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Welcome to the online ICU Guidebook.

Vasopressors

during your ICU/CCU rotations.

How to use thisdocument:

ICUBasics basic tips for surviving your rotation. ICU daily checklist.
Intensive Care Topicsommon admissions and useful algorithms.
Procedures £alcs Vasopressorsa quick reference for use of common vasopressor agents.
Mechanical ventilation:a quick reference for ventilators.

Mechanical Ventilation

The purpose of this website is to provide residents with quick online access to information that will help

Core IC Procedures + Calculatara collection of procedure tips, videos, notes, and useful calculators.

CORE ICU Artictelslust read ICU articles.

CORE CCU Articlédust read CCU atrticles.
Core CC

Otherimportant sites:
OnlineHousestaffSurvival Guide

UIH Clinical Care Guidelines
New-Innovations
AMION gards]
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http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/final/survivalguide.pdf
http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/final/survivalguide.pdf
http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/final/survivalguide.pdf
http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/final/survivalguide.pdf
http://uimcwww2.uimcc.uic.edu/docs/mcmpp.htm
http://www.new-innov.com/pub/
http://www.new-innov.com/pub/
http://www.new-innov.com/pub/
http://www.amion.com/
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General

Welcome to your ICU Month(s). These are some general rules/guidelines to follow:

¢CKNBS [ Q& (2 bh¢ 5hyY

Lie (especially parts of physical exam that you did not do)

Be Lazy

Be Late
These are the habits to ICU success:

Be Organized

Be Involved

Be Efficient

Be Thorough

Take Initiative

Take Ownership of Yopatients
Daily routine / Patient care

Here is a checklist that should be followed for every ICU patient:

Daily Checklist
Every day each person should have the following addressed:

1. Code Status
2. Sedation (held in am, when stopping, etc.)
3. Gl Prophylaxis (most important when intubated)
4. DVT Prophylaxis
5. Fluid, electrolytes, nutrition
6. Disposition
Otherdaily tasks to always keep in mind:
Monitor I/0O on EVERY PATIENT with 24h totals
Knowtheir IV access including dates central lines have
been placed
Durationof abxuse
Durationof steroid use for shock patients

ForMechanically Ventilated Patients, always know the following:

Datelntubated

Sizeof Tube

VentSettings (mode/rate/volume/pressure/PEEP/FIO2)
Peak/PlateatPressure

Progress Notes

Organ based is generally the most
thorough. FoICCU, include cardiac
studies in your note and cardiac systems
Ay @2dzONB ! ktY

CAD

CHF

EP

HTN

Lipids

aghrwnE


http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/File/imr_housestaff/daily_checklist-icu.pdf
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Shock algorithm

Septicshock
Cardiogenic shock

Hypovolemic shock

Hypertensive crisis

Heartfailure

Hypothermia protocol

Antimicrobials in the ICU

Vancomycin dosing

£
>
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Other| Neuro

Respiratory distress
ARDS
COPD

Asthma

Seizures

Brain Death

Sedation

Acid-basereview

Decision Making Capacit

Death Pronouncement



http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/hypothermiaprotocol.pdf

unvensiy oF imois o ICU Guidebook | Intensive Care Topics | Shock
COLLEGE OF MEDICINE Whenevaluating a patient with hypotension, always think of the following algorith

AT Think of lifethreatening causes and immediately rule them out. Here are some Quick Links
CH | CAG O pointers:

_ _ A Surviving sepsis Guideline
A ECGo r/o AMI as a cause of cardiogenic shock A Antimicrobials
A CBQo r/o acute blood loss A Sepsis
: ; o Sepsis
A Infectiousworkup if sepsis is suspected

A Cardiogenic Shock
A Hypovolemic Shock

Home Hypotension
ICU Basics v v
Decreased pulse pressure Wide pulse pressure

Cool extremities Warm extremities

Intensive Care Topic Poor cap refill Good cap refill

SIRS criteria?
l Suspected infxn?

