CRITICAL CARE RESPIRATORY NURSING BASICS

UNDERSTANDING CRITICAL CARE RESPIRATORY NURSING BASICS

CRITICAL CARE RESPIRATORY NURSING BASICS FORM THE CORNERSTONE OF EFFECTIVE PATIENT MANAGEMENT IN THE MOST ACUTE
SETTINGS. WHEN A PATIENT'S BREATHING IS COMPROMISED, THE CRITICAL CARE NURSE STEPS IN AS THE FRONTLINE DEFENDER,
ARMED WITH SPECIALIZED KNOWLEDGE AND SKILLS TO MAINTAIN OXYGENATION AND VENTILATION. THIS VITAL ROLE DEMANDS A
DEEP UNDERSTANDING OF RESPIRATORY PHYSIOLOGY, COMMON CRITICAL RESPIRATORY CONDITIONS, ADVANCED MONITORING
TECHNIQUES, AND THE USE OF MECHANICAL VENTILATION. NAVIGATING THE COMPLEXITIES OF THE INTENSIVE CARE UNIT (|CU)
REQUIRES NURSES TO BE ADEPT AT RAPID ASSESSMENT, TIMELY INTERVENTION, AND SEAMLESS COLLABORATION WITH THE
MULTIDISCIPLINARY TEAM. THIS ARTICLE WILL DELVE INTO THE ESSENTIAL ELEMENTS OF CRITICAL CARE RESPIRATORY NURSING,
COVERING EVERYTHING FROM FUNDAMENTAL PRINCIPLES TO ADVANCED APPLICATIONS, ENSURING YOU HAVE A COMPREHENSIVE
GRASP OF THIS INDISPENSABLE FIELD.
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THE FounpATION OF REspiraTORY CARE IN THE ICU

THE INTENSIVE CARE UNIT (|CU) IS WHERE PATIENTS WITH THE MOST SEVERE AND LIFE-THREATENING CONDITIONS ARE CARED
FOR. RESPIRATORY COMPROMISE IS A FREQUENT AND OFTEN PRIMARY REASON FOR ADMISSION TO THE ICU. THEREFORE, A SOLID
UNDERSTANDING OF RESPIRATORY SYSTEM FUNCTION AND DYSFUNCTION IS PARAMOUNT FOR ANY NURSE WORKING IN THIS
ENVIRONMENT. THIS INCLUDES RECOGNIZING SUBTLE SIGNS OF DISTRESS, UNDERSTANDING THE IMPACT OF VARIOUS DISEASE
PROCESSES ON BREATHING, AND KNOWING WHEN AND HOW TO INTERVENE. THE FOUNDATION OF CRITICAL CARE RESPIRATORY
NURSING LIES IN A CONTINUOUS CYCLE OF ASSESSMENT, INTERVENTION, AND RETEVALUATION, ALWAYS WITH THE GOAL OF
OPTIMIZING GAS EXCHANGE AND REDUCING THE WORK OF BREATHING. |T’S ABOUT BEING PROACTIVE, ANTICIPATING PROBLEMS,
AND ACTING DECISIVELY.

RECOGNIZING THE SIGNS OF RESPIRATORY DISTRESS

IDENTIFYING RESPIRATORY DISTRESS EARLY IS A CRITICAL SKILL FOR ANY |CU NURSE. SUBTLE CHANGES IN A PATIENT'S
CONDITION CAN ESCALATE RAPIDLY IF NOT ADDRESSED PROMPTLY. NURSES MUST BE VIGILANT IN OBSERVING NOT JUST THE
OBVIOUS SIGNS, LIKE RAPID BREATHING, BUT ALSO LESS APPARENT INDICATORS.

TACHYPNEA: AN INCREASED RESPIRATORY RATE IS OFTEN THE FIRST SIGN OF DISTRESS.

DysPNEA: THE SUBJECTIVE FEELING OF SHORTNESS OF BREATH, WHICH CAN MANIFEST AS THE PATIENT GUARDING THEIR CHEST,
USING ACCESSORY MUSCLES, OR BEING UNABLE TO SPEAK IN FULL SENTENCES.

ACCESSORY MUSCLE USE: SEEING PATIENTS USE MUSCLES IN THEIR NECK AND SHOULDERS TO ASSIST WITH BREATHING
INDICATES INCREASED EFFORT.

