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	Awakening and Breathing Trial Coordination
	0600

	Is the patient currently receiving mechanical ventilation AND a continuous analgesic or sedative infusion? (YES, NO)
	

	If YES, Time the Spontaneous Awakening Trial Safety Screen completed?
	

	If NO,  Go to Delirium Monitoring
	

	Results of Spontaneous Awakening Trial Safety Screen:  (PASS, FAIL)
	

	If PASS, Time the Spontaneous Awakening Trial started:
	

	If FAIL, Enter Number Code:

(See Table A. Spontaneous Awakening Trial Safety Screen Failure Codes)
	

	Results of the Spontaneous Awakening Trial? (PASS, FAIL)
	

	If PASS, Time respiratory therapy was informed of results:
	

	If FAIL, Enter Number Code:

(See Table B. Spontaneous Awakening Trial Failure Codes)
	

	If FAIL, Time was sedation restarted:
	

	If FAIL, Was sedation restarted at ½ the previous dose? (YES, NO)
	

	RN Initials:
	

	Delirium Monitoring
	0600
	1400
	2200

	If RASS score greater than -4, Confusion Assessment Method (CAM) ICU results:  (POSITIVE, NEGATIVE)          
	
	
	

	RN Initials:
	
	
	

	Early Mobility
	0600
	1400
	2200

	Is the patient safe for early mobility? (YES, NO)

(See Table C. Early Mobility Safety Screen Failure Codes)
	
	
	

	If YES, Enter Number Code:

  (See Table D. Activity Codes)
	
	
	

	If YES, Total time out of bed in minutes:
	
	
	

	If NO, Enter Number Code:  

 (See Table C. Early Mobility Safety Screen Failure Codes)
	
	
	

	RN Initials:
	
	
	


Date:​​​​__________________
RN Signature_________________      RN Initials​_______   User #_________  
RN Signature_________________      RN Initials​_______   User #_________  

RN Signature_________________      RN Initials​_______   User #_________  

RN Signature_________________      RN Initials​_______   User #_________  




PT NAME





MR #





Spontaneous Awakening Trial Safety Screen Failure Codes


RN deems it is unsafe to perform a Spontaneous Awakening Trial if the patient is:


Receiving a sedative infusion for active seizures


Receiving a sedative infusion for alcohol withdrawal


Receiving a paralytic agent (neuromuscular blockade)


Displaying a Richmond Agitation and Sedation Score (RASS) greater than or equal to 2


Documented to have evidence of myocardial ischemia in the past 24 hours


Experiencing intracranial pressures (ICP) greater than 20


Receiving sedation medication in an attempt to control ICP


Currently receiving Extracorporeal Membrane Oxygenation (ECMO)





B. Spontaneous Awakening Trial Failure Codes


RN deems the patient has failed his/her Spontaneous Awakening Trial if the patient demonstrates:


A RASS score greater than or equal to 2 for 5 minutes or longer


An oxygen saturation of less than 88 % for 5 minutes or longer


Respirations greater than 35 breaths per minute for 5 minutes or longer


A new acute cardiac arrhythmia


2 or more of the following symptoms: respiratory distress heart rate(HR) increase 20 or more beats per minute (BPM), HR less than 55 BPM, use of accessory muscles, abdominal paradox, diaphoresis, dyspnea


Intracranial pressures (ICP) greater than 20


If the patient fails their Spontaneous Awakening Trial, the RN will restart the patient’s sedation at ½ the previous dose, then titrate to sedation target.





D. Activity Codes


Sitting on edge of bed 


Standing at beside


Sitting in chair


Ambulating in room


Ambulating in hall





C. Early Mobility Safety Screen Failure Codes


RN deems it is unsafe to have the patient engage in the early mobility program if the patient has:


A RASS score of -4 or -5


A  FIO2  requirement of 60% or higher


A set PEEP less than10 cm H2O


Received an increase dose of any vasopressor infusion in the last 2 hour


Evidence of active myocardial ischemia


An arrhythmia requiring the administration of a new anti-arrhythmic agent  


Therapies that restrict mobility (ECMO, open-abdomen, intracranial monitoring/drainage, femoral arterial line)








Awakening-Breathing Coordination/Delirium Assessment and Early Mobility
NURSING

(see tables on back)
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