

	
	ADULT INTENSIVE care unit (ICU) Admission, TRIAGE and discharge POLICY



PURPOSE

The purpose of this policy is to establish guidelines for admission to and from the Intensive Care Unit (ICU).
POLICY Statement

It is the policy of our Institution to provide the most appropriate treatment to all critically ill adult patients uniformly and consistently.

SCOPE

The policy covers all adult (≥18-years-old) patients at our Institution who are candidates to be admitted to or discharged from the ICU, including both internal and external transfers to the intensive care unit (ICU) as described in the Transfer Policy.
Target Audience

The target audience for this policy includes, but is not limited to, all workforce members who are involved in providing care, treatment and services to patients.

Definitions

Adult Patients: Any patient admitted to our Institution that has reached the age of majority and are legally considered an adult in the USA. Patients equal or older than 18-years-old are considered adults for the purpose of this policy. 
Emergency Medical Condition: A condition in which a patient is in immediate danger of losing life, limb, or function and is further defined as: a medical condition, manifesting itself by acute symptoms of sufficient severity (including severe pain) such that the absence of immediate medical treatment could reasonably be expected to result in placing the health of the individual in serious jeopardy. 

Intensive Care Unit (ICU): An inpatient unit that provides life support (e.g., intubation, invasive mechanical ventilation, cardiac support/cardiopulmonary resuscitation, continuous renal replacement therapies) to critically ill patients in organ failure.  The care and services provided, such as continuous invasive monitoring (e.g., invasive blood pressure and cardiac output monitoring) and the management instituted such as invasive mechanical ventilation, infusion and titration of intravenous inotropes and vasopressor medications constitute the highest level of care in the institution. 
Intermediate Medical Unit (IMU): An inpatient unit that provides a level of care appropriate for patients with moderate physiologic instability.  The care and services provided, such as continuous monitoring (for example, oximetry, electrocardiography) and the management instituted such as assisted non-invasive ventilation and infusion and titration of intravenous vasoactive medications constitute a higher level of care than the regular inpatient unit.  

Level of Care:  The following descriptions of the levels of care in the hospital is intended to: a) understand the type of patient requiring different degrees of nursing and medical support in the hospital, and b) help determine the intensity of their monitoring and care necessary.
· Level 0 - Patients who can be cared for on a regular inpatient unit (e.g., patients receiving continuous or frequent intermittent intravenous therapy)
· Level 1 - Patients who are stable but at risk of cardiac arrhythmias or physiologic deterioration and require close electrocardiographic monitoring and/or higher intensity of care than on a regular inpatient unit.
· Level 2 - Patients who need more intensive monitoring and care such as patients with organ dysfunctions or single failing organ/system, or that are in the immediate postoperative period following an extensive or major operation. These types of patients are preferentially cared for in an IMU.
· Level 3 - Patients who need life supportive therapies (e.g., patients that cannot breathe without mechanical assistance and need invasive mechanical ventilation), those who need intensive care support for at least two failing organ systems, such as the respiratory and cardiovascular systems, or have multi-organ failure. These patients are preferentially cared for in an ICU.

Patient: All adult patients treated at our Institution. 
Pediatric Patients:  All patients younger than 18-years of age treated at our Institution.
Procedure

1.0 General Considerations

1.1 All admissions to the unit require prior approval by the responsible Critical Care Physician on-call or his/her designee (e.g., Licensed Physician, Advanced Practice Provider).
1.2 The responsible Critical Care Physician or his/her designees (Licensed Physicians, Advanced Practice Providers) will help to determine the appropriate level of care for the patient and will make the necessary arrangements with the ICU Charge Nurse to triage the: 

· Admission to the Intensive Care Units

· Need to remain in the Unit where the patient was admitted (every 24 hours)

· Discharge/Transfer from the Unit

· The ICU Medical Director, or his/her designee, will be available to resolve potential conflicts.   

1.3 Primary Attending Physicians or their designees on the adult surgical and medical services may admit their patients to the Intensive Care Units.
A. There must be a written order in the medical record prior to the patient being admitted or transferred to the ICU under the care of the Primary Attending Physician as described in the Transfer Policy. The orders to transfer a patient to the ICU should be written by the primary team.
B. Admission/Transfer orders to the ICU automatically cancel all previous orders as described in the Patient Care Policy.

