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The goal of the new Al record and graphic form is to organize data to
better display a patientods responewoe to t
assessment, spinal testing, sedating drugs and sedation/pain/delirium

scales onto one page), to promote quality and safety bundles and minimize
narrative charting.



LONDON HEALTH SCIENCES CENTRE - London, Ontario
itical Care Trauma Centre (CCTC)
@OUR NURSING ASSESSMENT/

ERVENTION FLOWSHEET

DATE: CCTC DAY NO:
(YYYY/MM/DD)

TIME OF ASSESSMENT:

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



C__ KEY: * = Significant Finding

[JwboL Gcs: GAG: []YyEs [JNO couGH
[CJC-SPINE COLLAR []C-SPINE PRECAUTION [T &
[JRESTRAINTS TYPE/LOCATION:
DEFICITS:

IcP: TYPE: [ JEVD [ JPARENYCHEMAL REFEREN(
INSERTION DATE:
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While the documentation streamlines much of our work, it is important to
Remember to * and DAR significant findings to expand/elaborate upon Al
assessment as needed.

I f tick doesndot explain findings, * to
documentation.

From coroner inquests, the most frequent nursing documentation error is
failure to enter an ORO or new DAR note

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 SONC:s.



Neuro/Comfort Section

[ JwbL Gcs: GAG: []yes [JNnO coucH: [1yEs [InO
[Jc-sPINE COLLAR [_]C-SPINE PRECAUTION []T & L PRECAUTION
[ JRESTRAINTS TYPE/LOCATION:
DEFICITS:

IcP: TYPE: [JEVD [[JPARENYCHEMAL REFERENCE CODE:
INSERTION DATE:
csF: [JcLearR [JBLoOD TINGED [JcLoupy [JOTHER
VAMASSGOAL: _____ ICDSC:—______ CAM-ICU:
CPOT: PAIN SCORE (0-10/10):
SEDATION PLAN: [_]DISRUPTION [JWEANING []MAINTAIN
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The first section is the  neuro/comfort section.



Neuro/Comfort Section

m. : GAG: [JyEs [INno coucH: []yes [Ino
t~=+e=SPINE COLLAR [ |C-SPINE PRECAUTION []T & L PRECAUTION
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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 Al record for detailed descriptions.
neurological findings may be influenced by sedating drugs.



Neuro/Comfort Section

GAG: [Jyes [JNO coucH: [1yEs [InO

R [ IC-SPINE PRECAUTION []T & L PRECAUTION
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Refer to the GCS tool that will be at each bedside.



Neuro/Comfort Section
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T&L precautions now included.



Neuro/Comfort Section
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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).



Neuro/Comfort Section

[ JwbpL Gcs: GAG: [JyEs [INno coucH: []yes [Ino
[ ]c-SPINE COLLAR []C-SPINE PRECAUTION [ ]T & L PRECAUTION
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If extensive deficits or documentation required, add to DAR note.



Neuro/Comfort Section

IcP: TYPE: [JEVD [JPARENYCHEMAL REFERENCE CODE:
INSERTION DATE:
csF: [JcLEAR [1BLOOD TINGED [JcLoupy [JOTHER]
VANRSSGQAL. ICDSC: —_ CAMG

PAIN SCORE (0-10/10):
SEDATION PLAN: [ ]DISRUPTION [JWEANING [_]MAINTAIN

NEURC LOGICA

This is new to the Al 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.



Neuro/Comfort Section

iIcP: TYPE: [JEvD [JPARENYCHEMAL REFERENCE CODE:
INSERTION DATE:

BLOOD TINGED [JcLoupy [JOTHER]
ICDSC:—________ CAM-ICU:

PAIN SCORE (0-10/10):
SEDATION PLAN: [_]DISRUPTION [JWEANING []MAINTAIN

NEUROLOGICA

This should be as per the order.



