees C

3) Press the AUTO CONTROL button at the top. This will circulate the water around
the blankets at a maximum of 42 degrees C and a minimum of 4 degrees C.
Once you reach target temperature of 35, move to maintenance phase cooling.

Maintenance Phase

Once your patient is at target temperature, you will change machine settings. This will
decrease the variability in water temperature and be more comfortable for your patient.





| g S RS e

- unrn
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) Press TEMP SET.
2) Set the patient temperature using the up and down arrows. Set at 35 degrees

C.
3) Press the GRADIENT 10 C button. This will keep the water temperature within
10 degrees C of the patient's temperature. Do not push the auto control button

during this phase.
4) Press the SMART button. This is like a backup system that will cool the water a
further 5 degrees C every 30 minutes if the GRADIENT setting is not sufficient.

Rewarming

e Following the 24 hour hypothermia phase, leave the cooling blanket on and
remove any additional cooling measures. Use the GRADIENT 10 C plus SMART
and increase the set temperature by 0.3 degrees C every hour until the patient’s
temperature is 36 degrees C.

e Maintain temperature between 36 - 37.5 degrees C for 48 hours after initiation of
controlled rewarming.

e Once the patient is 36 degrees C, monitor patient closely for rebound
hyperthermia. At 36 degrees C, the cooling is stopped and the blanketrol is put
into monitor mode. The cooling blankets can be removed and set aside. If the
patient’s temperature goes above 37.5 degrees in the 48 hours after rewarming is
initiated, notify the physician and reapply the cooling to keep temperature
between 36-37.5 degrees C (use setting GRADIENT 10 C plus SMART).

e Maintain core continuous temperature monitoring for next 48 hours.

¢ Do not actively rewarm patient with cooling blanket or Bair Hugger unless core
temperature is less than 32 degrees C

After Rewarming Period is Complete

1) Turn off machine, and allow water to flow back into machine by gravity.
2) Remove blankets, dispose blankets, and allow passive rewarming.
3) Wipe down the unit and cables and return to storage area.
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Delirium policy (1).pdf
Policy & Procedure — St. Mary’s General Hospital

ST. MARY'S GENERAL HOSPITAL
KITCHENER, ONTARIO

Subject/Title: Assessment of Pain, Agitation and Delirium in the Critical Care Patient

Policy Statement:
St. Mary’s General Hospital (SMGH) is committed to providing a safe care and a positive
experience to patients, staff, volunteers and visitors.

Delirium is often misdiagnosed or undetected leading to consequences. Delirium in the critical
care patient is a predictor of complications including, but not limited to, increased length of stay,
increased time on a ventilator, increased costs, long term cognitive impairment and increased
mortality rate both while in the hospital and six (6) months after discharge. Delirium is often
reversible and may be caused by a number of physiological and/or psychological factors.
Delirium is a medical emergency that must be dealt with in a timely manner. It is important to
identify and treat the underlying cause of delirium.

Purpose:
To outline steps that the staff and physicians can take in regards to identifying, preventing and
managing delirium in patients in critical care units.

Scope:

This policy is intended primarily for Registered Nurse working in critical care units. This policy
can also be extended to include the clinical aids, Registered Respiratory Therapists,
Physiotherapists, Occupational Therapists and the Hospital Elder Life Program (HELP), within
their respective scopes of practice.

Definitions:
Delirium: develops over a short period of time (hours to days) and consists of a fluctuation of
inattention, disorientation, altered level of consciousness or perceptual disturbance.

Hypoactive delirium: characterized by withdrawal, flat affect, lethargy and decreased
responsiveness; most common type in the critical care patient

Hyperactive delirium: characterized by agitation, restlessness, and attempts at removing lines
and tubes

Mixed delirium: when a patient alternates between hypoactive and hyperactive delirium
Richmond Agitation-Sedation Scale (RASS): validated tool to help measure level of

consciousness. In the critical care setting, this is done first to determine whether the CAM-ICU
needs to be completed. (Appendix A)





Confusion Assessment Method —Intensive Care Unit (CAM-ICU): validated tool to help monitor
the development and progress of delirium specifically in intensive care patients who are unable
to communicate verbally (Appendix B)

Procedure/Process:

The nurse will assess and monitor a patient’s risk factors for developing delirium every shift, and
as needed. The nurse will also help prevent and manage delirium by decreasing risk factors and
taking steps to help stop the onset of delirium.

