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Step 1: Double Click On The Patient You Wish To Select.




Step 2: Double Click On Graphic Trends.
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Step 4: Click on "24
hours".




Select a point by clicking on
it. That point’s Heart Rate
and Time will be displayed.
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Is Non-ICU Monitoring a Potemkin Village?

"In the 18th century, Grigori Aleksandrovich Potemkin reportedly created
elaborate fake village facades in the Ukraine and Crimea for Catherine the
Great's tours, giving the illusion of prosperity. A ‘Potemkin Village’ is now
defined as something that appears elaborate and impressive but in actuality

lacks substance."




ACC Practice Guidelines

1991. Recommended Guidelines for In-Hospital Cardiac Monitoring of Adults for
Detection of Arrhythmia. ACC Practice Guidelines. Emergency Cardiac Care Committee.
JACC 18 (6):1431-3, 1991. It 1s useful to note that the ACC has not seen the need to update
these guidelines, which are now 14 years old. It is reasonable to say that there have been
substantial advances in our understanding of arrhythmias and monitoring since 1991. At
least one of the Class I indications (monitoring for at least 24 hours after PCI) 1s probably

ignored every day at every angioplasty center in the US.




1993. Frequency of unfavorable cardiac events documented by routine telemetry
monitoring after uncomplicated percutaneous transluminal coronary angioplasty.
Jones EB et al. Am J Cardiol 71:1229-1230, 1993. (Medical College of Virginia) Even in
the pre-stent era, it was recognized that the vast majority of PCI complications occur in the
catheterization laboratory or in the recovery room immediately post-angioplasty. Patients
had a 24-hour Holter after PCI in addition to being monitored on a 40-bed step-down floor.
“Staff registered nurses were expected to observe the monitors and to respond to all alarms

in addition to their regularly assigned duties.” Of 100 patients evaluated, there were no life-
threatening arrhythmias. There were no arrhythmias discovered likely to have changed
therapy (except for one patient with paroxysmal atrial fibrillation), and it appeared that the
only arrhythmias detected were found by Holter monitor, not by telemetry.




1995. Role of telemetry monitoring in the non-intensive care unit. Estrada CA.
Am J of Cardiol 76:960-965, 1995. (Henry Ford Hospital. Detroit) Prospective
data collected on 2,240 patients admitted to a telemetry unit. Telemetry was “useful
but did not alter management™” in 5.7%, led to management change in 7%, 0.8% of
all patients (=18 patients, 1/124 admits) were transferred to ICU due to telemetry
findings. “The role of telemetry in guiding patient management may be
overestimated by physicians, since it detected significant arrhythmias that led to
change in medications or urgent interventions in a small fraction of patients.”




1997. Are monitored telemetry beds necessary for patients with nontraumatic chest pain and
normal or nonspecific electrocardiograms? Hollander JE. Am J Cardiol 79:1110-1001, 1997.
(University Medical Center, Stony Brook, NY) Prospective observational study of 460 chest pain
patients, of which 261 (the study group) had a normal or nonspecific electrocardiogram. No patient
in the study group had an arrhythmia on telemetry that required treatment.

1997. Effect of dedicated monitor watchers on patients’ outcomes. Funk M. Am J Crit Care
6:318-323, 1997. (Yale-New Haven Hospital) “In 55% of progressive care units, someone is
assigned to watch the cardiac monitors at all times, but the effect of this practice on patients’
outcomes has not been examined.” 1185 patients were observed in 1993 when there was a monitor
watcher on a telemetry unit, 1198 patients were observed in 1994 when there was no monitor
watcher. There was no significant difference in mortality, or frequency of transfer to ICU. The
monitor watcher detected fewer episodes of ventricular tachycardia, but more bradyarrhythmias.
“The presence of a monitor watcher was not associated with lower rates of most adverse outcomes

evaluated.”




1998. Arrhythmia detection and response in a monitoring technician and pocket paging
system. Zweig FH. Prog Cardiovasc Nurs 13:16-22, 1998. (St. Luke’s Medical Center,
Milwaukee) On a cardiac medical unit, a monitoring technician continuously observed rhythms.
On a general medical unit, the monitoring technician was eliminated and a computer-interfaced
pocket pager system was used for notifying the nurses of arrhythmias. 100-hour samples were
taken from each unit. All arrhythmia events activated an alarm by the computerized arrhythmia
detection system. Length of time to notify the nurse was within 0 to 1 minute for both systems.
The no-monitor-technician approach was felt to be viable.

1998. Telemetry outside critical care units: patterns of utilization and influence on
management decisions. Chittur A. Clin Cardiol 21:503-505, 1998 (VA Hospital Oklahoma
City, OU Medical School). 61 patients were evaluated to assess the contribution of EKG
monitoring during their time on a telemetry floor. The ACC Guidelines for Cardiac Monitoring
(1991) were assessed in relation to these patients. Only 4% of telemetry events resulted in
patient management changes. None of the patients who had significant telemetry events were in
ACC Class III. “Telemetry findings in patients outside the critical care units are not usually

responsible for major therapeutic changes. The value of telemetry in such patients may be
overrated.”