NASAL FLARING: A COMMON SIGN IN INFANTS AND CHILDREN, BUT CAN ALSO OCCUR IN ADULTS UNDER SIGNIFICANT RESPIRATORY
STRAIN.

RETRACTIONS: SKIN PULLING INWARD BETWEEN THE RIBS, ABOVE THE CLAVICLE, OR BELOW THE STERNUM DURING INSPIRATION.
CYANOSIS: A BLUISH DISCOLORATION OF THE SKIN AND MUCOUS MEMBRANES, INDICATING POOR OXYGENATION, THOUGH IT's
OFTEN A LATE SIGN.

ALTERED MENTAL STATUS: HYPOXIA AND HYPERCAPNIA CAN LEAD TO CONFUSION, AGITATION, OR LETHARGY.

CHANGES IN BREATH SOUNDS: DIMINISHED BREATH SOUNDS, CRACKLES, WHEEZES, OR STRIDOR ALL POINT TO SPECIFIC
UNDERLYING ISSUES.

ESSENTIAL ASSESSMENT SKILLS



BEYOND RECOGNIZING OVERT DISTRESS, NURSES NEED TO PERFORM THOROUGH AND SYSTEMATIC RESPIRATORY ASSESSMENTS.
THIS INVOLVES A COMBINATION OF OBSERVATION, PALPATION, PERCUSSION, AND AUSCULTATION. A FOCUSED RESPIRATORY
ASSESSMENT SHOULD BE PERFORMED FREQUENTLY , ESPECIALLY FOR CRITICALLY ILL PATIENTS.

OBSERVATION: ASSESS THE RATE, RHYTHM, AND DEPTH OF BREATHING, AS WELL AS CHEST EXPANSION SYMMETRY AND THE USE
OF ACCESSORY MUSCLES.

PALPATION: FEEL FOR TACTILE FREMITUS, WHICH CAN INDICATE CONSOLIDATION OR PLEURAL EFFUSION. ASSESS CHEST WALL
TENDERNESS.

PERCUSSION: LISTEN TO THE SOUNDS PRODUCED WHEN TAPPING ON THE CHEST WALL. DULLNESS MAY SUGGEST FLUID OR
CONSOLIDATION, WHILE HYPERRESONANCE CAN INDICATE AIR TRAPPING OR PNEUMOTHORAX.

AUSCULTATION: LISTEN TO BREATH SOUNDS WITH A STETHOSCOPE. NORMAL BREATH SOUNDS ARE VESICULAR. ADVENTITIOUS
SOUNDS LIKE CRACKLES, WHEEZES, AND RHONCHI INDICATE ABNORMALITIES.

ANATOMY AND PHYSIoLOGY REFRESHER FOR CRITICAL CARE

A STRONG GRASP OF RESPIRATORY ANATOMY AND PHYSIOLOGY IS NOT JUST FOR NURSING SCHOOL, IT'S A DAILY NECESSITY IN
THE |CU. UNDERSTANDING HOW THE RESPIRATORY SYSTEM SHOULD WORK ALLOWS NURSES TO BETTER IDENTIFY WHEN IT’S NOT
WORKING AND WHY. THIS INCLUDES THE MECHANICS OF BREATHING, GAS EXCHANGE AT THE ALVEOLAR-CAPILLARY MEMBRANE,
AND THE BODY'S COMPENSATORY MECHANISMS.

THE MECHANICS OF BREATHING

BREATHING, OR VENTILATION, IS A COMPLEX PROCESS INVOLVING THE MOVEMENT OF AIR INTO AND OUT OF THE LUNGS. THIS IS
ACHIEVED THROUGH THE COORDINATED ACTION OF THE DIAPHRAGM AND INTERCOSTAL MUSCLES, CREATING PRESSURE GRADIENTS
THAT DRIVE AIRFLOW. IN CRITICAL CARE, UNDERSTANDING THESE MECHANICS IS VITAL WHEN MANAGING PATIENTS WHO HAVE
IMPAIRED ABILITY TO BREATHE EFFECTIVELY.