Vasopressors v
Fluid Overload Hypovolemic

Mechanical Ventilation

Procedures €alcs

v
Cardiogenic Shock Hypovolemic Shock Septic shock
Core IC
Core CC
- tichaz! Jahn=on, PharmD
University ofllinois Chicago
Types of Shock Matermher 2011 MAP= CO % SWR
CO = Stroke Yolurne % HR
———— - W composed Afterload, Preload & hotrope
Cardiac Index SWR Sully _ i ¥ .
Shock Type rdiac In Adrenergic Receptors Dygen Delivery (D0, FCO 2 Sa0y 3 Hob 3134
Pump Function Preload Ateroad Tizaue Perfuzion
Receptor Cardiac Effect Vascular Effect Het
Cardiogenic * *
i 1 Mame T T BP
Distribotive i -
# Peripheral: Hypertension
" SIRS. 1 * * * 1 L Central: Hypotension, bradweardia
. = Sepsiz [ Usually) (Tranzienty)
( :l | I O ICS ‘ ‘ B Be 1 HE. lonato pic ‘ l ‘ tco
p Hypeuclemic * * + DOPA ‘asodilatation in renal, mesenteric, coranary, and
. . intracerebral vascular beds
On“ne ICU G UldebOOk Others Mixed [($epsis with myocardial suppresson), Obstructive



http://www.survivingsepsis.org/Guidelines/Pages/default.aspx

unvensiy oF imois o ICU Guidebook | Intensive Care Topics | Sepsis
COLLEGE OF MEDICINE When evaluating a patient with hypotension, immediately try to assess whether

AT suspect sepsis, and where in the sepsis spectrum the patient falls. Does he mee Quick Links
CHICAGO

criteria? Does he have a known or suspected source of infection? A surviving sepsis Guideline

A Antimicrobials

A Sepsis calculator
A Shock

A Cardiogenic Shock

Once you clarify this and you have ruled out other causes of shock, follow the
algorithms below from the surviving sepsis campaigniaitdte EGDT. The original
articles can be found in the CORE ICU folder

Home A Hypovolemic Shock
SIRS Severe Sepsis Septic Shock
106 1. T€£36o0or>38C Sepsis Severe sepsis
ICU Basic SR > 90 ) o
3. BR=22bpmor.. plus, Hypotension
e BACO2S. 32 MMHG,... ;
. : - Organ dysfunction Despite
Intensive Care Topic MiBfaO;M”OO - «  Hypotension
- mof‘i,as,fﬂm *  Hypoxia Adequate fluid
: +  Oliguria Resuscitation
. +  Acidosis
V. r IS Sepsis . ]
aSOD €550 At least 2 SIRS criteria Sifrian
1 i
Inf%c%?on Mortality: 25-30 % Mortality: 40-70 %
Mechanical Ventilation -

< § mmHg - -
Procedures €alcs Crystalloidor Colloid |
812 Y
mmHg Y¥
M 65-90 mmHg
Vasoactive Agent \
Core CC 6590 N

mmHg )
<70% RBC Transfusion to
HCT > 30
7 0% |

Dobutamine

ICU Topics

Online ICU Guidebook

Riverset al. N EnglJ Med. 2001;345:1368-77.



http://www.survivingsepsis.org/Guidelines/Pages/default.aspx
http://www.mdcalc.com/sirs-sepsis-and-septic-shock-criteria/

unvesrsity oF imois o ICU Guidebook | Intensive Care Topics | Cardiogenic shock
COLLEGE OF MEDICINE

AT CHICAGO

Quick Links

Suspected Cardiogenic Shock A Heart Failure
- SBP <9f0 . | A ACS UIH Guidelines
- Signs of Low Cardiac Output: oliguria, . :
pulmonary edema, poor mental status A ADHF UIH Guidelines
A Shock
A Septic shock
Home Initial evaluation and Rapid Stabilization A Hypovolemic Shock
— - Immediate ECG
- Look for evidence of AMI: ST elevations, new
. LBBB, suspected -posterior Ml
ICU_BaSlC - Supplemental O2
- BP Support: Dopamine, Norepinephrine,
Dobutamine
Intensive Care Topic

Yes Signs of ischemia on EKG? l No
z
Vasopressors — :
Immediate Reperfusion | Immediate TTE
- Evaluate LV/RV function
. . . - r/o mechanical causes:
Mechanical Ventilation

acute valvular issues,
papillary muscle rupture,
VSD, free wall rupture

Procedures €alcs

Core IC l

Core CC

Continue medical
management and BP
support with
inotropes/pressors

|

LV assist device, Heart

I C U TO p I CS transplant

Online ICU Guidebook



http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/ACSGuidelines.pdf
http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/HFguidelines.pdf
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Intensive Care Topics | Respiratory distress

