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Level of consciousness: AVPU

Confusion (new)

* New-onset or Worsening confusion

Voice

* Responds to verbal stimulus

Unresponsive

» Mo response to verbal or pain stimulus




| evel of conscioushess: GCS

Glasgow Coma Scale
Response

Eye Opening Response

Eyes open spontaneously
Eyes open to verbal command, speech, or shout
Eyes open to pain (not applied to face)

No eye opening

4 Points
3 Points
2 Points
1 Point

Verbal Response

Oriented

Confused conversation, but able to answer questions
Inappropriate responses, words discernible
Incomprehensible sounds or speech

No verbal response

5 Points
4 Points
3 Points
2 Points
1 Point

Motor Response

Obeys commands for movement

Purposeful movement to painful stimulus
Withdraws from pain

Abnormal (spastic) flexion, decorticate posture
Extensor (rigid) response, decerebrate posture
No motor response

6 Points
5 Points
4 Points
3 Points
2 Points
1 Point




Level of consciousness: RASS

Richmond Agitation-Sedation Scale

Target RASS Value
Combative
Very Agitated
Agitated
Restless
Alert and Calm
Drowsy

Light Sedation
Moderate Sedation
Deep Sedation

Unarousable

RASS Description
Combative, Violent, Immediate Danger to Staff

Pulls or Removes Tube(s) or Catheter(s); Aggressive
Frequent non-Purposeful Movement, Fights Ventilator
Anxious, Apprehensive but Movements are not Aggressive or Vigorous

Not Fully Alert, but has Sustained Awakening to Voice (Eye Opening &
Contact >l0sec)

Briefly Awakens to Voice (Eye Opening & Contact <l0sec)
Movements or Eye Opening to Voice (BUT NO Eye Contact)

No Response to Voice, BUT has Movement or Eye Opening to Physical
Stimulation

No Response to Voice or Physical Stimulation

Assessing sedation on ICU using RASS (Richmond Agitation Sedation Scale) - YouTube



https://www.youtube.com/watch?v=-OizBQmZAas&t=23s

Pupil Assessment

Size - average Is 2-5mm.
Shape - should be round

Symmetry - both pupils should be the
same size & shape

Reactivity to light - should be brisk,
and after removal of the light source the
pupil should return to its original size.

Pupils equal and react normally

Pupil reacts to light (slowly or briskly)

Dilated pupil (compressed cranial nerve Ill)

Bilateral dilated, fixed pupils (ominous sign)

Pinpoint pupils (pons damage or drugs)




Delirium

Confusion Assessment Method for the ICU (CAM-ICU) Flowsheet

1. Acute Change or Fluctuating Course of Mental Status:
« Is there an acute change from mental status baseline? OR CAM-ICU negative

NO DELIRIUM

= Has the patient’s mental status fluctuated during the past 24 hours?

2. Inattention

» “Squeeze my hand when | say the letter ‘A"."

Read the following sequence of letters: SAVEAHAART CAM-ICU negative
ERRORS: No squeeze with ‘A’ & Squeeze on letter other than ‘A’ NO DELIRIUM

e If unable to complete Letters - Pictures

; > 2 Errors

RASS other

Current RASS level than zero CAM-ICU positive
DELIRIUM Present

RASS = zero
4. Disorganized Thinking: /

1. Will a stone float on water? > 1 Error
2. Are there fish in the sea?

3. Does one pound weigh more than two?

4. Can you use a hammer to pound a nail?

Command: “Hold up this many fingers” (Hold up 2 fingers)
“Now do the same thing with the other hand” (Do not demonstrate) \ CAM-ICU negatlve
OR *“Add one more finger” (If patient unable to move both arms) NO DELIRIUM

Copyright © 2002, E. Wesley Ely, MD, MPH and Vanderbilt University, all nghits reserved

CAM ICU Training Video - YouTube



https://www.youtube.com/watch?v=7yeDTmyMYIw

* Patient diary commenced for appropriate patients (locally determined)
+ Daily update i nursing recoeds relating to 'DREAMS' elerments, including plan of are and eveluation

Documentation * Pravision of information relating to for ang relath 2

+ To be commenced earty (RICE 0G83, 05158) including assessment, goal setting and structured programme, earky mobiity flowchart. Audit programme
ED assess F (-3

REha bilitatiﬂn :maﬂﬂfmﬁfwmmﬁmﬁm“”

Ea rly Ident if'i cation + Assessment for delirium using CAM-ICU tool 3 times per day and on change of condition

» Hearing aids’ spectackes avallable as appripriate.