INSPIRATION: A PROCESS OF ACTIVE MUSCLE CONTRACTION. THE DIAPHRAGM CONTRACTS AND FLATTENS, AND THE EXTERNAL
INTERCOSTAL MUSCLES LIFT THE RIBS UPWARD AND OUTWARD. THIS INCREASES THE VOLUME OF THE THORACIC CAVITY,
LEADING TO A DECREASE IN INTRAPLEURAL AND INTRAPULMONARY PRESSURE, CAUSING AIR TO FLOW INTO THE LUNGS.
EXPIRATION: TYPICALLY A PASSIVE PROCESS AT REST. THE DIAPHRAGM AND EXTERNAL INTERCOSTAL MUSCLES RELAX,
ALLOWING THE ELASTIC RECOIL OF THE LUNGS AND CHEST WALL TO DECREASE THE THORACIC VOLUME. THIS INCREASES
INTRAPLEURAL AND INTRAPULMONARY PRESSURE, FORCING AIR OUT OF THE LUNGS. FORCED EXPIRATION INVOLVES THE
CONTRACTION OF ABDOMINAL AND INTERNAL INTERCOSTAL MUSCLES.

GAS EXCHANGE AT THE ALVEOLAR-CAPILLARY MEMBRANE

THIS IS WHERE THE MAGIC HAPPENS — OXYGEN ENTERING THE BLOODSTREAM AND CARBON DIOXIDE LEAVING. THE ALVEOLAR-
CAPILLARY MEMBRANE IS INCREDIBLY THIN, FACILITATING RAPID DIFFUSION. FACTORS THAT AFFECT ITS INTEGRITY, SUCH AS
INFLAMMATION, EDEMA, OR FIBROSIS, CAN SEVERELY IMPAIR GAS EXCHANGE, LEADING TO HYPOXEMIA.

OXYGEN TRANSPORT: OXYGEN DIFFUSES FROM THE ALVEOLI, WHERE ITS PARTIAL PRESSURE IS HIGH, ACROSS THE ALVEOLAR-
CAPILLARY MEMBRANE INTO THE PULMONARY CAPILLARIES, WHERE ITS PARTIAL PRESSURE IS LOWER. [T THEN BINDS PRIMARILY TO
HEMOGLORBIN IN RED BLOOD CELLS FOR TRANSPORT TO THE BODY'S TISSUES.

CareoN DioxIDE TRANSPORT: CARBON DIOXIDE, A WASTE PRODUCT OF CELLULAR METABOLISM, DIFFUSES FROM THE
PULMONARY CAPILLARIES, WHERE ITS PARTIAL PRESSURE IS HIGHER, INTO THE ALVEOLI, WHERE ITS PARTIAL PRESSURE IS LOWER,
AND IS THEN EXHALED.

CoMMoN CRriITICAL ResPIRATORY CONDITIONS AND THEIR MANAGEMENT

THe ICU SEES A SPECTRUM OF RESPIRATORY AILMENTS, FROM ACUTE LUNG INJURY TO EXACERBATIONS OF CHRONIC CONDITIONS.
NURSES MUST BE FAMILIAR WITH THE PATHOPHYSIOLOGY, CLINICAL PRESENTATION, AND MANAGEMENT STRATEGIES FOR THESE
CONDITIONS.

AcUTE RespiraTORY DisTreESS Synprome (ARDS)

ARDS IS A SEVERE FORM OF ACUTE LUNG INJURY CHARACTERIZED BY WIDESPREAD INFLAMMATION AND FLUID ACCUMULATION IN
THE LUNGS, LEADING TO PROFOUND HYPOXEMIA. IT'S OFTEN TRIGGERED BY SEPSIS, PNEUMONIA, TRAUMA , OR ASPIRATION.



PATHOPHYSIOLOGY: DIRECT OR INDIRECT LUNG INJURY LEADS TO INCREASED PERMEABILITY OF THE ALVEOLAR-CAPILLARY
MEMBRANE. THIS RESULTS IN FLOODING OF THE ALVEOLI WITH PROTEIN-RICH FLUID, IMPAIRED SURFACTANT PRODUCTION, AND
FORMATION OF HYALINE MEMBRANES, SEVERELY COMPROMISING GAS EXCHANGE.

MANAGEMENT: PRIMARILY SUPPORTIVE CARE WITH MECHANICAL VENTILATION, OFTEN USING LUNG-PROTECTIVE STRATEGIES LIKE
LOW TIDAL VOLUMES AND PEEP TO MINIMIZE VENTILATOR-INDUCED LUNG INJURY. FLUID MANAGEMENT, NUTRITIONAL SUPPORT,
AND TREATMENT OF THE UNDERLYING CAUSE ARE ALSO CRUCIAL.

