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(Obiectives of Intensive Care Unitj

. To provide skilled, efficient & appropriate care to the
patients admitted with human touch and personalized

attention

2. Training & documentation of all Doctors, Intensivists & ICU
Sisters.

3. Safe & effective Sterilization & Fumigation Procedure.

4. Improving coordination among the Doctors, nurses and the
Intensivists.

5. Having control on the stock available in the ICU, by

assigning the work to different people & verifying them at

regular intervals.
6. Streamlining of various processes related to Consumable
Procurement & Billing.

7 To reduce the rate of infection to the minimum possible.

8. To promote rational usage of drugs by following the

antibiotic policy of the hospital.




“SOP: atensive Care Unit

Purpose:

To establish, implement & maintain a system for patient admission in order to provide Intensive care
services-in the hospital.

To provide guidelines / instructions for General Nursing care with the aim that needs and expectations
of patients are honoured.

To develop an ICU, which can address all the requirement of a standardized ICU.

To enhance patient satisfaction on continual basis. Also, the behaviour of the staff should be empathetic

and courteous.

Scope:
It covers all Intensive Care Patients admitted and receiving treatment in the Hospital.

Responsibility:
e [CU In charge / Doctor (Physician / Anaesthetist).
e Matron / Sister In-charge

e Housekeeping supervisor.

Infrastructure

The facility displays the services and entitlements available in its departments.

Important numbers including ambulance. blood bank and referral centres are displayed.

User charges are displayed and communicated to patients effectively.

Information is available in local language which is easy to understand.

Availability of Wheel chair or stretcher for easy access to the ICU.

Services to are provided in manners that are sensitive to gender.

The unit is fully air-conditioned, although windows are openable when the system is non-operational.
Security- The facility ensures safety of the seismic, fire, electrical establishment and physical condition
of the infrastructure.

The facility has adequate number of trained personnel, drugs. consumables and equipment.

The facility provides safe, secure and comfortable environment to staff, patients and visitors. The
facility ensures 24X7 water and power backup as per requirement of service delivery, and support
service norms.

Dietary services are available as per service provision and nutritional requirement of the patients.

The facility ensures clean linen to the patients
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5. Standard Procedures

Reference

Activity Responsibility Document /
Record

SL
No.

Procedure for admission: There is established criteria for

admission of patients.

a.) PRIORITIZATION MODEL
This system defines those that will benefit most from the ICU
(Priority 1) to those that will not benefit at all (Priority4) from
ICU admission.

PRIORITY 1:

These are critically ill, unstable patients in need of intensive

treatment and monitoring that cannot be provided outside of the

[CU. Usually, these treatments include ventilator support,

continuous vasoactive drug infusions, etc. Priority 1 patients

generally have no limits placed on the extent of therapy they are

to receive.

Examples of these patients may include post-operative/ trauma or
acute respiratory failure patients requiring mechanical ventilatory
support and hemodynamically unstable patients receiving
invasive monitoring and/or vasoactive drugs. ICU In charge /
Sister In-

ICU Register/
BHT

PRIORITY 2: charge

These patients require intensive monitoring and may potentially

need immediate intervention. No therapeutic limits are generally
stipulated for these patients. Examples include patients with
chronic comorbid conditions who develop acute severe medical

or surgical illness.

PRIORITY 3:

These unstable patients are critically ill but have a reduced
likelihood of recovery because of underlying disease or nature of
their acute illness. Priority 3 patients may receive intensive

treatment to relieve acute illness but limits on therapeutic efforts

may be sct such as no intubation or cardiopulmonary
resuscitation.

Examples  include patients ~ with metastatic  malignancy
complicated by ‘nfection, cardiac tamponade, or airway

obstruction.
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PRIORITY 4:

These are patients who are generally not appropriate for ICU
admission. Admission of these patients should be on an
individual basis, under unusual circumstances and at the
discretion of the ICU Director. These patients can be placed in
the following categories:

A. Little or no anticipated benefit from ICU care based on low
risk of active intervention that could not safely be administered
in a non-ICU setting (too well to benefit from ICU care).

