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Foreword

Critical care nursing requires a specific skill set. Patient management in the critical
care setting is complex by nature, and usually requires frequent changes to pre-
scribed therapeutic interventions based on the nurse's assessment. When a patient
is at risk for physiologic instability, a critical care nurse must provide ongoing sur-
veillance, continuous diagnostic and data collection, enhanced nursing judgment
and critical thinking, and collaboration with health care team members. As such, a
critical care nurse must possess an understanding of current research and complex
conditions.

I believe that knowledge—acquired through practice and education—is infor-
mation in motion. That's why Critical Care Nursing Made Incredibly Easy, Third
Edition, is such a valuable textbook and reference guide to clinical practice. You'll
find that the information in this text is presented logically and is based on the patho-
physiology of disease, significance of evidence, and avoidance of harmful effects
inherent at the critical care level of nursing practice.

Chapters include critical care basics, holistic care issues, body system-based con-
ditions, and hematologic, immune, and multisystem disorders. The updated content
is expansive, and it includes applications to such specialized critical care arenas as
rapid response teams and advanced life support measures. The spectrum of new
information is timely and includes moderate sedation, drug overdose, pressure ulcer
management, and treating patients with specialized needs, such as elderly, pediatric,
and bariatric patients.

The most important and necessary variable when transforming information to
knowledge is comprehension. The signature of Critical Care Nursing Made Incred-
ibly Easy, Third Edition, is the way in which the information is presented: clearly,
directly, and simply. The unique writing style, color illustrations, witty characters,
and clever icons—most notably Memory joggers, which offer simple tricks to
remember key points—create a reference that helps you to translate critical care
nursing information into practice.

In addition, icons draw your attention to important issues:

& Advice from the experts—offers tips and tricks for nurses and key troubleshooting
b gl techniques
£ L Take charge!—focuses on potentially lethal situations and steps to take when they
,’E?”‘{ﬂ ; \ occur
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.. Handle with care—identifies concerns and actions related to elderly, pediatric, and
4 bariatric patients
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j Weighing the evidence—highlights research that guides practice.
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This book is perfect for nursing students preparing for critical care practice,
practicing nurses preparing for clinical care, or nurse instructors preparing the
course of study. Critical care nursing is a complex area of practice. However, the
difference between difficult and impossible is a matter of education, interpretation,
and intervention. This text is a valuable companion to prepare you to handle all that
lies ahead.

Christopher Manacci, MSN, ACNP-C

Instructor and Director of Flight Nursing Program
Frances Payne Bolton School of Nursing

Case Western Reserve University

Managing Nurse Practitioner

Medical Operations, Critical Care Transport
Cleveland (Ohio) Clinic
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Critical care basics

Just the facts

In this chapter, you'll learn:

¢ roles and responsibilities of the critical care nurse
¢ credentials for critical care nurses
¢ ways to work with a multidisciplinary team

¢ ways to incorporate clinical tools and best practices into
your care.

/ As a critical care \

Critical care nursing is the delivery of specialized care to critically

nurse, you'll see the

ill patients—that is, ones who have life-threatening illnesses or most critically ill or

injuries. Such patients may be unstable, have complex needs, and injured patiente—

require intensive and vigilant nursing care. those who are
Illnesses and injuries commonly seen in patients on critical unstable, have

complex needs, and
require intensive and

\vigilant nursing care.

care units (CCUs) include:

e gunshot wounds

e traumatic injuries from such events as automotive collisions
and falls

e cardiovascular disorders, such as heart failure and acute coro-
nary syndromes (unstable angina and myocardial infarction [MI])
e surgeries, such as abdominal aortic aneurysm repair and carotid
endarterectomy

e respiratory disorders, such as acute respiratory failure and pul-
monary embolism

e GI and hepatic disorders, such as acute pancreatitis, acute
upper GI bleeding, and acute liver failure

e renal disorders, such as acute and chronic renal failure

e cancers, such as lung, esophageal, and gastric cancer

¢ shock caused by hypovolemia, sepsis, and cardiogenic events
(such as after MI).

Critical Care Nursing_Chap01.indd 1 @ 6/28/2011 12:18:17 PM



2 CRITICAL CARE BASICS

Put your best
foot forward and
strive to deliver the
best care possible
to patients and

Meet the critical care nurse

Critical care nurses are responsible for making sure
that critically ill patients and members of their families
receive close attention and the best care possible.

What do you do?

Critical care nurses fill many roles in the critical care setting,
such as staff nurses, nurse-educators, nurse-managers, case man-
agers, clinical nurse specialists, nurse practitioners, and nurse
researchers. (See Role call.)

Where do you work?

Critical care nurses work wherever critically ill patients are found,
including:

e adult, pediatric, and neonatal CCUs

e coronary care and progressive coronary care units

* emergency departments

e postanesthesia care units.

What makes you special?

As a nurse who specializes in critical care, you accept a wide
range of responsibilities, including:

® being an advocate

¢ using sound clinical judgment

demonstrating caring practices

collaborating with a multidisciplinary team

demonstrating an understanding of cultural diversity
providing patient and family teaching.

Advocacy

An advocate is a person who works on another person’s
behalf. As a patient advocate, you should address the con-
cerns of family members and the community whenever r{

possible
As an advocate, the critical care nurse is responsible for:
e protecting the patient’s rights "‘J
e assisting the patient and his family in the decision-making
process by providing education and support
¢ negotiating with other members of the health care team
on behalf of the patient and his family
e keeping the patient and his family informed about the
care plan
e advocating for flexible visitation on the CCU

their familie

-

\W\%LF’;

5.

~

A critical care
nurse is perfect for
many roles. She can
play a nurse-manager,
a nurse-educator,
a case manager, or

another type of

specialist. J

LY I



MEET THE CRITICAL CARE NURSE 3

Role call

By filling various nursing and management roles, a critical * Isinvolved in discharge planning and making

care nurse helps promote optimum health, prevent iliness, referrals

and aid coping with illness or death. Here are various ca- * |dentifies community and personal resources
pacities in which a critical care nurse may function. * Arranges for equipment and supplies needed by the
Staff nurse patient on discharge

* Makes independent assessments Clinical nurse specialist

* Plans and implements patient care * Participates in education and direct patient care

* Provides direct nursing care * Consults with patients and family members

* Makes clinical observations and executes interventions * Collaborates with other nurses and health care team
* Administers medications and treatments members to deliver high-quality care

* Promotes activities of daily living Nurse practitioner

Nurse-educator * Provides primary health care to patients and families;

* Assesses patients’ and families’ learning needs; plans can function independently

and implements teaching strategies to meet those needs » May obtain histories and conduct physical examinations
* Evaluates effectiveness of teaching * Orders laboratory and diagnostic tests and interprets

* Educates peers and colleagues results

* Possesses excellent interpersonal skills * Diagnoses disorders

* Treats patients

Nurse-manager . -
g * Counsels and educates patients and families

* Acts as an administrative representative of the unit

* Ensures that effective and quality nursing care is pro- Nurse researcher

vided in a timely and fiscally sound environment * Reads current nursing literature

* Applies information in practice

* Collects data

* Conducts research studies

* Serves as a consultant during research study

Case manager
» Manages comprehensive care of an individual patient
* Encompasses the patient’s entire illness episode,
crosses all care settings, and involves the collaboration of . .
. implementation
all personnel who provide care
Orne role of the

critical care nurse is
liaison between the

. . . . JN .. patient and his family
e respecting and supporting the patient’s and his family’s decisions and the health care

e serving as a liaison between the patient and his family and other team.
members of the health care team

e respecting the values and cultures of the patient

e acting in the patient’s best interest.

Stuck in the middle

Being a patient advocate can sometimes

cause conflict between you and other mem-
bers of the health care team. For example, [
when dialysis is ordered because of a f '
patient’s deteriorating renal status, youmay T T §




4 CRITICAL CARE BASICS

need to contact the practitioner to relay the patient’s request to

decline this treatment. Here’'s a thought!
It may also cause conflict between your professional duty and Critical thinking

the patient’s personal values. For example, the patient may be a :; ‘;azirjeuﬂ';d;;ztj;i'o

Jehovah’s Witness and refuse a blood transfusion. In this case, solve difficult

you should consult your facility’s ethics committee as well as your problems.

facility’s policies and procedures.

Clinical judgment

A critical care nurse needs to exercise clinical judgment. To
develop sound clinical judgment, you need critical thinking skills.
Critical thinking is a complex mixture of knowledge, intuition,
logic, common sense, and experience.

Why be critical?

Critical thinking fosters understanding of issues and enables you
to quickly find answers to difficult questions. It isn’t a trial-and-
error method, yet it isn’t strictly a scientific problem-solving
method, either.

Critical thinking enhances your ability to identify a patient’s
needs. It also enables you to use sound clinical decision making
and to determine which nursing actions best meet a patient’s

needs.
Developing critical thinking skills Part of being
Critical thinking skills improve with increasing clinical and scien- a critical thinker

is asking the right
questions and

digging to find the
right answers.

tific experience. The best way for you to develop critical thinking
skills is by asking questions and learning.

Always asking questions

The first question you should find the answer to is “What’s the
patient’s diagnosis?” If it’s a diagnosis with which you aren’t
familiar, look it up and read about it. Find the answers to such
questions as these:
e What are the signs and symptoms?
e What's the usual cause?
e What complications can occur?

In addition to finding the answers to diagnosis-related ques-
tions, also be sure to find out:
e What are the patient’s physical examination findings?
e What laboratory and diagnostic tests are necessary?
¢ Does the patient have any risk factors? If so, are they signifi-
cant? What interventions would minimize those risk factors?
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e What are the possible complications? What type of monitoring
is needed to watch for complications?

e What are the usual medications and treatments for the patient’s
condition? (If you aren’t familiar with the medications or treat-
ments, look them up in a reliable source or consult a colleague.)

e What are the patient’s cultural beliefs? How can you best
address the patient’s cultural concerns?