Alds tD COm munication + Condider barriers to effecthve tommusacation and impkement strategies o overcome & g transktian services

* Asgess Sedation wsing Richmond Agitation Sedation Scone (RASS) as a minumum 4 houwy, wtilising local sedation and pain assessment protocold
= Daily review of sedation induding setting target RASS and,or daily sedation hold

\Y edication e m A i o o e el P

# Reduce light and nodse between 2300hrs and DF00hrs to promote sleep

Sleep Bundle L o b it e e

West Yorkshire

Critical Care & Major Trauma




The Critical-Care Pain Observation Tool (CPOT)
(Gélinas et al., 2006)

Indicator Score Description

Facial expression Relaxed, neutral No muscle tension observed

Tense Presence of frowning, brow lowering, orbit

Expremios facale tightening and levator contraction

or any other change (e.g. opening eyes or teaning
during nociceptive procedures)

Grimacing All previous facial movements plus cyelid tightly
closed (the patient may present with mouth open or
biting the endotracheal tube)

Caroline Arbour, RN, B.Sc.,
PhD(student)

School of Nursing, MeGill University

0-10 NUMERIC PAIN RATING SCALE

Body movements Absence of movements Docs not move at all (doesn’t necessarily mean
«or normal position absence of pain) or normal position (movements
not aimed toward the pain site or not made for the
purpose of protection)

Protection Slow, cautious movements, touching or rubbing the
pain site, secking attention through movements

Restlessness/Agitation Pulling tube, attempting to sit up, moving
limbs/thrashing, not following commands, striking
at staff, trying to climb out of bed

Compliance with the ventilator Tolerating ventilator or
(intubated patients) movement Alarms not activated, casy ventilation

Coughing but tolerating Coughing, alarms may be activated but stop
spontancously

Fighting ventilator Asynchrony: blocking ventilation, alarms
frequently activated

Talking in normal tone Talking in normal tone or no sound
or no sound

Sighing, moaning Sighing, moaning

Crying out, sobbing Crying out, sobbing

Muscle tension Relaxed No resistance to passive movements

Evaluation by passive flexion and | Tense, ngid Resistance to passive movements
extension of upper limbs when patient

is at rest or evaluation when patient is | Very tensc or rigid

: Strong resistance to passive movements or
being turned

meapacity to complete them

TOTAL

MODERATE SEVERE

STRONG

Wong-Baker FACES® Pain Rating Scale

4 10

Hurts Hurts Hurts Hurts Hurts
Little Bit Little More Even More Whole Lot Worst




Blood glucose

Pat. 1D
Patient Name
Date of birth
Remark

FIO,
Temperature

pH

Measurement report
16.02.17 09:10
Serial number : 4500
Instrument ID : QF4500
Operator ID : DR.ABG
CCU Local District Hospital

047328
Mr. White
03.05.72
Room Air
0.21

C

7.390
499 kPa
12.25 kPa

24,0 mmol/L
0.7 mmol/L

140.0 mmol/L
3.90 mmol/L
100.0 mmol/L

0 mmol/L

400 %
130.0 g/L
1.0 %
%
%
%

mmol/L
mmol/L

[ 7.350 - 7.450 ]
[ 467-6.00 1]
[ 10.67-13.33]

[22-26 1
[-20-+20 |

[ 135.0-148.0]1
[ 350-450 |
[ 98.0-107.0 ]
[1.120-1.320]

[ 35.0-50.0
[120.0-150.0
[05-25

[ 95.0-99.0
[04-15

[ 75.0-99.0

1
1
1
1
1
1




Pre-course assessment - Mentimeter



https://www.mentimeter.com/app/presentation/al3afj97h7a2kn1r7fwdef85rvqimf3s/ynqmem7tyd9d/edit

EXposure

Head to toe visual inspection
Eyes & mouth
Skin

POy Collaborative Regional Benchmarking Group

%$ Eye Care in Critical Care %5$

Aim:  To provide guidance on nursing care for the eyes of patients in Criical Care
Scope: Alladult patients in Critical Care

« Allow patient to perform own eye
ASSESS EYES / PATIENT care (or with assistance when
required) by cleaning eyes as part of
the patient facial wash or at patients
Within 2hours of admission request.
At least 12hourly thereafter
= If eye become sticky or encrusted use
I I n e S sterile gauze and sterile water
Seek senior medical / ophthalmology advice for patients with eye
disease, infection or injury, including post-op surgery and
chemo/radiotherapy related red eye.

Standard Eye Care

.
Clean eyes with sterile water soaked gauze , cleaning from inner aspect of lids
at the nose and sweep across the lids to outer aspect. This prevents the spread
of infection or debris being intfroduced into the lachrymal system

Clean along both sets of lashes; do not drag debris across the surface of the
eye.
Use new gauze swab for each sweep and for each eye.

Apply prescribed ocular lubricant.

Bowels

Sedated Patient (Difficulty
Blinking)

« Standard eye care 4 hourly » Standard eye care 2 hourly
« Consider taping eyelids closed, » Consider taping eyelids closed,

especially during interventions e.g. especially during interventions e.g.
| proning, transfers and procedures. proning, transfers and procedures.

%7 HIGH RISK OF EYE INJURY

Feeding

Please see your units full guidelines for more information

Calves

Temperature




A-E Assessment

Summary

o-e¢
J
H<©®

Use the ABCDE approach for all
critically ill patients

Undertake initial assessment at start
of shift and re-assess regularly

Treat issues prior to moving on to
the next part of the assessment

Recognise when to escalate / ask for
help
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