Examples include patients with peripheral vascular surgery.
hemodynamically stable diabetic ketoacidosis, mild congestive
heart failure, conscious drug overdose., etc.

B. Patients with terminal and irreversible illness facing
imminent death (too sick to benefit from ICU care). For
example: severe irreversible brain damage, irreversible multi-
organ system failure, metastatic cancer unresponsive (0
chemotherapy and/or radiation therapy (unless the patient is on a
specific treatment protocol), patients with decision-making
capacity who decline intensive care and/or invasive monitoring

and who receive comfort care only, brain dead non-organ donors, |

atients in a persistent vegetative state, patients who are
g I

permanently unconscious, elc. |

b.) DIAGNOSIS MODEL
This model uses specific conditions or diseases to determine
appropriateness of ICU admission.
A. Pulmonary System

e Acute respiratory failure requiring ventilatory support. |
(Invasive/non-invasive)

e Pulmonary emboli with hemodynamic instability

e Patients in an intermediate care unit who are

demonstrating respiratory deterioration
\

e Need for nursing/respiratory care not available in lesser
care areas such as floor or intermediate care unit

e Respiratory failure with imminent intubation
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B. Neurologic Disorders

e Acute stroke with altered mental status

e Coma: metabolic, toxic, or anoxic

e Intracranial hemorrhage with potential for herniation

e Acute subarachnoid hemorrhage

e Meningitis with altered mental status or respiratory

compromise

e Central nervous system Or neuromuscular disorders with

deteriorating neurologic or pulmonary function

e Status epilepticus

¢ Vasospasm

e Head injury patients with GCS <12
e Severe head injured patients

C. Drug Ingestion and Drug Overdose

e Hemo-dynamically unstable drug ingestion

e Drug ingestion with significantly altered mental status

with inadequate airway protection
e Seizures following drug ingestion

D. Gastrointestinal Disorders

e Life threatening gastrointestinal bleeding including

hypotension, angina, continued bleeding, or with co

morbid conditions
e Fulminant hepatic failure

e Severe pancreatitis

e Esophageal perforation with or without mediastinitis

E. Endocrine

e Diabetic ketoacidosis complicated by

hemodynamic

instability, altered mental status, respiratory insufficiency,

or severe acidosis.

e Thyroid storm or myxedema coma with hemodynamic

instability.
e Hyper-osmolar state with coma and/or
instability

hemodynamic

Responsibility

l
|

Reference
Document /
Record
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e Other endocrine problems such as adrenal crises with
hemodynamic instability
e Severe hyper-calcemia with altered mental status,
requiring hemodynamic monitoring
e Hypo or hype-natremia with seizures, altered mental status
e Hypo or hyper-magnesemia with hemodynamic
compromise or dysrythmias
e Hypo or hyper-kalemia with dysrythmias or muscular
weakness
e Hypo-phosphatemia with muscular weakness.
e Recurrent/ persistent hypoglycemia.
F. Surgical |
I Post-operative  patients  requiring  hemodynamic
monitoring/ventilatory support or extensive nursing care
G. Miscellaneous
o Septic shock with hemodynamic instability
e Hemodynamic monitoring in any critically ill patient.
e Clinical conditions requiring ICU level nursing care
e Environmental injuries (lightning, near drowning,
hypo/hyperthermia)
e New/experimental  therapies  with  potential  for
complications (after approval from Ethical Committee)
¢.) OBJECTIVE PARAMETERS MODEL |
Objective criteria listed, while arrived at by consensus, are ,by |
necessity, arbitrary. They may be modified based on local
circumstances. Data demonstrating improved outcome using
specific criteria levels are not available.
Vital Signs
Pulse < 40 or > 150 beats/minute
Systolic arterial pressure < 80 mm Hg or 20 mm Hg below the
patient’s usual pressure Mean arterial pressure < 60 mm Hg
Diastolic arterial pressure > 120 mm Hg
Respiratory rate > 35 breaths/minute
/
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Laboratory Values

Serum sodium < 120 mEq/L or > 160 mEg/L

Serum potassium < 2.0 mEg/L or > 6.0 mEg/L Pa02 < 60 mm
Hg

pH<7.1or> 7.7

Serum glucose > 800 mg/dl
Serum calcium > 15 mg/dl

Toxic level of drug or other chemical substance in a
hemodynamically or neurologically compromised patient

Radiography/U Itrasonography/Tomography.