Critical thinking and the nursing process

Critical thinking skills are necessary when applying the nursing
process—assessment, planning, intervention, and evaluation—
and making patient-care decisions.

Step 1: Assessment

To obtain assessment data:

e ask relevant questions

¢ validate evidence or data that has been

collected

¢ identify present and potential concerns.
Then be sure to analyze the assessment

data and determine the nursing diagnoses. To

do this, you must interpret the collected data

and identify gaps. For example, if laboratory

values are missing, call to obtain test results

or schedule a test that wasn’t performed.

Step 2: Planning
During the planning stage, critical think-
ing skills come in handy when considering
how the patient is expected to achieve goals.
During this stage, consider the consequences
of planned interventions. This is also the
time to set priorities of care for the patient.

Step 3: Implementation
During the implementation stage, use critical thinking to involve
the patient and other members of the health care team in imple-
menting the care plan.

Step 4: Evaluation
During the evaluation stage, use critical thinking to continually
reassess, modify, and individualize care. Evaluation enables you
to assess the patient’s responses and determine whether expected
outcomes have been met.

It's a
workout for the
mind. Applying the
nursing process
requires critical
thinking.
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Caring practice

Caring practice is the use of a therapeutic and compassionate
environment to focus on the patient’s needs. Although care is
based on standards and protocols, it must also be individualized
to each patient.

Caring practice also involves:
® maintaining a safe environment
¢ interacting with the patient and his family in a compassionate
and respectful manner throughout the critical care stay
e supporting the patient and his family in end-of-life
issues and decisions.

Collaboration

Collaboration allows a health care team to use all
available resources for the patient. A critical care
nurse is part of a multidisciplinary team in which
each person contributes expertise. The collaborative
goal is to optimize patient outcomes. As a nurse, you
may often serve as the coordinator of such collaborative teams.

Two ways about it

Models of collaborative care include case management and out-
come management:

e Case management consists of coordinating and organizing
patient care in collaboration with the primary care practitioner.

e Outcome management uses a quality improvement process and
team approach to manage patient outcomes.

/ Critical care \
nurses are usually
chief coordinators of
a collaborative team
of highly skilled
professionale—
pretty impressive,

Cultural diversity

Culture is defined as the way people live and how they behave
in a social group. This behavior is learned and passed on

from generation to generation. Acknowledging and respect-
ing patients’ diverse cultural beliefs is a necessary part of
high-quality care.

Keep an open mind

A critical care nurse is expected to demonstrate awareness
and sensitivity toward a patient’s religion, lifestyle, family
makeup, socioeconomic status, age, gender, and values. Be
sure to assess cultural factors and concerns and integrate
them into the care plan.

huh? /

Cultural awareness
and sensitivity...it's
all part of the patient
equation in delivering

high-quality care.




BECOMING A CRITICAL CARE NURSE

Education
As an educator, a critical care nurse is the facilitator of patient,
family, and staff education. Patient education involves teaching Critical care
patients and their families about: nurses are teachers,
e the patient’s illness too. Their students

include patients,
family members, and
other staff.

¢ the importance of managing comorbid disorders (such as diabe-
tes, arthritis, and hypertension)

e diagnostic and laboratory testing

¢ planned surgical procedures, including preoperative and post-
operative expectations

e instructions on specific patient care, such
as wound care and range-of-motion exercises.

Staff as students

Critical care nurses also commonly serve as
staff educators. Examples of staff teaching
topics you may need to address include:

e how to use new equipment

e how to interpret diagnostic test results

® how to administer a new medication.

Becoming a critical care nurse

Most nursing students are only briefly exposed to critical care
nursing. Much of the training required to become a critical care
nurse is learned on the job.

Learning by doing

On-the-job training is central to gaining the extensive skills
required by a critical care nurse. There are several ways to
become trained as a critical care nurse.

One way...

Your facility may provide a critical care course. Such courses
vary in duration from 1 month to 3 months. The course consists of
online learning modules or classroom lectures and clinical expo-
sure to the critical care environment.

...or another

Your facility may also provide a competency-based orientation
program for new critical care nurses. In a program such as this,
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you gain knowledge and experience while working on the CCU
and a preceptor (a staff nurse or clinical nurse specialist with spe-
cialized training in critical care nursing) provides guidance.

An orientation period allows the nurse time to acquire knowl-
edge and the technical skills needed to work in the critical care /
environment. Such technical skills include working with equip-
ment, such as cardiac monitoring systems, mechanical ventilators, highly skilled in 2
hemodynamic monitoring devices, and intracranial pressure (ICP) specialized area of
monitoring devices. The nurse must also understand the actions of nursing. A CCRN may
the various critical care medications she gives. be certified in adult,
pediatric, or neonatal

critical care. J

CCRN certification \
tells everyone you're

Gaining credentials

The American Association of Critical Care Nurses (AACN) is
one of the world’s largest specialty nursing organizations, with
more than 80,000 members. The primary goal of the AACN is to
enhance the education of critical care nurses.

Through AACN, you can become certified as a CCRN in
adult, pediatric, or neonatal critical care. CCRN certification
tells everyone you're a professional, with proficiency and skill
in a highly specialized area of nursing. Many specialty-nursing
organizations offer certification. (See Organizations offering
certifications.)

CCRN certification requires renewal after 3 years. Nurses
can recertify by taking the examination again or by demonstrat-
ing continuing education in critical care nursing (by working
432 hours of direct bedside care and completing 100 continuing
education hours during the certification period).

Help wanted

Certification isn’t mandatory to work as a critical care nurse, but
it’s certainly encouraged. Many units prefer to hire nurses with
certification because it means that they have demonstrated exper-
tise and commitment to critical care nursing.

Safety first

The goal of any nursing certification program is to promote safe
nursing care. CCRN certification is evidence that a nurse has dem-
onstrated clinical excellence and recognizes the importance of
patient safety. Certification validates the nurse’s qualifications and
specialized clinical knowledge.

What’s in it for me?

For most nurses, the main reason for seeking CCRN certification
is personal fulfillment, but there are other rewards as well. Many
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Organizations offering certifications

Here's a list of professional organizations that offer certifications of interest to critical
care nurses.

* American Association of Critical-Care Nurses, www.aacn.org

* American Association of Neuroscience Nurses, www.aann.org/cnrn/content/
certification

* American Board of Perianesthesia Nursing Certification, Inc., www.cpancapa.org
* American Nurses Credentialing Center, www.nursingworld.org/ancc

* Board of Certification for Emergency Nursing, www.ena.org/bcen

 Nephrology Nursing Certification Commission, www.nncc-exam.org

institutions reimburse nurses for taking the examination and oth-
ers offer monetary incentives to nurses with CCRN certification.

Nursing responsibilities

As a critical care nurse, you're responsible for all parts of the
nursing process: assessing, planning, implementing, and evaluat-
ing care of critically ill patients. Remember that each of these
steps gives you an opportunity to exercise your critical thinking

skills.
Critical care

Assessment assessment involves

Critical care nursing requires that you constantly assess the constantly evaluating

patient for subtle changes in condition and monitor all equipment the patient’s condition

being used. Caring for critically ill patients may involve the use of and monitoring

such highly specialized equipment as cardiac monitors, hemody- equipment.

namic monitoring devices, intra-aortic balloon pumps, and ICP A

monitoring devices. As part of the patient assessment, you also (y

assess the patient’s physical and psychological statuses and inter- - L3

pret laboratory data. 2’ @:

AR

2 ¥

Planning r ?
Planning requires you to consider the patient’s psychological and o, \
physiological needs and set realistic patient goals. The result is an  &gj" :r e \xﬂ:‘-}"
individualized care plan for your patient. To ensure safe passage B‘t{ I )r
through the critical care environment, you must also anticipate \_ *~. F"_,,,

X
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changes in the patient’s condition. For example, for a patient
admitted with a diagnosis of MI, you should monitor cardiac
rhythm and anticipate rhythm changes. If an arrhythmia such as
complete heart block develops, the treatment plan may need to be
changed and new goals established.

What’s the problem?

In planning, be sure to address present and potential problems,
such as:

pain

cardiac arrhythmias

altered hemodynamic states

impaired physical mobility

impaired skin integrity

deficient fluid volume.

Implementation

As a nurse, you must implement specific interventions to address
existing and potential patient problems.

A call to intervene Gotta run! The

. . . wide range of
Examples of interventions include: interventions |

* monitoring and treating cardiac arrhythmias perform really keeps
e assessing hemodynamic parameters, such as pulmonary artery e on the gol
pressure, central venous pressure, and cardiac output
e titrating vasoactive drips

* managing pain

® monitoring responses to therapy.

There’s more in store

Some other common interventions are:

¢ repositioning the patient to maintain joint and body functions
¢ performing hygiene measures to prevent skin breakdown

e elevating the head of the bed to improve ventilation.

Evaluation

It’s necessary for you to continually evaluate a patient’s response
to interventions. Use such evaluations to change the care plan as
needed to make sure that your patient continues to work toward
achieving his outcome goals.
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Multidisciplinary teamwork

Everyone on
Nurses working with critically ill patients commonly collaborate the health care
team contributes
expertise. The
goal is to provide

with a multidisciplinary team of health care professionals. The
team approach enables caregivers to better meet the diverse

needs of individual patients. effective holistic

The goal is holism

The goal of collaboration is to provide effective and comprehen-
sive (holistic) care. Holistic care addresses the biological, psycho-
logical, social, and spiritual dimensions of a person.

Team huddle

A multidisciplinary team providing direct
patient care may consist of many professionals.
Members commonly include: I"J
e registered nurses ]
¢ doctors (
e physician assistants

e advanced practice nurses (such as clinical

nurse specialists and nurse practitioners)

e patient care technicians

e respiratory therapists and others. (See Meet the team, page 12.)

