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Critical Care Trauma Centre
Website

Critical Care Trauma Centre
p About Us

4 fra‘.‘te"t& Families & GENERAL CARE ROUTINES FOR ALL PATIENTS
R STANDARDS OF NURSING CARE IN CCTC (SONC)

w Health Professionals

What's New . Maintain Patient Safety 8. Promote Integumentary Integrity
Monographs . Demonstrate Accountability 9. Promote Buccal Integrity

: . Assess Patient 10. Promote Oral Hygiene
gga.rr;dards Lldei . Participate in Care Planning 11. Promote Hygiene

. Communicate Findings 12 Change IV Tubing
Procedures . Monitor Vital Signs 13. Change Dressings

. Monitor Temperature 14. Review Orders

Protocols

Educational Links RATIONALE FOR STANDARD
EduBriefs STANDARD OF NURSING CARE

BIEELINE CIEES Ensure 4 moments of hand hygiene are met when performing assessments and/or managing
Courses & Events monitoring equipment.

E-Leaming Perform risk assessment and select appropriate PPE based on patient diagnosis and procedurs
Medical Education being performed.
Employees Only

b Research & Training i Maintain Patient Safety

P Ways to Give No bay/room will be left without a RN in Critically ill patients require continuous

O ] A - - KT (e e G
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Assessment of Patient

Critically ill patients:
- Require continuous monitoring

- Are at risk for developing sudden condition
changes or complications due to invasive
monitoring devices

\V/
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Assessment of Patient

wo primary documentation forms:

-« CCTC 12 Hour Assessment/Intervention
Flowsheet

- CCTC 24 hour Flowsheet
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Assessment of Patient

Capture:
- Assessments & Plans
- Significant Changes
- Interventions
- Responses to Interventions
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Maintain Patient Safety

* No bay or room will be without a clinical nurse in
attendance.

Participate in Care Planning

- Participate in Rounds
- Document & communicate the plan

\V/
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Accountability

- Monitoring and
coordinating care for
assigned patients

- Communicating
relevant information
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General Nursing Care Standards:
Oral Hygiene

- Mouth care every 4hr & PRN
- Teeth brushed every 12hr

- Chlorohexidine mouth rinse every 12hr for
iIntubated patients or those with a
tracheostomy
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General Nursing Care Standards:
Skin Integrity and Hygiene

- Full bath early in night shift with

- Peri-care/catheter care Is provided every
6-12hr and PRN

- Hair wash weekly and PRN
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Skin Integrity

. At start of shift: ‘

- Thorough skin assessment
- Braden Risk Assessment Dally

- All iImmobile patients are repositioned and
have their skin inspected g2h- 4h and PRN

- Consider If patient is on optimal bed surface

v
10 2020/02/10 ' London Health Sciences Centre




Braden Risk Assessment
Screening Tool

Braden Risk Assesssment
Braden ( Risk Assesssment
Braden Risk Leve! CAM - Confusion Assessment Method for Delirium
CSSRS - Suicide Severity Risk Screening Tool
Documents (0) Fall Risk Assessment - Humpty Dumpty
Last 7 days for all visits | Fall Risk Assessment - Humpty Dumpty ED
Fall Risk Assessment - Morse
ARI Screening Tool
CSSRS - Suicide Severity Risk Screen Paediatrics

Selected visit

v
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Braden Hisk

Interventions

Ability to respd

hdoisture

Degree to whi
skin is expoze
maisture

Activity

control body po:

Mutrition

Usual food ints
pattern

Friction
and
Shear

O Ve limited
O Slightly limited
O Maimpairment

Caonstantly maizt
Oftet maist
Oecasionally moist
Rarely moist

DD®0

‘walks frequently
‘Walks occasionally
Chairfast

Bedfast

D0O0O®

Campletely immabils
ey limited

Slightly limited

Mo liritations

ey poor
Probably inadequate
Adequate
Excellent

® Problem
O Potential problam
) Mo apparent problem

ent within 12 hours
pletely Limited (1)

y Limited (2)

tly Limited (3)

mpairment (4)

stantly Moist (1)

En Moist (2)

Ely Moist (4)

«s Occassionally (3)

«s Frequently (4)

 Limited (2)

thy Limited (3)

bably Inadequate (2)

quate (3)

ellent (4)

lem (1) i

ential Problem (2)

nnarant Drablam (24

Unresponsive (does not moan; flinch or grasp) to painful stimuli, due to diminished level of
consciousness or sedation. -OR- Limited ability to feel pain over most of body surface.
Responds only to painful stimuli. Cannot communicate discomfort except by moaning or restlessness.

Responds to verbal commnds, but cannot always communicate discomfort or need to be turned. -OR-
Has some sensory impairment which limits ability to feel pain or discomfort in 1 or 2 extremities.
Reponds to verbal commands. Has no sensory deficit which would limit ability to feel or voice pain or
discomfort.

Skin is kept moist almost constantly by perspiration, urine, etc. Dampness is detected every time
patient is turned.

Skin is often, but not always moist. Linen must be changed at least once a shift.

assionally Moist (3) Skin is occassionally moist requiring an extra linen change approximately once a day.

Skin is usually dry, linen requires changing only at routine intervals.

Confined to bed.

Abilty to walk severely limited or non-existent. Cannot bear own weight and/or must be assisted into
chair or wheelchair.

Walks occassionally during day, but for very short distances, with or without assistance. Spends
majority of each shift in bed or chair.

Walks outside the room at least twice a day and inside room at least once every 2 hours during waking

hours.

pletely Immobile (1) Does not make even slight changes in body or extremity position without assistance.

Makes occasional slight changes in body or extremity position but unable to make frequent or
significant changes independently.

Makes frequent though slight changes in body or extremity position independently.

Makes major and frequent changes in position without assistance.

Mever eats a complete meal. Rarely eats more than 1/3 of any food offered. Eats 2 servings or less of
protein (meat or diary products) per day. Takes fluids poorly. Does not take liquid dietary supplement.
-0OR- Is NPO and/or maintained on clear liquids or [V for more than 5 days.

Rarely eats a complete meal and generally eats only about 1/2 of any food offered. Protein intake

supplement. -OR- receives less than optimum amount of liquid diet or tube feeding.
Eats over half of most meals. Eats a total of 4 servings of protein (meat, dairy products) each day.

Occassionally will refuse a meal, but will usually take a supplement if offered. -OR- |z on a tube feeding
or TPMN regimen which probably meets most of nutritional needs.

Eats most of every meal. Mever refuses a meal. Usually eats a total of 4 servings of meat and dairy
products. Occassionally eats between meals. Does not require supplementation.

Requires moderate to maximum assistance in moving. Complete lifting without sliding against sheets is

assistance. Spascity, contractures or agitation leads to almost constant friction.

Moves feebly or requires minimum assistance. During a2 move skin probably slides to some extent
against sheets, chair, restraints, or other devices. Maintains good position in chair or bed most of the
time but occasionally slides down.

Braden Risk Assessment

of admission. Re-assess weekly, with change in patient condition, and with transfer of care.