Cerebral  vascular hemorrhage, ~ contusion  or

subarachnoid hemorrhage with altered mental status or focal

neurological signs.

Ruptured viscera, bladder. liver, esophageal varices or

uterus  with hemodynamic instability, Dissecting aortic

aneurysm

Electrocardiogram

Myocardial infarction with complex arrhythmias, hemodynamic

instability or congestive heart failure. Sustained ventricular
tachycardia or ventricular fibrillation. Complete heart block

with hemodynamic instability

Physical Findings (acute onset)
Unequal pupils in an unconscious patient
Burns covering > 10% BSA

Anuria

Airwayobstruction

Coma

Continuousseizures

Reference
Document /
Record
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Cyanosis
Cardiac tamponade

Admission to ICU

] Setting up bed space for admission
Housekeeping staff:

a.Mops the floor thoroughly.
b.Cleans bed from top to bottom and damp dust with 0.5%
BACILLOCID solution.
2 On confirmation of admission, the nurse proceeds to:
e Check and switch on all the monitoring equipment with
appropriate modules and accessories to ensure the
monitoring system is in good working condition and leave

on standby mode.

e Check the gas, suction and vacuum supply and attach

appropriate apparatus ¢.g. suction line to the vacuum outlet
and 02 flow meter to the gas outlet.

e Make up the ICU bed with a long fitted sheet over the
mattress. A blanket is being folded into a pack and placed
at the end of the bed. A pillow for the head end.

e Patient’s clinical folders, charts and admission record book
placed on the table of the nurses’ station.

e All vacant ICU beds are set up at all times in readiness for

any new admission.

e A ventilator is always set up on standby (ventilator set up %
according to anesthetist’s order).

3.Routes of admission:
a. ER.
b OR.
v OPD.
d. Interdepartmental transfer. |
g, Other hospitals ‘
4.  On admission:
a. A brief history of patient is handed over from the

accompanying nurse.
b. The patient is transferred onto the 1ICU bed with roller by the

|

: . . |

¢. The nurse introduces herself to the patient and at the same |
it assanll s

staff making sure that patient is in a comfortable position.
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samples are sent with the requisition slips to respective

:l' Activity Responsibility | Document /
e Record
time reassures patient and explains about the procedures that |
follow.
d. Patient is assisted to undress and wear gown if condition
permits.
e There is established policy of taking informed consent
before treatment and procedures
e Staff should be aware of Patient rights & responsibilities
e Information about the treatment is shared with patients or
attendants, regularly
e The facility has defined and established grievance re-
dressal system in place
Procedure for clinical assessment and reassessment of
patient:
e Initial assessment of the patient is done as per standard
protocols by the Physician on duty.
e Patient’s History is taken and recorded.
¢ Physical Examination is done and recorded.
e Provisional Diagnosis is recorded.
e SPO2 sensor, ECG Leads and NIBP cuff are attached.
e Patient’s baseline vital signs and cardiac rhythm are
recorded and documented in patient’s observation chart.
e Patient’s general condition is assessed i.e. if patient is in
) ?jgtr:ﬁ,ucf;adl.e, sweating then Oxygen is administered as ICU R — .ICU
_ ) . Sister In charge | Register/BHT
e Patient’s level of consciousness is assessed.
e Doctor is notified of patient’s arrival and any abnormality is
reported.
e |V cannulation is done and treatment is carried out as
ordered.
e Intubation is done and patient is placed on ventilator (for
patient requiring respiratory support).
e Other departments are notified of any stat diagnostic tests
that have been ordered e.g. X-ray, ECG, blood tests and stat
medication.
e Necessary requisition slip for diagnostic tests are filled and
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diagnostics -

e Patient’s relatives are requested to take valuables home. A
careful check is done on the valuables for all
unaccompanied patients.