Working with registered nurses

Teamwork is essential in the stressful environment of the CCU.
The critical care nurse needs to work well with the other profes-
sional registered nurses on the unit.

The buddy system

It’s important to have a colleague to look to for moral support,
physical assistance with a patient, and problem solving. No one
person has all the answers but, together, nurses have a better
chance of solving any problem.

Working with doctors

Patients on the CCU rarely have only one doctor. Most have an
admitting doctor and several consultants, such as:

e a cardiologist

e aneurologist

e a pulmonologist

e an infectious disease specialist.
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Meet the team

some examples.

Patient-care technician

* Provides direct patient care to critically ill patients
* Bathes patients

* Obtains vital signs

* Assists with transportation of patients for testing

Physical therapist

* Assesses muscle groups and mobility and improves
motor function of critically ill patients

* Develops specialized care plan and provides care
based on the patient’s functional abilities and the disease
process or physical injury

* Teaches gait and transfer training to patients and other
health care team members

Occupational therapist

* Assesses a patient’s activities of daily living

* Teaches the patient and his family methods for complet-
ing these tasks and achieving the discharge plan

Speech pathologist

* Assesses the critically ill patient’s ability to swallow and
develops a care plan with appropriate interventions

* Assesses for speech and language disorders

* Teaches techniques for dealing with swallowing impair-
ment, communication methods for those with aphasia, and
techniques to assist with auditory processing difficulties

» Works with health care providers to reinforce treatment

Various members of the multidisciplinary team have collaborative relationships with critical care nurses. Here are

Wound-ostomy-continence nurse

* Assesses, monitors, and makes recommendations to
the practitioner regarding the patient’s skin integrity and
bowel and bladder issues

* Helps to develop a treatment plan

Dietitian

» Monitors a critically ill patient’s dietary intake
 Assesses the patient’s daily caloric intake and reports
deviations

* Devises meal plans to meet the practitioner-
recommended needs for the patient

* Recommends dietary interventions

Pastoral caregiver

* Also known as a chaplain

* Meets patient’s and family’s spiritual and religious needs
* Provides support and empathy to the patient and his
family

* Delivers patient’s last rites if appropriate

Social services

* Assists patients and families with such problems as dif-
ficulty paying for medications, follow-up physician visits,
and other health-related issues

* Assists patients with travel and housing if needed

( Teamwork requires
a lot of coordination!

In addition, if you work in a teaching institution, you may also
interact on a regular basis with medical students, interns, and
residents who are under the direction of the attending doctor.

Coordinated efforts

Having a good professional working relationship with doctors
involved in patient care is essential. In many cases, a nurse coor-
dinates patient care among the many different specialists.

Short and sweet

Because a doctor is available on the unit for only a short period,

[t's 50 groovy when
everything comes
together.

it’s important that you accurately and succinctly convey important
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patient information to him during that time. When a doctor is visit-
ing his patient on the unit, you need to relay assessment findings,
laboratory data, and patient care issues in a concise report.

You'll often collaborate with doctors on patient care decisions;
you may even suggest additional treatments or interventions that
may benefit the patient. In addition, you need to know when it’s
important to call the doctor with a change in the patient’s condi-
tion. Be sure to have important information at hand before you
call. (See Communicating effectively using SBAR, page 14.)

Working with physician assistants

Physician assistants (PAs) are specially trained health care profes-
sionals who work under the supervision of a doctor. PAs conduct
physical examinations, order tests and medications, assist in sur-
gery, and have autonomy in medical decision making.

Typically, a PA helps the doctor care for patients in a CCU.
You will need to have the same information available for a PA that
you would for a doctor. You should also expect the PA to write
orders for your patient, both independently and after consulting
with the patient’s doctor.

Working with advanced practice nurses

Advanced practice nurses—clinical nurse specialists (CNSs)

and acute care nurse practitioners (ACNPs)—are increasingly
seen working on CCUs. An advanced practice nurse may be
employed by a hospital and assigned to a specific unit or she
may be employed by a doctor to assist in caring for and monitor-
ing patients. The advanced practice nurse assists staff nurses in
clinical decision making and enhances the quality of patient care,
which improves patient care outcomes.

The roles of a lifetime

The traditional roles of a CNS are:
e clinician

¢ educator

® researcher

e consultant

° manager.

The CNS offers support and guidance to staff nurses as they
care for patients. She assists with problem solving when complex
care is necessary for patients and their families. In addition, the
CNS may develop research projects dealing with problems identi-
fied on the unit. In some facilities, a CNS may be a case manager
or outcomes manager.



14 CRITICAL CARE BASICS

( ' Advice from the experts
4
.i
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Because communication failures in health care can lead to errors and serious adverse
events, health care professionals must pay close attention to communicating effec-
tively. Consistent use of a structured communication tool, such as SBAR, improves the
effectiveness of communications, provides a safer environment for patients, and pro-
motes collegial relationships among health care team members.

SBAR is a communication tool for ensuring that the right information gets to the right
person in the most clear, concise, and effective way. Each component of the tool seeks
to answer a question:

Situation: What is going on at the present time?
This first step calls for a concise description of the current situation.

Background: What has happened in the past and is relevant to this situation?

In this step, you need to put the situation into context for the listener. Don't assume
that the listener remembers the patient by giving only superficial information, such as a
room number or any other brief information. However, limit the background information
to only what is pertinent to the situation at hand.

Assessment: What do you think is happening?

This step summarizes your analysis of the situation after considering the data gathered
in the background step. In the assessment step, your communication includes your
concise assessment of the situation in a couple of sentences at most; the interventions
you have started and the results so far; and your estimate of how serious the situation is
and how quickly the receiver needs to act.

Recommendation: What do you think needs to be done?

Before ending the conversation, both parties must have an opportunity to clarify informa-
tion and ask questions. To ensure that all information has been sent and received cor-
rectly, both parties should repeat the decisions made to resolve the problem. If they dis-
agree about how to resolve the situation, they should use the SBAR tool again to make
sure that all information about the situation has been sent and received. Always remem-
ber to stay calm and focused during the conversation to ensure that the information is
received and sent accurately. Lastly, both parties should agree on the follow-up plan.
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On a role

An ACNP fills the traditional roles of a nurse practitioner. These

may include:

e conducting comprehensive health assessments

e diagnosing

e prescribing pharmacologic and nonpharmacologic treatments.
An ACNP may also conduct research, manage care, and per-

form advanced procedures, such as removing chest tubes and

inserting central lines.

Working with patient care technicians

On many CCUs, patient care technicians are members of the
health care team. Generally, a patient care technician works under
the supervision of a registered nurse to deliver patient care. The
registered nurse is responsible for and delegates specific tasks to
the patient care technician, which may include bathing and feed-
ing patients; taking and recording vital signs; and performing such
bedside testing as ECGs and blood glucose monitoring.

Working with respiratory therapists

A critical care nurse also commonly collaborates with a respira-
tory therapist in caring for critically ill patients.

On the CCU, we're

Respiration-related roles all Efégkintg tthel mtoet
EeTTiclen 00l TO

get the job done.

The role of a respiratory therapist is to monitor and manage the
respiratory status of patients. To do this, the respiratory therapist
may:

e administer breathing treatments

suction patients

collect specimens

obtain arterial blood gas values

manage ventilator changes.

In some cases, you may need to work closely with a
respiratory therapist. For example, when weaning a patient from
a ventilator, you're both responsible for monitoring the patient’s
response to ventilator changes and tolerance to weaning. You
may also work closely with a respiratory therapist and others as a
member of a rapid response team. (See Understanding the rapid
response team, page 16.)
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In 2004, the Institute for Health-care Improvement (IHI) encouraged hospitals to implement rapid response teams (RRTs).
The use of RRTs was identified as an evidence-based, lifesaving strategy that would improve patient outcomes by pre-
venting avoidable patient deaths outside the critical care areas.

Research has shown that a patient’s condition can start to deteriorate about 6.5 hours before an unexpected critical
event or actual cardiac arrest and that 70% of these events are preventable. Early recognition of warning signs of clini-
cal deterioration and interventions by an RRT helps provide better outcomes for general medical-surgical patients and
may also decrease the number of unnecessary transfers to a critical care unit.

Part of the team

An RRT can be called to a patient’s bedside 24 hours a day, 7 days a week. Most RRTs consist of a structured group and
usually include a critical care nurse, a respiratory therapist and, possibly, a doctor who collaborate with the patient’s
nurse and intervene appropriately. The RRT may be called upon at any time that a staff member becomes concerned
about a patient’s condition. Criteria for activating the RRT vary but most facilities have established evidence-based crite-
ria to facilitate early identification of physiological deterioration in adults and children. These guidelines help novice staff
members determine if an RRT should be called for a bedside consultation.

Criteria for RRTs

Criteria may include:

e difficulty breathing, increased use of accessory muscles to breathe

* changes in respiratory rate—access for respiratory rate sustained at less than 10 beats/minute or greater than
30 beats/minute

* pulse oximetry readings less than 85% for more than 5 minutes not responding to oxygen therapy or escalating oxygen
requirements

* new onset chest pain or chest pain not relieved with nitroglycerin

* hypotension with systolic less than 90 mm Hg, not responding to |.V. fluid orders

* hypertension with systolic greater than 200 mm Hg or diastolic greater than 120 mm Hg

* bradycardia, sustained, less than 50 beats per minute

* tachycardia, sustained, greater than 130 beats per minute

* mottling or cyanosis of an extremity

* change in level of consciousness

° seizure

* stroke symptoms—changes in vision, loss of speech, weakness of an extremity

* sepsis or systemic inflammatory response syndrome (SIRS)

* bleeding into the airway

* uncontrolled bleeding from the surgical site or lower Gl tract.
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Clinical tOOIS Oh, myl I must have

taken a wrong turn at

A, . that last checkpoint.
The multidisciplinary team uses various tools to promote safe and Better double-time it

comprehensive holistic care. These tools include clinical path- back to the CCUI
ways, practice guidelines, and protocols.

