
The goal of the new AI record and graphic form is to organize data to 
better display a patientõs response to treatment (e.g., grouping the neuro 
assessment, spinal testing, sedating drugs and sedation/pain/delirium 
scales onto one page), to promote quality and safety bundles and minimize 
narrative charting.  



The main change to the AI record is that we will now complete a nursing 
assessment record q12h vs 24h.  



While the documentation  streamlines much of our work, it is important to 
Remember to * and DAR significant findings to expand/elaborate upon AI 
assessment as needed. 

If tick doesnõt explain findings, * to indicate more detail in DAR 
documentation.  

From coroner inquests, the most frequent nursing documentation error is 
failure to enter an òRó or new DAR note to identify when a problem has 
been resolved and patient returns to WDL. Remember that when you 
arrow over, you are indicating that everything is the same as the last DAR 
notation.  

 

It is no longer necessary to write frequency of documentation. The 
frequency will be defined by your subsequent charting. This should match 
the SONCs.  



The first section is the neuro/comfort section.  



This should only be selected  for someone who is completely awake, alert 
and communicating normally and able to move and turn without any help. 
Generalized weakness following critical illness should be noted. For a 
patient with motor/sensory weakness, you can refer to the graphic record 
and AI record for detailed descriptions. Make note if patientõs 
neurological findings may be influenced by sedating drugs.  



Refer  to the GCS tool that will be at each bedside.  



T&L precautions now included.  



Remind them that there is a spot later on to identify when  consent was 
obtained and documented.  

 

Type includes soft vs magnetic and location (wrists, ankles, waist etc).  



If extensive deficits or documentation  required, add to DAR note.  



This is new to the AI record  and provides a spot to identify the type of 
ICP and record the reference code for Codman express catheters. Also 
include date of insertion.  



This should  be as per the order.  



These are two delirium scales. We will be introducing these in another 
month or two.  Bedside inservice  will be provided.  



This is where you will chart pain scores. If  the patient is unconscious, you 
will be expected to chart their CPOT (Critical Care Pain Observation Tool) 
score. The Pain Score of 0 -10/10 is also referred to as the numerical 
rating scale. This should be used if the patient is able to provide 
feedback. If you need to provide more description regarding the type of 
pain, e.g, describing using the PQRST,  * and DAR.  

 

You will hear more about this during this inservice .  



Sedation plan should be reviewed each morning in rounds.  Disruption 
means to stop all sedating drugs abruptly. Wean means to gradually 
remove. Maintain means to continue to adjust the drugs as required to 
maintain the existing VAMASS score or other end point (e.g., no coughing 
if abdomen is open).  





We added pictures of the lungs and codes to make it easy to record  lung 
sounds. 



*  If HOB not 30 degrees or greater. Identify level and * and DAR 
rationale  



Record the goal for the SpO2 and pH. This should be ordered on the 
ventilation records. Reminder, if a patient does not have acute coronary 
event or acute brain injury and is on protective lung ventilation the SPO2 
goal is usually 88 -92%.  With PLV, pH target may be as low as 7.22...to 
avoid using ventilation support levels that may be harmful...mild acidosis 
and hypercarbia  are generally well tolerated (as long as they donõt have 
ACS or acute brain injury).  

 

Also pay attention to the goal if patient has COPD and a hypoxic drive.  



This should be clarified  in rounds, to identify whether patient is suitable 
for a Spontaneous Breathing Trial or reduction in the amount of support.  

 

This may be where we identify that the patient must be rested overnight.  

 

Reminder to òre-FRIó for patients in CCTC with new symptoms or coming 
from ward (it isnõt just ED). We did have a patient during the H1N1 period 
admitted from the ward (after about 10 days) who turned out to have 
H1N1 acquired while a patient on the ward.  


