
Dayton, VAMC Ventilated Patient Protocols and How to Order Them


  


A “Ventilated Patient Order Set” is currently being entered into CPRS.  After this is complete, many of these ordering steps will be unnecessary.  The protocols associated with the following orders ARE available for usage now.  Copies of the complete protocols are available in the medical and surgical Critical Care offices;  





1.  Sedation Level Monitoring per Protocol:


	Whenever continuous intravenous sedation is ordered for a ventilated patient, the nurse will automatically initiate the protocol for you (no order necessary).  However, when ordering the intravenous sedation, you should, in the comment box at the bottom of the pharmacy order enter the sedation level that you wish to achieve for the patient. We currently utilize a modified Ransay Scale for sedation level monitoring and we suggest that, for many patients, a level of 4 should be adequate. 


	





          	Example of comment on pharmacy order:





Modified Ramsay Scale in use in the ICU / CCU:


Sedation Level�
                        Assessment�
�
1�
Responds readily to verbal stimuli spoken in a normal tone.�
�
2�
Lethargic, but, responds to verbal stimuli spoken in a normal tone.


�
�
3�
Responds only to verbal stimuli that are loud and / or repeated.�
�
4�
Responds only after mild prodding or shaking.�
�
5�
Responds only to noxious stimuli.�
�
6�
Does not respond to noxious stimuli.�
�



2.  “Sedation Vacations” per Protocol:


	Sedation vacations do require a “text order” entry into CPRS.  We suggest that they be ordered to begin at 0600 in the morning.


	


Example of “sedation vacation” text order:





3.  Weaning Parameters per Protocol or per order (when patient does not meet protocol criteria):


	Weaning parameters are to be complete (no order necessary) by respiratory therapists between 0800 and 0900 on all patients that meet the following criteria:





1.  The patient is hemodynamically stable per the patients’ primary nurse. Stability will be defined as HR < or = to 120 and a MAP > or = to 60, not on pressors.


�
�
2.  The patient is responsive to stimuli with the presence of a cough and gag reflex and has not on intravenous sedation for at least 2 hours per patients’ primary nurse.�
�



3.  FiO2 < 0.55�
�



4.  SpO2 greater than or = to 92% �
�



5.  ABG pH greater than or = to 7.35 (if measured). Nursing, to assist the process, will provide this information to the respiratory therapist. Criteria 5 will be omitted for consideration if no ABG has been ordered for the day�
�



6.  PEEP less than or = to 5 cm�
�



7.  RR greater than or = to 12 and less than or = to 25


�
�

























































Titrate sedation to a target level of 4.





Initiate Critical Care Daily Sedation Vacation Protocol. Begin wake-up at 0600 each day.