Quick Links

A ABG Calculator

A A-a gradient
A Wells criteria for PE
A Decision to Intubate

A Asthma
A copD
Cuoygen Delivery Devices Fid2
Devies Capacity Flow [LAmimy Fi2
Wasd Samda SrmL )l 0.21-024
*FiCZ decreases 33 z o]
mirte wenlilation 3 i)
ineresies 4 a4.as
) 242
3 AZ- 45
OF Face Mask 1502 50mL 50 A0
Mzsk-Feseroi Bag TEQ-ZE0mL
Parlid Momrelveather 57 A5-T75
Mornreireather 510 A4

Trua Shunt
Ahwaalar cdlapss: pm,
anf
R Saum
ImrPum Shund &)

Concerning levels from an ABG & VS that may

suggest future need for intubation:

* Pa0O2/Fi02 <36Q00

* Increased PaCO2 + tachypnea

* RR >385

* Pa02<50 on 50% or greater FiO2

* PaCO2 >55 wiLlungfxn (I.eno COPD, fibrotic

lungd2)
*pH <.3

Tokin, K31 Book, po 407

Contraindications for MIPPYBIPAPICPAP: severs encephd opalhy, imabilily 1o cooperstefprolec
afrway, high tisk of sspivation, mabiily 1o cles secetions, upper aiway oasloa, homodynamic nstabily

Hypercapnsa
+ Raspiratory Drive o Mhwopethies
o Chemareeploig v Digphragm iy
v Ml Abkalosis " RPMDM
o Pty newno Mo, dystrophy
v Bramstem stoke » Hypemphosphatemia
v Tumer + Vent, Apparatus
n Primany sven & o LhesiEl
hypoveniiation v ghesily
o SecondETy Eo v kyphosisfodiosis
v Sedalies o Hana
v SHE infecion v fliogis,
» Hypolhyiokiism n efhusion
«  NM systom o lung parenchyma
o Mewopalhies » emphysema
v cenvica oove injury v fhnsis
» phrenic nerve injuny v CHF,
v Gullan-Bamie = FHA
» ALE palin o Aiwsays
o WM v aaillving,
myasthenia g » COPD
v Lamberd Ealon v momnchiectsis,
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http://www.medcalc.com/acidbase.html
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/wells-criteria-for-pulmonary-embolism-pe/

unversity o imoss o ICU Guidebook | Intensive Care Topics | ARDS
COLLEGE OF MEDICINE

INCLUSION CRITERMute onset of
AT M® tFhukCAhu X onn O002NNBOGSR F2NJ I fdAlGdzRSO Quick Links
CH | CAG O 2. Bilateral (patchy, diffuse, or homogeneous) infiltrates consistent with
pulmonary edema A ABG Calculator
3. No clinical evidence of left atrial hypertension A Aa gradient
A Wells criteria for PE
VENTILATOR SETUP AND ADJUSTMENT A ARDSnet i |
1. Calculate predicted body weight (PBW) net proloco
Males = 50 + 2.3 [height (inches0] A Asthma
Home Females = 45.5 + 2.3 [height (incheg] A copD
— 2. Select any ventilator mode '
3. Set ventilator settings to achieve initial VT = 8 ml/lkg PBW
N ® WSRdZOS ¢ 68 M YEkl13 FG AYyGESNT ~— ° o o st - -
ICU Basic na W : o o Lower PEEP/higher Fi02
—_— ﬁ Set initial rate to approximate baseline minute ventilation (not > 35 Fio, 03 104 104 105 Tos Tos To7 To7
pm). ) PEEP | 5 5 8 8 10 |10 |10 |12
. . 6. Adjust VT and RR to achieve pH and plateau pressure goals below
Intensive Care Topic Fio, _[07 [ 08 [09 09 [09 [10
OXYGENATION GOAla0?2 580 mmHg or SpO2 8%% PEEP | 14 14 14 16 18 18-24
Use a minimum PEEP of 5 cm H20. Consider use of incremental FiO2/F
: combinations such as shown below (not required) to achieve goal. Higher PEEP/lower FiO2
VaSODreSSOI’ FiO, 0.3 0.3 0.3 0.3 0.3 0.4 0.4 0.5
PLATEAU PRESSURE GBiALo 1 OY | H h PEEP |> [8 10 [12 14 14 |16 |16
Mechanical Ventilation ghh:ncl&l:ri):]alta(gé;icr:?f inspiratory pause), at least q 4h and after each Fio, 05 0508 108 09 10 0
9 ’ PEEP 18 20 22 22 22 24