C. All orders must be issued under the appropriate section of the medical record by the Admitting Physician or designee on admission to the ICUs, following patient assessment.
D. After the patient’s transfer to the ICU, the patient management remains the responsibility of the transferring Primary Attending Physician or designee. The Critical Care Service will serve as Consultant in the care of the patient and will manage the specific critical care problems for which the patient was transferred to the ICUs or which may develop while the patient is in the ICUs.
E. Patient care transitions require hand-off communications between healthcare providers as described in the Hand-Off Communication Policy. 
1.4 Pediatric patients will be admitted to the Pediatric Intensive Care Unit (PICU), as outlined in the procedure of the PICU Policy.
1.5 In the event that a patient requires intensive care, but there are no ICU beds available, the patient will be transferred to the most appropriate level care available. 
1.6 Patients will be discharged/transferred from the ICU to the most appropriate location for their medical needs at the time of discharge/transfer. 

1.7 Patients may refuse life support, or set specific limitations to their level of care and interventions. Critical care providers will offer the most appropriate critical care management in consideration of the patient’s wishes, evidence-based recommendations, and the risk-benefit analysis. Some intensive care therapies may be deemed non-beneficial by the patient’s health care providers. Refer to the Patients Rights Policy.
2.0 Admission

Adult critically ill patients with the following conditions may be admitted or transferred to the ICUs:
2.1 General admission considerations:

A. Medical or surgical patients admitted to our Institution with an acute life-threatening illness or who develop complications from their underlying disease or its treatment, and require respiratory or cardiovascular support (e.g., ventilation, vasopressors) or continuous intensive monitoring (e.g., intracranial pressure, CSF drainage). 

B. Patients requiring: 

a. Complex and intensive medical care 

b. Complex and intensive nursing care 

c. Invasive and/or intensive monitoring after major or complicated surgery 

C. Patients requiring continuous renal replacement therapies.

D. Others at the discretion of the appropriate Critical Care Staff Physician on call in coordination with the ICU Charge Nurse and the primary team physician.
E. Please refer to the SCCM Guide to Resource Allocation of Intensive Monitoring and Care table attached at the end of this document for additional guidance. 

2.2 Increased Care and Monitoring Requirements:
A. Patients requiring complex hourly nursing care and a minimum of 3 monitors (e.g., Continuous electrocardiographic monitoring, pulse oximetry, and vital signs).
B. Patients with IV infusion and titration of the following medications: dobutamine, epinephrine, isoproterenol, phenylephrine, norepinephrine, vasopressin, labetalol, dopamine >10 mcg/kg/min, nitropruside, lidocaine, procainamide) (please refer to the Adult Cardiac Medication Monitoring and Management Policy).

C. Patients with IV injections of the following medications: atropine >0.5 mg for symptomatic bradycardia (please refer to the Adult Cardiac Medication Monitoring and Management Policy).
D. Patients requiring a level of care that cannot be provided in the intermediate inpatient units.
2.3 Neurological Dysfunction:

A. Altered mental status (GCS ≤ 8) requiring hourly neurological monitoring.
B. Patients with status epilepticus. 

C. Status post-head trauma or spontaneous subdural hematomas or subarachnoid hemorrhages with active neurologic signs or symptoms.

D. Neuromuscular dysfunction with altered sensorium requiring cardiorespiratory monitoring or invasive mechanical ventilation due to development of respiratory failure (e.g., myopathies with diffuse weakness and risk for aspiration or respiratory insufficiency, Guillain-Barré Syndrome).

E. Acute inflammation or infections of the central nervous system with neurologic deficits or other life threatening complications. 

F. Spinal injuries including cord compression associated with acute neurological deficits.

G. Patients with hydrocephalus requiring external ventricular drainage and progressive neurological deficits or requiring intensive management of intracranial hypertension after placement of the drain.
2.4 Respiratory Dysfunction:

A. Hypoxemic respiratory insufficiency with P/F ratio <200 or requiring invasive mechanical ventilation; patients receiving palliative care or transitioning to comfort care are excluded.
B. Hypercapnic respiratory insufficiency requiring Non-Invasive Ventilation (NIV) support with pH <7.2. 

C. Respiratory insufficiency with difficult airway or potential for airway obstruction. 

a. The in-house Anesthesiology Team on-call should be notified of these cases immediately (e.g., patients with respiratory insufficiency and stridor) 

b. The Head and Neck/Surgical Team should be consulted as indicated (e.g., patients with respiratory failure and difficult airway that may require an urgent tracheostomy).

