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To start with…

In thinking about how to organize this FAQ, it certainly seemed that there was a whole lot of material to cover – where would you start? Obviously from somewhere... a little later, I realized that a good way to put things together would be to describe them in the same way that we give shift report – in the same way that we try to cover all the bases when we do that, starting with  age, gender, history, where admitted from, and then a system-by-system review of the patient, ending up hopefully with a coherent picture of the current situation. So I thought that this might be a useful way to break up a description of the ICU: into manageable chunks that, while they could be described separately, should add up to a whole system for treating whatever comes in the door. Let me know what you think! Please remember that this material is in no way ‘official’ – it is meant to represent information as it would be passed from a preceptor to a new ICU nurse. As usual, mistakes – and there will be plenty of them – are mine. Please let me know when you find them, and I’ll work the answers in and update the file. Thanks!

To start with – here’s a scenario that I remember all too well. It was a little extreme, but it’s a true story, and it helps illustrate a lot of what makes working in the ICU so different: (lots of the details have been changed to protect identities).

A patient comes in as a transfer from another hospital. He’d been brought down from somewhere in New Hampshire, where he’d been eating home-cured meats and apparently drinking home-made liquor. He’d gotten a stomachache, so he took “a handful” of aspirin. When this didn’t help, he apparently repeated the dose. Probably a bad idea –he developed an enormous lower GI bleed, became hypotensive, and by the time he finally got to us, he’d infarcted much of his bowel, knocked off his kidneys, gone into shock liver, and when I first saw him he was postop, having had a large segment of his bowel removed. He’d required so much fluid peri-operatively that the surgeons had been unable to close him – instead, his abdominal wound was open, covered with a clear, adherent OR drape, and he had normal saline infusing into the wound continuously from several IV pumps for irrigation. The wound was being drained by several salem sumps laid into and across the incision.  He was in ARDS, so he was vented, sedated, and chemically paralyzed. He was extremely septic, hypotensive, and he was on at least two pressors. He was on TPN. To correct his renal failure he had been started on CVVH (bedside dialysis). I’ll put each part of the report that I might give in quotes, and I’ll try putting the topic being discussed into some kind of dialogue: “Holy cow, this guy is in tough shape.”

1- What kinds of patients come into the ICU?
“This is Chuck M. Chuck is a 38-year-old gentleman who came in yesterday from an outside hospital, where he ingested too much aspirin after apparently eating and drinking home-cured meat and whiskey…”

Patients come into the MICU from a variety of places: the floors, the ER, as transfers from other hospitals, as postops, as boarders from other services, and sometimes as “direct admits”, bypassing the ER. The interesting thing about the MICU is that we literally see a bit of absolutely everything, unlike the specialty ICUs. If you work here long enough, you’ll see patients that would normally be in every other ICU environment (except maybe fresh postop cardiothoracic patients – that ICU will bump more stable patients out to make room). We see cardiac patients, sometimes with intra-aortic balloon pumps; we see neuro patients, occasionally with monitored bolts in place, we’ve done adult ECMO a few times, and we even sometimes get general-surg postop cases when there is no room in the SICU.

2- How do families interact with the ICU?

“Chuck has a girlfriend here who’s been in and out a few times – I’m not sure what the relationship is, and I’m not sure who could sign for consent on his procedures, so would you speak to her and figure that out? Then maybe we can help her find a place to stay nearby. We may need to do some teaching with her because she gets very upset when she’s been in the room for a more than a few minutes…”

There’s been a lot of discussion and planning over the years about the ways that we can involve patients’ families in the MICU. At this point we have no fixed visiting hours, but access to the patients is strictly at the discretion of the nurses. The emphasis is on allowing access for families at any time of day, but our first responsibility is the direct care of the patient. The family may be advised to remain in the waiting areas until the patient can be visited.  We try to keep the number of visitors to two at a time, to prevent crowding in the room. As well, usually we try to identify a family member who will be willing to act as family “spokesperson” – all questions and answers to be relayed to other family members through that person, so that the nurses don’t have to spend a lot of time explaining things to many sets of visitors. This goes for phone calls too – you can refer callers to the spokesperson. 

3- Who are the nursing staff in the ICU?

“I took report from Susie. You know, I am so totally intimidated by her, because she’s been here so long? I mean, she’s really nice, but I don’t know, I just feel so stupid around her…”

The MICU nurses have a wide range of experience, ranging anywhere from three months to upwards of twenty years. (You can tell who those are right away.) I’ve been working in this unit since 1986, and I realized around my last birthday that I’ve spent a third of my whole life working with some of these people. We have nurses with diplomas (I’m one of them), but most of us have finished BSNs. Some of us are, or have been CCRNs, and some of us have special areas of expertise – CVVH, or balloon pumping, or leadership, or skin care, or IV insertion – learn who these people are and make use of them!

3-1- Who are the resource nurses?

Shift-to-shift leadership is provided by the resource nurses, who carry no patients, for the very good reason that the whole ICU is their assignment.. They make out staff assignments, and arrange for admissions and discharges with the supervisors and the house officers. They are also there to be your “resource” for any situation or question you may have. Use this resource any time you think you need to.  Always run any question you may have by your resource nurse. At the same time, try to be merciful, and remember that they are keeping a lot of  balls in the air at once!

3-2- Who is the nurse manager of the MICU?
Our nurse manager is a master’s prepared RN, with many years of experience in a variety of leadership settings. She had already been a head nurse in our hospital, some years back, before becoming a nursing supervisor. 

An important point to remember about our nurse manager: like the rest of us, she is doing a job that requires keeping a very large number of balls in the air at the same time. Most of us senior nurses shake our heads in wonder sometimes, as we watch the nurse manager field staffing crises, unusual clinical situations, and that most difficult of managerial problems – staff politics. The boss has an extremely complex job, and unlike the rest of us, she is “on”  24/ 7. I have been impressed over the years with her consistent willingness to face tough problems and see them through. 

Another point: the role of the nurse manager in the MICU is clinically “hands-off”. The management model tries to shift most of the clinical management responsibility issues to the clinical nurse specialist. So it’s been a while since the boss wore scrubs. You will find however that she is very up-to-date in her clinical knowledge, and that she works very hard to keep it that way.

3-3- Who is the clinical nurse specialist?

The role of the clinical nurse specialist basically centers around clinical staff support. This is the person to go to when you have a clinical question, a question about a medical issue, about a nursing issue, about procedures, equipment, policies – anything that has to do with immediate bedside care. 

Our clinical nurse specialist joined us a year and a half ago. She has a very broad background of ICU experience, including many years in surgical intensive care, and previous experience as a CNS in another hospital. (You mean there are (gasp) – “other” hospitals?)  A tradition of our institution is that other hospitals are always referred to in chart notes as “OSH”s – “outside hospitals”:  “Yeah, well, that MRI was done at the outside hospital, so, you know, they’re goIng to have to do it again here to make the staff happy.”  Or:  “I just do not understand what in the world they thought they were doing with this patient at that outside hospital. I mean, 30 centimeters of PEEP? For two days? And they were surprised when the patient started popping pneumos? What the heck…?”  

For all the complaining that you’ll hear us do, we are very proud of where we work. We would never allow ourselves to be treated anywhere else in the world. Not in our own ICU however – and it has come up!  We go into the CCU… I guess I can put in an unusual anecdote here: a year or so ago, one of our really prominent staff physicians flew over to Europe to assess one of the most powerful people in the world. He brought the person back – very nice person – on a private jet. What ICU, of all the ICUs in the world, did this patient choose to be treated in? And you know, we took care of him meticulously,  just like the street person in the next room!  We are very good at what we do…

3-4- How are the assignments made?
Assignments are made with lots of considerations in mind: we try to give primary/associate nurses their own patients first, and we try to keep the same nurses assigned to the same patients every day if possible. This may vary if, for example, the patient goes on CVVH and their primary can’t run it.  We try to make really acute patients one-to-one, but since this closes a bed, we watch these situations closely to see if things have improved enough to allow for the patient to be doubled later on. Most assignments are doubles, and we try to work in all the issues: primary/associate relationships, acuity, distance between rooms, skills of the RNs available, etc. Very rarely a nurse will get a triple assignment – usually this means that one of the patients is about to be discharged to the floor. Once a year, maybe, a patient will be two-to-one: this actually happened recently, with a patient who required upwards of  200 (true story!) blood components during the course of a day before going to the OR.

3-5- Who are the CCTs?

We have a number of critical care techs in the unit. Generally these people tend to be made of solid gold. They are available to help you in a number of ways: baths/bed changes, blood draws from A-lines or peripheral sticks (including blood cultures), room setups for admissions, line setups for transduced lines, foley insertion, trach care, chest tube dressings, EKGs, “road trips”, and general feats of strength. They check all emergency equipment: transport boxes, intubation boxes, pacer boxes, travel equipment, MRI kits, EKG machines, defibrillators, and Zolls. 

They can’t do some things, and you should never ask them to: for example to touch, run or silence any of the infusion pumps. They are not allowed to touch IV’s, but they can DC them, and they can DC unsutured A-lines. They are not allowed to tracheally suction patients. They are allowed to silence a room alarm only if an RN tells them to, and is present in the room. 

3-6- Who are the OAs?

We also have a group of Operational Associates in the unit, headed up by an Operational Coordinator: these are the people who sit behind the front desk. They make the unit run; they get us what we need: equipment, paperwork, blood products; they transcribe our orders for us; they field our questions and problems of every description; they contact personnel all over the house for us; they speak to patients’ families for us, and they follow up to make sure things were done right. Be merciful with the OAs – they also keep many balls in the air at once. 

3-7- Who are the USAs?


USAs on the unit are the people who take care of the unit’s physical environment. Some of them have been in their positions longer than any nurse in this unit. They have a tough, detail-oriented job. Notice sometimes how clean this unit is.  

4-   Who are the doctors in the ICU?

“The junior on tonight is Ralph – you remember him from last year? The red intern is Marcia, and the blue intern is Helmut, who I think is from Germany. The fellow was in talking to them about an hour ago, but they’ve been lining up another patient, so I don’t know if they changed plans on this man or not. Howie is the visit, and I think he’s actually here, so we can ask him what the latest plan is…I really hope they don’t want another MRI.”

4-1- How are the physician teams organized?