OR- Has a sensory impairment which limits the ability to feel pain or discomfort over 1/2 of body.

ncludes only 3 servings of meat or dairy products per day. Occassionally will take a dietary

mpossible. Frequently slides down in bed or chair, requiring frequent positioning with maximum

Moves in bed and in chair independently and has sufficient muscle strength to lift up completely
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Bracen Risk Score Score Level of Risk

) Low 15-18 = Low

O Medum 13-14 = Medium [ PD/Disbetes

AL l'il’rll'l nal

nisk Loyl 1 O Hn | 102 = igh UL Dt s s e Gl 7 Oty
R @ ¢/=% = Very High actors Fl Hn-'r|||u:|“r|:|r||ll :|||“I1r| Aable

A I"ii' icted Rick Level O Low ) Medium O High ® Very High If one or more of the the "Additional Risk Factors®
B D are present then risk level is automatically adjusted
to the next level.
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*Performed on:

2020/02/10

2018,07/13

:E 1235

By: Mergan, Brenda

Interventions

[0 7 vy hau
O Tum every 2 howrs
O Supplement turning with small repositioning shiftz

Reduce
Pressure

[for decreased
senzation, activity or

[ Other:

rmability]

O Crade
[ Elevate heels off the mattress [ Cushion
[ Foam wedge O Other:
[ Footboard

[ Gel filled

O Fillav

O Position 15-30 degrees lateral

Pasition &

Fressure

Feducing
Aids

O] Therapeutic mattress/bed

O Ambulate every 4 hours
O Ambulate every 8 hours

O ambulate every 2 hours

Arnbulate O ambulate every 3 hours

O Ambulate every 12 howrs ] Other:
O ambulate daily

Cantrol

! [ Provide skindincortinence care
Moisture

[ Offer toileting/diaper change every 1-2 hows ] Use moisture barisr cream
O Perform daily zkin azseszment

O ather:

B O Haisturize skin

Friction
and
Shear

O Other:

O Use elbow protectars

O Use hesl protectors
[ Usze mechanical devices for safe patient handing ] Keep head of bed less than/equal to 30 degrees

O oifer fluids eveny hour
[ Offer fluids every 2 hours

Encourage
g [ Offer fluids every 3 hours

Good MNutrition

O oifer fluids every 4 hours
O] Offer aral nubritional supplements if prescribed
O] tussist with meals az appropriate

O Othker:

Braden Scale Plan of Care Guidelines

If Patient is Low to Moderate Risk for Developing Pressure Ulcer
(Braden Scale = 13-18)

. Toileting as necessary to maintain continence or check for
incontinence every 2-4 hours
. Use absorbent pads to wick and hold moisture
. Provide routine skin care
. Manage moisture, friction and shear, and nutrition
. Assess need for friction redistribution suface
. Inspect skin when repositoining, toileting and assisting with ADLs
. Elevate heels off the bed at all times, even with theraputic support
surfaces
B. Use elbow and heel protectors
9. Consult dietitian to maximize nutritional status
10. Maximize mobility
11. Develop and document individualized plan of care

4

If Patient is High to Very High Risk for Developing Pressure Ulcers
(Braden Scale is 12 or less)
In addition to inteventions in the Low to Moderate Risk Category:
1. Consultation with PT/OT to maximal mobilization
2. ldentify and initiate appropriate redistribution surface
3. Reposition every 1-2 hours regardless of support surface.
Incorporate small shifts in positions between turns.

4, Use devices to suport lateral 15-30 degree turns/positions

5. Reposition chair bound immaobile patients every hour. Use
appropriate chair devices for pressure relief and limit sitting to
2 hour intervals.

6. Maintain head of bed at 30 degrees or less

7. Protect sacral/perianal wounds from incontinence

B. Remove slings and transfer deivces from under patient
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Critical Care Falls Risk & Treatment
Interference

All patients in adult critical care will
be deemed “high risk for falls and
treatment interference”, therefore,

Falls risk screening will not be
required until transfer.
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Critical Care Falls Risk &
Interference Prevention

- All patients In critical care will have all of
the LHSC Standard AND Enhanced falls
risk reduction strategies implemented (as
deemed appropriate at the time), along
with the additional safety measures
that are already standards of care In
CCTC.
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Falls Risk Assessment

- PRIOR TO TRANSFER, all patients In
critical care will be screened in Power
Chart with the MORSE Falls Risk
Screening Tool. A yellow arm bracelet
will be applied If indicated before

transfer.

\V/
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Falls Risk Assessment (Morse)
Screening Tool

Braden Risk Assesssment
Braden Q Risk Assesssment
Braden Risk Level CAM - Confusion Assessment Method for Delirium
Braden Adjusted Risk Lt csops _ yjicide Severity Risk Screening Tool
Fall Risk Assessment - Humpty Dumpty
Documents (0) Fall Risk Assessment - Humpty Dumpty ED
ARI Screening Tool
CSSRS - Suicide Severity Risk Screen Paediatrics

Selected visit

\V/
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Morse Fall Risk Assessment and Fall Precautions

Patient Unconscious?

History of Falling

(Immediate ar within 3
manths)

secondary Diagnosis

O Fumiture
() Crutches/CanewalkerwWheelchai /N eads Aasistance

Ambulatory Aids O None/Bedrest

19 2020/02/10

Yes = Fall during present admission or 1f there was an immediate or
recent history of physiological fall prior to admission (eg. seizure or
impaired gait). (23

Yes = Greater than one medical diagnosis isted on the chart. {13
No = Only one medical diagnosis listed on the chart. (0]

Ambulates by clutching onto furniture for support (30)

Patient uses crutches, cane or walker (13

Patient ambulates with nurse assistance consistently (0]

Patient walks without walking aid, uses wheelchair, or in on bedrest
and doesn't get out of bed (0]
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Morse Fall Risk Assessment and Fall Precautions

Fatient Llnconscious?

History of Falling
rmanths]

mecondary Diagndkis

Ambulatony Aids

[WiSaline Lock

Morse Fall
Scale Risk

Factor Gait'Transterring

kMental Status

Total Fall Risk Scd

Fall Risk Lewel

20 2020/02/10

1 Mo

) Furniture

) Mone/Bedrest

) Crutches/Canew alkerAwheelchair/Meeds Aszsistance

|D Yes C Mo

) Impaired
O wealk
' Momal/Bedrest/Immobile

) Forgets limitations
' Oriented to own ability

O Low “Low"= score of 0-24
) Moderate - High

“Moderate-High™= score of 24 or

= Fall during present admission or if there was an immediate ar
ent history of physiological fall prior to admission (eg. seizure ar
aired gait). (25)

= Greater than one medical diagnosis listed on the chart. (15)
= Only one medical diagnosis listed on the chart. (0]

oulates by clutching onto furniture for support (30)

aient uses crutches, cane or walker (15)
adient ambulates with nurse assistance consistently (0]

amient walks without walking aid, uses wheelchair, or in on bedrest

doesn't get out of bed (0]

pparatus or saline lock (20)

agired = Difficulty rising from chair, may use several attempts or
unces . Patient keeps head down focuses on ground, loses

bance easily, clutches tightly to objects, air or nurse. Cannot walk

out assistance of aids/nurse. (20)

ak = Patient stooped, may shuffle, but keeps heads up, does not
= balance, may featherweight touch objects or aids for support.

mal/Bedrest/Immaobile = Head erect, strides without hesitation,
= swing freely at side; OR is immobile, on bedrest and doesn't get
of bed; uses lift aid, or transfers safely to wheelchair. (0]

patient, “Are you able to go to the bathroom alone, or do you
ed assistance? Compare patient's answer with vour clinical
gement.

erestimates abilities, or forgetful of limitations. (15)
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Lo Figk -
Universal Fall  |Call bell in reach & operational

Precautions  |Adequate lighting

Oriented to unit, room, bathroom

Bed at lowest level, brakes on

Ensure secure, non-ship footwear

Walking aids, commode, urinal accessible

Azsess need for frequent toileting

Pathway clear of obstacles

Ensure bed exiting/equipment/fitems on pt's strong side
Education & Fall prevention brochure given to pt/family
Evaluation of current medication

Other Precaution #1

Dther Precaution #2

Considerations

* Consider placement in room near nursing station or in an area of high visiblity * Communicate risk for fall status at shift report and upon patient transfer to