PNEUMONIA AND SEPSIS-INDUCED RESPIRATORY FAILURE

PNEUMONIA, AN INFECTION OF THE LUNG PARENCHYMA , CAN LEAD TO SIGNIFICANT RESPIRATORY COMPROMISE. W HEN IT
PROGRESSES TO SEPSIS, THE BODY'S SYSTEMIC INFLAMMATORY RESPONSE CAN FURTHER IMPAIR LUNG FUNCTION, CONTRIBUTING
TO RESPIRATORY FAILURE.

CLINICAL PRESENTATION: FEVER, COUGH, SHORTNESS OF BREATH, INCREASED W ORK OF BREATHING, AND ABNORMAL LUNG
SOUNDS. SEPSIS ADDS SYSTEMIC SIGNS LIKE HYPOTENSION AND ORGAN DYSFUNCTION.

MANAGEMENT: ANTIBIOTICS ARE THE CORNERSTONE FOR BACTERIAL PNEUMONIA. SUPPORTIVE CARE INCLUDES OXYGEN THERAPY,
FLUID MANAGEMENT , AND MECHANICAL VENTILATION IF INDICATED. EARLY RECOGNITION AND TREATMENT OF SEPSIS ARE CRITICAL.

CHroNIC OBSTRUCTIVE PuLMONARY Disease (COPD) EXACERBATIONS

PATIENTS WITH COPD ARE PRONE TO ACUTE EXACERBATIONS, OFTEN TRIGGERED BY INFECTIONS, WHICH LEAD TO INCREASED
AIRWAY INFLAMMATION, BRONCHOSPASM, AND MUCUS PRODUCTION, \WORSENING AIRFLOW LIMITATION.

NURSING INTERVENTIONS: ADMINISTERING BRONCHODILATORS AND CORTICOSTEROIDS AS PRESCRIBED, PROVIDING SUPPLEMENTAL
OXYGEN CAUTIOUSLY (AVOIDING EXCESSIVE OXYGEN THAT COULD SUPPRESS THE DRIVE TO BREATHE IN SOME PATIENTS),
ASSISTING WITH SECRETION CLEARANCE, AND MONITORING FOR SIGNS OF RESPIRATORY FAILURE.

PuLMoNARY EmeoLisM (PE)

A PE OCCURS WHEN A BLOOD CLOT TRAVELS TO THE LUNGS, OBSTRUCTING BLOOD FLOW. THIS CAN LEAD TO HYPOXEMIA,
RIGHT HEART STRAIN, AND HEMODYNAMIC INSTABILITY.

ASSESSMENT: SUDDEN ONSET OF DYSPNEA, PLEURITIC CHEST PAIN, TACHYPNEA, TACHYCARDIA, AND SOMETIMES HEMOPTYSIS.
MANAGEMENT: ANTICOAGULATION THERAPY IS PRIMARY. IN SEVERE CASES, THROMBOLYTICS OR SURGICAL INTERVENTION MAY BE
NECESSARY. NURSING CARE FOCUSES ON MONITORING VITAL SIGNS, OXYGENATION, AND MANAGING PAIN AND ANXIETY.

ADVANCED RESPIRATORY MONITORING TECHNIQUES

BEYOND BASIC VITAL SIGNS, CRITICAL CARE NURSES UTILIZE SOPHISTICATED MONITORING TO ASSESS AND MANAGE A PATIENT'S
RESPIRATORY STATUS. THESE TOOLS PROVIDE OBJECTIVE DATA THAT GUIDES TREATMENT DECISIONS AND ALLOWS FOR EARLY
DETECTION OF DETERIORATION.

ARTERIAL BLoob Gases (ABGs)

ABGS ARE THE GOLD STANDARD FOR ASSESSING OXYGENATION, VENTILATION, AND ACID-BASE BALANCE. THEY PROVIDE
CRUCIAL INFORMATION ABOUT A PATIENT'S METABOLIC AND RESPIRATORY STATUS.

Key PARAMETERS:

PH: MEASURES ACIDITY OR ALKALINITY OF THE BLOOD.

PAO2: PARTIAL PRESSURE OF OXYGEN IN ARTERIAL BLOOD, INDICATING HOW WELL OXYGEN IS BEING TRANSFERRED FROM THE
LUNGS TO THE BLOOD.