Ours is a teaching hospital, and so the doctors are organized into teams with a senior resident as the boss, junior residents under them, interns at the bottom, often with med students attached. We actually have two senior residents leading two teams in the unit at a time, changing every first of the month. The unit as a whole is supervised by a medical director and an assistant director, both pulmonary/intensivist attendings from the in-house group, who are also called ‘visits’. These people take monthly turns leading rounds, so you’ll hear people say “Who’s the visit this month?”. There are also pulmonary/critical-care fellows attached to the unit. They are available for questions that the team may have during the day, and they’re pageable for problems at night. Fellows place PA lines for the team – sometimes they’ll come in just for that purpose during the night, and they’ll help figure out complicated management strategies.

The two resident teams in the unit are called ‘red’ and ‘blue’ – both teams are present in full force during the day, so the unit gets pretty crowded. At night, the teams alternate putting a junior in charge of the whole unit, along with an intern from each team who split the patients between them. There is a senior resident ‘covering the house’ available to support them if they need it, and there’s a second, or ‘backup’ senior to help out as well. (As an ancient night nurse, you’ll notice that I make lots of references to the night shift in these articles - this is because the night shift is where all the real nursing in the unit goes on. Hey – just telling it like it is! Day-shift nurses may say that their shift rules – don’t listen.)

The consult services are still available at night – the anesthesia resident is available (and has to be called) for emergency intubations; sometimes we will call the renal fellow for questions about CVVH management at night, sometimes we talk to cardiology. The other night a urology resident was paged to deal with a foley problem involving hematuria – the point is, there’s someone in the house available to deal with every kind of problem. These specialty services exist for a reason - you need to see that your patient gets proper care...

5-  What does Respiratory Therapy do in the ICU?

“So, let’s see, Chuck seems to be going into ARDS, and they were having a lot of trouble ventilating him, so we paralyzed him – Joanne is on for respiratory, and she’s been giving a lot of good advice about the vent settings, so check in with her when you need to…”

Obviously, a large number of our patients have trouble breathing. There are all sorts of technologies and strategies available to help them, and it’s important to remember that respiratory therapists are not people who “just make vent changes.” These are the people with the specialty training to help the whole team make judgments about pulmonary management. If you think your patient is in trouble, the respiratory therapist is there to help you and the medical team figure out what to do. Use their expertise to help your patient. 

Specific things you may find an RRT doing for your patient: setting up a vent, making recommendations about vent management, giving inhaled meds through the vent circuit (make sure that they know your patient has been ordered for these, and get them to sign off on the med sheets), setting up alternate vent systems like face-mask ventilation, mask CPAP or mask bi-pap, high-flow O2 setups, nitric oxide treatment systems, heliox treatment systems - and if you’re lucky, you’ll get to watch them running an ECMO system. 

Here’s your part in this: make sure that there are clear lines of communication from the team to respiratory and to nursing. Changes in vent settings, or in vent modes must be entered into the computers as orders. You can certainly get the team to write orders that give you some leeway – such as “Wean Fi02 to keep O2 saturation greater or equal to 95%” – absolutely okay. But don’t let things happen without making sure that decisions are being made properly, and documented properly.
6- Who are the other staff in the ICU?

“I hate working days. I mean, I know some of the staff love days, but there are so many people around…”

Other specialty services are available in the ICU – pharmacy is available for questions 24/ 7. Social service is always available, and frequently help us with family and patient issues. Nutrition rounds on patients and makes recommendations for appropriate treatment. Physical therapy, chest PT, OT people all get involved. 

It’s complicated. But the part that I like is the fact that all of these systems, pointed like beams of light on your patient, are focused through the nurse at the bedside. You are the one who controls the flow of everything into and out of your patient. 

Realize that you have entered a new world, which in complexity is right up there with “nuclear submarine”, and take the time (it takes years) to learn how to apply all these tools of your trade. Be patient with yourself.

7- What are the routines of the ICU?

“Give me a second while I write these signs down from this paper towel -  I get totally lost if I don’t get it down on the flow sheet right away, because then I forget what happened and when. See, here is where he got acidotic, and then we started a bicarb drip, and see, when his pH got better, we were able to wean his pressors - a little, anyway…”

7-1- What are the routines of the ICU?

Time is carefully structured in the ICU – obviously we use routines to help us organize our activities, so that we can tell which ways the patients are going. A lot of this has to do with recording information: flow sheets, med sheets, intake and output totals, lab results… 
These routines form another part of your set of tools: learn to use the numbers on the sheets as indicators of trends: “Wow - look at how his heart rate has gone up during the day. I mean, look, yesterday, all day, his heart rate was in the 80s, and since he spiked, it’s been in the 100’s, and now he’s about three days in the hospital, and how long ago did they say was his last drink? You think he might be withdrawing? Or is his rate up because he’s hot? Or both?”  Or: “Wow - look, as his temp came down he came right off the Levo, and his heart rate is down, and his pO2 came up. So maybe his pneumonia and sepsis are getting better, and we can think about extubating him soon?”  Or:  “Look, his crit has been dropping over the past two days, and he’s been TBB positive about 2 liters every day, so do you think he’s actually losing blood somewhere, or is he just getting diluted?”

7-2- How do I use the flow sheet to organize my time?

The hourly vital sign check is only the baseline for recording patient info – with any change in condition, you need to start recording more frequently. The idea is that if the patient does something, and you have to make a change in treatment as a result, like changing a pressor rate, or a CZI drip, - then you have to clearly document what they did, what you did to respond, and how they responded to what you did. Sometimes you have to record vital signs every five minutes until a patient stabilizes. Sometimes you can’t even get to the flow sheets because your hands are moving too quickly: hanging blood, maybe two or three units at once, changing fluid and pressor rates, suctioning, bagging – I’ve written signs on the sheets, on my scrubs – and then transcribed them a little later. (Better yet, get somebody to help you out.)

Other routines in the ICU are just baseline too – daily x-rays happen in the morning for example, but they can be ordered anytime necessary – did your patient suddenly become hypoxic? Rounds happen in the morning – but if a patient becomes critical in the middle of rounds, things may have to get flexible for a while. But the routines form the structure of all the number crunching that is so important to figuring out which ways the patients are going.  

An important word about routines – nurses can often get compulsive in the ICU. (They say that somewhere in the world, there is a perfect job for every mild kind of craziness.) This is actually a very useful personality trait to have in the unit. Unless something critical is happening, I always enter a room at the beginning of a shift and follow my routine: look at the patient. Then the monitor. Then the vent. Then the drips.Then I zero the lines. Then I adjust the alarm limits. (Always check your alarm limits!) Then I check when the last set of labs went out – do they need rechecking now? Then meds. Then TBB. Always the same routine, like clockwork. This way, I don’t have to ask myself later – did I zero the lines? Have my patient’s alarms not been showing his heart rate of 24, while I was bathing my other patient, because I forgot to check the limits? I know that I have those bases covered, because I rely on the fact that I keep to a routine. 
At the same time, sometimes routines have to go out the window. You may find yourself writing down signs every five minutes, or every two hours if a stable patient has been made a “floor-boarder”, or you may be calling them out to another nurse recording during a code while you do compressions. Remember that the routines are a set of tools - make them work for you.

I always ask preceptees: what is your goal for this shift? Always keeping in mind: “What’s wrong with this patient?” – this will be your guiding idea among the forest of all the new equipment, procedures, meds, labs, etc. Priority setting should help you figure out what you need to be doing, and in what order.  As an example, a GI bleed – do you want to spend a lot of time doing a head-to-toe assessment at first, or do you want to make sure that the pressure is up, the heart rate is okay, the airway isn’t threatened, and that you know when and what the last CBC was? You should be able to assess all that within about 20 seconds, standing in the doorway at the beginning of the shift. You can, and should learn to do your detailed assessment as you work your way through the first hour or two of the shift – what you observe will make more sense to you as you get a feel for which way the patient is going. 

Take time to do the basics: get the vitals written down every hour. Get the meds in on time. Make sure the TBB gets done. Send the routine labs on time, and extras when needed. Document changes in the patient’s condition on the flow sheet promptly, so that changes you make in treatment are clearly linked to what the patient is doing.  

A few more words about the basic routines: TBB’s (Total Body Balance – also called I and O totals), are calculated every six hours, and tallied up at midnight. Daily labs should be sent about 4-5am, although other labs obviously get sent whenever they need to. Orders are reviewed at rounds, but can be updated at any time. Remember to check the computer at least every hour or so to check – if the doctors have given you verbal orders, repeat them back to the doctor, and insist that they get written into the computer the way they were told to you. I keep a sheet in the front pocket of the flow book for to help me keep track – I can’t hold too many things in my head anymore, and the more I write down, the better I can find the information when I need it. Remember: verbals are really discouraged. Policy is: orders must be in the computer before they are acted on. 

The last piece of routine that needs describing is the shift report. The goal is simple, but report needs to be more than just reading off the numbers – you need to communicate two basic things: what’s wrong with this person, and what are we doing to fix it? For example, I might start report: “Uh, this is a 27 year old man who went down in a nightclub, and was intubated at the scene by the paramedics. They think he aspirated his stomach contents, and now he’s on the vent with  lousy blood gases. He had a tox screen that was positive for ETOH of 2300, benzos, and colace.” (Creative!)
So there’s the overall picture. Then go on to the detailed numbers: temp is this, heart rate is that, gave Tylenol and heart rate came down to this, temp came down to that, pressure has been so-and-so, weaned the Neo to this --- you get the idea. Try to see the forest and not all those trees – again, to do that, keep in your mind the idea: what is wrong with this patient, and how are we applying the tools of the unit to make her better? That will guide your report. Use a routine, (some people “start with neuro and work their way downwards” – brain, then lungs and heart, then GI, then kidneys) and try to do it the same way every time – cover the bases, system by system, the meds, the labs, the TBB, always thinking of the big picture. Airline pilots land a plane by going through a checklist, every flight, every time – so they never forget to put the wheels down. A routine method for report will help you the same way. 

8- What do I need to know about the monitors?

“I know the patient is sick when every channel on the monitor has something on it.”

8-1- Should I believe everything the monitor tells me?

The monitors are your second major bedside assessment tool – the first is your eyes. Always look at the patient first – the monitor may be crisis-alarming for VT, or asystole – but is the patient smiling, waving at you? The 02 sat may say 30% - is the patient pink, and eating dinner? Things like that. Remember that the monitor has no brain. (Sometimes it seems like the doctors…never mind.)