Clinical pathways

Clinical pathways (also known as critical pathways) are
care management plans for patients with a given diagnosis or
condition.

Follow the path

Clinical pathways are typically generated and used by facili-
ties that deliver care for similar conditions to many patients.
A multidisciplinary committee of clinicians at the facility
usually develops clinical pathways. The overall goals are to:

e establish a standard approach to care for all providers in
the facility

e establish roles for various members of the health care team
e provide a framework for collecting data on patient outcomes.

Tried and true

Pathways are based on evidence from reliable sources, such as
benchmarks, research, and guidelines. The committee gathers and
uses information from peer-reviewed literature and experts out-
side the facility.

. . . It’s the
Outlines and timelines responsibility of every
hurse to stay up-to-

date on the latest
practice guidelines.

Clinical pathways usually outline the duties of all professionals
involved with patient care. They follow specific timelines for
indicated actions. They also specify expected patient outcomes;
which serve as checkpoints for the patient’s progress and care-
giver’s performance. P N——

Practice guidelines

-
Practice guidelines specify courses of action to be taken —rra—— :F“ 1‘~..|.
in response to a diagnosis or condition. They reflect value f

. or. . ot jf.ﬂﬁ,i
judgments about the relative importance of various health o f Il

and economic outcomes. :-'_n_-‘-:: A = i .
Practice guidelines aid decision making by practitioners 2= _,U-».Z)_"-:{’ f
and patients. They're multidisciplinary in nature and can be _:'}.“.-.,‘_ . ‘f .’

used to coordinate care by multiple providers. 1
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Let an expert be your guide

Expert health care providers usually write practice guidelines.
They condense large amounts of information into easily usable
formats, combining clinical expertise with the best available clini-
cal evidence. Practice guidelines are used to:

e streamline care

e control variations in practice patterns

e distribute health care resources more effectively.

The evidence is in

Practice guidelines are valuable sources of information. They
indicate which tests and treatments are appropriate. They also
provide a framework for building a standard of care (a statement
describing an expected level of care or performance).

Consider the source

Like research-based information, clinical guidelines should be eval-
uated for the quality of their sources. It's a good idea to read the
developers’ policy statement about how evidence was selected and
what values were applied in making recommendations for care.

Protocols

Protocols are facility-established sets of procedures for a given
circumstance. Their purpose is to outline actions that are most
likely to produce optimal patient outcomes.

First things first

Protocols describe a sequence of actions a practitioner should
take to establish a diagnosis or begin a treatment regimen. For
example, a pain management protocol outlines a bedside strategy
for managing acute pain.

Protocols facilitate delivery of consistent, cost-effective care.
They're also educational resources for clinicians who strive to
keep abreast of current best practices. Protocols may be either
highly directive or flexible, allowing practitioners to use clinical
judgment.

Input from experts

Nursing or medical experts write protocols, commonly with input
from other health care providers. They may be approved by leg-
islative bodies, such as boards of nursing or medicine in some
states. Hospital committees may approve other types of protocols
for various facilities.
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Best practices

As new procedures and medicines become available, nurses com-
mitted to excellence regularly update and adapt their practices.
An approach known as best practice is an important tool for pro-
viding high-quality care.

Best for all concerned

The term best practice refers to clinical practices, treatments, and
interventions that result in the best possible outcomes for both
the patient and your facility.

The best practice approach is generally a team effort that
draws on various types of information. Common sources of infor-
mation used to identify best practices are research data, personal
experience, and expert opinion. (See Research and nursing.)

Research and nursing
All scientific research is based on the same basic process.

Research steps

The research process consists of these steps:

1. Identify a problem. Identifying problems in the critical care environ-
ment isn't difficult. An example of such a problem is skin breakdown.

2. Conduct a literature review. The goal of this step is to see what has
been published about the identified problem.

3. Formulate a research question or hypothesis. In the case of skin
breakdown, one question is, “Which type of adhesive is most irritating
to the skin of a patient on bed rest?”

4. Design a study. The study may be experimental or nonexperimental.
The nurse must decide what data are to be collected and how to collect
that data.

5. Obtain consent. The nurse must obtain consent to conduct research
from the study participants. Most facilities have an internal review
board that must approve such permission for studies.

6. Collect data. After the study is approved, the nurse can begin con-
ducting the study and collecting the data.

7. Analyze the data. The nurse analyzes the data and states the conclu-
sions derived from the analysis.

8. Share the information. Lastly, the researcher shares the collected
information with other nurses through publications and presentations.

Simply put, the
best practice results
in the best possible
outcomes for both
the patient and your
facility—and that’s
A-OK with mel

It seems there are
more than two steps
in this research
process!
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Critical care research / Well, I'm just \

following the book’s

advice...l read that
shopping can be very
therapeutic for busy

The goal of critical care research is to improve the delivery of
care and, thereby, improve patient outcomes. Nursing care is com-
monly based on evidence that’s derived from research. Evidence

can be used to support current practices or to change practices. nurses. lsn’t this a

The best way to get involved in research is to be a good way of being a good
consumer of nursing research. You can do so by reading nursing consumer of nursing
journals and being aware of the quality of research and reported \ research?
results.

Share and share alike

Don’t be afraid to share research findings with colleagues.
Sharing promotes sound clinical care, and all involved may
learn about easier and more efficient ways to care for patients.

Evidence-based care

Health care professionals have long recognized the importance
of laboratory research and have developed ways to make
research results more useful in clinical practice. One way is by
delivering evidence-based care.

Evidence-based care isn’t based on tradition, custom, or
intuition. It's derived from various concrete sources, such as:
e formal nursing research
e clinical knowledge

The number 1 goal
of delivering evidence-

¢ scientific knowledge. based care is to
. improve nursing care
An evidence-based example and patient

Research results may provide insight into the treatment of a outcomes.
patient who, for example, doesn’t respond to a medication or
treatment that seemed effective for other patients.

In this example, you may believe that a certain drug should be
effective for pain relief based on previous experience with that
drug. The trouble with such an approach is that other factors can
contribute to pain relief, such as the route of administration, the
dosage, and concurrent treatments.

First, last, and always

Regardless of the value of evidence-based care, you should
always use professional clinical judgment when dealing with
critically ill patients and their families. Remember that each
patient’s condition ultimately dictates treatment.
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1. To work on a CCU, you must:
A. have a baccalaureate degree.
B. have certification in critical care nursing.
C. use the nursing process in delivering nursing care.
D. possess an advanced nursing degree.

Answer: C. The professional nurse uses the nursing process
(assessment, planning, implementation, and evaluation) to care
for critically ill patients.

2.  Professional certification in critical care nursing allows

you to:
A. function as an advanced practice nurse.
B. validate knowledge and skills in critical care nursing.
C. obtain an administrative position.
D. obtain a pay raise.

Answer: B. The purpose of professional certifications is to vali-
date knowledge and skill in a particular area. Certification is a
demonstration of excellence and commitment to your chosen spe-
cialty area.

3.  The purpose of the multidisciplinary team is to:
A. assist the nurse in performing patient care.
B. replace the concept of primary care in the acute care
setting.
C. minimize lawsuits on the CCU.
D. provide holistic, comprehensive care to the patient.

Answer: D. The purpose of the multidisciplinary team is to pro-
vide comprehensive care to the critically ill patient.

4.  When alerting a doctor about a change in a patient’s status,
you need to:

A. fax all of the vital signs to his office first.

B. use astructured communication tool such as SBAR.

C. ask for specific orders.

D. delegate the phone call to the charge nurse.

Answer: B. Consistent use of a structured communication tool,
such as SBAR, improves the effectiveness of communication and
provides a safer environment for patients.
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5.  The easiest way to participate in research is to:
A. be a good consumer of research.
B. analyze related studies.
C. conduct a research study.
D. participate on your facility’s internal review board.

Answer: A. Begin by reading research articles and judging
whether they’re applicable to your practice. Research findings
aren’t useful if they aren’t incorporated into practice.

6. The purpose of evidence-based practice is to:
A. validate traditional nursing practices.
B. improve patient outcomes.
C. refute traditional nursing practices.
D. establish a body of knowledge unique to nursing.

Answer: B. Although evidence-based practices may validate or
refute traditional practice, the purpose is to improve patient out-
comes.

Scoring

Zelcvc Ifyou answered all six questions correctly, take a bow. You're ba-
sically a wiz when it comes to critical care basics.
Z¢7¢ If you answered four or five questions correctly, there’s no room
for criticism. Your critical thinking skills are basically intact.
¢ If you answered fewer than four questions correctly, the situation
is critical. Review the chapter and you’ll be on the right
pathway.



Just the facts

In this chapter, you'll learn:

¢ how illness affects family dynamics and family members’
ability to cope

¢ issues that commonly affect critically ill patients and
their families
¢ ways to assess and manage pain in critically ill patients

¢ important questions to consider when faced with ethical
decision making

¢ concepts related to end-of-life decisions and how they're
important to your care.

Here’'s the

What is holistic health care? s

holistic

Holistic health care revolves around a notion of totality. The goal health care.

of holistic care is to meet not just the patient’s physical needs but
also his social and emotional needs.

The whole is the goal
Holistic care addresses all dimensions of a person, including:
e physical
e emotional
® social
e spiritual.

Only by considering all dimensions of a person can the
health care team provide high-quality holistic care. You
should strive to provide holistic care to all critically ill
patients, even though their physical needs may seem more
pressing than their other needs.

Critical Care Nursing_Chap02.indd 23 @ 6/28/2011 6:36:17 PM
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The issues

The road to the goal of delivering the best holistic care is riddled
with various issues (problems or concerns), including:

e patient and family issues

® cognitive issues

e pain control issues

e ethics issues.