PACOZ2: PARTIAL PRESSURE OF CARBON DIOXIDE IN ARTERIAL BLOOD, REFLECTING ALVEOLAR VENTILATION.

HCO3-: BICARBONATE LEVEL, REFLECTING METABOLIC ACID-BASE BALANCE.

SAO2: ARTERIAL OXYGEN SATURATION.

INTERPRETATION: UNDERSTANDING ABGS INVOLVES ANALYZING THE INTERPLAY OF PH, PACO2, anp HCO3- TO DETERMINE
THE PRESENCE AND CAUSE OF ACID-BASE IMBALANCES (ACIDOSIS OR ALKALOSIS, RESPIRATORY OR METABOLIC).

PuLse OXIMETRY



PULSE OXIMETRY IS A NON-INVASIVE METHOD TO ESTIMATE ARTERIAL OXYGEN SATURATION (SPOQ) W/HILE WIDELY USED, IT
HAS LIMITATIONS, ESPECIALLY IN CRITICALLY ILL PATIENTS.

MEeCHANISM: USES LIGHT ABSORPTION TO MEASURE THE AMOUNT OF HEMOGLORBIN SATURATED WITH OXYGEN.
LIMITATIONS: ACCURACY CAN BE AFFECTED BY POOR PERIPHERAL PERFUSION, NAIL POLISH, AMBIENT LIGHT, AND CERTAIN
DYSHEMOGLOBINEMIAS. |T DOES NOT PROVIDE INFORMATION ABOUT VENTILATION.

CAPNOGRAPHY

CAPNOGRAPHY MEASURES THE CONCENTRATION OF CARBON DIOXIDE IN EXHALED BREATH OVER TIME, PROVIDING A CONTINUOUS,
NON-INVASIVE ASSESSMENT OF VENTILATION AND PULMONARY PERFUSION.

\¥/ AVEFORM ANALYSIS: THE CAPNOGRAM W AVEFORM PROVIDES VALUABLE INSIGHTS INTO AIRWAY PATENCY, LUNG
COMPLIANCE, AND THE EFFECTIVENESS OF MECHANICAL VENTILATION. A SUDDEN LOSS OF WAVEFORM, FOR EXAMPLE, COULD
INDICATE DISCONNECTION OR ESOPHAGEAL INTUBATION.

CLinicAL APpLICATIONS: CRUCIAL FOR CONFIRMING ENDOTRACHEAL TUBE PLACEMENT, MONITORING VENTILATION DURING CPR,
AND DETECTING CHANGES IN METABOLIC STATE OR PULMONARY PERFUSION.

MECHANICAL VENTILATION: PRINCIPLES AND PRACTICE
MECHANICAL VENTILATION IS A LIFE-SUSTAINING INTERVENTION FOR PATIENTS UNABLE TO MAINTAIN ADEQUATE GAS EXCHANGE
INDEPENDENTLY. CRITICAL CARE NURSES ARE INTEGRAL TO ITS MANAGEMENT, FROM INITIATING SETTINGS TO WEANING THE
PATIENT.
MoDES OF VENTILATION
THERE ARE NUMEROUS MODES OF MECHANICAL VENTILATION, EACH DESIGNED TO MEET SPECIFIC PATIENT NEEDS. UUNDERSTANDING
THESE MODES IS ESSENTIAL FOR SAFE AND EFFECTIVE CARE.

o AssisT-ConTroL (AC): THE VENTILATOR DELIVERS A PRESET TIDAL VOLUME OR PRESSURE WITH EACH BREATH THE

PATIENT INITIATES. |[F THE PATIENT DOESN'T INITIATE A BREATH, THE VENTILATOR DELIVERS A SET NUMBER OF BREATHS.

® SYNCHRONIZED INTERMITTENT MANDATORY VENTILATION (SIMV): ALLOWS THE PATIENT TO TAKE SPONTANEOUS
BREATHS BETWEEN SET MANDATORY BREATHS DELIVERED BY THE VENTILATOR.

o PResSURE SUPPORT VENTILATION (PSV): DELIVERS A PRESET LEVEL OF POSITIVE PRESSURE DURING SPONTANEOUS
INSPIRATION TO REDUCE THE WORK OF BREATHING.

¢ VoLuMe ConTroL (VC): DELIVERS A SET TIDAL VOLUME WITH EACH BREATH.

o PressURE CoNTRoOL (PC): DELIVERS A SET INSPIRATORY PRESSURE FOR A SET INSPIRATORY TIME.

