Long Term ICU Stay Screening Tool

	

LONG TERM ICU STAY SCREENING TOOL

Screening Date:  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 / FORMCHECKBOX 
  FORMCHECKBOX 
 / FORMCHECKBOX 
  FORMCHECKBOX 
 (YYYY/MM/DD) 

ICU Admission Date:  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 / FORMCHECKBOX 
  FORMCHECKBOX 
 / FORMCHECKBOX 
  FORMCHECKBOX 
 (YYYY/MM/DD)
Hospital Admission Date:  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 / FORMCHECKBOX 
  FORMCHECKBOX 
 / FORMCHECKBOX 
  FORMCHECKBOX 
 (YYYY/MM/DD)
Age: ________
	

	Section A: Are any of the following predictors present?

	Predictor Present

	 FORMCHECKBOX 
 Actual ICU stay >/= 21 days
 FORMCHECKBOX 
 Anticipated ICU stay >/= 21 days
⁮ FORMCHECKBOX 
 ICU tracheotomy anticipated within 7 days


	⁮  No  FORMCHECKBOX 
           
	⁮  Yes  FORMCHECKBOX 


	Section B: Any ONE of the following disease categories present?

	Morbidity Present

	Prior to Hospitalization

⁮  FORMCHECKBOX 
 Chronic neuromuscular /spinal disease 

⁮  FORMCHECKBOX 
 Pre-hospital respiratory care

⁮  FORMCHECKBOX 
 Non-invasive ventilation (e.g., BiPAP)

⁮  FORMCHECKBOX 
 Invasive ventilation

⁮  FORMCHECKBOX 
 Oxygen

⁮  FORMCHECKBOX 
 Tracheostomy

Current Hospitalization

⁮  FORMCHECKBOX 
 Critical illness neuromyopathy (highly suspected or confirmed) 

⁮  FORMCHECKBOX 
 Spinal cord injury 

⁮  FORMCHECKBOX 
 Infusion of neuromuscular blocker > 2 days

⁮  FORMCHECKBOX 
 Phrenic/diaphragm weakness/paralysis (highly suspected or confirmed) 

  
	⁮  No  FORMCHECKBOX 
           


	⁮  Yes  FORMCHECKBOX 


	Section C: Any THREE of the following disease categories present?
	Morbidity Present

	⁮  FORMCHECKBOX 
 Chronic cognitive decline 

⁮  FORMCHECKBOX 
 Malnutrition 

⁮  FORMCHECKBOX 
 Recurrent aspirations

⁮  FORMCHECKBOX 
 Complex wounds/open abdominal wounds

⁮  FORMCHECKBOX 
 Congestive heart failure 

⁮  FORMCHECKBOX 
 Morbid obesity

⁮  FORMCHECKBOX 
 CRRT/dialysis

⁮  FORMCHECKBOX 
 COPD /emphysema

⁮  FORMCHECKBOX 
 Failed extubation

⁮  FORMCHECKBOX 
 Acute brain injury (e.g., SAH, stroke, encephalopathy, etc)
	⁮  No  FORMCHECKBOX 
           


	⁮  Yes  FORMCHECKBOX 


	Comments/Notes:



	Section D:  Chronic Critically ill Determination                                     ACTION
	
	⁮ Continued monitoring and reassess weekly

	⁮  “Yes” to Section A or B
	 FORMCHECKBOX 
Consult required
	⁮  FORMCHECKBOX 
Notify Clinical Nurse Specialist ICU

	⁮  “Yes” to Section C only
	Reassess in 7 days on Date:  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 / FORMCHECKBOX 
  FORMCHECKBOX 
 / FORMCHECKBOX 
  FORMCHECKBOX 
 (YYYY/MM/DD)


Clinician’s Signature: ___________________________________ 
	Section E:  ICU Disposition Status
	To be Completed by Clinical Nurse Specialist ICU



	Patient continues to require acute ICU care at this time
	No  FORMCHECKBOX 
               Yes  FORMCHECKBOX 


	Patient meets criteria for rehabilitation ICU care (EICU care) at this time
	No  FORMCHECKBOX 
               Yes  FORMCHECKBOX 


	· Uncertain hospital discharge disposition;

· Low acuity of illness; and

· Anticipated or actual need for prolonged mechanical ventilation (PMV). 


	

	Actual EICU bed transfer date
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
 / FORMCHECKBOX 
  FORMCHECKBOX 
 / FORMCHECKBOX 
  FORMCHECKBOX 
 (YYYY/MM/DD)


Clinician’s Signature: ___________________________________CNS 