e Visiting privileges are explained to both patient and family
that visiting is limited to twice a day and only one visitor is
allowed for a patient.

e Patient and patient’s relative are explained on the facilities
available in the unit, rules and regulations of the hospital
e.g. no smoking within the hospital premises, charges for
ICU stay etc. if any |

e For critical patients. reassessment is done as per need. |

e There is a procedure for handover of patient, transferred
from ICU to IPD / OT/ Emergency and vice versa.

e Patients admitted to the hospital remain under the medical
care of the admitting consultant.

e New patients admitted to hospital by the Medical Officer is
under the medical care of the consultant on call.

e The primary consultant is to decide to call in any other
specialist consultant to co-manage the patient.

e The primary consultant refers the patlent' to the related BHT/ Referral
consultant and speaks to the responsible consultant segiver
regarding cause or authorizes the nurse to do so. |

e A note of referral is written down by the primary consultant |
to the responsible consultant. L

e The primary consultant is responsible for the overall
management of the patient.

e Patient is referred with referral slip and safe transport. .

e There is a system of follow up of referred patients. !

e Patient condition is reviewed during hand over between |
duty doctors. :

The facility has defined and established procedures for l

nursing care

e All registered nurses in critical care undergo unit orientation
and adhere to the written guidelines and practices within the | Staff Nurse on ICU
scope of responsibilities. duty Register/BHT

e Nurses assigned to critical care areas show capability in
arrhythmia identification. ‘

e Nurses in critical care areas are qualified to perform |
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Reference
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treatment and procedures as outlined in their job description
and procedure manual.

e All procedures performed are initially evaluated and
assessed as having been demonstrated with accuracy by the
Charge nurse of critical care areas.

e Nurses in critical care areas do not perform but only assist
the following procedures:

Intubation.

Arterial puncture/ line placement (Cannulation).

The nurse will not perform, but will assist the doctor
with the following procedures:

Pacemaker insertion.

Chest tube insertion.

Bone marrow aspiration.

Paracentesis.

Thoracentesis.

Liver biopsy.

Vaginal examination.

Subclavian insertion.

Cutdown.

Tracheotomy or mini tracheostomy.

Intubation.

Removal of sutures/ chest drains

The following medications will not be administered by
the critical care areas trained nurses:

Experimental medications.

[ntracardiac medications.

e Trained nurse in critical care areas may perform the
following:

Change irrigation solutions, tubing and dressings on
arterial lines.

Administer intravenous medications  as ordered by
attending doctor.

May discontinue infusions on central venous line on the
doctor’s order but will not remove CVL

Draw lab samples from indwelling arterial line.

Draw lab samples from subclavian catheter with
physician’s order.

Defibrillate patient in life threatening situations with
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physicians order.
o Administer life saving intravenous medication in life

threatening situations e.g. Atropine, Adrenaline or
Xylocard.

The nursing documentation is integrated with medical

record and clinical information, with specific application to

the critical care management of the patient. The following
documentation standard addresses a hospital information
system.

o All components of patient care process, plan of care,
evaluation and outcomes is documented in patient’s
medical record.

o The integrating nursing documentation (nursing process)
is used in the delivery of patient care and is evidence by
the following:

o Initial  assessment (performed by SRN) and
reassessments.

Problem identified.

o Nursing interventions which are related to patient’s
problems identified.

o Nursing care provided to patient.

o Effectiveness / outcomes of nursing interventions.

o Discharge / transfer plan.

o Data collected of each caregiver is documented by that

individual.

o Nurses in ICU document patient’s information including
changes in general condition. doctor’s review and
changes in patient’s management, vital parameter and
intake output flow sheet, medication served and
procedure done closely.

o Documentation on the ICU BHT is continued as long as
the patient is receiving IV drips / infusions that are being
titrated according to vital parameter.

o The ICU flow sheet documentation is updated with
current data prior to patient transfer to another patient

care unit. |
The staff on duty ensures the identification of the patients

before any clinical procedure treatment chart is maintained.
Patient Vitals are monitored and recorded periodically.




SL
No.