Assessment Standards:

RASS is to be completed Q4h and prn with each sedative dose or infusion change. The target
score is -1 to +1. If the RASS score is greater than or equal to -3 (-3, -2, -1, 0, +1, +2, +3, +4),
the nurse will complete a CAM-ICU assessment. The CAM-ICU will help guide the nurse in
identifying delirium in the critical care patient. CAM-ICU is completed every shift and prn.

It is important to note that finding the cause is the most effective way of treating delirium. Once
the noxious insult is removed, the time to recovery will be shorter. Collaboration within the
health care team is encouraged to manage delirium in the critical care patient.

The nurse will notify the MRP the RASS and CAM-ICU scores during rounds and at the onset of
delirium detection. The nurse will also include this during the transfer of accountability (TOA) to
the oncoming staff.

PREVENTION AND MANAGEMENT of Delirium:
The team member is responsible for decreasing the risk factors for delirium. To help prevent and
manage delirium, the team member can do the following:

1) ORIENTATION:
a) Re-orientate the patient as needed
b) Post daily routines, if appropriate
¢) Have a wall clock and/or calendar visible to patient
d) Provide cognitively stimulating activities (e.g. crosswords, daily news), if
appropriate
e) Communicate face-to-face, use simple language and maintain good eye contact
f) Unless it causes agitation, continue to re-orientate the patient as needed

2) ENVIRONMENT

a) Maintain clean and clutter-free environment

b) Ensure patient uses glasses, hearing aids and other assistive devices

c) Have appropriate lighting for the time of day (lights on during the day, limiting
light exposure at night)

d) Minimize room changes

e) Create a consistent routine as much as possible (e.g. bathroom checks, bed time
routine)

3) MOBILITY





4)

5)

6)

b)
¢)
d)
e)

)
g
h)

Refer to Least Restraint Policy
Progress to ambulation as soon as tolerated and ambulate daily to TID
Activity based on RASS score (Appendix C)
Maintain safe environment for mobilizing patient
Assess for safety before and during ambulation; respond to patient and any
changing capacity to tolerate
I.  Watch for signs of fatigue, pain, diaphoresis and intolerance
II.  Encourage circulation exercises
III.  Monitor signs for orthostatic hypotension, go slow and ask patient
regarding any light headedness
Use proper body mechanics to maintain safety for the staff
Involve the patient in self-care activities as soon as patient is able to
Reposition Q2h unless contraindicated, with skin assessment recorded Q4h. If
repositioning is contraindicated, relieve pressure points Q2h

SLEEP HYGEINE

a)
b)

c)

d)

Establish day-night routine as soon as possible
Promote daytime wakefulness:
I.  Lights on and curtains open (as appropriate)
Promote nighttime sleep:
[.  Turning off and/or reducing lights, limiting noise, providing nighttime
routine, toileting routines
Allow patient to nap during the day as needed, but try to allow the nap to end at
1400 to keep sleep-wake cycle consistent
To help facilitate uninterrupted sleep, attempts will be made to minimize hands on
care from 2400 to 0400 if clinically able.

FAMILY

a)
b)

©)
d)

Involve family with care; ask about patient’s likes and dislikes

Encourage family to bring in photos and other personal items to familiarize
environment

Encourage family members to sit with patient to calm patient as needed;
alternative to restraints

Teach family to recognize abnormal behaviour and to report it to the nurse.
Family often knows the patient’s baseline and can spot changes sooner than the
nurse.

PAIN

Monitor for pain, follow scheduled and prn pain medication orders as appropriate
Use appropriate pain scales to monitor pain (Critical Care Pain Observation Tool
[CPOT], Numeric Rating Scale [NRS]).
Pain scale Q4h and every 20 minutes when titrating analgesia, unless otherwise
ordered

I.  Goal less than or equal to 3 if patient able to use NRS





7)

8)

9)

d)
e)

II.  Ifpatient unable to use NRS, CPOT goal is less than or equal to 2
Use the lowest dose possible to manage and monitor effectiveness
Consider using non-pharmacological methods to reduce and/or eliminate pain
(e.g. warm blanket, distraction)

SEDATION

Often used to treat anxiety and agitation and should be used on a as needed basis
Communicate in a way to reduce anxiety (e.g. give reassurance)

Treat the underlying cause for agitation (e.g. pain)

RASS Q4h and prn with each sedative dose or infusion change (target -1 to +1)
Use sedation as prescribed by physician

Supplementation to sedatives may help patient anxiety levels and include
reorientation, clean environments, adequate pain control etc.