* Consider assistance from family members other unit (RNAD, 2007,p%)
* Consider observation care with leadership approval * The use of bedrails to prevent falls is not recommended (RNAO, 2011

* Consider referrals as specific risk factors are identified to reduce risk of fall or *Never underestimate the power of clinical judgement

repeat falls

* Consider need for medication review by team

\V/
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High Risk Interventions (Morse) - Dummy, Dummy Baby
Olg@

Moderate - High Fall Risk Precautions

(includes Low Risk - Universal Fall Frecautions)

Yes | No | Comment

Call bell in reach & operational

Adequate lighting

Oriented to unit, room, bathroom

Bed at lowest level, brakes on

Enzure secure, non-slip footwear

Walking aids, commode, urinal accessible

Aszess need for frequent toileting

Pathway clear of obstacles

Enzure bed exiting/equipmentfitems on pt's strong side
Education & Fall prevention brochure given to pt/family
Evaluation of current medication

Aszess for contributing factors [vizsion, UTI, delirium]
Inform pt/familyfteam of Fall nsk status

Fall Rizk sign posted

"Call Don't Fall" armband applied

Activate bed/chair exit alarm

Aszist with mobilization

\V/
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Behavioural Safety Assessment
(BSA)

- The policy has been implemented in order to
communicate risk and to ensure a safe
environment for staff, patients and everyone in the
care environment.

- Screening tool is tasked to each nurse for each
shift 0700 and 1900

23 2020/02/10
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CHO S e s @0

*Performed on:  2018/08/28 :IZ| 1306 |~ By: Orientation, Train 20

-

#+ Behaviour Saf
a“ur - Behaviour Safety Alert Inpatient Reassessment and Plan

Past occurrence of any of the following

® No known incident

H'StD"Y of | Exercised physical force, in any setting, towards any perzon including a caregiver that caused or could have cauzed injuny

iolence? | atempted to exercise physical force, in any setting, tawards any person including a caregiver that could cause injury

1 Statement or behaviours that could reasonably be interpreted as thieatering to exercise phyzical force, in any setting, againzt any person including a caregiver that could cause injury

MNew Occurrence of Violence?

»

] Mo observed concerning behaviours Observed Behaviours Descriptors
[l Canfused Confused Disoriented - e.g. unaware of time, place, or person
L] Initable Irritable Easily annoyed or angered; Unable to tolerate the presence of others; Unwilling

O Buoisterous

O *erbal threat of violence

] Physical threats

Chservad | Atacking objscts

Behawviours |C] Agitated/mpulsive

O Paranoid/Suspicious

] substance intosicationAwithdrawl

O socially inappropriste/diznptive behaviour

to follow instructions
Boisterous Cwertly loud or noisy - e.g. slamming doors, shouting, etc

Verbal threats Raises voice in an intimadating or threatening way; shouts angrily, insulting others

m

or swearing; Making aggressive sounds
Physical threats Raizes arm/legs in an aggressive or agitated way.; Makes a fist; Takes an aggressive
stance; Moves/lunges forcefully towards others
Attacking objects Throws objects; Bangs or breaks windows; Kicks objects; Smashes furniture

O Body language Agitated/Impulsive Unable to remain composed; Quick to overreact to real or imagined
disappointments; Troubled, nervous, restless or upset; Spontaneous, hasty or
emotional

Paranoid/Suspicious Unreasonably or obsessively amxdious; Overtly suspicious or distrustful - e.g. belief

Total Score I:I of being spied on or someone conspiring to hurt them

O Low SCEETEE Intoxicated or in withdrawal from alcohol or drugs

O Moderate intoxication/withdrawal
Behawviour O High Socially . . . . . .
Safaty Alart g . X N . Makes disruptive noises; Screams; Engages in self-abusive acts, sexual behaviour or

Al 0 ey High inappropriate/disruptive | . . A i
¥ g behavi inappropriate behaviour - e.g. hoarding, smearing fasces/food, etc.
ehaviour

Body Language Torso shield - arms/objects acting as a barrier. Puffed up chest - territorial
Behaviour Safety ranking of "Moderate”, "High" or "Very dominance; Deep breathing/panting; Arm dominance - arms
High" will automatically set the "Behaviour Safety Alert” spread, behind head, on hips; Eyes - pupil dilation/constriction, rapid blinking,
flag on the demographic banner after the form is signed.

gazing; Lips - compression, sneering, blushing/blanching.

Continue to monitor and remain alert for any potential increase in risk. Communicate any changes in behaviour that may put others at risk to leader/delegate and during
transfer of accountability. Be prepared to apply behaviour management and self protection teachings according to organization policy/procedures that are appropriate to the

situation, e.g. Workplace Violence Prevention, Gentle Persuasive Approach.

Risk Reduction and Safety Plan

‘izual indicators applied az per organization protocol and ag applicable

if applicable

[signage, armband, Kardex sticker, chart zpine label] Camiiest | |
Leader or delegate notified Comment | |
Scan envirohment for potential risks and remove if pozsible Comment | |
Lize effective therapeutic communication Comment | |
Communication devices are in place accaording to unit or arganizational protocal TR | |
[e.0. panic: alarm]
Communicate behaviour changes that may put others at risk to leader or delegate Comment | |
T !
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BSA Scoring

- Score of 0 indicates low risk for violent behaviour

- Score of 1-3 indicates moderate risk for violent
behaviour

- Score of 4-8 indicates high risk for violent behaviour

- Score of great than 8 indicates very high risk for
violent behaviour

v
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If a Violent Episode Occurs

- If you are unable to manage a situation without
risk of harm to staff, patients, or visitors, call
55555 and initiate a Code White

- Engage Security to provide support as
appropriate

- Ensure the safety of staff and other patients

- Complete a report in the AEMS system

v
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Communication Strategies

Applying a Purple Armband Conversation

- “Your loved on has an individualized plan of
care in place to communicate the measures
we need to put in place to support them and
to make their stay pleasant. We use this
armband to tell others that care for your loved
one that there has been an individualized care
plan created.”

- “| am applying this armband to your wrist to
Indicate that we have documented extra
strategies to support your care.”

\V/
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Removal of BSA from EHR

Removal of a Behaviour Safety Alert may occur
for two reasons:

- Patient may appeal identification of risk for violent
behaviour by submitting a formal appeal to Patient

Relations
- Leader may remove BSA if it was placed on wrong
Ch art M 5: X Remove Behaviour Saf... Order 2018/01/08 11:48  Flag Removed

Details for Remove Behaviour Safety Alert Flag

X Details]&f_.' Order Comments ]

@ I @ ¥

Reguested Start Date/Time: 2018/01/08 = IEI 1148

28 2020/02/10
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VWhen | eat too
much dessert, |

don't post about
it on Facebook

Because if it
isnt charted,
It didn't happen.

Robb Hillman Coaching - Life Coaching for Nurses

\/
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12 Hour Nursing
ssessment/Interventio

Flowsheet




Patient Identifier/Date

V
' London Health
Sciences Centre

Critical Care Trauma Centre (CCTC)

12 HOUR NURSING ASSESSMENT/
INTERVENTION FLOWSHEET

DATE: CCTC DAY NO:

(FYTYNMIDD)]
KEY: * = Signiicant Findings TIME OF ASSESSMENT:

<=Groglerthan >=Lessthan 1=Increzsed | =Decrezsed A = Increment

v
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2 Patient Identifiers

1. Prior to placing the armband, the first staff
member will spell the client’s last name and state
their first name and DOB from a reliable source
document (e.g. government-issued ID or reliable
photo ID),

2. The second staff member will spell the client’s
last name and state their first name and DOB out
loud from the armband,

3. Place the armband on the client

v
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Neurological/Comfort

g

~
[INMB [JHypothermia Protocol ~~ GCS: GAG: [JYES [ONo JL cOUGH: [JYES [INO
RIXSTVESTY.

