CLINICAL PRACTICE GUIDELINE - Telemetry
Introduction
The purpose of the guideline is to establish evidence-informed criteria for telemetry
monitoring, outline nursing assessment parameters and provide patient education that
may apply to adult patients located on cardiac or medical/surgical step down units within
the Winnipeg Regional Health Authority (WRHA).
The nursing assessment portion of the guideline is to facilitate appropriate
communication and documentation of relevant information for selected adult patients
requiring telemetry. These patients may be located on cardiac, medical/surgical inpatient
units or Observation Units/Reassessment Units (where monitoring of patients may be
provided by intensive care unit staff) within the WRHA. Actual patient care standards
may vary depending on patient condition and accepted standards of practice for that
condition.
The guideline is a tool to facilitate decision-making regarding the appropriate use of
telemetry resources. The guideline is not intended to replace but to compliment
individual clinical decisions regarding patient care and management.
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Guideline Assumptions






The intent of the guideline is to identify appropriate criteria for the use of
telemetry. This guideline is not intended to establish appropriate criteria
for patient care units where continuous cardiac monitoring is used
routinely on admitted patients (example: intensive care unit).
There are no known benchmarks for the required number of coronary care
unit (CCU) or beds with telemetry capabilities as a percentage of total
cardiac beds except as a reflection of demand and level of service.
However, telemetry capabilities should meet patient needs and provide the
appropriate level of service.
The decision to discontinue telemetry is determined on an individual basis
and is dependant upon individual clinical situations and is therefore
beyond the scope of the guideline.

Definition
Telemetry: A telemetry unit records the electrical activity (ECG) of the heart. The
telemetry unit sends the data to a local monitoring system. The local monitoring system
may be on the unit and/or located elsewhere (example coronary care or intensive care).
The purpose of telemetry monitoring is to detect significant and life threatening
variations in a patient’s cardiac rhythm to facilitate early therapeutic intervention(s).
Guiding Principles


WRHA acute care facilities develop internal policies/procedures for telemetry
monitoring that adheres to the regional guideline.



Designated physicians at each WRHA acute care facility approve requests for
telemetry within the designated telemetry services.



The need for telemetry monitoring is assessed q24 hours by the requesting
physician in consultation with the designated physician at each WRHA acute care
facility.



WRHA acute care facilities develop internal policies for physician notification
and response to telemetry abnormalities.
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Telemetry Criteria
Variable
CCU – Tertiary/ICU
Community

Standard/Frequency
-Includes all cardiac/medical patients admitted to CCU/ICU who
initially required continuous cardiac monitoring, are ready to
mobilize, are appropriate for telemetry monitoring and are ready for
transfer to the ward.

Inpatients units where
telemetry is available
(Cardiology, Medicalsurgical inpatient
units)

-Includes patients who do not fulfill criteria for tertiary coronary
care/community intensive care unit;

Telemetry not required
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1. Decompensated heart failure
2. Moderate ST elevation AMI >24 – 48 hours
3. Asymptomatic bradycardia or tachycardia that the clinician
believes requires further observation for a 24 – 48 hour period
4. Recent pre-syncope/syncope suspected to be related to cardiac
arrhythmias
5. Clinical conditions that have pro-arrhythmic potential
-Suspected pacemaker/implantable cardio-defibrillator (ICD)
malfunction
-Establishment of new anti-arrhythmic therapy
6. Following cardiac procedures at the direction of the cardiologist
-Elective percutaneous coronary intervention (PCI) –
complicated
-Post ICD implant
-Pacemaker implant without underlying rhythm (new lead
placement)
-Post electrophysiology (EP)/ablation

1. Low risk acute coronary syndromes:
-Normal or near-normal ECG with negative cardiac
markers
-Marginal troponin positive patients
2. Acute myocardial infarction beyond 48 hours where
telemetry monitoring is felt to be unnecessary
3. Non acute coronary syndrome patients with incidental finding of
marginal elevation in troponin
4. Hemodynamically stable atrial fibrillation/flutter without
symptoms related to arrhythmia
5. Elective PCI uncomplicated
6. Following successful pacemaker implant
Note: Represents clinical criteria not requiring telemetry. However,
telemetry may still be considered useful or in very selective cases
depending on the appropriate clinical setting.

Nursing Assessment
Variable
Lead Selection

Standard/Frequency
-Lead choice depends on the patient’s clinical condition, the goals of
telemetry (arrhythmia versus ischemia) and available equipment.
-For ischemia monitoring, the lead that reflects the area of ischemia
is recommended.
-Ensure consistent lead placement and documentation when lead
position has changed.