PRIMARY NURSING CARE

a)

b)

d)
e)

g)
h)
)
j)

k)

Assess for delirium risk factors:

[.  Including but not limited to: medication review, environment, low oxygen
levels, infection, retention, seizures, malnutrition, dehydration, lack of
sleep, metabolic abnormalities (blood glucose, calcium, sodium etc.),
acidosis, system failure or other diseases (e.g. COPD, PE, stoke, stress,
CHF, MI), age, use of restraints

Consult with MRP to remove or substitute medications that may worsen delirium

I.  Benzodiazepines, anticholinergic, steroids, discontinuation of bedtime

sedation
Consider moving sedatives and analgesics to a prn basis rather than a continuous
infusion
Use narcotics as a first effort then move to sedatives as needed
Monitor bowel movements; have regular toileting routines
Ensure proper hydration and nutrition
Monitor mental status, changes in cognition; document any changes
Review need for lines, tubes, and treatments; consult with MRP
Identify and treat underlying cause of delirium; follow physician orders
Notify physician upon detection of delirium; also report RASS and CAM-ICU
scores to physician during rounds
Include RASS and CAM-ICU scores in the TOA to the oncoming shift
Refer to SMGH Medication Administration Policy, when administering any
medication around pain, agitation, or delirium

MEDICATIONS

a)
b)

Consider non-pharmacological methods first for preventing, treating and
managing delirtum whenever possible (see above)
Consider pharmacological methods for managing delirium when patient is:
I.  Atrisk for self-harm or harming others
II.  When severe agitation risks necessary therapies (e.g. ventilation)
III.  When experiencing distressing psychotic symptoms (e.g. hallucinations)





10) Ventilator Liberation
For intubated patients, the nurse will conduct a Sedation Awakening Trial Safety
Assessment each morning as per physician orders (see Appendix D).

Documentation/Record/Log:
e Document Medications as per Medication Administration Policy
e Document scores of RASS, CAM, CPOT on Frequent MAR
e Document Using DAR patient notes

Educational Requirements & Maintenance of Competency:

This will be included in unit orientation education. Further training at the discretion of the
clinical educator and unit manager.

See Also: Appendix A- C, Least Restraint Policy, Medication Administration Policy, Pain
Management Protocol, Skin Risk Assessment Protocol, Delirium Pamphlet (Patient Education
Resources)

Origin: MSICU Operations

Date Approved: October 2016

Dates Revised:

Date Reviewed: November 2016 NAC
Responsibility: MSICU Operations
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Appendix A

Richmond Agitation Sedation Scale (RASS)

RASS Score

Characteristics

Next Steps

+4

Combative; violent, danger to staff

Give analgesic if in pain

Give adequate sedative as
ordered for safety, then

+3 Very agitated; pulls to remove tubes/lines; o )
aggressive minimize. Use restralnts.prn
following Least Restraint
Policy
Complete CAM-ICU
+2 Agitated: frequent non-purposeful movement;
fights ventilator
+1 Restless; anxious but movement not aggressive
or vigorous
0 Alert and calm Complete CAM-ICU
-1 Drowsy; not fully alert, sustained wakening to assessment for delirium
voice >10 seconds
-2 Light sedation; briefly awakens with eye contact
to voice <10 seconds
-3 Moderate sedation; movement or eye opening to
voice, no eye contact
-4 Deep sedation; non response to voice; STOP, patient unconscious
movement or eye opening to physical
stimulation Recheck later
-5 Unarousable; no response to voice or physical Do not need to do CAM-ICU

stimulation

at this time

(Adapted from SMGH, 2014; Vanderbilt University, 2013)