(] C-SPINE PRECAUTION [T &L PRECAU™S
W [ | RESTRAINTS TYPE: CONSENT: [JYES [JNO DATE OF CONSENT:

o ICP T TYPEEYT™ || PARENCHYMAL REFERENCE CODE: INSERTION DATE:
-4 (] EVD DRAINAGE LEVEL: (cm) []ICP WAVEFORM POSTED TO CHART
3 csF: [JcLEAR [JBLoop TINGED [JcLoupy [JOTHER: ceeG: LJves [N
Y PAIN SCORE: NRS (0-1010): OR CPOT (1-48) VAMAAS TARGET: ACTUAL VAMAAS:
] NARCOTIC OR SEDATIVE INFUSION? [JYES [INO IfYES, SWAP: [JPass [JFal  IFSWAP passed: []Wean or [* DAR for other
] ANTIPSYCHOTICS: [JYes [INo IfYES, EPSEINMS: []Present []Absent If PRESENT * and DAR

Cough is weak

NEUROL

Gag is normal if stimulation of BOTH sides of
the oral pharynx elicits response

* Normal cough should be able to bring secretions forward
 If cough is weak, note this here on lines

\V/
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Neurological/Comfort

[INMB [ Hypothermia Protocol ~ GCS: GAG: []YES [INO COUGH: [JYES [INO
[]C-SPINE COLLAR  []C-SPINE PRECAUTION [T &L PRECAUTION

E ICP: TYPE: DEVD (] PARENCHYMAL REFERENCE CODE: INSERTION DATE:
[JEVD DRAINAGE LEVEL: (cm) [J1CP WAVEFORM POSTED TO CHART _ | |

3 cSF: [ICLEAR [1BLOOD TINGED [IcLouby [IOTHER: CEEG: [JYES LINO

.. PAIN SCORE: NRS (M10: ______ OR CPOT 148} VAMAAS TARGET: ACTUAL VAMAAS:

] NARCOTIC OR SEDATVE INFUSION? [JYES [INO IfYES, SWAP: [JPass (JFal  fSWAP passed: [JWeen or [J* DARfor ther

J ANTipsycHoTics: ves [INo ITYES, EPSEINMS: [IPresent [ Absent IFPRESENT * and DAR

NEUROL

\V/
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Respiratory

RESPIRATIONS: [ JWDL []OTHER: CHEST EXPANSION: [JwDL [JOTHER:

TARGET HOB: [130° [JREV TRENDELENBURG [_] OTHER: SECRETIONS: QUALITY/QUANTITY ISSUES [[]YES * DAR [INO
ANTERIOR POSTERIOR CHEST TUBE 2 cm UWS UWS ARLEAK | SUCTION TYPE OF

e SITE CONFIRMED | FLUCTUATES | (0-7/7) (cmH20) DRAINAGE
Yes | No Yes | No

DECREASED AIR ENTRY

- ABSENT AIR ENTRY

CLEAR Rt Lt Lt Rt

|| Invasive Support: [] ETToral/nasal R/L [] SSDT Distance at teeth (ecm) [] Tracheostomy [] Laryngotomy

Tube size: [] Cuff up/down [] Speaking valve / capped [ ] CHG oral care
Targets: FiO, [] 92-96% [ ] 88-92% [] Other: pH [] 7.30-7.40 [] PCO5 (Neuro) [] Other:

Mechanical Ventilation: [ ] PB840 [ ] HG5 [] Other: FiOo: PaO,/FiO5: CPAP/PEEP:
Mode: Ventilator Rate: Total Rate:

Ventilation Plan: [_] Full Support [] Protective Lung Ventilation [_] Prone Ventilation Until: h [[] Wean as tolerated
Weaning Plan:
LRM / Breath Stacking /day Other:

D Non-Invasive Support: [ ] NP [] FM/TM [] Ventimask [ ] Rebreather [] High Flow [] CPAP /NIV via Nasal / Facial mask
Oxygen: L/min or % High Flow: % [] CPAP: (] NIV IPAP: EPAP:

v
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Cardiovascular/Hemodynamic

ARTERIAL PULSE

SKIN TEMP: [(JHOT [JwARM [JcooL [JCLAMMY []DIAPHORETL

0-Absent - Boundig
{Wesk DDy M

SKIN COLOUR:

1-Normal Lt

CONTINUOUS ECG: [ 5LEAD [] 12LEAD PRIMARY LEAD: ANALYSIS:

PACEMAKER: []TC []TempTV []Perm Site:

Type: [JWlor ] V Ratg: ARate:

Ouplt(MA)V: A Sese(MV)V.____ A

Other: (JPPV [JFioTrac [JWECMO [JVAECMO

CAPILLARY REFILL: []ERISK []PROLONGED

TargetMAP: _ [Jlntarget [ ] Requires vasoactive agents
AtlneSite: [ Normal Waveform [ ] Postional
Waveforms Posted: [JECG [JAt [JCVP

[IPAP PA catheter posifion: _(cm)

VTE PROPHYLAXIS: [JTEDS  [JPC  []Prophylactc/ Therapeutc AC  []IVC Fiter

Nursa's Initials:

84600560 (Rev. 2016/0624) REFERENCE SONC CRITICAL CARE TRAUMA CENTRE
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When to Print an ECG Tracing

- Admission

- Every 12 hours & PRN

. After any rhythm change

- When the rhythm returns to normal

- When IV cardiac meds are being given

- Before discontinuing the cardiac monitor

\/
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Cardiovascular/Hemodynamic

ARTERIAL PULSE

SKIN TEMP: [(JHOT [JwARM [JcooL [JCLAMMY []DIAPHORETL

0-Absent - Boundig
{Wesk DDy M

SKIN COLOUR:

1-Normal Lt

CONTINUOUS ECG: [ 5LEAD [ 12LEAD PRIMARY LEAD: ANALYSIS:

CAPILLARY REFILL: []ERISK []PROLONGED

PACEMAKER: []TC []TempTV []Perm Site:

Type: [JWlor ]
OuputMA)V: A Semse(MV__ A

V Rale: ARale:

Other: (JPPV [JFioTrac [JWECMO [JVAECMO

VTE PROPHYLAXIS: []TEDS [JIFC

(] Prophylactic | Therapeutic AC

Target MAP: [Jintarget [ ] Requires vasoactive agents
Art Line Site: [ ] Normal Waveform [ ] Postional

Waveforms Posted: [JECG [JAt [JCVP
[]PAP PA catheter position: (cm)

C]IVC Filer

2
3
:
é
:
:
<
0

Nursa's Initials:

84600560 (Rev. 2016/0624) REFERENCE SONC CRITICAL CARE TRAUMA CENTRE
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Capillary Refill

- Testing Caplllary Refill

1. Hold hand above the heart
2. Apply light pressure to blanch the fingernail bed

3. Release and measure the time until the
circulation returns to normal

- Normal < 2
- Sluggish > 3
- Abnormal > 5

\V/
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40

IV Infusions

CENTRAL AND PERIPHERAL
VENOUS LINES/LUMENS

SOLUTIONS
(recond soluion or medication only,
record rate and concantraiion in Flowshaed)

Rt IJ Introducer

Norepi and Vasopressin

Rt1J TL : Brown

CVP/RL Infusion

White

Dilaudid and Propofol infusions

%
E

Insulin Infusion

Heparin Infusion

2020/02/10
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Sepsis Screen

ARI Screen (on admission or new r&splrabry' symptoms): [ Pass [ Fail
[] Travel History Documented (in Power Chart at admission)