D. Patients with pulmonary disorders requiring hourly or continuous nebulized medications.

E. Patients with neurological, respiratory, or cardiovascular dysfunction and impending intubation.

F. Progressive pneumothorax that have not responded to chest tube placement, or hemothorax. 

Note:  The following patients should not be admitted to the ICUs:

· Patients with Do-Not-Intubate and Do-Not-Resuscitate orders who do not require vasopressors but do require other life supportive therapies, such as non-invasive ventilation, should be admitted to the IMU. 

· Patients with comfort care orders should be admitted to the Palliative Care Unit.
2.5 Cardiovascular Dysfunction:
A. Patients with unstable pericardial tamponade.
B. Patients that require additional interventions including but not limited to the following procedures:

a. Percutaneous vascular procedures (e.g., cardiac catheterization)

b. Open/closed thoracotomy [e.g., Video-assisted thoracoscopic surgery (VATS), lung biopsy, pericardial window] with hemodynamic (e.g., requiring vasopressors) or respiratory compromise (e.g., requiring invasive mechanical ventilation)

C. Life-threatening dysrhythmias.

D. Life-threatening cardiac diseases requiring high-dose intravenous vasodilator therapy (e.g., hypertensive crisis with altered mental status).

E. Patients with symptomatic bradycardia, heart rates lower than 40 per minute, and/or sustained heart rates greater than 150 per minute.
F. Patients with symptomatic acute pulmonary embolism (e.g., patients in shock).

G. Patients requiring infusion and titration of medications such as epinephrine, or norepinephrine. 

2.6 Gastrointestinal (GI) Dysfunction:
A. Patients with GI bleeding that need urgent endoscopy and have hemodynamic or respiratory instability.
B. Acute or chronic gastrointestinal or hepatobiliary insufficiency with coma (e.g., GCS ≤8), or hemodynamic (on vasopressors) or respiratory instability (e.g., FiO2 >60% or need for ventilator support). 

2.7 Hematologic/Oncologic Dysfunction:

A. Patients with severe and symptomatic anemia and impending cardiopulmonary compromise requiring emergent intervention.

B. Patients with symptomatic hyperleukocytosis should be admitted to the ICU for urgent initial work-up and emergent leukopheresis. 

C. Patients with unstable febrile neutropenia.

D. Patients with tumor lysis syndrome.
E. Patients with disseminated intravascular coagulation and/or life threatening bleeding (e.g., hemoptysis, GI bleeding).
2.8 Endocrine/Metabolic Dysfunction:

A. Patients with sodium <110 mEq/L or >160 mEq/L, potassium <2.5 or >6 mEq/L, calcium >15 mg/dl, and phosphate <1 mEq/L.

B. Patients whose electrolyte and/or metabolic abnormalities require hourly cardiac monitoring and therapeutic interventions. 

C. Patients with severe diabetic ketoacidosis requiring continuous insulin infusion therapy with altered sensorium or other organ failure, glucose >500 mg/dl, and patients with pH <7.2.
2.9 Genitourinary and Renal Dysfunction
A. Patients with acute renal failure (increased creatinine level  x3 from baseline or urine output less than 0.3 ml/kg/hour for 24 hours, or anuria for 12 hours) requiring hourly monitoring (e.g., hypertension with need for invasive hourly blood pressure monitoring), laboratory, or continuous interventions. 

B. Any patient requiring continuous renal replacement therapies.
2.10 Other:

A. Patients with severe sepsis that have failed early and aggressive resuscitation or that are in respiratory failure or require vasopressors.

B. Patients that have undergone resuscitation in the IMU and have failed early intensive therapies (e.g., require vasopressors) can be stepped-up to the ICU. 

C. Patients with complicated toxic ingestion that have cardiovascular or respiratory compromise and who require cardiorespiratory support.

D. Patients with an anaphylactic reaction or cytokine release syndrome

E. Patients who are direct admissions (transfers) from another healthcare facility may be directly admitted to the ICU if intubated and mechanically ventilated or on vasopressors. Patients transferred from other hospitals to our institution should be admitted to the IMU if they are not intubated, mechanically ventilated or receiving vasopressors.
3.0 Admission for Acute Emergency (Code Blue) Cases

3.1 Two beds, one surgical and one medical, will always be kept vacant for admission of acute emergency cases (e.g., code blue patients). 