Appendix B

CAM-ICU Worksheet

Check here
if Present

Feature 1: Acute Onset or Fluctuating Course

Is the patient different than hisfher baseline mental status? .
OR Either
Has the patient had any fluctuation in mental status in the past 24 hours as guestion Yes O
evidenced by fluctuation on a sedationflevel of consciousness scale (i.e., =
RASSISAS) GCS, or previous delirum assessment?
Feature 2: Inattention
Letters Attention Test (See training manual for alternate Pictures)
Directions: Say to the patient, 5 am going fo read you a seres of 10 lefters. Number of
Whenever you hear the letter ‘A, indicate by squeezing my hand.” Read E =7 3
letters from the following letter list in @ normal tone 3 seconds apart. rrors - O
SAVEAHAART orCASABLANCA or ABADBADAAY
Errors are counted when patient fails to squeeze on the letter “A" and
when the patient squeezes on any letter other than “A."
Feature 3: Altered Level of Consciousness
RASS
Present if the Actual RASS score iz anything other than alert and calm (zero) | anything other O
than zero =
Feature 4:Disorganized Thinking
Yes/Mo Questions (See fraining manual for altemate set of questions)
1. Will a stone float on water?
2. Are there fish in the sea?
3. Does one pound weigh more than two pounds?
4, Can you use a hammer to pound a nail?
. . Combined
Errors are counted when the patient incorrectly answers a question. number of O
Command erors =1-
Say to patient: “Hold up this many fingers” {Hold 2 fingers in front of patient)
“MNow do the same thing with the other hand” (Do not repeat number of
fingers) ™If the patient is unable to move both arms, for 2™ part of command ask
patient to “Add one more fimger™
An error is counted if patient is unable to complete the entire command.
- _ _ |
Criteria Met — O
CAM-ICU
Overall CAM-ICU Positive
{Delirium Present)
Feature 1 plus 2 and either 3 or 4 present = CAM-ICU positive | Criteria Mot Met = O
CAM-ICU
MNegative
(Mo Delirium}

Copynght € 2002, E. Wesley Ely. MD, MPH and Vanderbilt University, all nghts reserved





Appendix C

Mobility Based on RASS Score

This is to be used as a guideline only. Clinical judgement and other factors need to be considered
before starting activity. Factors include, but not limited to, myocardial stability, oxygenation
stability, neurological stability, vasopressor use etc. Patient safety should be considered at all
times.

How to Progress

Assess in 1*' 24 hours
LEVELII LEVEL III

RASS Score

° Qi + QzH
= Q2H + Same as Level I, plus: . « Q2H
+ Patient to assist as able + scooting/bridging S;:g?:;:;thdrawal ot + Self or assisted
* Supine € = sitting
L=l CTE © [T T +  Active-resistance + Active-resistance

+ Sitting position 20 min TID
+ Sitting position20 min TID  + Dangle at side of the bed
+ Dangle at side of the bed = Active transfer to chair = 20

+ Active transfer to chair
=20 min TID
+ Ambulation (marching in

+ HOB z 45* 30-60 min

Ambulation BID

+ Chair with celling lift min BID (May need celling lift o
SIChEIE) place, walking in halls)
Clinical stability and Increased strength and
ableto al Sitting upright and able to tands with minimal t Strength and distance to

move leg against gravity walk

against gravity

moderate assistance





Appendix D

SAT Safety Criteria (screen every day in the morning before rounds)
If the patient does not fulfill all of these criteria, it is not safe to perform the SAT. Discuss
reasons for SAT not being performed with the patient care team and MRP and reassess.
Patient must fulfill all of the following criteria:

o RASSof+1,0,-1,-2,-3, or -4

o Absence of myocardial ischemia in the past 24 hours

o The patient is not receiving a sedative infusion for active seizures

o The patient is not receiving a sedative infusion for alcohol withdrawal

o The patient is not receiving medications in an attempt to control intracranial pressure

o Absence of delirium

o Absence of neuromuscular blockade

o Fi02 of less than or equal to 0.50

o PEEP less than or equal to 10 cm H20

o Hemodynamically stable (one vasopressor not requiring increased dose over past 4 hours)

If the patient passes the SAT safety screen, alert the RRT, stop sedation and consider decreasing
narcotic infusion by 25-50%. Stop the narcotic completely if it is being used primarily for
sedative effect.

SAT Failure Criteria

Monitor patient for SAT failure criteria. If patient demonstrates any one of the following criteria,
the SAT will be aborted. Sedation will be restarted at 50% of the previous dose and titrated as
needed.

SAT Criteria for Failure (the SAT will be aborted if the patient demonstrates any one of these
criteria)
O Anxiety or agitation (RASS of +2, +3, or +4) for more than 5 minutes

0 Respiratory rate greater than 35 breaths per minute for 5 minutes or longer
o SpO2 less than 88% for 5 minutes or longer (consider with RRT increasing Fi02)

O 2 or more symptoms of respiratory distress: tachycardia, bradycardia, accessory muscle
use, abdominal paradoxical breathing, diaphoresis

o New acute cardiac arrhythmia or ischemia
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Admission Criteria to ICU policy.pdf
ST. MARY'S GENERAL HOSPITAL
KITCHENER, ONTARIO

PART A: ADMISSION TO THEINTENSIVE CARE UNIT
PART B: TRANSFER BY THE INTENSIVIST (DELEGATE)
PART C: RESPONSIBILITIES OF THE INTENSIVIST

Policy

The Intensive Care Unit (ICU) is for the care of patients who are
physiologically unstable and who have the potential to benefit from the
intensive diagnostic and therapeutic technologies, including physician
and nursing care, which are unique to this setting.