Activity

l‘ Reference
Responsibility | Document /
’ Record

|

e Critical patients are monitored continually.
e High risk patients are identified and treatment given on
priority

Procedure for Key Clinical Protocols:

INDICATIONS FOR ENDOTRACHEAL INTUBATION’S
INCLUDE:

1) Depressed level of consciousness — GCS < 8 because of head
injury, any condition leading to coma, patient in GA.

2) Hypoxemia — Causes include cervical spine injury, multiple
fractures, Severe pneumonia, Acute exacerbation of COPD
etc.)

3) Airway obstruction — Foreign body, blunt / penetrating
injury to face / neck with swelling, smoke inhalation injury,
Burns, choked airway, sustained seizure, angioedema.

4) As part of CPR
5) Exhaustion with labored pattern of breathing.

6) Manipulation of airway in some operations such as stenting
of bronchi etc.

CARE OF COMATOSE PATIENT

Stabilization of ABC ( Air way, Breathing, Circulation)
Feeding — What, Quantity, frequency, R/T or PEG tube,
nutritional supplement.

Analgesia.

Sedation.

. Thromboprophylaxis: DVT pump, LMVH, Limb

physiotherapy.

. Prevention and ¢/o bed sore: Keep HB 8.0g%

= Proteins are kept at optimum level.

. Position is changed 2 Hourly.

. Onsite dressing is done on pressure sOre prone areas.
" Care of back and care of pressure points is done.

- Air bed is used.
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Glycemic control — Blood Sugar is kept < 160mg%

Blood Sugar test is done at least twice a day

Head end is kept elevated to 30°

Stress ulcer prevention — Inj. Rantac / Pantoprazole, Syp.
Sucralfate. Syp. Digene.

Respiratory therapy — Chest Physiotherapy

ETT Suction (Once in each shift).

Prevention of unintended fall and trauma to patient (side
rails up and adequate and appropriate restraint used)

All infection control protocols are followed.

Care of hair (Oiling. Shampooing. Cleaning with anti lice
treatment, hair cutting and combing).

Care of nails- Nails are cut regularly and kept clean.

Prevention of contractures by exercises of different muscle
groups.

Care of bowel — laxative added to treatment.

Enema SOS

Monitoring of pupil size

Care of eyes — regular cleaning of eyes with wet gauge.

Aqua tear eyes drops.

Antibiotic eye drops as and when
needed.

Care of mouth — Regular brushing of teeth.

Listerine Mouth wash

Care of IV cannula — Transparent dressing to be used,
redness & edema and other s/s of Thrombophlebitis are
looked for and managed.

Care of Central line — Central line to be changed as per
infection control protocol. transparent dressing to be used
to check for s/s of infection, keep all ports patent by
flushing with heparinised saline.

Care of endotracheal tube — pilot balloon is checked, ETT
mark at lip is seen. ventilator screen changes of ET
dressing is monitored daily. tracheostomy is considered if
ETT stays > 7 Days.

Care of Tracheostomy tube — Dressing of TT is changed

daily, TT cuff is deflate for about 10 minute every 2 hours.

TT suctioning is done once in each shift.
Care of Foley’s Cath.
Bed area of Patient is kept clean.
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Care of ear canal — daily cleaning.

Cleaning of nasal mucosa — by gauge soaked in water.
Personal hygiene (Cleaning of Private parts).
Hydration is maintained.

MANAGEMENT OF ACUTE EXACERBATION OF
CcopPD

1. Diagnostic evaluation —
ABG
Chest X-ray

Sputum Staining and Culture Sensitivity
Pulmonary function Test.

2. Broncho dilator given

3. Steroids — Oral / IV for 10-14 days (blood sugar is
monitored)

4. Antibiotics

5. Oxygen therapy — low flow Oxygen by nasal cannula to
keep SPO2 to 90 + 2%. Oxygen is not with held in the
presence of hypercapnia.

6. Secretion clearance techniques: -

Chest physiotherapy.
Mucolytics nebulization
Suctioning
Bronchoscopy.

7. Others — Diuretics, Digoxin (in heart failure), pulmonary
vasodilators, DVT prophylaxis, correction of electrolyte
imbalance, low carobohydrate enternal feed, non invasive
ventilation for respiratory failure, invasive ventilation if
needed.