Patient and family issues

A family is a group of two or more persons who possibly live
together in the same household, perform certain interrelated
social tasks, and share an emotional bond. Families can pro-
foundly influence the individuals within them.

Family ties

A family is a dynamic system. During stress-free times, this system
tends to maintain homeostasis, meaning that it exists in a stable
state of harmony and balance. However, when a crisis sends a
family member into a critical care environment, family members
may feel a tremendous strain and family homeostasis is thrown
off. The major effects of such imbalances are: Holy mackerel (or
¢ increased stress levels for family members H may 1.96 flounder)!

. olistic care means
e fear of death for the patient

call : that you may have
e reorganization of family roles. to deal with several

Unprepared for the worst patm;:ulifam”y
The family may be caught off guard by sudden exposure to the
hospital environment, causing homeostasis to be disrupted.
Family members may worry about the possible
death of the ill family member. The suddenness
of the illness may overwhelm the family and
put it into a crisis state. The ramifications of the
patient’s illness may cause other family mem-
bers to feel hopeless and helpless.

Circle out of round

When sudden critical illness or injury disrupts
the family circle, the patient can no longer ful-
fill certain role responsibilities. Such roles are
typically:

e financial (if the patient is a major contributor to the family’s
monetary stability)
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¢ social (if the patient fills such roles as spouse, parent, mediator,
or disciplinarian).

One thing leads to another

A sudden shift in the patient’s ability to bear family responsibili-
ties can create havoc and a feeling of overwhelming responsibility
for other family members.

Nursing responsibilities

Because a critical illness or injury greatly affects family members
as well, be sure to provide care to the family as well as the patient.
Members of the patient’s family need guidance and support during
the patient’s hospital stay. The critical care nurse’s responsibility
to family members is to provide information about:

® nursing care

e the patient’s prognosis and expected treatments

Stand by to
e ways to communicate with the patient answer whatever
e support services that are available. questions family
, . , . members have. They
Slipping on emotional turmoil may turn to you for
The critically ill patient’s condition may change rapidly (within @ui?;? rta nd

minutes or hours). The result of such physiological instability is
emotional turmoil for the family.

The family may use whatever coping mechanisms they have,
such as seeking support from friends or clergy. The longer
the patient remains in critical care, however, the more stress
increases for both the patient and his family. The result can be
slow deterioration of the family system.

Step in and lend a helping hand

Because you're regularly exposed to members of the patient’s
family, you can help them during their time of crisis. For example,
you can observe the anxiety level of family members and, if neces-
sary, refer them to another member of the multidisciplinary team,
such as a social service agent.

You can also help family members solve problems by assisting
them to:
e verbalize the immediate problem
¢ identify support systems
¢ recall how they handled stress in the past.

Such assistance helps family members to focus on the present
issue. It also allows them to solve problems and regain a sense of
control over their lives.
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Lean on me

You can also help family members cope with their feelings dur-
ing this stressful time. Two ways to do this are by encouraging

Be prepared to
orient the family to
the critical care
environment.

expression of feelings (such as by crying or discussing the issue)

and providing empathy.

Since you asked

During a patient’s critical illness, family members come to rely on
the opinions of professionals and commonly ask for their input.
They need honest information given to them in terms they can
understand. In many cases, you're the health care team member who
provides this information. (See Tips for helping the family cope.)

Tips for helping the family cope

family members of critically ill patients.

Please touch

Let family members know that it's okay to touch the
patient. Many are afraid to touch a critically ill loved
one for fear of interfering with monitoring equipment or
invasive lines. Let them know if there are any special
considerations when touching the patient.

Watch your language

Tell visitors that patients may not appear to respond, but
that they may be able to hear what's going on around
them. Therefore, everyone should be careful of what they
say in the patient’s presence. Let family members know
that they should talk to the patient as if he can hear.

How's the weather?

Many family members spend their visitation time looking
at equipment in the room and asking the patient questions
such as, “Are you in pain?” Encourage them to focus on
the patient, not necessarily his pain or surroundings.

Let family members know how to be visitors. The
patient wants to hear about the outside world—not
reminders that he's ill and hospitalized. He wants to hear
about other family members, the family pet, and who won
the latest basketball game.

One at a time, please
Ask the family to appoint one spokesperson for the group.
This is especially important when families are large. The

A large role for the nurse is orienting a patient’s family to the critical care unit. Here are some useful tips for dealing with

spokesperson is the person who should call the unit for
updates on the patient’s condition. The spokesperson can
then spread the word to the rest of the family. It may also be
helpful to identify a primary nursing contact for the family.

Should they stay or should they go?

Allow family members to stay at the patient’s bedside
when appropriate. For example, a patient may require
constant monitoring to keep him from trying to climb out
of bed. If a family member is available to stay with such a
patient, the use of restraints could be avoided.

On the other hand, some patients appear to be
agitated and have adverse changes in their vital signs
when certain family members are present. Remember:
Your first role is to be a patient advocate and to do
what's best for the patient. Ask him whether he wants
to have visitors and whom he wants to visit. If having
a family member is best for the patient, then allow the
visitor to stay. Many units have open visitation policies.

Ensure support

Ensure that support services are available to family
members if they need them. If they belong to a particular
church, offer to call someone if needed. Most facilities
provide spiritual care for families if they request it.
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A dose of reality

Always honor

The best way to respond to concerned family members is to the cultural
acknowledge their feelings and ambivalences and to lend reality beliefs and
to their statements. values of
patients and
Living with the decision family members.

The nurse can use such phrases as “I know you would like me
to decide what’s best for your loved one, but I can’t make that
decision because you're the ones who will have to live with the
consequences of your decision.” The critical care nurse then
needs to reinforce and acknowledge the family’s decision

and accept their feelings and decisions.

Cultural considerations

How a family copes with the hospitalization of a loved one
can be influenced by cultural characteristics. A patient’s
cultural background can also affect many aspects of care,
such as:

e patient and family roles during illness

e communication between health care providers and the
patient and family members

e feelings of the patient and family members about end-of-life
issues

e family views regarding health care practices

® pain management

e nutrition Although it’s good
e spiritual support. to be aware of cultural
considerations, make

Culture-clued for care sure that you don’t

.. stereotype patients
Because your knowledge about cultural characteristics affects based on their

care, you should perform a cultural assessment. (See Assessing cultural backgrounds.
cultural considerations, page 26.)

Conducting a cultural assessment enables you to:
e recognize a patient’s cultural responses to illness and
hospitalization
e determine how the patient and his family define health
and illness
e determine the patient’s and family’s beliefs about the
cause of the illness.

To provide effective holistic care, you must honor the
patient’s cultural beliefs and values.
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A cultural assessment yields the information you need to
administer high-quality nursing care to members of various
cultural populations. The goal of the cultural assessment
quest s to gain awareness and understanding of cultural
variations and their effects on the care you provide. For
each patient, you and other members of the multidisci-
plinary team use the findings of a cultural assessment to
develop an individualized care plan.

When performing a cultural assessment, be sure to ask
questions that yield information about the patient and his
family, including information about:

* cultural health beliefs

* communication methods
* cultural restrictions

* social networks

* nutritional status

* religion

* values and beliefs.

Here are examples of the types of questions you should
consider for each patient.

Cultural health beliefs

* What does the patient believe caused his illness?

A patient may believe that his illness is the result of an im-
balance in yin and yang, punishment for a past transgres-
sion, or the result of divine wrath.

* How does the patient express pain?

* What does the patient believe promotes health? Beliefs
can range from eating certain foods to wearing amulets for
good luck.

* In what types of healing practices (such as herbal rem-
edies and healing rituals) does the patient engage?

* Who does the patient go to when he’s ill? (Some patients
may go to a doctor, a medicine man, or a holistic practitioner.)

Communication differences

* What language does the patient speak?

* Does the patient require an interpreter?

* How does the patient want to be addressed?

* What are the styles of nonverbal communication (eye
contact, touching)?

Cultural restrictions

* How does the patient’s cultural group express emotion?

* How are feelings about death, dying, and grief expressed?
* How is modesty expressed?

* Does the patient have restrictions related to exposure of
any parts of the body?

Social networks

* What are the roles of each family member during health
and illness?

* Who makes the decisions?

Nutrition

* What's the meaning of food and eating to the patient?

* What types of food does he eat?

* Does the patient’s food need to be prepared a certain way?
* Are there dietary restrictions?

Religion

* What's the role of religious beliefs and practices during
illness?

* Does the patient believe that special rites or blessings
need to be performed?

* Are there healing rituals or practices that must be followed?

Cognitive issues

A patient on a critical care unit (CCU) may feel overwhelmed by
the technology around him. Although this equipment is essential
for patient care, it can create an environment that’s foreign to the
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patient, which can result in disturbed cognition (thought-related
function). In addition, the disease process can affect cognitive

. . . . . . Uh-oh! It says
function in a critically ill patient. For example, patients with here that the disease
metabolic disturbances or hypoxia can experience confusion and process can affect
changes in sensorium (mental clarity). cognitive function.

The way things were

When assessing cognitive function, the first question you
should ask is, “What activities were you able to perform by
yourself?” If the patient can’t answer this question, ask a
family member. If the patient has been transferred to the
CCU from another floor, ask the nurse who provided care
before the transfer.

It’s a factor

Many factors affect a patient’s cognitive function while on the

CCU, including:

medications

sensory input

invasion of personal space

emotional status

medical diagnosis

spiritual status. Benzodiazepine
medications can

cause a patient to

become unsteady.