8-2- What can the monitor do?

The monitor has a screen that is divided into sections – each section looks at a different part of the patient. The monitor can see a number of different things: EKG (we usually have the monitor display lead II and V1 at the same time), pressures of different kinds, O2 saturation…  the monitor can count respirations (not always very well), and can monitor the heart rate off an arterial line or a sat probe. It can be set to beep with heartbeats, or not to – it’s a very useful tool. But use your eyes first. 

8-3- How does information get from the patient into the monitor?

There are a lot of cables coming out of the monitor – the first, which fits in the green slot on the left side of the ‘brick’ is the EKG cable, which goes to five (or more) chest electrodes on the patient. The cables with red plugs go into the next three slots, and they are for monitoring pressures through transducers: arterial lines, CVPs, PA lines, etc. The brown slot is for a cardiac output cable, that you use with a PA line. The last slot on the right is black, and is where the noninvasive BP cuff plugs in. Below the row of cables is a blue socket, which is where the O2 sat probe goes.

The monitor has software built into it that is supposed to recognize arrhythmias – and there are different levels of alarms, from ‘warning’ to ‘crisis’, that tell you if your patient has done something to alert the software. Often the crisis alarm will go off, which is triggered if the monitor thinks it’s seen asystole, VF, or a run of VT. Do not get into the habit of ignoring the alarms just because the first four ones were from “motion artifact”: the patient shaking the wires, or scratching herself, because the next one may be real. (Actually, the law of  hospital karma says that if you ever ignore an alarm, it probably will be real. This is the same kind of thing as looking around and saying “Jeez, it’s quiet tonight” – almost a criminal act.) 

8-4- How should I react to the alarms?
Alarm awareness is very important in the ICU. Try to remember that if you hear an alarm of any kind go off, no matter whose patient it is, you need to start thinking about what it means. Learn what the different alarm sounds are. Try to be aware that you may be tuning things out, especially if you are focusing really hard on your own patient. If you hear a 3M pump go off – is that the flush line for someone’s pressors? If you hear a minipump – is that the pressor itself? Are the main arrhythmia alarms going off in the hallways? 

You have to respond. You are not allowed to ignore any alarm, at any time. You can certainly ask the nurse assigned to the room if she needs help, and she can tell you that she’ll get the pump in a minute, that it’s her potassium dose finishing up. But don’t let alarms go un-answered.

At the same time, remember that it does take time to learn what the noises mean and how to prioritize them in your head. But what you want to avoid is some situation like this (I make these up to sound particularly awful): alarms go off, and for whatever reason no one responds right away, the patient extubates himself, climbs out of the bed, pulls out his CVP, and is found bleeding from the site. It is a critical part of your ICU skills that you learn to respond to alarms appropriately, every shift, every time. 

A couple more words about the monitors – learn to find your patient on the central monitor screen in the hallways. Learn to reset the alarms using the mouse at the central screen. Learn to change the paper in the printers, and respond to the low-level alarm that reminds you if they’re empty. Lastly, biomedical engineering is always available if the monitors give you serious trouble. 

9- What are the different pumps used for in the unit?

“Bill says that it’s sort of a bad sign when there are more than six drips running…anyhow, Chuck is on nimbex at 6 for paralysis, and fentanyl at 600 mikes an hour, which is holding him pretty well. He’s on levo at 35 and neo at 400 – they say to try to wean the levo first and the neo afterwards (but they told me the opposite on some patient I had last week). He’s on TPN, and D5 with 3 amps of bicarb running at 250 an hour, and he’s on an insulin drip at 4.”

Many of the medicines we give in the ICU are dosed by micrograms per minute, or in units per hour, or in milligrams per minute - which means that they have to be given by pumps that deliver really precise rates of flow. 
You’re probably used to using the 3M pumps for things like heparin on the floors – here we use them for almost everything, because you really want to be sure that fluids are running at precise rates. 
One common use for them is to run what we call ‘flush lines’  - these are lines that are usually running saline at some fixed rate, sometimes KVO, sometimes more, but always at a fixed rate. To these we add other infusion meds – often we’ll use the introducer for all our pressors for example, and a 3M pump will run the flush line that keeps everything flowing along. We also use these pumps to deliver precise volumes for IV boluses, or for slow timed meds like AmphoB that run over several hours – lots of uses. You can also program them to run bag mixes of pressors, because they have a ‘dose-rate-calculation’ function that you probably never bothered with on the floors.

9-1- What are microinfusion pumps?

The pumps you probably haven’t seen before are our syringe pumps – also called ‘microinfusion’ or ‘minipumps’ – these are used for meds in syringe mixes that have to be titrated very tightly, sometimes in increments of 10 mikes per minute or less. They’re very precise, but remember that if you change the flow rate on the flush line (they’re usually plugged into a flush line), then your delivery isn’t precise any more. Likewise, if you disconnect a med, remember that the flush line is still full of that med, starting from the port where you unplugged it. Last week we couldn’t figure out why a patient’s blood pressure was still low after we’d unplugged the labetolol for an hour – then we realized that the flush line was running at 10cc/hr, and the drug had been plugged in way up the line, so the patient continued to get the med, as the line was still full of drug. We took the line down, aspirated the line, and the patient’s pressure began coming up within 10 minutes. Syringe pumps are useful – like any other device, you have to get used to them. 

10- What are all the lines going into the patient?

“So okay, Chuck has a swan  (www.icufaqs.org/PALinesApril04.doc), he has a left radial A-line, he has a femoral Quinton on the right for the CVVH. He came up with like 5 peripheral IVs (www.icufaqs.org/PeripheralIVs.doc) , but he’s so swollen I couldn’t get any blood return out of most of them, so I pulled them  - there’s one in his left antecub that I’m running the bicarb through because it wasn’t compatible with anything, and it does have a good blood return. I mean, we’re using every port on the guy, and I don’t know where to run my insulin drip…”

You start hearing a lot about “lines” as soon as you set foot in the ICU – there are several kinds that you need to learn about, but they have things in common that it’ll help you to understand. 
10-1- How does the line connect the patient to the monitor?
The thing to remember is that some of the lines that we use in the unit monitor one pressure or another inside the patient, continuously. Let’s take the example of an arterial line: an “A-line” is an ordinary 20-gauge IV catheter that is put into (usually) the patient’s radial artery, in the wrist where you feel your pulse. (www.icufaqs.org/ArterialLines.doc)  Now, you want to see that pressure up on your monitor screen – how does the information get there? The catheter is connected to a long piece of clear tubing which is rather stiff – which connects to a device called a transducer.
The transducer is a pressure sensor – it ‘feels’ the pressure as it varies. Remember that with systole and diastole, the pressure in the arteries is going up and down. The transducer changes what it ‘feels’ into a varying electrical signal that goes to the monitor through a cable, where it’s displayed as a varying line, over time, going from left to right on the screen. This catheter-line-transducer-cable-monitor-display setup is the same for every kind of invasive line that we use – which makes it easier to remember how they get set up. 

10-2- What are those inflated white bags for, that hang on some of the poles around the ICU patients’ bed?

Invasive lines often lead to pressurized areas of the patient’s body – for example the arterial line above. If that catheter were attached to a regular IV gravity bag, the patient’s blood pressure would drive blood right back up that line until the bag overfilled with blood – you get the idea. So the trick is to pressurize the line right back into the patient. The transducer looks at the pressure coming out of the patient, and at the same time lets a pressurized flow go back towards the patient at about 3cc/hr, to keep the line clear. You’ll see these setups on arterial lines, monitored CVP lines, and PA lines. The exception is intracranial “bolts” – these use the transducer, but are never pressurized. (www.icufaqs.org/ICPMonitoring.doc) 
10-3-  Why do they use that stiff tubing for the transducers?

Here’s the way I understand it: you want the pressure waves to get to the transducer clearly. Soft tubing absorbs the vibrations, so that by the time they get to the transducer they’re all flattened out and meaningless. Stiff tubing reflects the waves back into the saline inside, so the waves get transmitted to the transducer without vanishing along the way. 

10-4- What should I worry about when using these lines?

A word about pressurized lines – I’ve learned the hard way to check that the connections are tight. For whatever reason, these lines like to gently unscrew themselves, usually at a really unpleasant time – for example I always check the place where the art-line stopcock connects to the catheter tubing – they love to loosen themselves up. Likewise, check all the places where meds and infusions plug into flowing lines – a hub can come loose, and your pressor will infuse very nicely into the bed while your patients’ pressure bottoms out, and you run around the room trying to figure out what’s wrong. Be alert to wet spots in unexpected places. 

More things to watch out for: always make sure that you’ve set the alarm limits properly. Make sure the lines are dated. Make sure that they’re levelled correctly. Make sure the bags stay pumped up to pressure. Make sure that your waveforms look reasonable – you need to know if your PA line has slipped back into the RV, for example. Watch for bubbles in the stiff transducer tubing – they’ll ruin your waveforms. Use air filters between the bag and the transducers for patients on balloon pumps (on the root line), and for patients who have a PFO (patent foramen ovale) – the idea being that you really don’t want patients to risk a big air embolus into the arterial circulation. Nice big bubble, right to the brain…?

10-5- How should I organize the lines?

Neatness counts. This is not just the compulsive part of me talking, (well, it’s partly the compulsive part of me talking) - suppose you follow some nurse into a room where a patient is on six infusion drips, and the lines are running every whichy-way all over the bed and the patient, crosswise, not labeled…suppose this patient gets into trouble – where are you going to push your meds? Or if she’s agitated, where are you going to give her Ativan? Suppose she arrests – quick, which line do you use? Are you just going to guess? Is the person covering for you at lunch going to guess? Kind of nasty to see your bicarb line crystallize when you give calcium through it. Get into the habit of organizing the lines – take the time to check them thoroughly at the beginning of the shift, so you’ll know things are tight, and straight. If my patient has more than three infusions going, I usually label the lines at the connector with the name of whatever is going through them, and sometimes I label the pumps too. 

11- What kind of labs do we send on the ICU patients? (www.icufaqs.org/LabsUpdated.doc)  
“The last crit I sent was at 6pm and that was 42, but I’m sure that won’t last, because I’m emptying his Jackson-Pratts every hour or so. For blood! They want us to send CBCs every four hours, and coags every six. And the insulin drip means we send chems every two hours, and his last blood gas wasn’t very good, so I guess you’ll be sending a lot of labs tonight.”