Documentation of
Vital Signs (BP, Pulse,
RR, and O2 sat)

-Document vital signs on admission to the patient care unit, a
minimum of q8hours and prn.
-Ensure all symptomatic tachyarrhythmias and bradyarrhythmias
along with all other rhythms that require immediate treatment are
documented in the patient’s permanent record.
*Note: actual frequency of vital signs will vary depending on
clinical condition and existing standards of care (i.e. AMI care map,
post-procedure protocol).

Cardiac rhythm

-Mount and analyze rhythm strip on admission, the start of each shift
(q8-12 hours) and PRN with any changes in rhythm or clinical
condition.
-Measurements include a minimum of rate determination, AV ratio,
PR, QRS and QT intervals, the notation of any ST segment
abnormalities and identification of rhythm. Abnormalities are
reported to appropriate health care provider.

ST Monitoring

-ST monitoring is most valuable when there are no resting STsegment abnormalities initially identified.
-ST-segment monitoring recommended for the following:


acute coronary syndromes



angiograms with high risk features



variant angina with coronary artery spasm



selected post-operative patients

-Ensure alarm parameters are set 1- 2 mm above or below the
patient’s baseline.
-Review the indications for ST-segment monitoring as appropriate to
each individual patient.
-Contraindications: Left bundle branch block, permanently paced
ventricular rhythms, Wolff Parkinson’s White syndrome and resting
ST segments > 1mm (especially depression)
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Variable
Safety

Standard/Frequency
-Ensure monitor alarms are activated at all times.
-Review arrhythmia bank q8-12h
-Review and delete nuisance alarms.
-Ensure a process is in place to alert appropriate staff of life
threatening arrhythmia in a timely manner.
-Ensure patient has patent intravenous access.
If the quality of the cardiac monitoring is in question, consider the
following:
-ensure monitoring fluctuations are not the result from body position
changes;
-ensure careful skin preparation of electrode site;
-ensure consistent lead placement;
-tailor monitor alarms including ST parameters to the patient’s
baseline rhythm;
-ensure the goals of monitoring are specific for the individual
patient;
-analyze ECG printout rather than just graphic trends.

Communication
(Communication is
ongoing and timely
between responsible
disciplines)

-Ensure there is a clear procedure for communicating the following
in a timely manner:
 Initiating and discontinuing of telemetry;
 Change in the cardiac rhythm;
 Significant change in clinical status/condition;
 Significant change in treatment plan (e.g. cardiac
medication changes);
 Any time patient is not in location range for telemetry
monitoring (e.g. away for a diagnostic test).
-For remote monitoring, the staff nurse will communicate with the
nurse monitoring the telemetry q8 - 12h re: the plan of care.

Patient Education

-Provide the patient with the telemetry education sheet.
-Educate the patient to immediately call for nursing help if
experiencing any changes in their clinical condition or
signs/symptoms that maybe cardiac in nature.

Staff Education nurse responsible for
monitoring

-Staff responsible for telemetry monitoring must receive education
on the monitoring goals and the monitoring system being used.
-Staff must demonstrate an understanding of the regional telemetry
guidelines:
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Operation of monitoring system used in hospital unit
(arrhythmia, ST monitoring)



Setting heart rate, ST alarm parameters appropriately

Variable







Staff Education remote telemetry

-Staff must demonstrate an understanding of the regional telemetry
guidelines.






Quality
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Standard/Frequency
Measurement of heart rate
Measurement of intervals (use of ECG calipers)
Recognition of atrial activity
Evaluating pauses
Diagnosis of specific rhythms
Ability to respond to:
o Patient with cardiorespiratory arrest
o Patient requiring defibrillation/cardioversion
o Patient with bradycardia or tachycardia
o Patient with syncope
o Patient with implanted device (new or chronic)
o Patient with temporary pacing (transvenous or
transcutaneous).

Proper skin preparation for applying electrodes: cleanse skin
with soap and water and drying thoroughly ( Note: alcohol
swabs can be used to remove excessive oil (although may
cause dehydration and an increase in skin resistance).
The clipping of hair around electrode sites (if needed).
Accurate electrode and lead placement
Aware of site specific protocol/procedure to follow when call
received from ICU (patient assessment, lead placement, vital
signs, communication and documentation)
A periodic review of unit protocols, initial training, staff
competency level, and ongoing education efforts should be
undertaken at designated intervals to determine whether they
continue to meet staff and patient needs.
This analysis should include reviews of staff performance,
critical events, and patient outcomes.
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