: || Negative Pressune
[] Enhanced PPE [ Precautions Documented (into Power Chart)
SEP SIS SCREENING {EI' if yas):

[JWEBC =10 or< 40 |:|T&rn|:|- < 36 or > 38 during past 12 hours
[] | BP or T Vasopressors
] [] 1 Secretions  [] T Oxygen/Vent support  [] At risk lines

Other Concams: _
If any options above salected date last cultuned:
[ Blood [ Sputum [Urine Other [spacify):

l—
=z
L
=
%
.
n
&
u
T

\V/
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ulti-Patient Task List |=]Message Center ﬁsmeduling P'.ﬁ.L - Elal"-"ledicaﬁnn Information §

icky Motes ETEEF Off Eﬁ.ttach %Change :Fmﬂuspend ilﬁ_Exit @Calmlamr :ﬁﬁq.ﬁ.dHuc m

I = | [P} Ad Hoc Charting - Critical Care UH, Jane

1 Aszsezsment and Manitoring
Blood Tranzfuzion Labs
Breast Assessment Program
Chrical Mutrition

CH Oncology

Colpozcopy Forms

Diabetesz Education Program [DEP]
LRCF Health Recordz
Mephrology Forms

MY Forms

Oncology Scales

Order Detail Forms

Fatient Summarnes
Ferinatal

Fenoperative Care TWHPF
Pharmacy Forms

Preddmit Clinic: London

) ] m

=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=

1 Screening Tools

3 Oncology
=3 Al ltems

42 2020/02/10
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Has patient
trawelled to any
of the following

geographic
areas within the
past 21 days?

Had contact in
past 21 days
with & sick
personwho
trawvelled to any
ofthese
geographic
areas?

Acute Respiratory lliness and Travel History Screen

Travel History

[C] United Arab Emirates [UAE]
[C] emen

D Denies travel to any of the listed locations
[[] China

[C] Guinea

[C] Jordan

[C] Liberia

[C] Oman

] Qatar

[C] Republic of Korea - health care setting
[C] Saudi Arabia
[C] Siena Leone

[C] Denies contact with sick person who travelled to any of the listed locations  [] United Arab Emirates [IAE]
[C] China ] *emen

[C] Guinea

[C] Jordan

[C] Liberia

[C] Oman

[C] Qatar

[C] Republic of Korea - health care setting
[C] Saudi Arabia
[C] Siena Leone

Tao zee the the most up to date travel reference material RIG

O Pass T
CLICK inside the wvellow box and select "Reference Text"

Travel Alert O Fail




Acute Respiratory lliness (ARI) & Travel

[C] Denies symptoms az listed below
AS5ess [C] Mew/worze cough [onset within 7 dayz]
S}.ﬂmp'{'@mg ] Mew/waorse shotness of breath (waorse than usual]?

Access [ Denies symptams as listed below

Tombperature [C] Patient feeling feverizh
p‘f [C] Patient had chill: and zhakes
ar

Past 24 Hours

Seneral Symptoms [C] Denies symptoms az listed below  [] Severs headache
[ Diarthea [ Sore throat

Does the patient hawve
3 [C] Raszh ] womiting

any of the following
symptoms?

Acute Respiratory lliness (ARI) Screen |C Psss O Fa

Travel & Symptom Screen O Pass O Fail

Note: Implement appropriate PPE and protocols as per your facility's guidelines.

4

v
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December 2016
Adult Critical m Flow Map for Travel/Symptom Screeni

Infectious Diseases

Initial Assessment MRP Assessment
Assessment

Failed ARI Patient placed on
symptoms D + C and Airbarne MRP assessment YE
Precautions* with identifies suspect
Mo travel DT
YES
MRP assessment
identifies/confirms No
Failed ARI NO
symptoms > Infectious Disease
with Y confi
Mo ment rms
travel
suspect IOT
fes
YES
Initiate the
escalated response
for an IDT
Admit on D + C RP assessme
Unable to assess #| Precautions® with identifias AR
Enhanced PPE
@ 1
LEGEMND:

ARI: Acute Respiratory Infection
D+ C: Droplet and Contact Precautions

Enhanced Personal Protective Equipment [PPE):
MN95 mask, full face shield, level 2 gown, gloves

Mo Enhanced PPE required.
Discontinue D+C precautions

EPR: Electronic Patient Record

MRF: Most Responsible Physician

*Ensure signage posted and precaution order in PowerChart IDT: Infectious Disease Threat




Critical Care Protocol-Initial
Assessment

Screening: Acute Respiratory lliness/Travel
Screen

- Failed ARI, no travel- admit on Droplet + Contact
precautions

- Failed ARI with travel- admit on Droplet + Contact
precautions with Enhanced PPE

- Unable to assess- admit on Droplet + Contact
precautions with Enhanced PPE

\V/
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Enhanced Precautions

(&)STOP

No Visitors: Speak to a charge nurse

Staff: Enhanced PPE Required
DROPLET + CONTACT PRECAUTIONS

n (W ®8 N95 mask and full face shield

n m Gloves required for all patient /patient
environment contact. Level 2 gown required
. Patient room door closed

. Consult IPC if patient transport required Visitors: Speak to a nurse before entering this room.

e anh o b ROPLET + CONTACT PRECAUTION

™ i’ Procedure/surgical mask and protective
eyewear required within 2 metres of patient

Gloves required for all patient/
patient environment contact

Long-sleeved gown required if skin or clothing
will contact patient/patient environment

a‘ Patient to wear a procedure/surgical mask
for transport

Use dedicated equipment or disinfect
before use with another patient

\V/
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Droplet + Contact with Enhanced
PPE

- Order as Droplet/Contact with Enhanced
PPE

Dummy, Dumm... PIN:1157 88 87
Weight:76 kg VISIT #:424989433

Age:18 months Ht/Length:134 cm ! Behaviour Safety Aler.
DOB:2018/08/01 SexMale A“ergies: acetaminoph

Search | Droplet L Twe @ ‘»lnpabenl—vj
Semchvitin [ ]

[P Droplet and Contact with Enhanced PPE

L Urop
[ Droplet/Contact Precautions

b don

® S| ¥ |Order Name Status  |Start Details

4 U-5; A5-305; A VISIT #:2424989433 Admit: 2013/10/26 08:01
4 Alerts
W 5~ " Droplet and Contact with Enhanced PPE Order 2020/02/04 Started on: 2020/02/04 08:40 EST, Indications: Infectious Disease Threat
08:40

48 2020/02/10
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Droplet + Contact Precautions

- Acute respiratory
infection
(u n d i ag n Ose d) ., Procedure/surgical mask and protective

eyewear required within 2 metres of patient

1 ~{ % Gloves required for all patient/
® n e u I I l O n I a | ¢£ | patient environment contact
Long-sleeved gown required if skin or clothing

° I nfl u e n Z a | _I will contact patient/patient environment

_ Patient to wear a procedure/surgical mask
| fortransport

Use dedicated equipment or disinfect

before use with another patient l

49 2020/02/10

\/
’ London Health Sciences Centre




Droplet + Contact Precautions

- Gloves required for all
patient and environment
contact

- Long sleeve gown
required If skin or
clothing will contact
patient/patient
environment

\V/
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Droplet + Contact Precautions

Visitors

- Wear gloves and gown if
providing DIRECT care

- Wear procedure/surgical
mask and eye protection
within 2 metres of patient

- Visitors are to perform
hand hygiene prior to
entering and exiting the
room and removal of PPE

51 2020/02/10
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Droplet + Contact Precautions

Transporting

- Staff to wear gloves and
gown if assisting in the
“hands on” transfer/care

. Staff to wear fluid resistant
mask, eye protection or
face shield

- Patient to perform hand
hygiene and wear
procedural mask

\V/
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Specialized Precautions

Specialized PPE:

¢ One piece suit
e Full gown

e Two pair of gloves
e Positive Air Pressure
Respirator (PAPR)

*Donning and doffing of
PPE requires an observer

AUUIE UAKE

»)STOP

Visitors: Speak to a nurse before entering this room.

