Critical Care Patient Care Protocols
Universal Decolonization

· Initiate first chlorohexadine (CHG) bath within 4 hours of admission
· CHG bath must be completed daily, not to exceed a 24-hour interval from last CHG bath

· Any invasive line (IV, CVC, foley, CT) is wiped to patient to approximately 6” distal down line

· Personal hygiene and deodorant products will deactivate CHG and are not allowed

· Mupirocin nasal inoculation dosing BID X 5 days
Glucose Management

· Target glucose is 125 to 175 mg/dL for critically-ill patients to promote optimal healing
· FSBG monitoring is hourly upon admission X 4, then every 4 hours

· Insulin drips are initiated when blood glucose exceeds the target range
· Once insulin drip titration has normalized, consult Provider re: conversion to bolus dosing

· CHO coverage when not NPO is maintained
· Glucostabilizer can be utilized for Insulin drip titration as directed through computer software analysis to promote early glucose stabilization
Potassium / Magnesium / Phosphorus Replacement
· Prophylactic monitoring is utilized to prevent the patient complications R/T depletion of normal electrolyte levels
· Provides replacement therapy guidelines to correct deficits.
· Electrolytes replacement is inijmilesjmitiated as follows:

· Potassium < 3.5 meq/dL (MUST check serum Magnesium)
· Magnesium < 1.6 meq/dL (MUST check serum Potassium)
· Phosphorus < 2.0  mg/dL

VAP Protocol – Prevention of “Ventilator Acquired Pneumonia

· Handwashing

· Elevate HOB at least 30°

· Mouthcare every two hours

· Chlorohexadine swab every 6 hours x 48 hours, then every 12 hours

· Brush teeth every 12 hours

· Subglottic suctioning as needed
· Progressive mobility is expected in coordination with PT and RT
Spontaneous Awakening Trial/Spontaneous Breathing Trial (SAT/SBT)
· All ventilator patients are evaluated daily for CPAP trials and readiness to extubate

· Each day at 0600, the SAT Screen is completed.

· Each AM IV sedation is withheld at 0730 to assess awakening and potential to initiate CPAP trials.

· The SBT screen is completed after patient has awaken to evaluate readiness to attempt extubation.

Sepsis Protocol

· Evidence-based care bundles are implemented for the patient with Severe Sepsis/Septic Shock 

· The 3-hour bundle includes: culture, serum lactate, and broad-spectrum antibiotics 

· The 6-hour bundle of care includes: ongoing correction of fluid status and repeat lactate

· Aggressive fluid resuscitation within one hour is required at 30ml/kg when hypotensive (SBP < 90mmHg/MAP <65mmHg)

· Vasopressors administration may be added to maintain prescribed BP parameters (Norepinehrine, Phenylephrine, Dopamine, or Epinephrine)

Manual Proning 

· Indicated for ARDS patient unresponsive to ventilator therapy

· The therapy may promote recruitment of posterior aveoli and improved overall ventilation

· 16 hours of pronation position is alternated with 4 hours supine position 

· CVP monitoring and use of vasopressor medications are used to maintain BP

· Sedation and Neuromusucular blockade therapy is indicated
· A Prone Kit is obtained from CSR to guide patient preparation to begin manual proning

Induced Hypothermia 

· Indicated for patient that remains comatose post cardiac arrest 

· Patient’s temperature is manually cooled to 32( C within 4-6 hours of the event

· Hypothermia is maintained for 24 hours

· CVP monitoring and use of vasopressor medications are used to maintain BP

· Sedation and Neuromusucular blockade therapy is indicated to prevent shivering 

· Rewarming is initiated after 24 hours of induced hyothermia

· Patient is rewarmed to approximately 36.1(C over a 6 – 8 hour timeframe

· Neurologic recovery is evaluated after hypothermia, sedation, and paralysis is reversed
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