Medications Uh ohl

Some medications that can cause adverse central nervous system
reactions and affect cognitive function include:

¢ inotropics—such as digoxin (Lanoxin), which can cause
agitation, hallucinations, malaise, dizziness, vertigo, and
paresthesia

e corticosteroids—such as prednisone (Sterapred), which can
cause euphoria, psychotic behavior, insomnia, vertigo, headache,
paresthesia, and seizures

¢ benzodiazepines—such as lorazepam (Ativan), which can cause
drowsiness, sedation, disorientation, amnesia, unsteadiness, and
agitation

e opioid analgesics—such as oxycodone (Oxytocin), which can
cause sedation, clouded sensorium, euphoria, dizziness, light-
headedness, and somnolence.
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Sensory input Shhhl Keep it down

as much as possible
because noise can
result in delirium.

Sensory stimulation in any environment may be perceived as
pleasant or unpleasant and comfortable or painful. The critical
care environment tends to stimulate all five senses:

e auditory

e visual

® gustatory

e olfactory

e tactile.

_,J"/

Patients on the CCU don’t have control over the environmental
stimulation around them. They may experience sensory depriva-
tion, sensory overload, or both. Sensory deprivation can result
from a reduction in the quantity and quality of normal and familiar
sensory input, such as the normal sights and sounds encountered
at home. Sensory overload results from an increase in the amount
of unfamiliar sounds and sights in the critical care environment, R\\
such as beeping cardiac monitors, ringing telephones, overhead
paging systems, and voices.

When environmental stimuli exceed the patient’s ability to
cope with the stimulation, the patient may experience anxiety,
confusion, and panic as well as delusions.

Too much or too little !
;
|
|

A sensitive subject | know how hard

Sensory deprivation or overload can lead to such problems as it is when | don't

sleep disturbances, reality disturbances, and delirium. get all my sleep.
Imagine what it’s like

. for a sleep-deprived
Sleep disturbances patient on the CCU. ..

. . . . . torturel
Because the critical care environment is typically noisy due to pure torture

staff, other patients, and equipment alarms, patients on CCUs
commonly experience sleep disturbances.

Other factors that interfere with sleep on the CCU include
nursing interventions, pain, and fear.

Torture chamber

Sleep deprivation can cause anxiety, restlessness,
disorientation, depression, irritability, confusion,
combativeness, and hallucinations.

In addition, sleep deprivation can cause further medical
problems, such as:
® immunosuppression
e decreased pain tolerance
¢ decreased muscle strength.
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In other words, sleep deprivation can impede the recovery [

When your reality
is altered, it isn't a
pretty sight.

process and contribute to new problems.

Quiet time

To promote rest, the critical care nurse can take
steps to provide a quieter environment for patients.

For example, the nurse may reduce light and noise
by not having loud conversations near the patient and
by closing the door to the patient’s room if it’s safe to
do so.

Reality disturbances

Integration of the senses is necessary for a person to
process environmental information. Disturbances in
reality occur when a patient’s ability to interpret the
environment is altered. Examples of reality distur-
bances are:

e disorientation to time

e inability to decipher whether it’s night or day

e misinterpretation of environmental stimuli—for example,
thoughts that alarms and noises from equipment are phones ring-
ing for the patient.

The surreal world

Hearing or vision loss or loss of consciousness (caused, for exam-
ple, by a head injury) can make a patient especially vulnerable to
reality disturbances. Lack of one or more sensory mechanisms
that are necessary to function make it hard for the patient to adapt
to the critical care environment.

Delirium

Delirium (acute confusion) is an altered state of consciousness,
consisting of confusion, distractibility, disorientation, delusional
thinking, defective perception, and agitation. When it occurs in
a critical care environment, it’s commonly called ICU psychosis.
It has a rapid onset and is generally reversible.

Common contributors

In addition to sensory deprivation or overload, contributing fac-
tors that affect most patients on the CCU include:

¢ infection

e immobility.

Anti-ICU psychosis

The nurse can assist the patient suffering from ICU psychosis by:
e promoting rest
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¢ controlling pain

¢ monitoring the effects of new medications The critical care
¢ decreasing noise and light in the room S”ero”mf”t ca"'hbe
e encouraging mobility when possible a circus. Try to show

your patient common

e providing orientation to the patient. Courtesies.

Invasion of personal space

Personal space is the unmarked boundary or territory around a
person. Several factors—such as cultural background and social
situation—influence a patient’s interpretation of personal space.
A patient’s personal space is limited in many ways by the criti-
cal care environment—for example, due to the confines of bed
rest, lack of privacy, and use of invasive equipment.

You can try to increase your patient’s sense of personal
space—even within the critical care environment—by simply
remembering to show common courtesy, such as:

e asking permission to perform a procedure or look at a wound
or dressing

¢ pulling the curtain or closing the door

e knocking before you enter the patient’s room.

Pain control issues Acute pain can be

managed effectively,
and it generally

Because fear of pain is a major concern for many critically ill suboides when the

patients, pain management is an important part of your care. underlying problem
Critical care patients are exposed to many types of procedures— is resolved. That's

such as L.V. procedures, cardiac monitoring, and intubation—that a reliefl

cause discomfort and pain. Pain is classified as acute or chronic.

Acute pain ?ﬁ

Acute pain is caused by tissue damage due to injury or disease. It 1" e

varies in intensity from mild to severe and lasts briefly (generally 2 %

up to 6 months). [__1*\
Acute pain is considered a protective mechanism because it

warns of present or potential tissue damage or organ disease. It
may result from a traumatic injury, surgical or diagnostic proce-
dure, or medical disorder. \
Examples of acute pain are: I 1 ’ \ \
pain experienced during a dressing change L J R\~
pain related to surgery
pain of acute myocardial infarction
pain of immobility.
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Help is at hand

Acute pain can be managed effectively with analgesics, such as
opioids and nonsteroidal anti-inflammatory drugs (NSAIDs). It
generally subsides when the underlying problem is resolved.

Chronic pain

Chronic pain is pain that has lasted 6 months or longer and is
ongoing. It may be as intense as acute pain but it isn’t a warning of
tissue damage. Some patients on the CCU experience chronic as
well as acute pain.

Examples of chronic pain include:
e arthritis pain
e back pain
e pain from cancer.

Don’t look for the signs

The nervous system adapts to chronic pain. This means that many
typical manifestations of pain—such as abnormal vital signs and
facial grimacing—cease to exist. Therefore, chronic pain should
be assessed as often as acute pain (generally, at least every

2 hours or more often, depending on the patient’s condition).
Assess chronic pain by questioning the patient.

When it comes to
pain, the best
validation comes from
the patient’s own

Pain assessment reports of pain.

When it comes to pain assessment for critical care patients, it’s
especially important for the nurse to have good assessment
skills. The most valid pain assessment comes from
the patient’s own reports of pain.

A pain assessment includes questions about:
e location—Ask the patient to tell you where the
pain is; there may be more than one area of pain.
e intensity—Ask the patient to rate the pain using
a pain scale.
¢ quality—Ask how the pain feels: sharp, dull,
aching, or burning.
e onset, duration, and frequency—Ask when the
pain started, how long it lasts, and how often it occurs.
e alleviating and aggravating factors—Ask what makes
the pain feel better and what makes it worse.
e associated factors—Ask whether other problems are associated
with the pain, such as nausea and vomiting.
e effects on lifestyle—Ask whether appetite, sleep, relationships,
emotions, and work are affected.
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Common pain-rating scales

These scales are examples of the rating systems you can use to help a patient quantify
pain levels.

Visual analog scale

To use the visual analog scale, ask the patient to place a line across the scale to indi-
cate the current level of pain. The scale is a 10-cm line with “No pain” at one end and
“Pain as bad as it can be” at the other end. The pain rating is determined by using a
ruler to measure the distance, in millimeters, from “No pain” to the patient’s mark.

No pain Pain as bad as it can be

Numeric rating scale

To use the numeric rating scale, ask the patient to choose a number from 0 (indicating
no pain) to 10 (indicating the worst pain imaginable) to indicate the current pain level.
The patient may circle the number on the scale or verbally state the number that best
describes the pain.

Nopain| 6o 1 2 3 4 5 6 7 8 9 10 |Painasbadasitcanhe

Faces scale

A pediatric or adult patient with language difficulty may not be able to describe the cur-
rent pain level using the visual analog scale or the numeric rating scale. In that case,
use a faces scale like the one below. Ask your patient to choose the face on a scale
from 1 to 6 that best represents the severity of current pain.

N4 = - = ~—
~— = i VS 7T\
1 2 3 5 6

4

Choose a tool

Many pain assessment tools are available. Whichever you choose,
make sure it’s used consistently so that everyone on the health care
team is speaking the same language when addressing the patient’s
pain.

The three most common pain assessment tools used by clini-
cians are the visual analog scale, numeric rating scale, and faces
scale. (See Common pain-rating scales.)

The sounds of silence

Many patients can’t verbally express feelings of pain. For exam-
ple, a patient may be unable to speak due to intubation or have an
altered level of consciousness (LOC) ranging from confusion to
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®

unresponsiveness. In such cases, it’s up to the nurse to ascertain

the patient’s pain level. When a patient
can’t tell you about
Body and mind feelings of pain, it's

up to you to see the

There are many physiologic and psychological responses to pain unspoken signs.

that the nurse should watch for during a pain assessment.
Some examples of the physiologic responses to pain are:

tachycardia

tachypnea

dilated pupils

increased or decreased blood pressure

pallor

nausea and vomiting

loss of appetite.
Psychological responses to pain may manifest as:

o fear

® anxiety

¢ confusion

e depression

e sleep deprivation.

Pain particulars

When communicating aspects of a patient’s pain to his practitio-
ner or other health care providers, make sure you:

e describe the pain by location, intensity, and duration

¢ indicate possible causes of the pain if known

e describe how the patient is responding to the pain or treatment

interventions.
Enjoy the rest, pal.
Pain management Once we're called up
to the CCU, there’'s
Achieving adequate pain control in critical care depends on effec- no break until the end
tive pain assessment and the use of pharmacologic and nonphar- of the first half.

macologic treatments.