If Pplat> 30 cm H20: decrease VT by 1ml/kg steps (minimum = 4 ml/kg)
If Pplat< 25 cm H20 and VT< 6 ml/kg, increase VT by 1 ml/kgPytdit> 25
Procedures €alcs cm H20 or VT = 6 mi/kg.
If Pplat< 30 and breath stacking dyssynchrony occurs: may increase VT in
1ml/kg increments to 7 or 8 ml/kg Hplatremains < 30 cm H20.

Core IC
pH GOAL7.367.45
Acidosis Management: (pH < 7.30) Adjustments:
Core CC If pH 7.157.30: Increase RR until pH > 7.30 or PaCO2 < 25 * Toimprove sxpgenation’ increase FiD2, increase FEER [athough PEEP = 10 is rare) orincrease
—_— (Maximum set RR = 35). ingpiratory time
. ¢ Toimprove ventilation: increase tidal welume or inspiratory pressura, or increase rate (this may
If pH < 7.15: Increase RR to 35. shorten inspiratory fime and effectoxygenation, as well as influence auto-FEEF)

If pH remains < 7.15, VT may be increased in 1 mi/kg steps untilp ~ * —E’D_HT?;:EE_Gﬁigl}a?;“t[}gfﬁlgg litgg EnlggthPjE%to SHgRLERir U glrouma

7.15 Eplattarget of 30 may be exceeded). o Relative contraindications: cerebrovascular 4z, hemedynamic instabilty, renal failure,
May give NaHCO3 pulmenary HTH

Alkalosis Management: (pH > 7.45) Decrease vent rate if possible.

ICU Topics

Online ICU Guidebook



http://www.medcalc.com/acidbase.html
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/wells-criteria-for-pulmonary-embolism-pe/
http://www.ardsnet.org/system/files/Ventilator Protocol Card.pdf

unvensiy oF imois o ICU Guidebook | Intensive Care Topics | COPD
COLLEGE OF MED'C'NE Your initial evaluation of COPD should include the following:
- History, Physical, Basic labs
AT CHICAGO 2
- Arterial blood gas analysis A ABG Calculator

A A-a gradient
A Wells criteria for PE

Once your clinical impression of COPD is confirmed, you can initiate your
treatment:

- Bronchodilator therapy A DeCISIOFI tO Intubate
- Corticosteroids A Asthma
Home - Supplemental O2 if needed A COPD
— - Antimicrobials .
ICU Basic: In this section we will discuss COPD topics specific for the ICU.

Antimicrobials for COPD Exacerbations
. . Step 1 Assessment of antibiotic indications for COPD Continue BiPAP
Intensive Care Topic Arhreecardinal symptoms

Aincreased dyspnea, increased sputum volume, increase sputum purulence
ARequire mechanical ventilation A

Vasopressors Step 2 Antibiotic Choices: Yes?
AHigh Risk: Levofloxacin

and serial reassessments

ALow Risk: Azithromycin, Doxycycline .
; ilati Step 3 ThorougEvalfor Other Causes of Exacerbation BIPAP
Mechanical Ventilation AD Initiate BiPAP/noninvasive =
rugs . . ventilation in s setting where ETT > Improvement?
AArrythmias(Afib) can be performed if needed
ACoronary Ischemia
PI’OCGdUI’eS 'CaICS APneumothorax
AviralInfection A
Mulmonary embolism
No?
Core IC
No?

Core CC

Mechanical Ventilation in COPD Exacerbations

Are there any reasons why the patient cannot tolerate
noninvasive mechanical ventilation? v
flAcute respiratory failure

flAgitation or altered mental status

Endotracheal Intubation
Initiate BiPAP/noninvasive ventilation in

. e b
- {Hemodynamic instability Yes? s setting where ETT can be performed if
I ' U TO p I CS fExcessive secretions » needed

flunable to provide proper mask fitting
Online ICU Guidebook

A



http://www.medcalc.com/acidbase.html
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/a-a-o2-gradient/
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ICU Guidebook | Intensive Care Topics | Asthma