LUNG-PROTECTIVE VENTILATION STRATEGIES

THE GOAL OF LUNG-PROTECTIVE VENTILATION IS TO MINIMIZE VENTILATOR-INDUCED LUNG INJURY (V“_D, ALSO KNOWN AS
BAROTRAUMA AND VOLUTRAUMA. THIS IS PARTICULARLY IMPORTANT IN ARDS.

Low TIDAL VOLUMES: TYPICALLY 4-8 ML/KG OF IDEAL BODY WEIGHT.

PosITIVE END-ExPIRATORY PRESSURE (PEEP): APPLIED AT THE END OF EXPIRATION TO KEEP ALVEOLI OPEN AND IMPROVE
OXYGENATION.

PErRMISSIVE HYPERCAPNIA: ALLOWING HIGHER PACO2 LEVELS TO ACHIEVE LUNG PROTECTION, AS LONG AS THE PH REMAINS
ACCEPTABLE.

\WEANING FROM MECHANICAL VENTILATION

THE PROCESS OF GRADUALLY WITHDRAWING VENTILATORY SUPPORT IS A CRITICAL PHASE IN PATIENT RECOVERY. |T REQUIRES
CAREFUL ASSESSMENT OF THE PATIENT'S READINESS AND PHYSIOLOGICAL CAPACITY TO BREATHE INDEPENDENTLY.



READINESS ASSESSMENT: INVOLVES EVALUATING SPONTANEOUS BREATHING TRIALS (SBTS), ADEQUATE OXYGENATION,
STABLE HEMODYNAMICS, AND RESOLUTION OF UNDERLYING CAUSES OF RESPIRATORY FAILURE.

NURSING RoLE: CLOSE MONITORING DURING SBTS, PROVIDING REASSURANCE, MANAGING SECRETIONS, AND ADJUSTING
VENTILATOR SETTINGS AS NEEDED DURING THE WEANING PROCESS.

PHARMACOLOGY IN CrITICAL CARE RESPIRATORY NURSING

A RANGE OF MEDICATIONS ARE USED TO SUPPORT RESPIRATORY FUNCTION AND MANAGE CRITICAL RESPIRATORY CONDITIONS.
NURSES MUST UNDERSTAND THE INDICATIONS, DOSAGES, SIDE EFFECTS, AND ADMINISTRATION ROUTES OF THESE DRUGS.

BRONCHODILATORS AND CORTICOSTEROIDS

THESE ARE COMMONLY USED TO OPEN AIRWAYS AND REDUCE INFLAMMATION IN CONDITIONS LIKE COPD EXACERBATIONS AND
ARDS.

BRONCHODILATORS: BETA-AGONISTS (E.G., ALBUTEROL) AND ANTICHOLINERGICS (E.G., IPRATROPIUM) HELP RELAX BRONCHIAL
SMOOTH MUSCLE.

CORTICOSTEROIDS: (E.G., METHYLPREDNISOLONE) REDUCE AIRWAY INFLAMMATION.

SEDATIVES AND ANALGESICS

ESSENTIAL FOR PATIENT COMFORT AND TO FACILITATE SYNCHRONY WITH MECHANICAL VENTILATION.

SEDATIVES: PROPOFOL, BENZODIAZEPINES.

ANALGESICS: OpPIoIDS (E.G., FENTANYL, HYDROMORPHONE).

NEUROMUSCULAR BLOCKERS: USED IN SPECIFIC SITUATIONS TO PARALYZE RESPIRATORY MUSCLES, ENSURING VENTILATOR
SYNCHRONY, BUT REQUIRE INTENSIVE MONITORING.

V ASOPRESSORS AND INOTROPES

OFTEN USED TO SUPPORT HEMODYNAMICS IN CRITICALLY ILL PATIENTS, WHICH INDIRECTLY IMPACTS RESPIRATORY FUNCTION BY
IMPROVING TISSUE PERFUSION.

VASOPRESSORSZ NOREPINEPHRINE/ DOPAMINE.
INOTROPES: DOBUT AMINE.