ACUTE, NON-ACUTE, AMBULATORY CARE

Visitors: Speak to a nurse before entering this room.

DROPLET + CONTACT PRECAUTIONS
ﬁ.'_ Procedure/surgical mask and protective AI R B 0 R N E P R E CAUTI 0 N S

eyewear required within 2 metres of patient

| Negative pressure room with door
Gloves required for all patient/ and windows closed

patient environment contact

@ N95, fit-tested and seal-checked respirator
Long-sleeved gown required if skin or clothing = required for room entry” and transport

will contact patient/patient environment

) Patient to wear a procedure/surgical mask
Patient to wear a procedure/surgical mask a for transport
Use dedicated equipment or disinfect ';“.“J.‘.‘““""a:?“..,”.frn:‘i. ‘ostor onmossle, krown - vune s
before use with another patient ’ . e

for transport

A4

2020/02/10
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You admit a patient from the emergency department
at 2200. You identify the patient requires
droplet/contact precautions to be ordered and wear
the appropriate PPE. Later at 2400, when the dust
settles, you order the precautions in Power Chart.
What time will you enter when the precautions had
started?

2000
2200
2400
d. Does it really matter?

S

o

\V/
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Your patient has a history of MRSA and is currently
being admitted for suspected pneumonia (failed
ARI). What precaution sign(s) will you post outside
the room and enter into PowerChart?

Droplet/Contact
Enhanced Precautions
Contact

d. AandC

S 9

&

\V/
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LHSC Infection Prevention &
Control

\
1 LondonHealth scences e e [ e

Infection Prevention and Control (IPAC) | Feiizo T Eabds | dldulbaoiis

Diseases and Conditions Policies and Protocols Outbreak Management (Alert Levels) Patient Experience Hand Hygiene and Infection Rates

Service Provisions About Us

LHSC

Infection Prevention and Control (IPAC)

CLINICAL CONSULTATIONS

IPAC NEWS AND HIGHLIGHTS Monday to Friday 0800-1600
. . . . . . ) University Hospital pager 15836
Please share this one pager intended as a quick reminder of the foundational practices that build the Victoria Hospital Pager 15591
organizations Infection Safety processes.
Off site after hours for urgent matters

Full descriptions of each process are also available in the IPAC website pager: 14335
(Weekdays: 1600-2100)

(Weekends: 0800-2100)

[ — HOT OFF THE PRESS!

GENERAL INQUIRIES
IPAC NE WS et e sneset -
ra—— Email infectioncontrollhsc@lhsc.on.ca

ARI Nothing to Sneeze at.... ",i

Ready & Resilient

ONLINE CONSULT REQUEST FORM

\V/
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Safe Handling of Illicit Drug or
Unknown Substances

Carfentanil a New Worry for First-Responders

Carfentanil and other fentanyl-related compounds are a serious danger to public safety, first
responder, medical, treatment, and laboratory personnel.

BY SHERYL KRIEG, THE NEWS-SENTINEL (FORT WAYNE, IND.) / MAY 11, 2017

Police warn of new drug
thousands of times more
dangerous than morphine

57 2020/02/10
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Safe Handling of Illicit Drug or
Unknown Substances

- Inadvertent skin exposure to illicit drugs like fentanyl
or carfentanil are unlikely to cause toxicity however
absorption can occur through mucous membranes if
the drug remains on the skin and there iIs subsequent
oral contact (e.g. hand goes in mouth).

- There is a new policy (Safe Handling of lllicit Drugs or
Unknown Substances) that establishes the
requirements for staff/affiliates to minimize exposure
when removing illicit drugs/other substances in order
to provide patient care.

\V/
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https://lhsc.policymedical.net/policymed/registered/docViewer?stoken=4a63de12-8b34-45f4-8ce6-349d1506c34d&dtoken=d3ec504d-a9ff-46da-96e5-6925d1b385d2

What Is your role if you see and
unknown substance or
something you think is an illicit

\/
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Risk Assessment

Risk Level

60

2020/02/10

Consider:

The quantity/form of the illicit drug or unknown substance
The type of packaging

The chance of exposure for the health care worker

Intact dosage forms, 1.e. pill, capsules
Unknown substance is contained in a sealed container/baggie
Low chance of exposure

Minimal to large quantities of unknown substance are presenton

an overdosed patient

Unknown substance is loose powder on the patient’s clothing or
belongings

Unknown substance in an open baggie

Medium to high risk of exposure or prolonged contact

\/
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Double bag the substance using a

(&) o

\ “ Vi AT .t'. .-‘ ““t' 4 ahine il

g
SR

\!
'_'f-“‘.“\ (" \m’“‘ ’

s YR

\V/
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Doffing PPE

\V/
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Call Security:

SECURITY

¢ WISt oammer \

V.
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Sepsis Screen

INFECTION CONTROL {Ef if yeas):

ARI Screen (on admission or new respiratory symptoms): [ | Pass [ Fail
[] Travel History Documented (in Power Chart at admission)

Precautions: [ Contact [Jaimorne [ Droplat [] Megative Pressuna

[JWEBC =10 or< 40 |:|T&rn|:|- < 36 or > 38 during past 12 hours
[] | BP or T Vasopressors
[JLactate =20 []1 Secretions [] T Oxygen/Vent support [ At rsk lines

Other Concams: _
If any options above salected date last cultuned:
[ ] Blood [] Sputum [ Urine Other (spe

l—
=z
L
=
%
.
n
&
u
T

\V/
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Gentio-urinary

\rmmms* | CONTINENT
74 COLOR: ~ []PALE YELLOW

o] DIALYSSS: [ INTERMITTENT

[IPREGNANT  [POSTPARTUM
ol CATHETER: L URETHRAL DSUERAPUBIC S TPE [JILEALCONDUIT [JURETERALSTENT R/L

[JACTIVATE CCTC OBSTETRICAL FLOW SHEET

INCONTNENT  URINEVOLUME: WL CJ<05mbligh
MBER  [JDKAVBER  [JABNORWAL
CONTNUOUS [IPERTONEAL  DIALYSIS CATHETERSTE: |

ELECTROLYTEPROTOCOL: [JStandard [ High Mg

B
z PERINEUM: []woL

67 2020/02/10
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GASTROINTESTINAL

68

Gastrointestinal

ABDOMEN: [1soFT [JFRM [JDISTENDED BOWEL SOUNDS: [JwDL [ OTHER:
DATE OF LAST BM: COLOUR/CONSISTENCY: [] Standard Bowel Routine  [] ASCI Bowel Routine
FECAL MANAGEMENT SYSTEM TYPE: [ ] BLADDER PRESSURE

DIET: [INPO [ Parenteral (C/P) [JEnteral [ Prote

FEEDING TUBE:[] Oral [Nesal L/R Distan€lem) 119 [Broutaneous Tip Location: [] Gastric K] Duodenum [ Jejunum
GASTRIC DRAINAGE: [ING/OG L/R [JLow Intermiter N L Straight Drainage  Drainage: []Bile Other:

s " - -
. ==l . L0510 T MSODEATA

[ lintensive Insulin  [JDKA [ GI Prophylaxis: [] Prokinetic:
DTHER DRAINS:

v | woww | esa | owwe |
RUQ Abd
RLQ Abd Straight drainage bag Thick, greenish yellow

