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INTRODUCTION

This manual has been designed to establish nursing care standards and correct
operating procedures for patient care in the Intensive Carc Unit setting, ‘I'he purposc
is to ensure that uniform, quality nursing care is delivered to all patients requiring
intensive care,

This mannal is also intended to be a learning too] for the nurses It is to be used
as part of the nursing orientation process Each ICU nurse should review the material
in this manual and bc able to perform all of the skills satisfactorily on the Perform-
ance Checklist in the presence of an experienced ICU nurse, Bach nurse should then
take the written examination and pass with a score of 909 or better, This process
should be repeated each year in order to ensure that all nurses maintain a high level
of competency in intensive care nursing
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Section | PATIENT ASSESSMENT

ASSESSMENT GUIDELINES FOR
THE 1CU PATIENT

These guidelines are to be used both in patient assessment and documentation in the

patient record,

NEUROLOGICAL.
Level of Consciousness; Oriented, Confused, Inappropriate, Incomprehensihle,
Unresponsive
Movement of Extremities, Muscle Tone
Reflexes; Cough, Gag
Pupillary Reaction to Light and Equality

CARDIOVASCULAR,
EKG Rhythm; Normal sinus rhythm or abnormal Rate, Regularity
Perfusion, Skin temperature, Capillary refill
Pulses; Normal, Thready, Bounding
Edema, Presence or Absence
IV Fluids; Type, Additives, Rate, Site, Condition of Site
Heart Sounds, Murmurs, Extra sounds
Presence of Arterial Line, Location
Presence of Pulmonary Artery Catheter; Location, Waveforms, Pulmonary Artery
Pressures

Presence of Pacemaker or Wires

RESPIRATORY.,
Character of Respirations; Regular, Signs of Distress, Apnea, Retractions
Breath Sounds, Equal or Usnequal, Rales, Rhonchi, Wheezes
Artificial Airway. Presence and Size, Trach, Endotracheal Tube
Ventilatory Support; Type(ventilator, mask, nasal cannula), Ventilator Settings,

Amount of Oxygen

Chest Tubes; Volume of Drainage, Type, Color, Location of Tubes, Suction
Coutgh. Productive, Nonproductive
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GASTROINTESTINAL,
Any G I, Tubes; Suction, Gravity, Feedings
Bowel Sounds; Presence or Absence
Status of Abdomen, Soft, Distended, Hard
Feeding; Type and Tolerance to Feeding
Stools; Frequency, Description

GENTTOURINARY.,
Urine; Color, Character
Presence of Catheter

Any Problems Voiding Spontaneously

SKIN,
Skin Color
Skin Abnormalities; Open Areas, Rash, Petechiae, Bruises, Burns

OTHER,
Dressings: Location, Type, Drainage
Drainage Tubes; Volume of drainage, Type, Color, Location of tubes, Suction
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PROCEDURE. PATIENT ADMISSION TO THE ICU

Fach patient admitted to the ICU will receive the necessary nursing assessment
and care, The following equipment should be available at the bedside so that the

aurse can remain with the patient on his/her admission te the unit,

Equipment
Clean, prepared patient bed
EKG monitor with 3 clectrodes
Oxygen setup. veatilator or humidifier with {low meter, mask or cannnla

Biood pressure cuff
Suction source with clean suction tubing and hottle

Sterile bowl for normal saline
Sterile suetion catheter and glove
Sterile 1V bottle with tubing
Thermometer

Self-inflating bag (Ambu)

ICU nursing flow sheet

Tor cardiac patients, add,

Prepared transducers 1 or 2
Transducer holder
Temperature probe

IV infusion pumps

Nursing Action

1.
2.

Check to see that the patient has a patent airway and is breathing

Put oxygen on the patient according to the doctor’s orders. Place on the
ventilator if needed and adjust settings according to the doctor’s orders.
Attach EKG electrodes to the patient and the EKG monitor, select lead,
and check for a clear waveform, Set alarm limits and turn the alarm on,

If patient has arterial and hemodynamic lines,connect these to the transducer

and monitor, then calibrate,

. Check patient’s blood pressure with cuff, If the patient has arlerial line, this

should still be done to check for accuracy of the arterial line,

. Count apical pulse with stethoscope for ome minute to check the accuracy of

the monitor,
Check IVs for function and accurate flow rate
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8. Check patient’s temperature,
8. Perform pursing physical assessment including,

10,
11.

I2.
13.

a,

d.

€.

Neurclogical; Level of consciousness, orientation, ability to [follow

commands, limb movement,

. Respiratory, Listen to breath sounds with stethoscope, count respiratory

rate, assess quality of respirations,

. Cardiovascular, Listen to heart sounds, note EKG rhythm, check

peripheral palses,
Gastrointestinal; Palpate abdomen, listen for bowel sounds,
Renal, Assess urine color and amount,

Mark the chest botiles when patient arrives in unit,
Check all drainage tubes to see that they are draining properly and note

amouni and kind of drainage.

Check all dressings for drainage and intactness,

Record all vital signs and observations on the nursing flow sheet
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VITAL SIGNS

Vital signs are the most convenient and reliable indicators of a patient’s

condition_

Definition
Vital signs in the RR-ICU include apical pulse, respiratory rate, blood pressure
and temperature,

Necessity

Vital signs allow the doctor and nurse to recognize changes in a patient’s condi-
tion and possibly prevent a life threatening situation,

The nurse needs to be aware of a patient’s pre-operative vital signs to serve as
a basis for interpreting vital signs during the post-operative period,

It is also important to record the vital signs on the RR special record, We do
this in order that both the doctors and nurses can follow the patient’s progress post
operatively,

Pulse

An apical pulse is taken because it is the most accurate, Every heart beat may
not be going through the circulatory system, In this case, it would not be felt in
the peripheral pulses,

The normal pulse rate is 60-100 beats per minute The pulse should be measured
for one full minute because there may be irregular beats,

When the patient’s pulse increases, therc is an increased stress placed on the
heart,

Respirations

It is important to measure the respiratory rate for one full minute, The nurse
should note the quality of respirations also, i.e., shallow, irregular,

The normal respiratory rate is 16-22 times per minute,

Blood Pressure
The systolic blood pressure is an indication of the highest pressure exerted on
the arterial walls during the cardiac cyele,
The diastolic blood pressurc is the lowest level of pressure in the arteries during
the cardiac cycle, which is right after the heart contracts,
Normal blood pressure is. systolic 100-140
diastolic 70-90
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