We send a lot of labs. Obviously the labs ought to have some clear relationship to what exactly is wrong with the patient - blood gases for respiratory patients, hematocrits and coags for bleeding patients, etc. When we admit a new patient from the EW, we usually send off  the basic “one of everything”: CBC, coags, what some people call a Chem 20, a blood gas if needed, cultures as needed. We also send a VRE stool swab, and a MRSA nasal swab off for screening with every admission. We send blood gases with most vent changes or with any change in the patient’s condition, and the same idea should guide you in sending other labs as well – if you suspect a crit drop, send a CBC.

11-1- What do I do with the results?

The thing about labs is: follow up! If you treat a low K+ on a patient with ectopy, check it again to see the response. If you went up on the insulin drip, recheck the glucose in two hours (insulin drips require glucose checks every two hours anyway.) If you transfused them, send a CBC an hour later. Simple enough.

About blood gases: it takes a while to learn to interpret blood gases. Get someone to help you interpret them, because they can mean lots of things.

12- What is the procedure for admitting a patient to the ICU?

“I swear, it was such a mess getting him in here – you know how they are in the OR. I don’t know how they get the lines wrapped around the patient’s body like that. Anyway that took a while, and I’ve got some of the admission paperwork done, but would you work on the checklist for me? I’ll keep him as a primary, but I’m a little nervous about running the CVVH alone…”

How an admission goes depends on how acute the patient is, and sometimes where the patient is coming from, but the priorities are usually the same. The first thing when the patient arrives is to quickly do a visual assessment. Has he tolerated the transfer well? Is he being bagged? Is he nice and pink, or dusky? Seizing, comatose, or smiling and waving? Bleeding? Always keep in your mind: what’s the admitting diagnosis, what is wrong with this patient? Keep it simple: is he having a heart attack? Asthma attack? Brain attack? Killer tomato attack?

Follow the routine: hook her up to the monitors, slide her into the bed, start writing down vital signs, do an intake EKG, but… assess! Is the patient hypotensive? Does someone need to go get a pressor for you because the patient lost his blood pressure between the ER and the unit? Did you check the transport monitor to see if she was in a stable rhythm on arrival?  Assessment comes before routine – remember that nothing replaces your eye as a monitoring device. 

12-1- Admitting from the OR?

Admitting a patient from the OR is a little different - postop procedures follow their own routine. The essential point is that we do initial recovery of postops with the anesthesia person – they are responsible for supervision of post-anesthesia recovery. 

Once the patient is in the MICU bed and monitored, and once the initial set of vitals have been taken, the nurse takes postop report from the anesthesiologist. You want to know exactly what was done. You want to know about total fluids in and out during the case, the EBL (estimated blood loss), blood products given, labs sent during the case. You want to know if the anesthesia or intraoperative paralysis was reversed, and when. When the last dose of pain medicine was given, and what it was, and how much. You want to make sure you know which surgical team to page if you have questions. Then you have to document vital signs at least every 15 minutes for the first hour. I usually send “one of everything” labs if they weren’t sent during the case, get an EKG, ask if they want any postop x-rays – after all this, the regular ICU routine will usually do. Don’t forget that they’ll be in pain when they wake up!
12-2- What are “boarders”?

Sometimes we have patients in the MICU that belong to other services: usually surgery of one kind or another. We take patients from burns, thoracic, general surgery, neurosurg, neuro-med, and once in a while an OB/GYN person who may have developed problems. This is one of the neat things about working in this particular unit: here you will definitely get exposed to the widest possible range of patients and problems. We do it all.

13- What do I need to know about giving meds in the ICU? (www.icufaqs.org/MedTips.doc)
“He went into rapid a-fib at a rate of about 170 at about 2:30 this afternoon. He actually kept his pressure up with that rate, so we hung a loading dose of Amio, and started a drip at 1 – that’s another port tied up. Is Amio compatible with anything? We can look in the computer…”

Giving meds in the ICU is definitely different from giving them on the floors – one of the biggest differences is the use of IV pushes.  It’s true what they teach you: once you push it in, it’s gone, and you’re not going to get it back. So think, and recheck labels before you push. And remember: in general, push slowly. Drugs pushed too rapidly can kill. Check the drug references for guidelines on how fast to push different meds. 

Meds that we commonly push include diuretics: lasix, diuril, sometimes edecrine; cardiac meds: lopressor, digoxin, verapamil, sometimes adenosine (I hate adenosine – 10 seconds of pure terror); sedatives: ativan, valium, haldol; pain meds in small doses like morphine – there’s a long list. Initial doses of some of these meds must be given by, or in the presence of a physician. Be sure that you know what these meds are about before you push them. The simplest example – when you push lasix, the first thing I ask the new nurses is: why is the patient getting this med? Then: what’s the patient’s K+?  Then, what’s her BUN and creatinine? - the higher they are, the harder it will be to diurese her. Or is the BUN high, but the creatinine normal – she may be dry to start with. Then: will she need K+  replacement?  And: is she having ectopy?  (Why do I ask that one?) Last: did you empty the foley bag after the dose so you’ll know what her output really was? I know it’s a lot of questions, but these are exactly the kinds of things you need to think about, every time. After a while, you’ll find that you’ve noticed most of those things already – you’ll have put the picture together.  It does get easier, but it takes a couple of years to get comfortable (don’t get too comfortable!) – part of your job is to be patient with yourself.

13-1- What are pressors?

Another group of meds that you won’t see much until you get into the ICU is pressors: actually there’s a varied family of drugs that come under the name of “vasoactives” – drugs that make blood pressure go up or down. There’s another FAQ about these, take a look over there for more on the subject. (www.icufaqs.org/PressorUpdate.doc) 
13-2- What other drips do we use?

Other specialty drugs: unusual sedative drips like propofol, or continuous benzos like ativan; continuous opiates like fentanyl or morphine for pain; paralytics like nimbex (cisatracurium) or vecuronium; antiarrhythmics like amiodarone – these all have their own attributes that you need to learn about. An example: paralytic drips + stress-dose steroids = serious badness in the form of myopathy: the patient may not be able to move for quite a while after the paralysis is shut off.

About sedation and paralysis: let’s see how clear I can make this. Listen up, now: sedation and paralysis are not the same!  If I ever hear another nurse tell me that his patient was sedated with nimbex, I think I’m going to say,  “Is that how you want us to sedate you when it’s your turn?”  Fortunately the teams usually get this one right, but for some reason a lot of the nursing staff get a little confused about this. If you don’t know sedatives from paralytics, then you really do not belong in the ICU… okay? (www.icufaqs.org/finalsedationupdate.doc) 
13-3- How do I make sure I’m giving all these meds correctly?

References: check yourself frequently, and always check if you’re not sure. One thing you’ll notice about experienced ICU nurses is that we’re continually asking each other if this is right?, is that right?, looking things up, crosschecking… seriously, if you have a question, get a definitive answer before you proceed. Check with your peers, check with the doctors, check with pharmacy. Nobody is perfect, and two or three heads are always better than one. 

14- What are some of the tests that ICU patients may have done in the unit? 

“Then of course they wanted all sorts of weird films, and of course they had to be shot in the room. Then ultrasound was up looking at his gallbladder, - they were talking about putting in a percutaneous drain, and then the medical student told me they were thinking about a portable CT scan – I just looked at him, and I guess he realized that I was about to snap like a twig, because he left the room in a hurry…”

Lots of tests get done in the unit: the commonest of course are x-rays and lab draws. Others you’ll see: ultrasounds and echoes, portable CT scans (these are almost worse than the ones you travel for), trans-esophageal echoes, upper and lower endoscopies – you may be needed for help with these. You need to know what they’re for, what they showed, and how to get the patient through them safely.

15- What tests are done on ICU patients that they might have to travel out of the unit for?

“So of course then the team wants to know if the patient can travel to CT scan, and I just was not comfortable with that. I’m really not sure that this man would survive a trip to the scanner!”

The commonest test that requires travel is to CT scan. The scanners are several floors below us, and you may have to pack up your pressor-and-vent-dependent patient, and roll him down the halls and down elevators to get there and back. This can be a truly terrifying experience for the newer nurse, because you are really it – if the patient decides to do something scary, you’re on the spot.

15-1- How do I take a patient to CT scan?

Let’s walk briefly through a trip to the scanner. The scanner tech calls and tells you that your patient was booked for an abdominal CT scan with gastrografin contrast about an hour ago, and what do you mean no one told you?, and what do you mean the patient hasn’t had their gastrografin, and can you be there in five minutes?

Or at least it seems that way. And this is a patient whose pressure has been jumping all over the map, and every few minutes you’ve been running in and out of the room dialing her levo up or down. And her blood gases are awful. And she’s agitated, and you know she’s never going to lie still in the scanner, and maybe she doesn’t speak English, and come to think of it, you’re getting pretty agitated yourself. 

Believe it or not, much of the decision about travelling for this test is absolutely your call, your judgment (but run the situation by the resource nurse too). It’s true, this dilemma has to be referred upwards through the medical chain of command, with the point being clearly made about your reservations and fears. You can always, and legitimately insist that a house officer accompany you with the patient if you think the situation may become unstable. But you are going to be directly responsible for getting the patient through this ordeal safely – therefore, the trip must be a controlled experience. And you must be the one in control. 

First off, I would have no problem asking that the test be rescheduled: the patient needs time to absorb the gastrografin, and you need to stabilize her blood pressure as much as you can. You need to make a coherent plan about travelling with respiratory – are the blood gases so bad, is the patient so acidotic, that you think the patient might arrest at any time now? Does this patient need to be ambu-bagged during transport? You need a sedation plan: does the patient need to be sedated for the test? Is the patient intubated? Does she need to be intubated, so she can be safely sedated, so she can be CT scanned? And it would be a good thing if somebody would please tell the nurse exactly why the patient is going for this test anyhow? You’d be amazed how the practicalities of something that seems simple can completely evade the minds of the doctors ordering these tests. Do they realize that this patient has been as agitated as a trout in the bottom of a canoe for the past six hours? 

The point is that while you do have to do your best to get the scan done promptly, you must do it such that make you sure that your patient will be safe. Nothing else will do. Anything less would be negligence. And your legal responsibility is no less than any doctor’s. So take your time, and do it the right way.