Neuro/Comfort Section

iIcP: TYPE: [ JEVD []PARENYCHEMAL REFERENCE CODE:
INSERTION DATE:

csF: []cLear [IBLoob TINGED [ loiauny. [laTy

VAMASS GOAL: ICDSC: —_ CAM-ICU:

CPOT: PAI T

SEDATION PLAN: [_]DISRUPTION [ JWEANING [_]MAINTAIN

NEUROLOGICA

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



Neuro/Comfort Section

IcP: TYPE: [JEVD [JPARENYCHEMAL REFERENCE CODE:
INSERTION DATE:
csF: [JcLEAR [[]BLOOD TINGED [JcLoupy [JOTHER|
ke R e vur
PAIN SCORE (0-10/10):
SEDATION PLAN: L1 DSROPTION - TWEANNG - L1 MAINTAIN

MYUROLOGICA

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 .



Neuro/Comfort Section

IcP: TYPE: [JEVD [JPARENYCHEMAL REFERENCE CODE:
INSERTION DATE:
csF: [JcLEAR [[]BLOOD TINGED [JcLoupy [JOTHER|
VAMASS GOAL: —  CAM-CU:
CPOT:
SEDATION PLAN: [_IDISRUPTION [ JWEANING [_JMAINTAIN

NEUROLOGICA

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).



Respiratory Section

[Omask [InasAL caNNULA [CJVENTILATORTYPE:
FiO,: PEEP. AC/IMV: PS: TVIPC:
INTUBATED: [JorAL  [InasaL rR/L  [JTRACH

CHEST EXPANSION: [ JwbL
RESPIRATIONS: OwoL

ANTERIOR POSTERIOR

DECREASED AIR ENTRY
[ ABSENT ARENTRY
Ut Rt Lt

CLEAR Rt

CHEST TUBE SITE SUCTION |FLUCTUATES| LEAKS TYPE OF DRAINAGE
YES NO _|YES| NO|

>
S
-
<
«
o
(7]
w
o

HoB: []30° OR
OTHER

ACTIONS: [JKEEP Sp0O; 2 pH TARGET:
VENTILATION PLAN: [_] WEAN AS TOLERATED
[CIMAINTAIN _ []NEW/WORSENING RESPIRATORY SYMPTOMS
FRI SCREENING TOOL: PASS/FAIL




Respiratory Section

[Imask [InAsAL canNuLA [] VENTILATOR TYPE:

FiO,: PEEP: AC/IMV: PS: TVIPC:
INTUBATED: [JorRAL [INAsAL R/L [ TRACH

CHEST EXPANSION: [JwbL
RESPIRATIONS: [JwoL
CRACKLES ANTERIOR POSTERIOR

WHEEZE
DECREASED AIR ENTRY
[ ABSENT AR ENTRY
Rt Lt Rt Lt

CLEAR

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



Respiratory Section

CHEST TUBE SITE

SUCTION |FLUCTUATES| LEAKS TYPE OF DRAINAGE
YES NO |YES| NO

RESPIRAT

HoB: [] 30( —~
OTHER: I

ACTIONS: []KEEP Sp0O, 2 pH TARGET:

VENTILATION PLAN: [_] WEAN AS TOLERATED

I MAINTAIN

(] NEW / WORSENING RESPIRATORY SYMPTOMS
FRI SCREENING TOOL: PASS/FAIL

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

rationale



Respiratory Section

CHEST TUBE SITE SUCTION |FLUCTUATES| LEAKS TYPE OF DRAINAGE
YES NO |YES| NO

RESPIRAT

HOB: []30° OR
OTHER:

e —
ACTlONQLEEP SpO, 2 pH TARGET: —)
VENTILATION PLAN: |_| WEAN AS TOLERATED

[CIMAINTAIN ] NEW/ WORSENING RESPIRATORY SYMPTOMS
FRI SCREENING TOOL: PASS /FAIL

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 ar e generally well tolerated (as
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.

Remi nder-FRIo6 ofr@r patients in CCTC with n
from ward (it isndét just ED). We did hav
admitted from the ward (after about 10 days) who turned out to have

H1N1 acquired while a patient on the ward.