INTERDISCIPLINARY COLLABORATION AND COMMUNICATION

EFFECTIVE CARE IN THE ICU IS A TEAM SPORT. CRITICAL CARE NURSES WORK CLOSELY WITH PHYSICIANS, RESPIRATORY
THERAPISTS, PHARMACISTS, DIETITIANS, AND OTHER SPECIALISTS TO ENSURE COMPREHENSIVE PATIENT MANAGEMENT.

THe RoLE oF THE NURSE AS A COMMUNICATOR

NURSES ARE OFTEN THE CENTRAL POINT OF CONTACT FOR PATIENTS AND THEIR FAMILIES, AND THEY PLAY A CRUCIAL ROLE IN
COMMUNICATING VITAL INFORMATION BETWEEN TEAM MEMBERS.

HANDOFF REPORTS: CLEAR, CONCISE, AND ACCURATE HANDOFF REPORTS ARE ESSENTIAL TO PREVENT ERRORS AND ENSURE
CONTINUITY OF CARE.

TeaM MEETINGS: ACTIVE PARTICIPATION IN MULTIDISCIPLINARY ROUNDS AND CASE CONFERENCES.

FAMILY COMMUNICATION: PROVIDING UPDATES, ANSWERING QUESTIONS, AND ADVOCATING FOR PATIENT NEEDS TO THE
HEALTHCARE TEAM.

¥/ ORKING WITH RESPIRATORY THERAPISTS
RESPIRATORY THERAPISTS (RTS) ARE SPECIALISTS IN RESPIRATORY CARE AND ARE INVALUABLE PARTNERS IN THE |CU.
SHARED RESPONSIBILITIES: RTS MANAGE MECHANICAL VENTILATORS, PERFORM AIRWAY CLEARANCE TECHNIQUES, ADMINISTER

RESPIRATORY MEDICATIONS, AND CONDUCT PULMONARY REHABILITATION. NURSES AND RTS COLLABORATE ON VENTILATOR
MANAGEMENT, WEANING, AND GAS EXCHANGE OPTIMIZATION.



ETHIcAL CONSIDERATIONS AND PATIENT ADVOCACY

CRITICAL CARE RESPIRATORY NURSING INVOLVES NAVIGATING COMPLEX ETHICAL DILEMMAS AND BEING A STRONG ADVOCATE
FOR PATIENTS, ESPECIALLY THOSE WHO ARE UNABLE TO COMMUNICATE THEIR WISHES.

INFORMED CONSENT AND DECISION-MAKING

ENSURING PATIENTS OR THEIR DESIGNATED SURROGATES UNDERSTAND THEIR TREATMENT OPTIONS, RISKS, AND BENEFITS IS A
FUNDAMENTAL ETHICAL PRINCIPLE.

ADVANCE DIRECTIVES: NURSES SHOULD BE AWARE OF AND RESPECT PATIENTS’ ADVANCE DIRECTIVES AND LIVING WILLS.
SURROGATE DECISION-MAKERS: ASSISTING FAMILIES IN UNDERSTANDING THEIR ROLE AND FACILITATING SHARED DECISION-MAKING
WITH THE MEDICAL TEAM.

END-oF-LIFE CARE AND PALLIATIVE INTERVENTIONS
FOR MANY PATIENTS IN CRITICAL CARE, THE FOCUS MAY SHIFT TOWARDS COMFORT AND QUALITY OF LIFE.

PALLIATIVE CARE INTEGRATION: NURSES PLAY A VITAL ROLE IN IDENTIFYING PATIENTS WHO WOULD BENEFIT FROM PALLIATIVE
CARE CONSULTATIONS AND IN IMPLEMENTING COMFORT MEASURES.

SUPPORTING FAMILIES: PROVIDING EMOTIONAL SUPPORT AND A COMPASSIONATE PRESENCE FOR FAMILIES FACING DIFFICULT END-
OF-LIFE DECISIONS.

FREQUENTLY ASKED QUESTIONS

QI W/HAT ARE THE MOST CRITICAL SKILLS FOR A NEW CRITICAL CARE RESPIRATORY NURSE TO MASTER?

A: NEW CRITICAL CARE RESPIRATORY NURSES SHOULD FOCUS ON MASTERING ADVANCED RESPIRATORY ASSESSMENT, ABG
INTERPRETATION, UNDERSTANDING VARIOUS MECHANICAL VENTILATOR MODES AND ALARM MANAGEMENT, AND EFFECTIVE
COMMUNICATION WITH THE MULTIDISCIPLINARY TEAM AND FAMILIES. DEVELOPING A STRONG FOUNDATION IN RECOGNIZING EARLY
SIGNS OF RESPIRATORY DETERIORATION IS ALSO PARAMOUNT.