So, now we’ve rebooked the scan for an hour later. Gastrografin doses are going in every 20 minutes. You’ve arranged with respiratory to transport the patient (who is intubated  - that helps!), and the CCT has agreed to push the vent down to the scanner suite for you. You’ve pulled the team into the room, and after having actually seen the patient trying to leap out of the bed, they agree to let you run propofol for the length of time it takes to do the scan. (Did they think you were lying when you said the patient was agitated?) This lets the patient start to ventilate a little better, and their blood gas looks a little better, and the blood pressure stabilizes, and maybe this won’t be so bad after all.

Get your travel gear together: travel monitor with batteries, code drug tackle box, portable defibrillator with battery – remember how to work it? Practice now and then – I mean, you know what I mean – don’t actually defibrillate the bed, or your co-workers or anything, but make sure you know how it works. Make sure you have gel with you – it should be in your tackle box. Oxygen tank – check the meter to see how full it is. Ever see a patient arrive from somewhere on an empty tank? – well, don’t be the first! 
Turn off the tube feeds and aspirate your patient’s stomach contents. An aspiration event from an even partly-full stomach because your patient had to lie flat… not good. Turn off the insulin drip for the trip. Try to travel with as few pumps and junk attached to your bed as possible – the fewer lines you have to travel with, the better. I usually disconnect and cap the cvp transducer, leave it behind. 
Next – unplug your pumps and your bed, coil up the lines, hang them so they won’t fall under your feet or the bed wheels. You can lie the transduced lines with their bags right in the bed next to the patient – the pressures will read reasonably well at that level when they’re connected to the travel monitor.

Got everything? Unlock the bed wheels, and move off a couple of feet. Anything left connected to the wall? No? Off you go. Respiratory will bag the patient. Your position is at the bottom of the bed, watching or listening to the travel monitor as you go. What I do is to turn on the sat-probe beeper. This can be set not only to beep with each pulse, but also to beep in a higher or lower tone if the sat should rise or fall, so that you have some idea of what the patient is doing, even if you look away to steer around corners. 

15-2- What do I do at the scanner?

At the scanner – again, this is your show, you’re responsible. Take your time as you get the patient moved onto the scanner table. Watch that you have enough slack on your lines – if you don’t, then stop the scan until you do. Don’t be afraid to ask the radiology staff to help you move equipment around, and to stop the movement of the table to make sure that the lines will reach all the way in. Position the travel monitor so that you can see it through the control room windows throughout the entire scan (ask to borrow their binoculars – or am I the only one?). Watch that monitor – it alarms, but softly. If the patient needs a pressor change, tell the radiology people, and they’ll stop the scan. Take the time you need to keep the patient safe. Write down vital signs during the scan to document how well the patient tolerated it. 

Done? Right. Back to the unit, the same way, just backwards. 
A word about the big scary thing– a code in the CT scanner. This is really not any kind of fun, and sometimes happens if a nurse is pushed into taking a patient down who may really be too sick to go. Which is no help when you’re down there and it happens. Try to keep that possibility in mind when the team pushes really hard for a scan requiring travel, and make your concerns very clear. This is the situation in which you have a house officer come to the scanner with you. 

If the patient does code – you know what to do, so do your best. Have the radiology techs call the code on the phone. Have them call the unit for help. Start compressions – watch the monitor. Get someone bagging the patient. Identify your line for pushing meds. Delegate as quickly as people arrive – get someone bagging, someone doing compressions. Your position as the RN who knows the patient best should probably be pushing meds, and speaking with the resident running the code. You may be surprised at how well things go.  (Take ACLS.)

15-3- What other scans do patients travel for?

Other scans off the unit: MRI is the big one. This can be a scary, prolonged experience, especially with a pressor-dependent patient, since you have to run special long IV tubing into the scanner room because the metal IV pumps can’t go in there. They do have a better monitor for blood pressure now – it will read an art-line now, instead of only using a noninvasive cuff. But pay special attention to your pump setup. Pre-prime the long tubing with pressor before you go down to the scanner. Then get the lines all set up, quickly move the patient into the magnet room, reconnect with the long lines, and watch the patient until their pressure is stable to your satisfaction. When things look right to you, the scan can go ahead. Important point about the MRI room – the patient must come out of the room if bad things happen!  Remember that nothing ferrous can go into the MRI scanner room. There was a story that went around about someone forgetting this, at some hospital or other, and a code cart apparently got physically pulled up off the floor, flew through the air, and got yanked into the magnet. Bummer. 

Lastly: angio. I hate angio, because it usually means someone is trying to bleed to death, and it’s a race between you hanging blood, the doctors trying to find and plug the leak, and the patient exsanguinating. (Some nurses actually enjoy the adrenaline of this situation. Myself, I like a nice unstable cardiogenic shock patient on twelve drips and a balloon pump…) Sometimes you have to stay and hang blood at a frantic pace with the nurse in the suite, sometimes not. Do your best.


16- What do I need to know about IV access?

“So ask the team – I don’t know exactly where we are going to put another line in this patient, but I need someplace to run antibiotics, and I don’t want to interrupt anything. Oh, you know what, I think I can run some of these through the CVVH circuit, right? Let me ask Karen…”

They say that timing is everything in life – sometimes that’s true, but in the ICU, access is everything. You just can’t have enough IV access.  Even a low-acuity ICU patient – say, a “soft” rule-out for an MI, should have two heplocks. Make it three. What if they rule in, have ectopy or chest pain, and the one IV you do have turns out to be no good? Do you want to futz around putting in another one, or do you want to be ready with a backup? Simple enough. 

In the world of  IV’s, size matters. Bigger is better, and bigger is usually farther up the arms. If you think that a benign-looking patient can’t suddenly turn into a frightening GI bleed, and need rapid infusions of blood and IV fluid – just ask an older nurse. And you can’t run blood through a 22 gauge butterfly. Choose your access goals with an eye towards what’s wrong, or what you think might be wrong, with the patient.

16-2- Central Lines: 

I love central lines, because you can run anything through them: fluids, meds, blood products – you can transduce them and measure CVP’s – they’re wonderful. (www.icufaqs.org/CentralLines.doc) 
I hate central lines - they can be deadly: an undressed central line site can suck air into the venous circulation, or provide entry for killer germs. Be very careful with these.

16-2-1- Where should they go?

The preferred site of central lines is somewhere in the neck or upper chest, going for either an internal jugular vein or a subclavian. The problem here of course is that the big finder needle that the docs use to insert these lines can easily drop a lung, especially if the patient is on a lot of PEEP, and the upper lobes of her lungs have been pushed up to the level of her ears. This doesn’t mean they’ve done the insertion wrong – it simply happens sometimes. Or the line could make a wrong turn and go up into the neck towards the brain. So unless it’s a code, you must get a chest film to make sure the line is in the proper place before you use it. (Do you want to be the nurse who became infamous for infusing pressors towards a patient’s brain?)  A quicker site for a central line is the femoral vein – this tends to be a dirtier insertion site, but if you’re dealing with a hypotensive situation, and you don’t want to have to wait for chest x-rays to start pressors – that’s the place to go. 

A trick of the trade: remember that all of the great veins, which is where you want your central lines to go, have arteries right next to them. It’s always possible that a central line can go into one of these by accident. If you’re not sure which vessel the line is in, hook it up to a transducer – even in a hypotensive patient, the venous number is always going to be lots lower than the arterial one.

16-3- Should I put in my own IV lines?

My own feeling has always been: the more you can do for your patient, the better. I think that all ICU nurses should be competent and comfortable with putting in their own peripheral lines – central lines of course are left to the docs. But I’ve been in codes before where the physicians are working like mad to get a femoral or chest line in some poor patient, while a nurse working on one of the arms quietly pops in an 18-gauge, stands up, and says, “I’ve got a good line here, folks.”

16-4- What do ICU nurses give through IVs in the unit?

We give much the same kinds of things that patients get on the floors, except that we often give more, and more quickly – such as blood products in treating a GI bleed. We also give rapid infusions of IV fluids, and as discussed above, we give a lot of IV meds, some of which are pushes, and some of which are very precisely controlled drips. It can never be stressed enough: be very aware of what is going through your lines. This sounds almost stupid until you realize what would happen if you hung an antibiotic through a line with levophed in it…not a lesson you want to learn twice, much less once!

16-4-1- Crystalloid:

We use all sorts of clear IV fluids in the unit – I guess I show my old SICU background when I think of these as ‘crystalloid’, an old name for them. The main point to keep in mind about IV fluids: your goal is to keep careful track of how much the patient absorbs. Some units do this hourly – we do it every six hours, and we do totals at midnight. You may find that you have to keep running totals in your head – as in GI bleeds, when you need to know where the patient is, “net” – that is, total, positive or negative, at any given time. 

16-4-2- Blood products:

We give lots of these, and you’ll have to pass a transfusion test before you can hang blood. Transfusion reactions are quite dangerous, but we see even suspected ones only rarely. Scrupulous attention, every single time, to the rules of checking blood products before transfusion will keep you and your patient out of trouble. Even in the worst GI bleed situations, when you’ll see two RNs checking blood for the one hanging the bags in the room, while members of the team are running about getting the patient intubated, placing lines  - those two nurses will be very calmly standing there, carefully reading numbers off to each other, co-signing slips, numbering the bags, and passing them in for transfusion. Remember – there really is enough time in any situation to do things right. Seriously– next time a crisis comes up, take five or ten whole seconds, and just stand there, and collect your thoughts. Ten seconds is actually a long time. You could even take fifteen. (Of course, people will look at you and wonder…)

A couple of things to add about transfusion: you can run more than one blood product at once, which you may have to if you’re chasing a big bleed, but you have to get an order written saying so. 

You can save a lot of time by using multiple-use transfusion filters. Ours are orange – they plug into standard large-bore tubing (not transfusion tubing, use regular IV tubing), and you can run a total of ten units through them – packed cells and/or FFP. Not platelets, I don’t think. Put a sticker on the tubing numbered 1-10, and cross the numbers off as you go.

If you have a large-volume blood transfusion situation, you can get an ice chest up from the blood bank that holds all the available blood products that are closest to expiration – this will give you a larger number of units to have on hand – a good idea if GI thinks that your recently embolized variceal patient might very well  “open up” overnight. (www.icufaqs.org/BloodUpdated.doc) 
16-5- IV meds:

We make a lot of our own mixes in the med room – remember to use very careful technique doing this. Remember the 5% rule of mixing – if  your additive will equal more than 5% of the total mix volume, then withdraw and discard as much from the bag as you will be adding in.  Remember to check mix compatibilities – some meds like nipride must be mixed only in D5W, for example. Use the reference books in the med room, call pharmacy if you have questions, check the IV med policy books, check with your co-workers – you get the idea. Do it right. Take careful, detailed pride in your profession.