Quick Links

Initial Asscssment (see figures 5-1, 5-3)

ef history, physical examination (auscuitaon, use of accessory muscles, heart rate, respirat t
PEF or FEV,, oxygen saturation, and other tests as indicated A ABG Calculator
¢ 3 A A-a gradient
FEV, or PEF 240% (Mild-to-Moderate) FEV, or PEF <40% (Severe) Impending or Actual A We”S criteria for PE

# Oxygen to achveve Sa0l, 290% ® Oxygen to achieve Sa0, Respiratory Arrest R

s Inhaled SABA by nebulizer or MDI with 260% = Intubation and mechanical A DeC|S|0n to IntUbate
valved holding chamber, up to 3 doses s High.dose inhaled SASA plus ventilation with 100% A COPD
n first hour ipratropium by nebulizer or oxygen ~=

s Orsl systemic corticosterosds if no MDi pius valved hoiding s Nebulized SASA and H i
mmediate response or if patient chamber, every 20 minutes or pratropium A UIH ASthma GUIdellneS
recently 100k oral systemic continuously for 1 hour ® Intrayenous corticostennids '
corticosterods @ Oral sysiemic COrticosienids ® Consider adjunct therapies

Admit to Hospital Intensive Care

Repeat Assessment
PEF, O, saturation, other tests as needed (see box below)

Sympioms, physical examination

* *

Moderate Exacerbation Severe Exacerbation
FEV,or PEF 40-E%% FEV,or PEF «<40% predicted/perscnal best
precicted/parsonal best Physical exam: severs sympioms at rest, accessory muscle use,
Physical exam; moderate symptoms chest retracton
m Inhaled SABA every 60 minutes History: high-nsk patient
m Oral systiemic comeosteroid NGO IMZZoVEMEnt aMar NLal Weameant
s Continue treatment 1-3 hours, u Oxygen
provided there I8 improvement, m Nebulized SABA + pratropium, hourly of continuous
make agmit decision in <4 hours u Oral systemic corticosieroids
m Consider adjunct therapies

L |

Good Response
m FEV, or PEF 270%
a Response sustained 60 minutes

Poor Response
m FEV, or PEF <40%
a PCO, 242 mm Hg

Incomplete Response
s FEV, or PEF 40-€9%

8 Mid-to-moderate symptoms
after last treatment m Physical exam:
m No distress symploms severe,

m Physical exam: normal Individualized decisicn re; drowsiness, confusion
heospaaiizanon (<2 t2x1) Y

¥ ¥

Discharge Home Admit to Hospital Ward Admit to Hospital Intensive Care
u Continue treatment with inhaled SABA m Oxygen u Oxygen
u Continue course of oral systemic m Inhaled SABA ® Inhaled SABA hourly or
conicostercid ®» Systemic (oral or contnuoyusly
u Consider initiaton of an ICS Intravenous) corticostencid 8 INtravenous corticostercid
u Patent education m Consider adanct therapies = Consider adjunct therapies
— Review medications, including inhater ®» Monitor vital signs, FEV, or ® Possibie intubation and
technique. PEF, Sa0, mechanical ventilaticn
- Reviewlinitiate action plan.
- Recommend clcse medical followup.

P

s Continue treatment with inhaled SABAs

» Continue course of oral systemic corticosteroid

s Continue on ICS. For those not on long-term control therapy, consider
nitiation of an ICS

@ Patent education (e.g . review medications, including inhaler technique and
whenever possible. environmental control measures: review/initate action
plan; recommend ciose medical followup)

» Sefore discharge, schedule followup appointment with primary care provider
and/or asthma specialist In 1-4 weeks

Discharge Home



http://www.medcalc.com/acidbase.html
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/a-a-o2-gradient/
http://www.mdcalc.com/wells-criteria-for-pulmonary-embolism-pe/
http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/asthmaguidelines.pdf

unvensiy oF imois o ICU Guidebook | Intensive Care Topics | HTN Crisis
COLLEGE OF MED'C'NE When treating a HTN emergency, always consider invasive BP monitoring for more accurate vital