GUIDELINES FOR TREATING ‘STROKE’ PATIENT

1. Patient is treated in stroke unit.

2. Neurological status and vital functions are monitored
regularly.

Airway is secured and adequate oxygen is provided.

(78]
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4. Monitoring and correction of glucose and body temperature
is done if elevated.

5. Limb physiotherapy is done.

6. Care of bed ridden patient.

PREVENTION OF BED SORE

e Position is changed every 2 hours.

e Skin care — skin is cleaned with mild soap warm water and
gently pat dry.

e Regular inspection of body is done for early bed sore and
its treatment.

e Bed of the patient is > 30° to prevent shearing stress in
skin. '

e Cushions are put between the knees, legs and heel. Patients
are made to lie at a little angle to avoid bony prominence
coming in contact.

e Skin Protection — If moist— powder is used

e Ifdry —lotion is used

e Management of urine / stool incontinence by changing
diaper, foley’s catheterization, cleaning and making private
area dry.

e Good diet — with adequate protein, calories, vitamin,
mineral.

e Adequate hydration

e Good physiotherapy

DIABETIC KETOACIDOSIS (DKA)

Four important points regarding management of DKA patient:
1) Correction of fluid deficit by IV fluids.

2) Correction of hyperglycemia with insulin.

3) Correction of potassium loss.

4) Treatment of infection, if any.

5) Correction of acid base balance.

|
|
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- Patient may present with hyperkalemia, but with insulin,
potassium decrease and treatment of hypokalemia is
needed.

- Insulin is given by IV infusion and if Blood Sugar <
250mg % infusion of 10% Dextrose is started if patient
is NPO.

Endotracheal intubation - adult, maintenance / care of
endotracheal tube

e Patient / Relative is explained and reinforced consultant’s
explanation regarding the necessity of the procedure.

e Patient is assessed for ventilatory efforts. If ventilatory
efforts are insufficient or absent, the doctor will ventilate
with bag-valve-mask unit. Oropharyngeal airway will be
used to maintain airway patency during bag-valve-mask
ventilation.

e Administration of sedatives and / or analgesics intravenously
as ordered by the anaesthetist. A muscle relaxant is
administered intravenously as ordered by the anesthetist. In
the setting of cardiac or respiratory arrest, this step is
excluded.

e Appropriate endotracheal tube size is determined by the
doctor. The cuff isd inflated by syringe and integrity is
assessed. All the air is evacuated.

e The distal end of the tube is lubricated with water soluble
jelly.

e The stylet is inserted (if required) into the endotracheal tube
so that the distal end of the stylet is recessed 2 cm from tip of
the ETT.

e The desired blade is attached to the laryngoscope handle.
The blade is chosen based on doctor’s order.

e The blade is elevated to a right angle to the handle and
observed for proper functioning of the light source.

e The patient is positioned in “sniffing” position. A folded
towel or sheet is placed under the occiput. The patient’s
head is not allowed to hang over the edge of the bed. This is
avoided in patient with C-spine injury.

e The doctor performs the intubation either orally or nasally.
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e The stylet is removed once instructed by the doctor. The
doctor stabilizes the ETT by his hand.

e The cuff is inflated and the patient is ventilated with the bag-
valve-tube unit.

e Patient is assessed for chest expansion and ausculated for
bilateral breath sounds.

e Cricoid pressure is applied as ordered by the doctor during
intubation to occlude the esophageal opening and vomiting
and aspiration is prevented. Pressure is applied from point of
administration of sedatives / relaxants till the inflation of the
ET tube cuff.

e Each attempt to intubate does not take more than 30 seconds.
The doctors ventilate the patient with the bag-valve-mask
unit and 100 percent Oxygen between each attempt.

e ETT is attached to mechanical ventilator with setting as
ordered by the doctor. A post intubation Chest X-Ray is
ensured to verify proper ETT placement.