17- What are some of the common emergency situations that come up in the ICU? 

“I was surprised that he was able to keep his pressure up when he went into the rapid AF. The team said that if it dropped we’d cardiovert him out of it, but he did fine, and the Amio load went in, and his rate is slower now.” (www.icufaqs.org/BedsideEmergencies.doc)
17-1- Some basic thoughts about emergencies:

Before getting to specifics, let me make one quick point: take the time to figure out what your plan is. There is always time to think, even in a code. Take that time, and use it. There is no need to get really scared – help is always at hand. In fact, you’ll notice that a well-run code is actually pretty quiet : no yelling, no pushing, just calm orders coming from the person running the situation, and steady application of the basics, which do not change: Airway, Breathing, Circulation. 

Sometimes it helps to think your way ahead of time through a given situation: for example, suppose your patient stopped breathing. First – “Annie, Annie, are you all right?” (grin!) Next – call for help. Next? Got an oral airway handy? Got an ambu-bag? Hook it up, insert the airway – is the patient moving air with bagging? Now – is there a pulse? Is he responding? What if his name isn’t Annie?

Now – suppose you saw VT on the monitor. You pelt over to the patient: is he smiling at you? Once, a very green ICU nurse ran over to where he saw VT on a monitor, and forgetting to first assess the patient for responsiveness, well…  he thumped the patient precordially. The sleeping patient did not appreciate this: “What the hell did you do that for!?”. Which of course didn’t help either, after the nurse found out that the “VT” was actually monitor artifact, generated by water in the patient’s corrugated O2 mask tubing…  Or it really is VT, and the patient really is unresponsive? Think the scenario through – should you thump her? Probably. (What does ACLS say about this nowadays?) Call for help. Get an airway – know where it is? It really does get easier after the first few times.
17-2- Cardiac/Hemodynamic situations:

“He did drop his pressure when Gloria was with him downstairs yesterday in the scanner, and they tapped his belly – she is amazing, she whipped him back up here, and she called ahead and got the OA to order up some blood products – he’s got a standing order to stay ahead something like 8 units of red cells - and got them up and running with the team within ten minutes…”

17-2-1- Hypotension: 

This is one of the commonest situations you’ll see. The question to ask yourself – and the team – is simple: why is the patient doing this? The answer may not be so simple, but usually has something to do with the three basic parts of a blood pressure: pump, volume, or arterial squeeze. There’s more about this subject in the FAQs on pressors/vasoactives, and PA-lines, to help you learn to sort these issues out. Meantime, think: does your patient need fluid?, or pressors?, or is their pressure low for  some cardiac reason having to do with rhythm, or low EF? As you gain experience, you’ll learn to figure things out quickly. 

The commonest moves you’ll be ordered to make in a hypotensive situation: give a fluid bolus, usually NS, usually 250cc, sometimes repeated. Run the bolus right in, either wide open on gravity, or set a pump at 999, which will give the bolus in 15 minutes. Make sure the IV site will tolerate the rate. If you use a pump bag to infuse crystalloid rapidly, make sure you pre-spike the bag, and get all the air out – you don’t want that going into the patient when the bag is empty.

Used to be, we could use only one pressor peripherally: dopamine (using what we call the ‘peripheral mix’ of 200mg/250cc) can run up to 300mcg/minute through a peripheral line, although in a code, you do whatever you have to do. Nowadays we can also use pheynlephrine at a concentration of 10mg in 250, up to about 300 mcg/minute. 

Remember that drugs like levophed and neosynephrine work by causing vasoconstriction – if you run them through a peripheral vein, and the med gets extravasated into the tissue, the patient could lose an arm, or at least end up with a really nasty wound – I’ve seen them skin-grafted in the past. 

17-2-2-  Arrhythmias: 

“I think the levo didn’t help the whole situation with the a-fib, so maybe we could change him over to neosynephrine instead.”

We don’t see as many lethal arryhthmias as we used to, for the simple reason that most MI patients get clot-busted nowadays. It was always the big “rule-ins” that generated most of our big scary arrhythmias. You will see them though, and ACLS is a very useful experience to have gone through when it happens, but it’s just one of those things – you have to go through it a few times. You should be absolutely clear on the basics of defibrillation.  The essentials don’t change: assess for unresponsiveness, call for help, get what you need. Some people do maintain a pressure with arrhythmias, some don’t, so be ready with a defibrillator. (www.icufaqs.org/ArrhythmiaReview.doc) (www.Defibrillation.doc) 
17-2-3- Not-quite-so-scary arrhythmias: 

You need to be familiar with these. We see just about every weird rhythm eventually, but the most common ones nowadays are the ones that go with sepsis and pulmonary disease: a-fib, rapid and not-so-rapid; a-flutter, occasionally SVTs. Try to be familiar ahead of time with the use of adenosine, metoprolol and verapamil, and know the procedures for shocking a patient out of a-fib.  Anesthesia is supposed to be present during elective cardioversions, because the patient might go into something really unpleasant, like VF. Push the sync button! Remember too that sometimes septic patients go into these rhythms because they want to go fast – that’s their reflex to try to maintain blood pressure. Think carefully about whether or not you should be blocking a reflex tachycardia.

17-2-4- “Flashing”: 

A sort of cardiac/respiratory ‘double whammy’ that we see sometimes in the unit is the infamous ‘flash’ of CHF. This is usually due to an episode of ischemia, or fluid overload, or both. If you’re very good, and very quick and lucky, you may be able to actually head this one off with aggressive treatment: remember LMNOP, for lasix, morphine, nitrates, oxygen, and position. That is, diurese him, give him morphine for pain, nitrates for ischemia, oxygen for ischemia/shortness of breath, and sit him way up in a high Fowler’s position. A pillow under each arm is helpful. Watch the blood pressure! Get EKGs with the onset of pain/ angina/ chest pressure/ whatever, and get another one afterwards. The goal is to see that the ischemic changes on the EKG go away with treatment. I personally think that ICU nurses ought to be able to read EKGs on a basic level to see if there are bad things happening. This is actually not very hard – a FAQ on this topic was put together recently, so take a look! (www.icufaqs.org/ReadingEKGs.doc) 
17-2-5-Codes: 

“Oh  s-word.”

I hate codes. Jayne likes them. Each to their own, I guess. I’d rather do my best to head one off, than pump some poor person’s chest. Again – the basics apply: take the time to think through your plan. 

You can call a code whenever you need to. There’s a code button in the room, or you can get on the intercom, or you can lean out into the hall and shout – briefly. Your job is simple: get help, and start the ABC. Simple as that. Get the airway open – oral airway, jaw lift, ambu. Get the board under the patient, get the EKG machine hooked up, start CPR. Your position should probably be “pusher” – as the nurse assigned to the patient, you know where to push meds. Make sure someone is recording the meds for you as you give them. Responders to a code will be what seems like everyone including Santa Claus: anesthesia, the medical seniors, the rest of the team, medical students, respiratory, pharmacy, nursing supervisors, operational associates – I think even security responds to a code, to escort family members out of the room if necessary. The code ‘boss’ is the medical senior resident - make sure that orders are coming from one source only, since  this is not the time to have contradictory orders flying from various places. 

Nurses from our unit also respond to floor codes. In practice this is usually the resource nurse, but it may be another senior staff person. I usually try to get in to the bedside and help to get things flowing smoothly, although the nursing supervisor may be doing this already. Once the situation is stabilized, your role as a “first-responder” is done – check with the supervisors to see where the patient will be headed, then come back to the unit.

17-3- Respiratory situations:

“His sat dropped after he got here – I think the vec wore off postop, and he began to get asynchronous with the vent, and his pH went to 7.06 with a PC02 in the 80s, so we had to paralyze him…”

Respiratory distress: this is another common ICU scenario. The goal here is actually to be planning ahead – you want to try not to let the beginnings of respiratory distress get away from you. If you can. For example, if you think your patient is going into CHF, you want to be all over it: treating it, assessing them for response to treatment, documenting sats and blood gases and lung sounds …the secret is: have a plan. If you think your patient may need intubation during your shift, tell the team so, tell the resource nurse, tell respiratory, and tell your co-workers. Impending intubation is something the medical teams may not want to hear about, because it indicates that the patient got worse under their care – not what some aspiring residents want to tell the attendings in the morning. But you have no less of a responsibility than they do.

Common situations in the MICU involving the respiratory system: pneumonia, CHF (or both!); ARDS, sometimes BOOP – this one is unusual, but we see it enough to remember it. The letters stand for Bronchiolitis Obliterans with Organizing Pneumonia. Discovered, I believe, by the famous Dr. Betty, of the same name, at the Warner Brothers School and Medicine and Animation.  BOOP is a tissue pathology diagnosis that they make by doing an open-lung biopsy. There’s two kinds of this actually, the kind with pneumonia, and the kind without – you want to have the kind with, because in cases where it looks like pneumonia provoked the disease, then those people do better. People with just plain BO do worse. Now and then we see people with pulmonary hypertension, or pulmonary fibrosis – we work with a drug called flolan on the first group, which takes some careful watching and learning – the second group is sometimes  being worked up pre-transplant.

Again, guiding your plan in staying ahead of the patient’s condition is remembering: “What is wrong with this patient?”. I mean, it seems obvious. But you can get so lost in sat probes, and blood gases, and arterial lines, and vents and nebs and this and that, and all the trees, that you totally lose sight of the forest. Basic ideas: does the patient need diuresis? Suctioning? Nebs? All three? Intubation?  Sometimes you can’t avoid intubation: do you want to wait until the last minute, or do you want to do it electively? Use your team-mates to help you make your plan with the doctors.

There’s lots more information on the specifics of what we do in the unit as regards respiratory matters in the FAQs on “Vents and ABGs” (www.icufaqs.org/ventFAQ.doc) , and “Intubation”. (www.icufaqs.org/IntubationFAQ.doc)
17-4- ID Issues:

“I sent cultures from all the lines as they went in, and there’s no urine to send, but I guess we could straight-cath him to see what he’s got. Chris cathed him yesterday and said he got “bladder dust”…”

For some reason I always lump ID issues in with the respiratory system. Probably a bad habit, but so many of our infections have to do with pneumonia… remember that an infection can hide in lots of places, and you as the person at the bedside are probably in the best position to help figure out where it is. Be prepared to do a lot of culture-draws in the MICU. Check with the team if your patient spikes a fever – she may have been ‘cultured up’ that day completely, or the team may want a whole new set.

