ADMISSION CRITERIA TO THE ATTENDING CARDIOLOGY SERVICE (ACS) 
10 LINSKY UNIT

1. The Admitting/Accepting Physician must be a Full Time or Voluntary Cardiologist. If the patient does not have a Cardiologist as an Attending Physician but meets the clinical criteria for admission to the ACS, they will be assigned to the On Service Cardiologist as an Attending/Accepting Physician.

2. Patients must be clinically stable.
3. Anticipated LOS is < 5 days.
4. Patients must be presented to the admitting NP/MD by the Medical Accepting Resident (MAR, Book Resident). In the NP/MD feels that the admission is not appropriate, the attending on-call should be called.
5. Clinical conditions accepted are:

· CHEST PAIN (ACS 2 (clinically stable), 3 and 4)

· STEPDOWN from the CCU or Post Intervention Unit (8 Linsky)

· ACUTE OR ACUTE ON CHRONIC HEART FAILURE (clinically stable)
· BNP>100, Positive physical exam findings i.e. increasing LE edema, crackles, + JVD, positive CXR.
· SYNCOPE (suspected to be cardiac in origin)

· associated with dysrythmias and/or ectopy, orthostatic hypotension, vasovagal 
· DYSRHYTHMIAS


· new onset a-fib/a-flutter & other atrial tachycardias

· stable ventricular dysrythmias (NSVT, bi & trigeminy)

· new AV Block 

· post ICD shocks (appropriate & inappropriate)

· PPM/ICD malfunction
· Anticoagulation initiation and titration secondary to dysrythmia and/or cardiac thrombus
· HYPERTENSIVE URGENCY
- Titration of BP meds requiring telemetry monitoring i.e. Beta blockers, calcium channel blockers, hydralazine
EXCLUSION CRITERIA FOR THE 10 LINSKY ACS UNIT
· Patients with non cardiac (i.e. medical) issues as primary complaint

· Homeless or shelter patients or those with significant psychosocial or placement issues

· Clinically unstable patients 
· Patient presenting with SOB not suspected to be acute HF
· Syncope suspected to be non-cardiac in origin (i.e. mechanical fall, neurogenic)
· Chronic dysrythmia (i.e. a-fib) not related to admission
· Unstable dysrhythmia (i.e. sustained VT)
· New or worsening dysrythmia with EKG changes
· PPM/ICD infections or known need for IV antibiotics >5 days
· Need for IV cardiac drips (i.e. Amio, Dilt, Verapamil, Esmolol, Labetalol, Isoprel) not available on unit
· Need for Flolan and/or Remodulin (may be modified in future)
· Anticoagulation initiation and titration secondary to non-cardiac causes (i.e. DVT, PE)
· Other admitting diagnosis not specified above as determined by NP in conjunction with the Attending Cardiologist.

To reach ACS admitting NP/MD: Pager 14ACS (14227)

Policies for the ACS
1) The ACS NP/MD can always be contacted at pager # 14ACS (14227)

This pager is passed from one covering NP/MD to the next. Therefore there should never be any confusion about who to contact.    

2) The MAR/Book Resident will inform the ACS NP/MD immediately about admissions

Bed Access will frequently inform the Book Resident that a possible ACS bed is being requested by the ER.  In this case don’t wait for the patient to receive a bed; the Book resident should call the ACS NP/MD with the information.  This allows the NP/MD to begin work immediately and perhaps see the patient in the ED. 

3) The ACS NP/MD is required to keep a log of all ACS admissions.  Feedback regarding inappropriate admissions should be recorded and sent to Dr. Bergmann on a daily basis.


As the ASC is a new initiative, it is important that we are vigilant in keeping track of and documenting all inappropriate admissions.  This will be the best way to improve the quality of the triage in the ED.  

4) Attending rounds in the ACS are 2x/day, at 7AM and 4PM (subject to discussion).  On weekends the On Call Cardiology Attending will round in the ACS unit.

5) For attending level issues contact Dr. Bergmann (Pager 10010).

6) The service attending for the block should be called for issues from 7 AM to 7PM. After 7 PM, call the Cardiology Attending On-Call. This is listed on the monthly On-Call schedule.

7) The CCU fellow can always be called for help in dealing with a clinical situation, EKG interpretation etc. when the Attending is not immediately available. Calling an RRT is also an alternative for critical patients.
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