QZ How DOES PULSE OXIMETRY DIFFER FROM ARTERIAL BLOOD GAS (ABG) ANALYSIS IN ASSESSING OXYGENATION?

A: PULSE OXIMETRY PROVIDES A NON-INVASIVE ESTIMATE OF ARTERIAL OXYGEN SATURATION (SPOQ) BY MEASURING LIGHT
ABSORPTION THROUGH THE FINGERTIP OR EARLOBE. ABG ANALYSIS, ON THE OTHER HAND, INVOLVES DRAWING ARTERIAL BLOOD
TO DIRECTLY MEASURE THE PARTIAL PRESSURE OF OXYGEN (PAOQ) AND OTHER GASES, OFFERING A MORE PRECISE AND
COMPREHENSIVE ASSESSMENT OF OXYGENATION, VENTILATION, AND ACID-BASE BALANCE.

Q: WHAT 1S PEEP, AND WHY IS IT USED IN MECHANICAL VENTILATION?

A: PEEP sTANDS FOR PosITIVE END-EXPIRATORY PRESSURE. IT IS A SETTING ON MECHANICAL VENTILATORS THAT MAINTAINS A
CONSTANT POSITIVE PRESSURE IN THE AIRWAYS AT THE END OF EXPIRATION. PEEP HELPS TO KEEP ALVEOLI OPEN, PREVENTING
THEM FROM COLLAPSING, WHICH IMPROVES GAS EXCHANGE BY INCREASING THE SURFACE AREA FOR OXYGEN DIFFUSION AND
REDUCING THE WORK OF BREATHING.

Q: WHAT ARE SOME COMMON SIGNS OF WEANING FAILURE FROM MECHANICAL VENTILATION?

A: SIGNS OF WEANING FAILURE CAN INCLUDE INCREASED RESPIRATORY RATE (TACHYPNEA), INCREASED HEART RATE
(TACHYCARDIA), DECREASED OXYGEN SATURATION (SPO2), USE OF ACCESSORY MUSCLES, INCREASED WORK OF BREATHING,
CHANGES IN MENTAL STATUS, AND PATIENT DISTRESS OR ANXIETY.

QZ W/HAT IS THE SIGNIFICANCE OF CAPNOGRAPHY IN THE CRITICAL CARE SETTING?

A: CAPNOGRAPHY PROVIDES A CONTINUOUS, NON~INVASIVE MEASUREMENT OF END-TIDAL CARBON DIOXIDE (ETCOQ) DURING
VENTILATION. |T IS CRUCIAL FOR CONFIRMING ENDOTRACHEAL TURE PLACEMENT, MONITORING THE EFFECTIVENESS OF MECHANICAL
VENTILATION AND CPR, AND DETECTING CHANGES IN PATIENT STATUS SUCH AS BRONCHOSPASM, APNEA, OR CIRCULATORY
COLLAPSE.

QZ How CAN A CRITICAL CARE NURSE BEST ADVOCATE FOR A PATIENT WITH RESPIRATORY FAILURE?

A: A CRITICAL CARE NURSE CAN BEST ADVOCATE BY PERFORMING THOROUGH AND FREQUENT ASSESSMENTS, METICULOUSLY
DOCUMENTING FINDINGS, COMMUNICATING ANY CHANGES IN THE PATIENT'S CONDITION PROMPTLY TO THE MEDICAL TEAM,
ENSURING THE PATIENT’S WISHES ARE RESPECTED, AND PROVIDING EMOTIONAL SUPPORT TO BOTH THE PATIENT AND THEIR
FAMILY.



Q: WHAT IS THE PRIMARY GOAL OF LUNG-PROTECTIVE VENTILATION STRATEGIES?

A: THE PRIMARY GOAL OF LUNG-PROTECTIVE VENTILATION STRATEGIES, SUCH AS USING LOW TIDAL VOLUMES AND
APPROPRIATE LEVELS OF PEEP, IS TO MINIMIZE VENTILATOR-INDUCED LUNG INJURY (VILI). THIS HELPS TO PREVENT FURTHER
DAMAGE TO ALREADY COMPROMISED LUNG TISSUE AND IMPROVE PATIENT OUTCOMES.
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