17-5- Renal Failure:

“The renal fellow said he really couldn’t call it one way or the other if Chuck’s kidneys are going to come back or not, so I guess he’s going to be on CVVH for the duration. How long do we keep people on CVVH anyhow?” (www.icufaqs.org/CVVH.doc) 
We see a lot of renal failure in the MICU. It can be chronic, or acute, or “acute-on-chronic”, and we think a lot about how to avoid making things worse. As a primary nurse, you definitely want to keep your patients’ BUN and creatinine in mind.  One thing to remember is that the kidneys are very sensitive to blood pressure – they hate to be underperfused, even for a short time, and will sometimes turn right around and bite you by going into ATN. This can take a long time to come out of – weeks sometimes, sometimes less, and now that more and more of the nurses are competent with CVVH, we do more and more of it. CVVH looks like the octopus from hell, but it really does sort itself out after you work with it for a while – all of us look at it in terror at first.
17-5-1- Urology problems. 

Under renal failure comes urology, I guess. We don’t see many patients with urological surgeries, but we do see the occasional nephrostomy tube. More importantly, be careful about foleys and where they actually are, as opposed to where they are supposed to be. (www.icufaqs.org/FoleyCatheters.doc) 
Tips: do not inflate the foley balloon on a male until, 1: the catheter has been advanced all the way to the Y, where the balloon port comes off, and 2: until you see urine in the tubing. Use similar precautions for women. Even if the catheter has advanced smoothly, you may have to stand there for a minute before urine starts flowing - or you may see it right away. Do not force the foley in under any circumstances. Call the team. If you aren’t satisfied, speak to the resource nurse, and think about getting urology to come and look. Inflating a Foley balloon anywhere but all the way into the bladder can be a disaster, and can mean possible surgery later on. Another obvious maneuver that gets overlooked – is the foley plugged? A sharp nurse saved her patient from CVVH recently by changing a foley and discovering that the patient’s kidneys were working after all…

A word about Murphy drips: gravity drip only. No pumps, no way. If the drainage lumen of your patient’s three-way foley plugs with a clot, you do not want that drip pushing fluid through the other lumen, into the bladder…

17-6- GI problems:

“I don’t think we’re going to be able to use his gut for a long time. I mean, with that kind of surgery plus all the fentanyl he’s on, he probably won’t have a single bowel sound for the next week or so anyway, so it’s a good thing they started the TPN right away.”
17-6-1- GI Bleeds: 

Nothing comes to mind under the GI category quicker than GI bleeds, which as you probably know come in two main varieties: upper bleeds, which are as I understand it above the pylorus, and lower ones. We see plenty of both, and we get to know the endoscopy fellows pretty well: they come in and scope the patients, then sclerose or band bleeding esophageal varices at the bedside. Basic principles: access is everything – they’ll order “two large bore IVs at all times”, but you probably want to get the team to put in central access as soon as possible, because these patients can really move fast. A clue to trouble coming: watch the heart rate. Even before a patient drops BP from a GI bleed, her heart rate will rise. Even an increase of 10 bpm from baseline gets me all nervous. Send labs as you think you need to: the orders are usually for a CBC, and maybe coags after every set of transfusions, or for any clinical change. Send labs even if you suspect a clinical change, and you’ll be way ahead of the game. A second main principle with upper GI bleeds: think carefully – should this patient be intubated for airway protection? My feeling is, better safe than sorry, but hey, I’m old – do you think I worry too much?

Other GI bleed scenarios: we see the occasional Blakemore tube- a soft NG tube with inflatable balloons that GI will insert, and use to tamponade bleeding sites in the esophagus or upper stomach. This is held in place with a cord-and-pulley traction setup that attaches to the foot of the bed – it’s a good idea to know where it is ahead of time: it hangs on the wall in the equipment room.

Now and again we’ll send a GI patient to angiography, where they try to plug a GI bleed from inside the vasculature: they use fluoro and dye studies to locate the bleeding source, and inject sterile gelfoam (is that what they still use?), and plug the bleeding vessel from the inside. Or even more fun: sometimes we’ll take the patient to angio for an emergent TIPS procedure. This involves threading a line down the jugular vein into the liver, and using a trocar (think of a small harpoon) to poke an opening to connect up parts of the hepatic vessel structure – this opening allows blood to bypass part of the stiff, cirrhotic liver, and lets the portal circulation pressure fall, therefore shrinking esophageal varices. It’s exactly the same as a porto-caval shunt, as I understand it, except different. 

17-6-2- Liver Failure: 

We deal with a lot of liver failure patients. Some of them are pre-transplant, some of them are treatable, some not. Often they’re transfusion dependent – be very aware of their heme lab values. We give a lot of lactulose – we follow ammonias daily. Be careful with blood draws – we see lots of people with hepatitis.

17-7- Neurological situations:

“His neuro status: about the only thing I can assess is his pupils - they’re equally responsive at 2mm bilaterally. And his heart rate goes up sometimes when you talk near him – actually it went way up when his girlfriend was talking to him, so maybe he’s not really sedated enough under the paralysis. I have the BIS on him, but I’m not sure if it’s reading right.”

Every patient is at risk for neuro/ mental-status changes while in the MICU. We don’t get a lot of the really acute neuro patients in the MICU, but it happens once in a while. You want to be very alert for changes in the patient’s neuro exam: any change in the size of either pupil compared to the other, or change in mentation, or strength of an extremity, calls for an immediate check-in with the team. We do some continuous seizure monitoring with EEG machines, that are left hooked up to the patient for a given period of time. We used to turn them on periodically so that the neuro people could look over the strips in the morning, but nowadays they use a computerized EEG that apparently stores the information for them. You should know what a therapeutic dilantin level is, what valproate is, and you should know what benzos are usually used for acute seizure activity. 
BIS monitors are the latest and the greatest in the sedation monitoring line.
17-7-1- What should I worry about?

The biggest thing we worry about in many of these patients is increasing intracranial pressure. The thing to remember is that the very first sign of this is decreased mentation – it’s very clear – the patient suddenly becomes hard to arouse. Any patient in the midst of a neuro event who does this probably needs an immediate head CT, and maybe mannitol, depending. The famous triad (Cushing’s triad?) of dropping heart rate and respirations, along with widening pulse pressure (systolic heading up, diastolic down) is, as I understand it a late sign of increasing ICP – you do not want to let this develop. The goal of mannitol treatment is to shrink the brain: doesn’t sound very nice, but it’s better than having it try to escape down through the foramen magnum. Treatment with mannitol is titrated to the osmolality (“Hey, what’s this guy’s osm?”) level – remember: high is dry, and the goal is usually something like “greater than 310”, normal being something like 280-295.

Neuro patients often have tight blood pressure goals – too high and they might bleed, or rebleed; too low and they might not perfuse. The neuro team will tell you what range they want – you may find yourself titrating nipride or labetolol to bring a pressure down. Or the other way: recently we’ve seen pressors used to hypertensively perfuse ischemic brain tissue. Remember to run nipride alone, without even a flush line. (I sometimes flag the ports on the IV tubing that has nipride running through it, so that no one will accidentally plug in an antibiotic).
17-7-2- Bolts.

If you do have a patient with a bolt – lucky you! Use the chance to learn all about them, because we see them very rarely. I always ask the nurses in the neuro ICU to come down and inspect the setup to make sure everything is right. (www.icufaqs.org/ICPMonitoring.doc) 
I mean, neuro is not my strong point, and I’m not sure I’d know a bolt unless they screwed one into my head, but the essentials of the exam will always serve you well: if a patient has equal strengths and pupils and is telling jokes one hour, and is totally out of it the next hour with one pupil blown… you get the idea. Check with the team even if you think that there might be, say, a slight change in mentation – catching things early is always better!

17-7-3- A zebra. (A nursing student hears hoofbeats out the window. Does he think of a horse?)

A last neuro scenario that we see once a blue moon, but which you need to know about is the infamous “neuroleptic malignant syndrome”, or “NMS”, which is a rare side effect of antipsychotic meds like haldol and zyprexa. This is when your patient has developed a really high fever – we recently saw a patient hit 107 – in response to one of these meds. They become very rigid, and I think their CPK bumps impressively. NMS and its cousin “malignant hyperthermia” (which shows up sometimes in response to gas anesthesia) are both treated with a drug called dantrolene. Pretty orange color. Works very well. Just something to put in the back of your mind. 

17-8- Psychiatric situations:

“It sounds like he may be sort of a tough character – I mean, eating home-cured meat and drinking moonshine – was that really true? And that whole story about taking so much aspirin – it’s hard to imagine he didn’t know that would hurt him. So maybe we should have a plan when we wake him up…”

We have a lot of patients who have psychiatric problems, and you’ll see lots of patients being treated with antidepressants, or antipsychotic meds like haldol. Be aware that haldol can prolong the QT interval to the point where the patient can have dangerous arrhythmias (torsades de pointes?). Something to watch for.

17-8-1- Overdoses.

Our mainstay psych situation is OD. We see these regularly, and there are a couple of things to keep in mind. First is toxicity: what did he take, and is it trying to kill him? Some meds are dialyzable, lots are not – we give a lot of charcoal, we clean up a lot of stool. ( A lot of stool.) Timing seems to be most of the battle in this one - how much did he take, how long has he had to absorb it? These patients must be placed in leather restraints – ordered by the acute psych service – and these can only be removed when the patient is “cleared” by psychiatry – not otherwise. Leathers come up with the patient from the EW, but they’re supplied by security and have to be returned there. 

A word about restraints in general: your goal is to keep your patient safe. If your patient is lined up, or intubated, or just a bit confused, you do have the authority to restrain him, although you have to notify the doctors immediately, and they have to enter an order. The order specifies how much restraint can be used, for how long, and why. Make sure you understand the restraint documentation policies, and fulfill them. Every time. 

