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Michael Garron Hospital (MGH) Ventilation Weaning Programs Referral Form

-Use this form to apply to all Ventilation WEANING programs at MGH including:

- Long Stay Critical Care program (LSP) for patients who might wean from the mechanical ventilator but still require critical care level nursing, frequent suctioning, or vasopressor support
- Provincial Progressive Weaning Centre of Excellence (PWC) for patients who might wean from the mechanical ventilator but otherwise do not require critical care level nursing or vasopressor support
- Non-Invasive Ventilation (NIV) program (NIVP) for patients who need supportive NIV for some or all of the day/night

-MGH will help determine which program is right for your patient
-MGH will review and respond within 2 business days

-Note, please use the MGH Long-Term Ventilation (LTV) Referral form for patients who cannot wean from mechanical ventilation and require admission to our Complex Continuing Care LTV program for chronic inpatient invasive mechanical ventilation.
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	PATIENT INFORMATION 

	First and last name:
	

	Date of birth:
	

	OHIP health card:
	

	Address:
	

	Home phone:
	

	Mobile phone:
	

	Email address:
	


Michael Garron Hospital 
Ventilation and Weaning Programs
825 Coxwell Ave E
Toronto, ON, M4C 3E7
[bookmark: _Hlk525414003]416 671 5716 (phone)
416 469 6377 (fax)
[bookmark: _Hlk200116769]prolonged.ventilation@tehn.ca www.tehn.ca/ventilation&weaning						




	REFERRING CENTRE INFORMATION

	Referring hospital:
	
	Referring physician:
	

	Primary application contact: 
	
	Primary contact info:
	



	SUBSTITUTE DECISION MAKER (SDM)	

	First and last name:
	

	Home phone:
	

	Relationship to patient:
	

	Mobile phone:
	

	Email address:
	

	Power of attorney paperwork available?
	 Y       N


  
	Patient’s social situation pre-admission:
	




	GOALS OF CARE

	Code Status:  Full Code   DNR except invasive ventilation   DNR full medical management   Palliative Care





	ADMISSION DETAILS	

	Primary admission diagnoses:



	Date of hospital admission:
MM - DD - YYYY



	PAST MEDICAL HISTORY (including psychiatric history) and HOSPITAL COURSE:

	Please provide patient’s past medical history and a synopsis of the patient’s course in hospital and pertinent complications (major events, complications, surgeries…)  
 see dictated chart review / transfer note instead














	PAST SURGICAL HISTORY (if additional comments are required):

	Please provide patient’s past surgical history if additional comments or information are required to describe the patient’s history and hospital course)  
 see dictated chart review / transfer note instead













	MEDICATIONS

	Allergies:

	List medications or attach MAR (preferred)











	PRE-HOSPITALIZATION FUNCTION/ INDEPENDENCE

	Activities of Daily Living (e.g., bathing, dressing, grooming, toileting, walking...)
	· Independent
	· Needs help
	· Dependent
	· Cannot do

	Instrumental Activities of Daily Living (e.g., shopping, housework, finances...)
	· Independent
	· Needs help
	· Dependent
	· Cannot do



	CRITICAL ILLNESS COMPLICATIONS (Please select all that apply)

	· Slow to wean from IMV
· Slow to wean from NIV
· Secretions
· Mucous plugging
· Dyssynchrony with ventilator
· Respiratory acidosis
· Aspiration events/ pneumonia
· Ventilator-associated pneumonia
· Hypoxic episodes
	· Persistently decreased level of consciousness
· Persistent agitation
· Delirium
· Mood issues
· Prolonged vasopressor dependence 
· Malnutrition/ nutritional deficiencies

	· Intolerance of enteral feeds
· Physical deconditioning/ decreased muscle strength
· Clinical polymyoneuropathy
· EMG-diagnosed polymyoneuropathy
· Diaphragmatic paralysis
· Foot drop
· Other (please specify):






	
AIRWAY and BREATHING


	INVASIVELY VENTILATED PATIENTS

	Date of first intubation: 
	
	How many times has the patient required re-intubation?
	

	Approximate total number of ventilation days:
	
	

	History of difficult intubation?
	· Y
	· N

	Does the patient have a tracheostomy tube in place?
	· Y
	· N

	Date of tracheostomy tube insertion: 
	
	

	Date of last tracheostomy tube change:
	
	

	Any tracheostomy or other airway concerns (e.g. tight stoma, subglottic stenosis…):

	Frequency of suctioning?



















	MECHANICAL VENTILATION HISTORY

	Ventilator settings / Mode of Ventilation:
	

	

	FiO2:
	Patient’s weight:
	

	Resp rate:
	
	

	Peak pressure:
	
	cmH2O

	PEEP:
	
	cmH2O

	Tidal Volume:
	
	ml

	Tolerance of support mode ventilation (e.g., pressure support or other support modes):
	· Tolerates 24 hours per day
	· Tolerates during the day only
	· Tolerates for limited time (please specify minutes/hours tolerated): ____
	· Does not tolerate any support mode ventilation

	Does patient tolerate spontaneous breathing trials?  (if no, why not?)





	FOR PATIENTS WITH A TRACHEOSTOMY TUBE

	[bookmark: _Hlk213415631]Have trach mask trials (TMTs) been attempted?
	· Y
	· N

	Current duration of TMTs in hours
	
	

	Date of LAST trach mask trial (TMT)
	
	

	Displayed symptoms/ signs of intolerance? Why was the trach mask trial stopped?