To provide the best holistic care possible, work with the
practitioner and other members of the health care team
to develop an individualized pain management program
for each patient.

Pharmacologic pain management
Pharmacologic pain management is common on CCUs.

Take three and call in the morning

Three classes of medications commonly used by the
critical care nurse are:
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The WHO analgesic ladder

The World Health Organization (WHQ) developed a three-step ladder (shown here) to guide pain-relief efforts for
patients with cancer. Analgesics are selected based on the intensity of the patient’s pain. The ladder includes three
categories of drugs: nonopioids, opioids, and adjuvant drugs. Adjuvant drugs can be used on any step of the ladder.

When the patient’s pain reaches the
moderate to severe level, administer
more potent opioid drugs, including
morphine (Roxanol), oxycodone (Oxy-
contin), hydromorphone (Dilaudid),
fentanyl (Sublimaze), and methadone
(Dolophine). Nonopioid drugs may be
continued.

Freedom from cancer pain

Opioid for moderate to severe pain
+/ —Nonopioid medication
+/ — Adjuvant medication

Add opioid drugs, such as codeine or
hydrocodone, for the patient with mild
to moderate pain thatisn't relieved by

a nonopioid. If the patient is already
taking NSAIDs, continue to use them as
they add to the analgesic effect.

Pain persisting or increasing 2

Opioid for mild to moderate pain
+/ —Nonopioid medication
+/ — Adjuvant medication

Administer nonopioid analgesics,

such as acetaminophen (Tylenol),
aspirin (Ecotrin), and nonsteroidal anti-
inflammatory drugs (NSAIDs), to the
patient just beginning to experience
discomfort and mild pain. Although the
patient’s pain might not be adequately
controlled with nonopioid drugs, their
use may reduce the overall amount of
Pain opioids needed to achieve pain control.

Pain persisting or increasing

Nonopioid medication
+/ — Adjuvant medication

e nonopioids
e opioids
e adjuvant medications. (See The WHO analgesic ladder.)

Nonopioids

Nonopioids are the first choice for managing mild pain but have a
limited use in critically ill patients because of their adverse effects
and limited parenteral forms. They decrease pain by inhibiting
inflammation at the injury site. Examples of nonopioids are:

e acetaminophen (Tylenol)

e NSAIDs, such as ibuprofen (Motrin) and naproxen (Naprosyn)
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A trio of opioids

Opioids block the release of neurotransmitters that send pain signals to the brain. The
three categories of opioids are opioid agonists (narcotic analgesics), opioid antagonists
(narcotic reversal agents), and mixed agonist—antagonists.

Opioid agonists

Opioid agonists relieve pain by binding to
pain receptors, which, in effect, produces
pain relief. Examples of opioid agonists are:
* morphine (Roxanol)

« fentanyl (Sublimaze)

* hydromorphone (Dilaudid)

° codeine

* oxycodone (Oxycontin).

Opioid antagonists

Opioid antagonists attach to opiate receptors
without producing agonistic effects. They
work by displacing the opioid at the receptor
site and reversing the analgesic and respira-

Examples of opioid antagonists are:
* naloxone
* naltrexone (ReVia).

Mixed opioid agonist-antagonists
Mixed opioid agonist-antagonists relieve
pain by binding to opiate receptors to
effect varying degrees of agonistic and
antagonistic activity. They carry a lower
risk of toxic effects and drug dependency

than opioid agonists and opioid antagonists.

Examples of mixed opioid agonist—
antagonists are:
* buprenorphine (Buprenex)
* butorphanol (Stadol)

tory depressant effects of the opioid. ° pentazocine.

I'm ready to fight
pain! Opioids work by
blocking the release

of neurotransmitters
that send out pain

e salicylates such as aspirin
e tramadol (Ultram)
e lidocaine (Lidoderm)

OpIOIdS signals.
Opioids are narcotics that contain a derivative of the

opium (poppy) plant and other synthetic drugs that imitate /’
natural narcotics. Opioids work by blocking the release of : &

\

neurotransmitters involved in transmitting pain signals to the
brain. There are three categories of opioids. (See A trio of
opioids.)

A
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Adjuvant analgesics

Adjuvant analgesics are drugs that have other primary indica-
tions but are used as analgesics in some circumstances.

5
d
L

Alone or together

Adjuvants may be given in combination with opioids or alone to
treat patients with chronic pain. Drugs used as adjuvant analge-
sics include:



Round-the-clock control

Patients overpower pain

A caveat
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e anticonvulsants, such as carbamazepine (Tegretol), clonazepam
(Klonopin), and gabapentin (Neurontin)

e tricyclic antidepressants, such as amitriptyline (Elavil) and nor-
triptyline (Aventyl)

e benzodiazepines, such as alprazolam (Xanax), diazepam
(Valium), and lorazepam

e corticosteroids, such as dexamethasone (Decadron) and methyl-
prednisolone (Medrol).

Drug administration

A common route of pain medication administration on the CCU is
L.V. bolus on an as-needed basis. It’s the preferred route for opioid
therapy, especially when short-term pain relief is needed—for
example, during procedures such as wound care. The benefit of

Round-the-clock
dosing controls pain

this method is rapid pain control. On the downside, with I.V. bolus better than
administration, the patient experiences alternating periods of pain as-needed
control and pain. administration.

Using around-the-clock dosing ensures that steady levels of SN
drugs prevent exacerbations of pain. This type of dosing {/«- 3 rg’ 1‘1‘
£

has many benefits for critically ill patients who have diffi- —-.-‘ﬁi‘ } . hia
culty communicating their pain because of altered LOC or \Z)\  F @ ff
. -
S

endotracheal intubation.

~

Some patients are candidates for patient-controlled anal- ), \\_J.,V\

gesia (PCA). PCA provides a constant level of pain medi- Py Eﬂ

cation while allowing the patient to self-administer more / ! f o P

pain medication as needed. Controls are set to prevent ;}/ \

excessive self-administration. (See Understanding PCA.) t 3 ) I\.J
Patients usually report that they have more control \ \ / \

over pain levels when using PCA. Patients using PCA
still require close assessment and evaluation for responses to
treatment.

Note that PCA may not be appropriate for patients with altered
LOC or those with renal or hepatic abnormalities.

Nonpharmacologic pain management

Pain control isn’t achieved solely with medications. Nonpharma-
cologic means are useful adjuncts in managing pain.

Some common nonpharmacologic pain control methods are:
e distraction—such as television viewing and reading
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Understanding PCA

A patient-controlled analgesia (PCA) system provides an optimal opioid
dose while maintaining a constant serum concentration of the drug.

Pump and port
A PCA system consists of a drug delivery injection pump that's piggy-
backed into an I.V. or subcutaneous infusion port.

By pressing a button, the patient receives a preset bolus dose of
an opioid. The practitioner orders the bolus dose and the lockout time
between boluses, thus preventing overdose. The device automatically
records the number of times the patient presses the button, helping the
doctor to adjust drug dosage.

Patient at the controls
Using a PCA system may reduce a patient’s drug dosage need. This may
be because the patient using PCA is more in control of pain and typically

A biofeedback
machine allows the

. Lo . patient to recognize
feels reassured knowing that an analgesic is quickly available. and control the

relaxation process,

thereby controlling
his pain.

e music therapy—a form of sound therapy using rhythmic sound

to communicate, relax, and encourage healing (this method works
for brief periods)
¢ biofeedback—requires use of a biofeedback machine and
allows the patient to recognize and control the relaxation pro- \
cess, thereby exerting conscious control over various autonomic =
functions ﬂ

o

You're getting sleepy S
e hypnosis—used to achieve symptom suppression, to block )f
awareness of pain, or symptom substitution, which allows a &
positive interpretation of pain F‘
e imagery—in which the patient visualizes a soothing image Q
while the nurse describes pleasant sensations (for example, the ?
patient may picture himself at the beach while you describe the
sounds of the waves and birds and the feel of the warm sun and a
breeze on the patient’s skin)

e relaxation therapy—a form of meditation used to focus atten-
tion on a single sound or image or on the rhythm of breathing

e heat application (thermotherapy)—application of dry or moist
heat to decrease pain (heat enhances blood flow, increases tissue
metabolism, and decreases vasomotor tone; it may also relieve
pain due to muscle aches or spasms, itching, or joint pain)

e cold application (cryotherapy)—constricts blood vessels at

the injury site, reducing blood flow to the site (cold slows edema

/s

!
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development, prevents further tissue damage, and minimizes
bruising; it may be more effective than heat in relieving such pain
as muscle aches or spasms, itching, incision pain, headaches, and
joint pain)

¢ transcutaneous electrical nerve stimulator—in which electrodes
transmit mild electrical impulses to the brain to block pain

Massage therapy
helps to control pain
by inducing relaxation.

impulses
* massage therapy—used as an aid to relaxation s
¢ reflexology—used as an aid to relaxation and to reduce pain. éf w\
%
\ 2

Ethical issues ﬁi}?

Nurses who work on CCUs routinely deal with ethical dilemmas. c{ﬂj"‘é;_

-l

You'll recognize a situation as an ethical dilemma in the following %’5@;}_ ?}\“ """Z'J.\\
circumstances: ~—a
e More than one solution exists. That is, there’s no clear “right” or \\{‘3:" "f
“wrong” way to handle a situation. --—'f;“e LA --—-]
e Each solution carries equal weight. - S
e Each solution is ethically defensible.

The value of values
Ethical dilemmas on CCUs commonly revolve around quality-of-
life issues for the patient, especially as they relate to end-of-life Ethical dilemmas
decisions—such as do-not-resuscitate orders, life support, and are commonly faced
patients’ requests for no heroic measures. When considering qual- by nurses on the CCU.
ity of life, make sure others don’t impose their own value system Always remember to

respect the patient’s

on the patient. Each person has a set of personal values that are
personal values.

influenced by environment and culture. Nurses also have a set of
professional values.