Speaking of overdoses, this is a good time to bring up the topic of weaning - we often run patients on sedative drips for long periods of time, and if someone has been on morphine or fentanyl for more than a couple of weeks, they may have habituated enough to require careful weaning. Even then, they may have withdrawal symptoms. The basic guideline that we’ve used in the past has been: wean 25% of the drip every day. This does not mean weaning in four days – it means weaning 25% of what’s running every day. So a patient on 1000mcg of fentanyl/hour will go to 750mcg on the first day of the wean, then 562mcg the second day, then 420 the third, 315 the fourth – always subtracting 25% of what’s up. 

For the tachycardia and hypertension that come with withdrawal, we’ve sometimes used clonidine, either po or as a patch, which apparently blocks a lot of the adrenergic release. Works pretty well. Useful thing to know. 

18 - How do I deal with my own stress in the ICU?

The first thing for a new person to realize is that coming to the ICU is like being a new grad all over again. Everyone goes through this: feeling scared, feeling stupid, feeling isolated. (Too many  of us still feel that way…)

You have to remember that this is one of the very hardest, and most complex jobs ever invented – as mentioned earlier, right up there with “nuclear submarine.”  People will point this out to you, but it may not sink in until you find yourself crying in the bathroom for the third time in a week – can you seriously think of a harder or more stressful job? It involves being in “crisis mode” almost every day – how many people do you know out in the regular world who have ever seen someone who may be bleeding to death? If they see something like that once in a lifetime, it may be a story they tell forever. But you’ll see things like that every week, maybe every day. Be patient with yourself. Senior staff RN Jane says: “It takes a year just to learn which way to turn the stopcocks!”

18-1- Being scared.
Specifically, as for being scared – read my lips: we all get scared. Sometimes the older staff is more scared than you are, because we know more about what might be coming! If you’re in a scary situation, there is only one way out: don’t let yourself get isolated. If you don’t have your preceptor around any more, then talk to the resource nurse when you have problems. She should know about them anyhow. If the resource nurse isn’t around, go after your team-mates. Be a squeaky wheel if you have to, because the patient won’t benefit if you don’t speak up when you think she needs something done.

18-2- Feeling stupid.

As for feeling stupid: look, here we are surrounded by university-level academic doctors. How could we not feel stupid? 
But remember this: residents spend one month out of each year in the unit, over a three-year residency – something like that. You, on the other hand, are in the unit year-round. Which means that after one year, you have four times the ICU experience that a resident gets all told. Your opinion counts. Don’t forget that.

Another thing to remember (this should be printed backwards on our foreheads so we can read it in the mirror): “There is no such thing as a stupid question.”  Watch the senior staff – after 15 years, we still check with each other constantly to make sure we’ve got things right. 

18-3- What do I do if I make a mistake?

“I hung his Vanco at 4, but I got distracted because he started bleeding from his Jackson-Pratts, so I forgot to hang the other half of the dose – I guess I should’ve put it on a pump instead.  I told the doctors, and they said it was fine, because with his renal failure that dose is going to go round and round inside him for a long time. But I felt terrible, and I know I’m going to worry about this all night.”

The only thing you can do if you find you’ve made an error is to let the team know right away. There is just no other way to handle it. Reporting the error quickly will help fix things the fastest. 

But the worst part for many nurses is feeling so bad about it afterward. Well, think of this: what kind of nurse would you be if you didn’t feel so bad about it afterward? Remember your mistakes, and learn from them. Better yet, learn from other people’s mistakes, and avoid making your own. But we are all of us only human. You have to learn to forgive yourself eventually, or the job will eat you alive. Ice cream seems to help. Heath Bar Crunch, or maybe Waffle Cone…

My own way to avoid mistakes is to be extremely systematic and compulsive, because I find that doing things by routine helps me remember every single thing: I check my med sheets every hour. I check the computer for new orders every hour. (Good thing I’m not like this at home. Do I check with my spouse for new orders every hour? Not telling…)

18-4- What do I do if I find someone else’s mistake?

“Wow, look. Susie didn’t write down the vent settings, and he’s on too much O2. I guess she is human!” 

Tell the team right away, and check with the resource nurse about followup. Make out an incident report. Tell the nurse you followed, but be gentle about it. We are here to catch each other when we slip on the ice, not to hurt each other. We are all we have – we need to take better care of each other.
18-5- What do I do if I think the doctors are telling me to do the wrong thing?

This is always a very difficult situation, and sometimes it happens. ICU nurses tend to sum up overall situations very quickly: “Will somebody please tell me why they insist on coding this patient with liver mets!?”  And you could make a good case: that the nurses are so close to the patients that we understand their suffering in ways the doctors don’t. But you’d be surprised – I know I’ve been surprised – to see more than a few of these patients that the nurses were sure would never, ever get better… actually leave the unit. 

It’s easy for us to fault physicians for standing back – but maybe it’s that distance that lets them see what we don’t see, up so close. 

On the other hand, sometimes there’s a real difference in making a judgment call. The situation I always think of is a team waiting too long to intubate a patient, who’s increasingly in respiratory distress. Clearly, if the p02 keeps going down, and the Fi02 keeps going up, then where those two lines meet on the graph is going to be a plastic tube. But the residents are sometimes concerned that intubating a patient means that they haven’t managed them correctly, which is hardly ever true. 

The only way to work on a situation like this is to be gentle and persistent. Be a genuinely friendly, insistent pain in the butt. Enlist the resource nurse, enlist respiratory, and work on the team steadily, but as nicely as you can. In a pre-intubation setting I would bring the team in to look at the patient with each blood gas, or every time I had to blind suction him, and try to let the evidence convince them. That way there’s no big adversarial fight, and no one can say that you were unreasonable. Which helps!

18-6- What if I think the doctors aren’t listening to me?

Try not to get mad – getting into a fight will really make your effort at persuasion tougher. On the other hand, what kind of caring nurse would you be if you didn’t get mad? And you can be as mad as you want to be, but if you dump it all over the team they probably not only won’t listen, but they certainly won’t listen. Steady application of cheerful pressure is really the only way. “Uh, Hildegard? I really do just have to tell you, and I know I’ve been after you all night, but I’m really afraid that if we wait too long to intubate Mr. Fink-Nottle, that we might have a code situation on our hands – I mean, look at how his gases have gotten worse in the past few hours…”  If Hildegard is smart enough to become a doctor, she should be smart enough to listen to you.
18-7- How should I go up the chain of command if the doctors don’t seem to listen to me?

Gently. Talk to the resource nurse and see if she’ll go to bat for you. If you and the resource nurse agree that there’s a real problem, you can tell the team that you’d like to run the situation past the house senior – this often helps resolve these situations. (Once again, I’m describing this as if everyone only worked on the night shift…) If the pulmonary fellows are around, you can drag them into the discussion. Even the attendings (sometimes especially the attendings) are usually ready to listen to the concerns of the nurse at the bedside. The trick is - and this of course is the really hard part - to stay calm and friendly, even if you think they’re acting dismissively towards you, and just steadily make your case. Document that you did so. Tell them that you did.

18-8- How should I involve the resource nurse?

Let her know early on if you think a situation is developing that might need intervention from higher up the chain, and keep her posted about developments. If you think something is happening that may endanger your patient, let her know right away. “Listen, Mary - I’m really afraid for my patient. His pressure stinks, and I think he needs central access right away…”
18-9- What do I do if I think that my patient’s treatment is unethical?

A lot of people have trouble with this issue, and that’s because it’s genuine. We provide a lot of what often looks like futile care, especially at the ICU nurse’s distance of six inches or less. It can be terribly frustrating.

Try to broaden your perspective of observation. Maybe it looks futile in retrospect, maybe it looks that way while we’re doing it. I’m not going to say I don’t agree – of course I agree. But the fact is that the way our society is structured just now – the legal environment, our technical abilities, the incentive of the teaching hospital to teach – there are all sorts of forces at work that combine to put your patient in her bed, there in front of you. 

Here’s my feeling: I can’t change those social forces. I can’t change the legal environment that makes families likely to sue, or not. I can’t change the attitudes of a family who want “everything done” for a patient with an obviously (to me) terminal illness. And no matter how bad I feel for a patient that I may agree is being made to endure a long painful course in the unit, it is not my place to speak for them, or to pre-empt what they might have wanted. It’s their life, isn’t it? 

So what I am faced with is: a patient in a bed. What to do? Take care of them! A quote I read somewhere: “What then must we do? We must care for those that God places before us.” I mean, it may as well be me, because what I can do, the difference that I can make is that I can advocate for that patient with all my skill and experience, so that their distress is minimized, and their outcome – whatever it is, whatever they have decided, is the best it can be. And it’s only the nurse at the bedside who does that. Who else is up in the middle of the night to hold the hand of some dying person, maybe no family, just the two of you, and maybe the Great Nursing Supervisor…?

But it is a tough proposition. Tough on us, I mean. This is not a job to take lightly, taking care of people on the edge of life and death. It has the deepest effects on you as a person. The suffering, or even what you perceive as the suffering of the patients, can threaten to eat you up.

It can be dealt with, even if it seems overwhelming. Even if it is overwhelming. (Ask me how I know.) Each of us has to find her own way. My spouse has the same job that I do, and we vent to each other, and that helps a lot.  I have two dogs, who help a lot too. But here’s one thought you might hold in mind: every day, when you walk out of that ICU, don’t you look down at your feet, walking there under you, and say to yourself: “how priceless”? Aren’t you glad that you can just breathe in and out on your own? Drink coffee? For me, that’s the gift I get, every day, working in the unit. The gift that only nurses get. “Chop wood, carry water – how amazing!”.  Well, it is, isn’t it?

19-  A word about levity:

Dear reader: it may seem to the un-initiated that there is some inappropriate humor in this article. I think that any nurse with any experience of ICU nursing in particular, or nursing in general, will tell you that if you can’t keep your sense of humor – especially black humor – in a setting like an ICU, you are definitely sunk. Humor of this kind does not mean that anyone involved is less than serious – on the contrary, it is an effective way of dealing with what is ultimately serious: the great matter of life and death. As well, there are inevitably descriptions of frustration with nearly all aspects of this job – personnel, tasks, attitudes and institutions all come in for criticism. This is also a kind of healthy emotional venting, and it needs to take place nearly all the time. Please do not get the impression that the opinions expressed in this way mean that ICU nurses are cynical, or dysfunctionally angry. Actually, the reverse is true, or they wouldn’t be there. So forgive us if we seem a little burnt around the edges. Thanks!