e The ETT is secured with adhesive plaster and tape. The
depth marking level of ETT is noted and verified and
documented on nursing care plan and flow chart. Plastering
is changed once a day and when necessary. The ETT depth
marking level (the lip end line or nare) noted during each
plaster changing and after each patient’s positioning. ETT is
connected to mechanical ventilator which has been set as
anaesthesiologist’s order.

e Chest movement, respiratory rhythm and rate are assessed
continuously. Auscultatation to check for air entry to both
lung is done in each shift and when necessary to verify ETT
positioning and both lungs are ventilated.

e Presence of humidified device is assessed to prevent drying
of secretions within the tracheal tube.

e Arterial blood gas level is checked daily and whenever
patient’s respiratory status changes.

o Cuffis assessed for proper inflatation.

e Suctioning of the airway is done when needed. The color,
amount, consistency and odor of secretions is noted.
Findings are documented on medical record.

e An oropharyngeal airway is used as a bite block to prevent |
occlusion of the tube.
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e Oral care is performed every 8 hours to prevent oral

infections.

e The mouth and lips or nares are assessed for skin break down

or erosion due to tube pressure on the tissue.

o Skin is assessed for breakdown due to the adhesive tape.

Traction is avoided on the tube from the ventilator
tubing and nebulizer.

If the high pressure alarm sounds on the mechanical
ventilator or if the spontaneously breathing patient
suddenly develops dyspnea or apnea, tube is assessed for
obstruction.

The conscious patient is provided an alternate means of
communication.

Documentation of time, date and person performing
intubation, intubation site, size of ETT and depth level
marking, medications administered to facilitate
intubation, suctioning frequency and results, oral care
and assessment, occurrence of complications, mode of
mechanical ventilation and setting in patient’s medical
record and / or flow sheet.

Endotracheal Extubation — ADULT, care and management

o

Patient’s respiratory status assessed.

Patient’s heart rate, blood pressure, skin perfusion and
level of consciousness are assessed.

Trends of ABG results, especially the partial pressure of
carbon dioxide (PaCO2) are noted which reflects
ventilation.

The procedure is explained to the patient and reinforced
doctor’s explanations.

The patient is positioned in semi-fowlers or high fowlers.
Any feeding, if given, is withheld for 6-8 hours prior to
extubation. If ryle’s is present, RT suction is done .

Just prior to extubation, suctioning of ETT and mouth is
done.

The adhesive tape is loosened securing the tube to the
face. Hyper-oxygenate or oxygenate as ordered.

The syringe is attached to the cuff inflation valve and all




Activity

air is aspirated as instructed by the doctor.

i. Patient is instructed to inhale and cough. The doctor
quickly removes the ETT while the patient is coughing.

j. Humidified Oxygen is applied via face mask.  The

concentration and flow rate is set as ordered by the doctor.

k. The patient’s ability to swallow. speak and cough is
assessed. The patient is observed for the first 5 minutes
post-extubation and monitored closely for the next 8 hours
and ABG is checked as ordered. Any respiratory distress,
stridor or hoarseness is noted.

I. Chest physiotherapy is provided as ordered to prevent re-
intubation.

m. Instructions are given to patient on coughing and deep

breathing techniques. Patient is encouraged to perform

these measures every hour.

n. Administration of Humidified Oxygen is continued to
promote secretion mobilization.

o. Documentation in patient’s medical record and / or BHT
is done of date, time and person performing the
extubation, patient assessment before and after extubation,
oxygen concentration and flow rate, effectiveness of
coughing and deep breathing exercise, characteristics of
secretions if present and effectiveness of  chest
physiotherapy and positioning.

Abdominal Paracentesis / ascitic tapping

a. The doctor scrubs hands, wears mask and gloves.

b. Skin is cleaned with Povidone iodine and the abdomen
is draped.

c. Local anaesthesia is injected.

d. A small incision is made with the scalpel and the
pleurafix inserted or a large cannula is used, if needed.

e. When the fluid is draining a receiver is placed near the
abdomen to receive it.

f A dressing is placed around the cannula and fixed in

position with Micropore.

g. The fluid is allowed to flow into the receiver and
emptied into drainage bag.

Reference
Responsibility Document /
Record
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