2020/02/10




Rt1J TLC

Previous Stage PIV

3 Pl from bilateral
AC

home, approx
3 x 3 in size. \

Dressing intact
>

Midline abd

incision with Hip
abetherain incision
place with
staples
well
approx/
OTA

|
h
Z
n
F
2
i
F
z

Ex Fix in place

High risk fall | treatment interference $&1 High risk pressure ucer Bed Surface: 8 Total Care [Versa Care [ Other:
INTEGUMENTARY ASSESSMENT/PLAN:

MOBILITY PLAN:

\V/
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Other

IFFEMAL <50 YFARS: [ PREGNANCY RULEDOUT BY: [JRLOODTEST [
ARMBAND ON PATENT: [IYES [INO
BLOOD TRANSFUSION CONSENT: []YES [INO DATE

YYARILD
D EMOTIONAL |/ INFORMATIONAL SUPPORT PATIENT / FAMILY Wmm |
CAREGIVER FOR ADL: DM DMMORE SOM Passeode:
BABAIH0 (Rev, 201AIR1H)

Nursa's Initials:

\V/
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Resuscitation Status

This ordered resuscitation status will be viewable in the
Summaries Viewpoint

| e Sty Nt =) Ve Sucky boves T Tear O B Crange: [l Susperd e [ conisnw Tfiasoc RDerert jCommariate - 4 ke - (Il Exploner Meru  § Favent Loceter B8 Scheduling Appesnament Book [ Co

PIN:1205 54 47 Dischargs: Stabes - Red
VISTT #:433630005

Allcrghes: Unaible Bo Obkaing Collect

b Dhet sl Acthiy ()
» Breegency Cortact ()

Allow natural death if vital signs absent. NO CPR. NO ) B over to
Worme Medication (0] DEFIBRILLATION. NO MECHANICAL VENTILATION (INVASIVE OR )
facceek NON-INVASIVE). NO VASOACTIVE DRUGS. Otherwise use medical view

detalls

Hospital Administensd Dmenenications (0]

treatments/antibiotics/TV fluids as indicated to manage reversible

I problems.

71 2020/02/10
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12HOUR NURSING ASSESSMENT AND INTERVENTION FLOWSHEET KEY: v'= Normalfindings  # = Significant find
YEAR (YYYYMMDD): Shift: [1Days [Nights

NURSING
ASSESSMENTANTERVENTION

.| NEUROLOGICAL

TIME

.| RESPIRATORY

.| CARDIOVAS CULAR

.| GASTROINTESTINAL

.| GENITO-URINARY

.| NTEGUMENTARY

PAIN/AGITATION DELIRIUM/COMFORT
" | treatment and res ponse

.| ACTIVITY | MOBILITY

.| LAE WORK

PATIENT [ FAMILY
"| EMOTIONAL / EDUCATION

SIGNIFICANT FINDINGS
DeDats A=Ackon R = Regponse [ evahslion

\V/
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When to STAR & DAR

- STAR & DAR when:

> Changes from initial assessment

> Events happen (e.qg., bedside tracheostomy,
family meeting, drop in BP, etc.)

R Significant Findings
-> = Findings remain unchanged

Reassess findings minimum every 4 hours

\/
' London Health Sciences Centre
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What does an == mean?

- The arrow means you have reassessed the findings
and there has been NO CHANGE from the previous
assessment and documentation

If you have last charted on respiratory at 0935:

D: Patient is desaturating.

A: ICU team at bedside intubating

And on reassessment @ 1200 you arrow over...

This means the patient continues to be
desaturating, and the ICU team continues to be
at the bedside intubating.

\V/
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12 HOUR NURSING ASSESSMENT AND INTERVENTION FLOWSHEET KEY: = Normal findings  # = Significant findi
YEAR (V¥ ¥y MMIDD): Shift: (JDays []Nights

NURSING
ASSESSMENTANTERVENTION 1300 143011600 |1830

. | NEUROLOGICAL

* *

. | REZPIRATORY

. | CARDIOVASCULAR

. | GASTROINTESTINAL

. | GENITO-URINARY

. | INTEGUMENTARY/BERADEMN Scale

PAIN/AGITATIONDELIRIUMCOMFORT
* | treatment and response: summary O shift

- | PLAN-OF-CARE

PATIENT J FAMILY *
" | EMOTIONAL ! EDUCATION

NURSE"S INITIALS

TIME SIGHIFICANT FINDINGS
i D=Dala A=iclion R = Response|evaluation

1300| D - Left pupil nonreactive and larger than the right pupil. A- Notified Dr. Dre with

Neurgsurgery, and Dr. Imonit the CCTC resident. Will reassess hourly and report further

neurdlogical changes to teams

4301 D=Family meeting; (refertonote in progress section) A ="supportprovidedtowife
hilddan

raTcTT

1830} D - Both pupils now nonreactive. Patient pyrpnrling without stimulation
A - Drs Dre and Imonit notified, and are assessing patient now.

\V/
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Bedside Assessment Tools

Pain Assessment:
Able to Self-Report

Pain Assessment:
Able to Self-Report

Patient's |
for pain a
* Thenm
(show
assess
* The ac
perceg
better
* When
the pa
This w
most i

‘

UNBEARASLE

77

DADCT Mmamammin fme Daim fe s s mesmb

Pain Assessment:
Unable to Self-Report

Critical-Care Observation Tool (CPOT)

I Sedation Assessment: VAMASS I

Ventilator Adjusted: Motor Assessment Scoring Scale
For unventilated patients, score MASS only. If MASS =2, screen for delirium.

Delirium Screening in Critical Care

I Step 1: Screen for PAIN

> Screen using Numeric Ratinme Srale i ahlo fn colf ronnt
-

Screen using CPOT if unat
MAS! - .
i I VAP Reduction Bundle Details ep 2: Screen for SEDATION
Con . -
> Screen using VAMASS if v
» Screen using MASS portio
o ;OSE:HM,&M Dane v LU mlmnembinn i emern £ 7 Ll Ebemermbam b xSl b Abemmrem RIUM
- HOB > 30 degre - ensive Cal
sush 2zt unciear Quality Bundles:
- IfHoEl-:aﬁueg . hours wi\!
1 instabilty or pat VAP Reduction Bundle half of shif
2. Sedation Assessn screen in
) Adjustsedatic AP REDUCTION BUNDLE tion flows
recording the "t
= Qshiftfor: —
=  Qdhfor - .
2 . Cratvey 1. HOB > 30 degrees if intubated or a tracheostomy tube is ssessment
.«  Attheend: ; : its for pain ¢
A in place, excep‘[ during temporary propedures ('e_g_, bed past pain h
response changes, line insertion) unless contraindicated sf-report of |
b) Attempt daily to self-
Examples of oo . ) . . selepo
3 mansgementc 2. Maintain appropriate level of sedation: |4 hand prr
with sedation g v
i eoaton g Adjust sedalion to target VAMASS slowing adr
v Attempt daily dose reduction of continuous sedatives unless
3 Contraindicatior contraindicated* ation Asse
a - Underlying r ts using VA
brain injury. . sqd4hand|
- eore=e 3. Daily SBT 8
) Hem;fmn v Screen daily for SBT readiness im Assess:
- PaO2FIO2) v If screen is passed, conduct SBT daily® gshﬂ;";"iﬂh:
- Medical ords al
5 - SeeSBTSc ord
ntoiwww. 4. Subglottic Secretion Drainage (SSD) ng requires.
& Contraindicatior v SSD for all patients with endotracheal tube - fr"e':n ':;':1 g‘
- AnSSDisn v Ifintubated without SSD, review during rounds re suitability
(e.g.. blocke for possible tube exchange [—
0 5 Initiate enteral f
- g:::;;ﬁﬁ 5. Initiate safe enteral feeding within 24-48 hours unless
initiate enter contraindicated”