4.0 Triage

4.1 Physicians admitting patients to the ICU should be aware that a method of prioritizing or triaging patients would be necessary in instances when the number of potential ICU patients exceeds available beds.

4.2 When all ICU beds are occupied, the Critical Care Staff Physician on-call, and if necessary, in conjunction with the ICU Medical Director and/or the Chair of Critical Care, has the ultimate responsibility and authority to admit, discharge, and triage patients to and from the ICU. Such decisions should be based solely on medical reviews and judgment and on the guidelines specified in this policy.

4.3 The triage of patients will follow general guidelines given in the prioritization model for admissions as recommended by the American College of Critical Care Medicine and the Society of Critical Care as described below (please refer to the SCCM ICU Admission Prioritization Framework table attached at the end of the document).
4.4 Following this framework, patients will be prioritized for admission when demand exceeds bed availability, as described below:

A. Priority 1:  Critically ill patients who require life support for organ failure, intensive monitoring, and therapies only provided in the ICU environment. Life support includes invasive ventilation, continuous renal replacement therapies, invasive hemodynamic monitoring to direct aggressive hemodynamic interventions, extracorporeal membrane oxygenation, intra-aortic balloon pumps, and other situations requiring critical care (e.g., patients with severe hypoxemia or in shock). 
B. Priority 2:  Patients, as described above, with significantly lower probability of recovery and who would like to receive intensive care therapies but not cardiopulmonary resuscitation in case of cardiac arrest (e.g., patients with metastatic cancer and respiratory failure secondary to pneumonia or in septic shock requiring vasopressors).
C. Priority 3:  Patients with organ dysfunction who require intensive monitoring and/or therapies (e.g., non-invasive ventilation), or who, in the clinical opinion of the triaging physician, could be managed at a lower level of care than the ICU (e.g., postoperative patients who require close monitoring for risk of deterioration or require intense postoperative care, patients with respiratory insufficiency tolerating intermittent non-invasive ventilation). These patients may need to be admitted to the ICU if early management fails to prevent deterioration or there is no IMU capability in the hospital.
D. Priority 4: Patients, as described above but with lower probability of recovery/survival (e.g., patients with underlying metastatic disease) who do not want to be intubated or resuscitated. As above, if the hospital does not have IMU capability, these patients could be considered for ICU in special circumstances.  

E. Priority 5: Terminal or moribund patients with no possibility of recovery; such patients are in general not appropriate for ICU admission (unless they are potential organ donors).  In cases in which individuals have unequivocally declined intensive care therapies or have irreversible processes such as metastatic cancer with no additional chemotherapy or radiation therapy options, palliative care should be initially offered.
5.0 Discharge Criteria

5.1 The status of patients admitted to the ICU should be reviewed every 24 hours to identify patients who may no longer need intensive care. Timely transfer should be discussed with the primary teams to optimize care and bed utilization.

5.2 Patients may be considered for discharge from the ICU when the patient’s physiological status has improved and need for ICU care is not longer indicated (Step-down to an IMU or the ward).  

5.3 In cases where active interventions are no longer planned because aggressive life support interventions are deemed non-beneficial, or the patient/next of kin’s decision to transition to supportive/comfort care, discharge to a lower level of care is appropriate.

5.4 The transfer process requires hand-off communications between healthcare providers as described in the Hand-Off Communication Policy.
5.5 Hospital Policies for patients’ transfer should be followed as indicated in the Transfer Policy.  
5.6 Examples of ICU discharge may include but not be limited to the following:
A. Improving neurological status with control of seizures, agitation, and able to protect airway.
B. Stable and adequate oxygenation (oxygen requirements ≤50%) and not requiring invasive ventilation support. 

C. No life-threatening cardiac arrhythmias and hemodynamically compensated.

D. Not requiring intravenous drips to manage the patient’s blood pressure for at least 6-hrs.  

E. The nursing staff on the hospital inpatient units can safely administer the medications that the patient is receiving.

F. Improvement of acidosis, alkalosis, or metabolic abnormalities present at admission and not requiring hourly monitoring in the ICU.

G. Improvement or correction of hematological indication for ICU admission. 

H. Control of source of bleeding with stabilization of the hemoglobin levels.

I. Control of infection in septic patients with stabilization of cardiopulmonary systems.
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