Code of ethics

The American Nurses Association (ANA) has established a code
of ethics. The ANA Code of Ethics for Nurses provides informa-
tion that’s necessary for the practicing nurse to use her profes-
sional skills in providing the most effective holistic care possible,
such as serving as a patient advocate and striving to protect the
health, safety, and rights of each patient.

End-of-life decisions

The threat of death is common on CCUs. Perhaps at no other time
is the holistic care of patients and their families as important as it
is during this time.
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End-of-life decisions are almost always difficult for patients,
families, and health care professionals to make. Nurses are in a
unique position as advocates to assist patients and their families
through this process.

Unsolvable mysteries

Your primary role as a patient advocate is to promote the patient’s
wishes. In many instances, however, a patient’s wishes aren’t
known. That’s when ethical decision making takes priority. Deci-
sions aren’t always easy to make and the answers aren’t usually
clear-cut. At times, such ethical dilemmas may seem insolvable.

A question of quality

It’s sometimes difficult to determine what can be done to achieve
good quality of life and what can simply be achieved, technologi-
cally speaking. Technological advances sometimes seem to exceed
our ability to analyze the ethical dilemmas associated with them.

Years ago, death was considered a natural part of life and most
people died at home, surrounded by their families. Today, most
people die in hospitals and death is commonly regarded as a medi-
cal failure rather than a natural event. Sometimes it’s hard for you
to know whether you're assisting in extending the patient’s life or
delaying the patient’s death.

Consulting the committee

Most hospitals have ethics committees that review ethical dilem-
mas. The nurse may consider consulting the ethics committee if:
e the practitioner disagrees with the patient or his family regard-
ing treatment of the patient.

e health care providers disagree among themselves about treat-
ment options.

e family members disagree about what should be done.

Futile treatment
isn't a good use of
health care resources
and it doesn’t change
the patient’s
outcorre.

Determining medical futility

Medical futility refers to treatment that’s hopeless or interven-
tions that aren’t likely to benefit the patient even though they may
appear to be effective. For example, a patient with a terminal ill-
ness who's expected to die experiences cardiac arrest. Cardiopul-
monary resuscitation may be effective in restoring a heartbeat but
may still be deemed futile because it doesn’t change the patient’s
outcome.

Withholding or withdrawing treatment

The issue of withholding or withdrawing treatment on the CCU
presents some ethical dilemmas. When withdrawing treatment
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Approaching ethical decisions

When faced with an ethical dilemma, consider these questions:

* What health issues are involved?

* What ethical issues are involved?

» What further information is necessary before a judgment can be made?
* Who will be affected by this decision? (Include the decision maker
and other caregivers if they'll be affected emotionally or professionally.)
» What are the values and opinions of the people involved?

* What conflicts exist between the values and ethical standards of the
people involved?

* Must a decision be made and, if so, who should make it?

» What alternatives are available?

* For each alternative, what are the ethical justifications?

* For each alternative, what are the possible outcomes?

from a patient—even at the patient’s request—controversy over
the principle of nonmaleficence (to prevent harm) may arise.

Harm alarm

Such controversy revolves around the definition of harm. Some feel
that removing a patient from a ventilator and allowing death is an During cardiac

intentional infliction of harm. Others argue that keeping a person on arrest, it's typically up
a ventilator against the patient’s will—thus prolonging death—is an to you to ensure that

. . R ) . . itation i
intentional infliction of harm. (See Approaching ethical decisions.) iﬁiiﬁ;{;ldao;ﬁ;

unwanted resuscitation
Dealing with cardiac arrest doesn’t ocour.
In case of cardiac arrest (sudden stoppage of the heart), a criti-

cally ill patient may be described by a code status. This code
status describes the orders written by the practitioner describing

what resuscitation measures should be carried out by the nurse 2 o8 \/

and should be based on the patient’s wishes regarding resuscita- ') !_,e /f—-rq‘:

tion measures. When cardiac arrest occurs, you must ensure that ! { =T

resuscitative efforts are initiated or that unwanted resuscitation ! w

doesn’t occur. | - 3

\ A ‘\1 )

Who decides? \\C“\' ~S 2

The wishes of a competent, informed patient should always be . /f \'\ '; / ,,’@-

honored. However, when a patient can’t make decisions, the health A \ u’"’ 4

care team—consisting of the patient’s family, nursing staff, and & \__/%

doctors—may have to make end-of-life decisions for the patient.
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Advance directives

Most people prefer to make their own decisions regarding end-
of-life care. It’s important that patients discuss their wishes with
their loved ones; however, many don'’t. Instead, total strangers
may be asked to make important health care decisions when a
patient can’t do so. That’s why it’s important for people to make
choices ahead of time and to make these choices known by devel-
oping advance directives.

The Patient Self-Determination Act of 1990 requires hospitals
and other institutions to make information available to patients

on advance directives. However, it isn’t mandatory for patients to A living will states
have advance directives. which treatments a
patient will accept
Where there’s a will, there’s a law and which ones the

Th £ . . . patient will refuse in
ere are two types of advance directives: case of terminal

® a treatment directive—sometimes known as a living will ilness.
° an appointment directive—sometimes called a durable power
of attorney for health care.

A living will states which treatments a patient will accept and
which the patient will refuse in case terminal illness renders the
patient unable to make those decisions at the time. For example,

a patient may be willing to accept artificial nutrition but not
hemodialysis.

Durable power of attorney is the appointment of a person—
chosen by the patient—to make decisions on the patient’s behalf if
the patient can no longer do so. Durable power of attorney for health
care doesn'’t give the chosen individual authority to access business
accounts; the power is strictly related to health care decisions.

It takes two

After an advance directive is written, two witnesses must sign it.
This document can be altered or canceled at any time. For more
information, check the laws regarding advance directives for the
state in which you practice.

Organ donation

When asked, most people say that they support organ donation.
However, only a small percentage of qualified organs are ever
donated. Tens of thousands of names are on waiting lists for
organs in the United States alone. Organ transplantation is suc-
cessful for many patients, giving them additional, high-quality
years of life.

The Uniform Anatomical Gift Act governs the donation of
organs and tissues. In addition, most states have legislation
governing the procurement of organs and tissues. Some require
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medical staff to ask about organ donation on every death. Other /
states require staff to notify a regional organ procurement agency Despite the best
that then approaches the family. Become familiar with the laws of intentions, only a

your state and the policies of the facility in which you practice. emall percentage of
qualified organs are

Crossing the line ever donated. Make
sure you know your
Medical criteria for organ donation vary from state to state. Many patient’s wishes
organ procurement agencies want to be notified of all deaths and about organ donation
imminent deaths so that they, not the medical staff, can determine before it'’s too late. /

if the patient is a potential candidate for organ donation.

No, thank you

These conditions usually preclude any organ or tissue donation:

* metastatic cancer N {:‘j}
e history of human immunodeficiency virus or acquired immuno- ( iy
deficiency syndrome & |

e sepsis. ‘%\‘ \ﬂ{

. 'E}vk.r %
Donations accepted VAT = \p
Any patient who donates organs must first be declared brain dead. ;f UL\ \:‘_‘ X
The exceptions to this are living donors, who most commonly %4' é-'/'\. L,.,. i_
donate a kidney or a segment of the lung, liver, pancreas, or intes- \ /«( o ﬁ
tine. Death used to be defined as the cessation of respiratory and ("‘ff;\t ,f;; 4
cardiac function. However, with developments in technology, this (\ T 3 2\
definition has become obsolete. We now rely on brain death cri- s r(;{-i
teria in determining death of an individual. (See Assessing brain e ,‘,'{1},
death.) Y :
7 \
Complex care v " ‘i
Care of a patient who's to be an organ donor is very complex. It’s “_E'\ 3 1 ('27-.%
imperative that hemodynamic variables and electrolyte values be W \\f
kept within very tight ranges for successful organ transplantation. (f““ S
You have a vital role in caring for the patient and in supporting the £ =

patient’s family during this difficult time.

When caring for an organ donor, it’s essential to:
¢ maintain hemodynamic stability so that vital organs are per-
fused adequately
e assess urine output hourly to detect diabetes insipidus
e monitor laboratory results—such as electrolyte levels, com-
plete blood count, liver and renal function tests—to assess organ
function.
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Assessing brain death

To determine brain death, a doctor must
validate the presence of nonrespon-
sive coma, the absence of brain stem
reflexes, and the absence of respiratory
drive after a carbon dioxide challenge.
Methods for determining brain death
vary, but several of these criteria are
commonly used:

* The patient must be unresponsive to all
stimuli.

* Pupillary responses are absent.

* All brain functions cease.

* No eye movements are noted when
cold water is instilled into the ears

(caloric test). Normally, the eyes move
toward the ear irrigated with cold water.
* No corneal reflex is present.

* No gag reflex is present.

* Quick rotation of the patient’s head from
left to right (doll's eyes test) causes the
eyes to remain fixed, suggesting brain
death. Normally, the eyes move in the
opposite direction of the head movement.
* No response to painful stimuli is
present.

* An apnea test reveals no spontaneous
breathing.

* EEG shows no brain activity or response.

Although the
methods for
determining brain
death vary, the most
commonly used
criteria are listed
here.
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Quick quiz
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Which statement regarding a patient’s culture and his hospi-
talization experience is true?

A. Culture affects a patient’s experience during hospital-
ization because the patient has to adapt to the hospital
culture.

B. Culture doesn’t affect the patient’s hospitalization.

C. Cultural factors can affect patient and family roles dur-
ing illness.

D. Culture rarely affects decisions about health.

Answer: C. Cultural factors can have a major impact on patient
and family roles during illness. Culture affec