(% Oral decontamir

= Contraindic Ent :
Dacument. and replace orally within 48 hours unless contraindicated
contraindic

. Containdic (e.g., esophageal/oral surgery or varices)

oral surgen

6. Oral decontamination

procedure (unless centraindicated™)

v Attempt small bowel placement for all feeding tubes
v Avoid nasal placement for gastric drainage tubes; remove

¥ Oral hygiene with toothbrushing at least q12h per CCTC

¥' Chlorhexidine oral rinse g12h (unless contraindicated*)

2020/02/10

Intensive Care Delirium Screening
Checklist (ICDSC)

d
II-
I

Central L
1. Perfor
Check
2. Remen
3. Avoid ¢
guidew
4. Hairre
draping
5. Scrub:
chlorhe
6. Allows
7. Cap,mr
gloves
8. Capar
field
9. Broad:
10. Flush It
packac
11. The He
comple
or Artel
12. Any me
these
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(Standards apply to BOTH central venous and arterial lines)

Review insertion date, circumstance and need for continued line use Q shift.
Lines inserted without sterile technigue should be changed within 24-48 Hrs.
Remember the 4 Moments of Hand Hygiene when inserting and maintaining
central lines.

Palpate and visually inspect site daily.

Ensure catheter securement.

Change transparent dressings Q7 days and any time dressings become
soiled, integrity is disrupted or edges are curled.

Change gauze dressings daily (for inspection and skin cleansing); convert to
transparent as soon as possible.

Use central line dressing tray kit for dressing changes.

Allow skin to dry a full 3 minutes after cleansing with chlorhexidine.

. Apply Cavilon ™ to the skin if patient is diaphoretic or adherence is difficult

(DO NOT apply to insertion site). Cavilon™ must dry for 2 minutes prior ta
dressing application.

. Apply new antiseptic cap (e.g., SwabCap™) to all injection and blood sampling

ports after each access and Q 5 days (to prevent drying). If not using an

antiseptic cap, Scrub hub and allow 30 second dry time before accessing port

Flush lines thoroughly after blood sampling. Flush EACH PICC lumen with 20

ml using turbulent flushing (stop/start technique) after blood sampling or each

time a PICC is accessed.

Routine tubing changes:

a) TPN Q 24 hours

c) platelets after every unit

e) propofol @12 hours

Maintain dedicated line for TPN.

Don non-sterile gloves and do not touch insertion site after skin prep for

venipuncture and peripheral IV insertion.

Blood cultures: Our goal is a minimum of 2 sets for any culture event. Ifline

sepsis is suspected

a)and line in > 48 Hrs, send venipuncture AND line culture(s) and request
“CAB” assessment; draw and order all samples within 15 minute timeframe

b) Identify catheter site and type (e.g., R IJ HD) and date of central and
artenial catheter insertion (including PICC/HD lines) when ordering cultures

Document assessment findings in “Monitoring of Invasive Line Site(s) section

of the 24 Hour Flow sheet Q shift and PRN.

Every member of the team is expected to remind others or stop

procedures if any steps are overlooked.

[ £

b) RBC & FFP tubing after 2 bags
d) high flow rapid infuser Q 3 hours
f) all other sets Q 96 Hrs.
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Critical Care Trauma Centre
p About Us

b Patints, Faniles & Standards of Nursing Care: CCTC
isitors
w Health Professionals A-D
What's New o
Monographs
Standards of

Nursing Care Rrierial Line Monitoring

Procedures Bedside Assessment Tools:

Neuro Assessment

MNeuro Assessment Tools

Educational Links Pain. Sedation and Delinum Assessment Tools
S Safety Bundles (CLI. VAP and Procedural Pause

Educational Quizes
Courses & Events

Protocols

E-Leaming
Medical Education Documentation
o 12 Hour Assessement and Intervention Flowsheet in CCTC
Employees Only, » 12 Hour Al Flowsheet Power Point Instructions: Updated January 12 2016
: = What's New and a few charting reminders, January 12, 2016
s el g o 24 Hour CCTC Flowsheet
P Ways to Give = 24 Hour Flow Sheet Power Point Instructions: Updated April 2014
» Changes to CCTC Flowsheet May 2014

= Changes to 24 Hour CCTC Flowsheet January 2015

LHSC

Health Professionals ECG Monitorin

b Programs and Services Enteral Feeding and Nasal Gastric Drainage
with Information for Fluid Balance Monitoring

Health Professionals General Nursing Care
Hemodynamic Monitoring

o ECG Monitoring
o Arterial Line Monitoring

o Central Line Monitoring
o Pulmonary Artery Catheter Monitoring
Hypothermia Protocol Standards
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Delirilum assessment
Standards

. Screen in 2" half of shift and
document time of assessment
Inside the A&I sheet

. If MAAS Is <2 record UTA and
document reason in DAR note

- If MAAS Is >2, screen using DELIRIUM
the ICDSC checklist
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Delirium Assessment

MID SHIFT ASSESSMENT (complete during hours 6-12 of each shift)

Delirnum Screen

Delinum screen complatad al

Step 1: NRS or CPOT
Step 2: VAMAAS

Shift Summary: Fain / Agitation / Delirium

[MAAS < 21CDSC = UiA)

Step 3: ICDSC Total

(crcle + dema)

1.LOC

2. Inatiention

3. Disonentation

4. Hallucinabons/Delusons

5. Paychomatar a7 tstionretarda bon
6. Impaired speech/mood

1. Sleephvake daturbance

8. Sympiom fuctuabon
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12 HOUR NURSING ASSESSMENT AND INTERVENTION FLOWSHEET KEY: v = Mormal findings % = Significant finding

YEAR (YYYYIMMIDD): Shift: (JDays [ Mights

NURSING 0855|110011301200

ASZESSMENTANTERVENTION

. | NEURDLOGIC AL

. | RESPIRATORY a}

. | CARDIOVASCULAR

. | GASTROINTESTINAL

. | GENITO-URINARY

. | INTEGUMENTARY/ERADEMN Scale

PAINAGITATIONDELIRIUMICOMFORT
- | treatment and response: summary Q shift

|CRRT

- | FLAN-OF-CARE

PATIENT I FAMILY
" | EMOTIONAL | EDUCATION

HNURSE'S INITIALS

TIME SIGNIFICANT FINDINGS
i D=Data A=hclion R = Responss | avaluation

3 0855 D: Rounds completed with CCTC team. Dr. Kao made aware of ongoing

concerns over 1) kidney function, elevated creat with no urine output and 2)

hemodynamic stability, fluctuating MAP less than 65mmg . Plan for day is to hav

nroliogy reassess. IT CRR1 IS warlrdanted, CCTC team would use vasopressors t

0 D: Nephro in to reassess and Rt fem dialysis catheter inserted by Dr Priz

CRRT started per orders. MAP dropped below target of 65. CCTC Jr. D

: orders received for norepinephrine infusion and titrated to achieve ordered

MAP target

R: MAP over 65, continuing to titrate norepinephrine

alth Sciences Centre



References

.- All Standards of Care, Protocol and Procedures
are from the Critical Care Trauma Website.
Retrieved on Jan 2 2017:

v
85 2020/02/10 ' London Health Sciences Centre



http://www.lhsc.on.ca/About_Us/CCTC/