	
	

	Was the patient on home mechanical ventilation prior to admission?
	· Y
	· N

	Was the patient on home non-invasive ventilation (NIV) prior to admission?
	· Y
	· N

	In the opinion of the treating clinician, does the patient have the potential to be liberated from mechanical ventilation with time / rehabilitation?
	· Y
	· N

	In the opinion of the treating physician, what are the barriers to liberation from mechanical ventilation?



















	NON-INVASIVE VENTILATION (NIV) HISTORY

	 CPAP
	                                cmH2O
	

	 BiPAP    
	IPAP:                      cmH2O          
	EPAP:                      cmH2O
	

	 BiPAP ST    
	IPAP:                      cmH2O          
	EPAP:                      cmH2O
	

	Tolerance of NIV:
	· Tolerates 24 hours per day
	· Nocturnal NIV only
	· Tolerates for limited time (please specify minutes/hours tolerated):
	· Does not tolerate any NIV

	Does patient have their own NIV machine?  
	   Y                N





	
CURRENT REVIEW OF SYSTEMS



	
HEMODYNAMICS

	Has the patient required vasopressors in past 72 hours?
	· Y
	· N

	If yes, names, dosages, pattern (i.e., continuous vs. intermittent):




	RENAL FUNCTION – MGH can provide renal replacement therapy in many cases (peritoneal or hemodialysis)

	Is the patient currently receiving renal replacement therapy?
	· Y
	· N

	If yes, Start date:
	
	Type of dialysis:

	Does the patient require chronic renal replacement therapy?
	· Y
	· N


	NEUROLOGICAL COMPLICATIONS	

	Any major neurological complications during the current hospitalization (e.g., stroke, paralysis…)
	· Y
	· N

	If yes, please summarize the clinical deficits and diagnostic imaging report:






	LEVEL OF CONSCIOUSNESS

	Is the patient on sedation at least part of the time?
	· Y
	· N

	If yes, please indicate type of sedation & dose ranges or attach MAR (preferred):





	Level of consciousness (LOC) in the last 72 hours:

	
	· Awake and calm
	· Awake and agitated
	· Drowsy but rousable
	· Unresponsive





	DELIRIUM SCREEN

	Does the patient suffer from delirium?
	· Y
	· N

	Has the patient been in restraints at least part of the time in the past week?
	· Y
	· N



	PATIENT’S COMMUNICATION ABILITIES

	Patient’s primary language
	
	
	

	Is the patient able to follow commands?
	· Y
	· N
	· Not consistently

	Is the patient able to communicate?
	· Y
	· N
	· language barrier

	Is the patient able to use a call bell appropriately?
	· Y
	· N
	· Not Consistently

	Which of the following communication methods can the patient use appropriately?


	· Verbal (e.g., trach with speaking valve)
· Mouths words
· Communication devices (e.g., communication board)
· Others, please specify: ______________
· None of the above / unable to communicate.



	PHYSICAL FUNCTION

	Which of the following physical activities has the patient achieved as of this application:

	 Lying in bed/ passive movements only
 Sitting, exercises in bed
 Sitting over edge of bed, no truncal control
 Sitting over edge of bed, with truncal control
 Mobilization to chair with Hoyer lift / equipment
	
 Mobilization to chair with ≥ 2 person assistance
 Mobilization to chair with 1 person assistance
 Standing with assistance
 Standing without assistance
 Walking with assistance


	Is the patient currently able to actively participate with physical therapy?
	· Y
	· N

	Is the patient mostly motivated to actively participate with physical therapy?
	· Y
	· N



	DIET

	 po diet
	 enteral feeds:  














	LINES & TUBES	

	Type of line or tube
	Date of insertion

	  Nasogastric (NG), orogastric (OG), or nasojejunal (NJ) tube
	

	  J-tube or PEG tube

	

	  Central venous catheter
	

	  PICC line
	

	  Other lines/ tubes:
	





	
SIGNATURE and REPATRIATION AGREEMENT 

	By signing this application, I confirm that the information in this application is complete and that our institution will repatriate this patient from Michael Garron Hospital’s weaning programs LSP/PWC/NIVP upon request.  Michael Garron Hospital is committed to providing patient-centred care and will make every effort not to repatriate patients.   Patients admitted to LSP/PWC/NIVP may require repatriation after successful weaning from ventilation, or to await a long-term ventilation bed if unsuccessful at weaning, or if they develop complications that Michael Garron Hospital cannot address.  Repatriation will help facilitate care to be provided to other patients in need of our services.  In addition, by signing this application, I confirm that both the patient and substitute decision maker are aware of the possible need for future repatriation and agree with this.
 

	Physician Signature:
	Date:

	Physician name (print):
	Billing #:

	Tel:

	Fax:

	Email:



Thank you for completing this form. Please send the completed form to the email address below.  We will be in touch with you shortly.

prolonged.ventilation@tehn.ca

Michael Garron Hospital 
Ventilation and Weaning Programs
825 Coxwell Ave E
Toronto, ON, M4C 3E7
416 671 5716 (phone)
416 469 6377 (fax)
prolonged.ventilation@tehn.ca
www.tehn.ca/ventilation&weaning
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