PART A: ADMISSION TO THE INTENSIVE CARE UNIT

Criteria for Admission:

1. The requirement for endotracheal intubation and / or positive pressure
ventilation.
2. Patients with respiratory failure who have a high likelihood of requiring

intubation and positive pressure ventilation within the next 12-24 hours.

3. Hemodynamically unstable patients who require a right heart catheter
(Swan Ganz Catheter) to monitor their cardiovascular status or who
require intravenously administered vasoactive agents (inotropes) as
therapy.

4. Patients who develop myocardial ischemia or dysrhythmias intraoperatively
or who experience perioperative myocardial infarction.

5. Patients who do not meet the above criteria may be admitted to the ICU if
their medical condition is such that it requires intensive monitoring and
treatment that can only be supplied in the ICU.

Standard Procedure for Admission to the Unit:

1. A request for the admission of a patient to the Unit can be made by any
member of the medical staff. The latter should speak directly to the
intensivist (or delegate) about the patient in question. The intensivist
(or delegate) will assume the MRP while the patient is in MSICU.

2. Request for admission is considered to be a formal consultation and is to
be directed to the Intensivist (or delegate). Requests for elective
surgery should be made before 1700 hours on the day prior to scheduled
surgery.

3. In a life-threatening situation, the Intensivist (or delegate) may accept
an inpatient to the Unit and initiate necessary medical care without
prior communication with the patient's attending physician. In this
situation, the attending physician will be contacted as soon as possible.

4. All medication and intravenous orders must be reviewed on admission and
discharge.





5. Ideally, one bed with appropriate staffing, should be reserved at all
times for an in-house emergency.

Guidelines for Admission to the ICU in the Situation of Bed or Nursing
Shortages:

1. The number of patients that can safely be cared for in the Unit is
defined both by the number of beds available and by the number of nursing
personnel available.

2. If every bed in the Unit is occupied, emergency patients who need ICU
care who are in the Operating Room are to be cared to in the
Post-Operative Care Unit (PACU) by the anaesthesia and surgical services
until an ICU bed comes available. The Intensivist (or delegate) may be
consulted at this time.

3. Patients requiring ICU admission from the Emergency Department or from
another bed in the hospital will be admitted to the ICU and the most
stable ICU patient will be discharged to an appropriate unit. The
patient discharged from the ICU will continue to be cared for by the
Intensivist (or delegate) until an appropriate MRP takes over the care.

Procedure for Elective Surgery Requiring Admission to the ICU Unit:

1. A request for admission to the Unit following elective surgery is to be
made by 1700 hours on the day prior to surgery.

2. Elective surgery requiring post-operative care in the Unit will not be
started until it has been determined that there is a bed available for
the patient.

3. If there are insufficient beds to accommodate all elective surgery cases
booked, the Medical Director of Surgery or alternate will have the final
authority in deciding which cases are done and which ones are cancelled.

PART B: TRANSFER BY THE INTENSIVIST (OR DELEGATE)

1. All patients will be assessed daily during rounds regarding
potential for discharge from the Unit the following morning.

2. The Bed Allocator will be notified of patients whose discharge is
anticipated.
3. Patients will be reassessed the following morning by the Intensivist

and discharge notes and orders will be written after rounds.

4. The patient will be transferred to the appropriate area. The MRP will be
identified and will be informed of the transfer.

PART C: RESPONSIBILITIES OF THE INTENSIVIST
1. Follow-up after discharge to the floor will not be provided unless
specifically requested by the attending physician on discharge from the

Intensive Care Unit.

2. Lead morning rounds, on a daily basis with the interdisciplinary team
(this includes nursing staff, respiratory therapists, dietitians,





pharmacists,

social workers, and physiotherapists) involved in the care

of the patient such that better co-ordination of care can be provided.

3. Be available for pre-operative consultation on patients who may require
Intensive Care Unit care post-operatively.

4. Provide ongoing education for nurses and Allied Health staff in the
critical care unit and to supervise delegated medical acts.

5. To review/approve recommended equipment purchases, which will enhance
quality of patient care in the Critical Care Unit.

6. To review methods of treatment/procedures and standards of care provided
in the critical care unit.

7. To provide opportunities (staff rounds) for professional development of
other hospital staff.
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