AT Quick Links
CH | CAG O When evaluation a HTN crisis, evaluate where in the disease spectrum the patient falls by following

the algorithm below. Choose the appropriate medication based on the clinical scenario. A Heart Failure
A ACS UIH Guidelines
A ADHF UIH Guidelines
SBP > 180 A TIMI Score
DBP >120 A ECG Guide
Home A IV Med Infusion Sheet
. Target Organ Damage? A AntiHTN Medications
ACS/MI/UA .
Q[ . .
P Dissecting aortic aneurysm
K:U_BﬂSlC LV Failure w/ pulmonary edema
) Pulmonary edema w/ respiratory failure
. . frRBC in UA
Intensive Care Topic {[Hypertensive encephalopathy
{fintracerbral hemorrhage
) Microangiopathic haemolytic anemia
q . .
VaSODreSSOI’ ) Severe pre eclamPS|a/ eclampgla/ HELLP
Acute post-operative hypertension (190/100)
Mechanical Ventilation VES NO
Procedures £alcs Hypertensive Emergency Hypertensive Urgency

Initially reduce MAP by 25% over 1 Use oral medication to decrease blood pressure of the next 24-48 hours

hour Consider short-acting oral agents

Reduce DBP by 10-15% or to 110 fIcaptopril 12.5-25 mg g8hr

Core IC mmHg over 30-60 min pop 94

o fIClonidine 0.1- 0.3 mg g1hr (0.6 mg max, Duration 12hr)
Target reduce to less than 160 / 110-100 within the

Avoid SL Nifedipi IR
next 2-6 hours (Aortic Dissection: Rapidly reduce (10 TAvoi ifedipine (IR)

BSGN
min) to less than 120/80, include beta-blocker), Restart home medu:auop. . - .
Core CC Ischemic stroke T if >220/140-120) Convert to long-term anti-hypertensive as per guidelines and compelling

indications

ICU Topics

Online ICU Guidebook



http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/ACSGuidelines.pdf
http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/HFguidelines.pdf
http://www.mdcalc.com/timi-risk-score-for-uanstemi/
http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/criticalcaredrugs.pdf
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the disease spectrum they are.

Warm & Dry Warm & Wet
Outpatient treatment Diuretics + Vasodilators
Pulmonary edema
Cold & Dry Cold & Wet
Inotropes Inotropes, IABRetc
Cardiogenic Shoc

ACUTE DECOMPENSATED HEART FAILURE

(A) FOLUME OVERLOAD

i

(A1 IV DIURETICS
HESA IR ACCEANA: 1C); ESC: 1
Initial Loop Diuretic Dose
* Not taking loop diuretic chronically?
20 - 80 mg
* On oral loop diuretic at home?
Total daily dose = initial IV dose
(CCRANA: 1)

.

Assess Response
1 wirine outpant < 250-300 mi, withan 2 hours
escilute thernpy

'

(A2) INTENSIFY IV DIURETICS
HESA: SBOWC); ACCEAHA 1C)
* Increase dose
o Admmister a5 continuous infusion
o Add 2nd diuretie
Oral: metolazone or spironolactone
IV ehlorothinzide

.

ssess Respo
1f suboptimal response, consicler the followng
options

v

(A3) ULTRAFILTRATION
o Inliew of IV diuretics mitsally
HESA MBCH)
o Symptoms refractory 1o diuretics
HESA: SBOW) ANCCEARA; Haf®),
FSC Na (81

(1) VOLUME OVERLOAD
"+
ACUTE PULMONARY EDEMA
and/or
SEVERE HYPERTENSION

Intensive Care Topics | Heart Failure

Always keep in mind the table below, a simplified version of the Forrester Classification. This help
stratify your patient with Acute Decompensated Heart Failure and tailor therapy based on where in

Quick Links

A HTN Crisis

A ACS UIH Guidelines
A ADHF UIH Guidelines
A TIMIScore

A ECG Guide

A IV Med Infusion Sheet

No evidence
ofshock  [* 1

!

muwmunmcs(ﬁunm\u
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http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/ACSGuidelines.pdf
http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/HFguidelines.pdf
http://www.mdcalc.com/timi-risk-score-for-uanstemi/
http://www.mdcalc.com/timi-risk-score-for-uanstemi/
http://chicago.medicine.uic.edu/UserFiles/Servers/Server_442934/Image/1.1/residentguides/criticalcaredrugs.pdf
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DKA usually presents with serum glucose >250 mg/dl, arterial pH <7.3, serum bicarbonaiedt 18
and moderateketonuriaketonemia

Quick Links

A Na Correction

A Anion Gap Calculator
A ABG Calculator

A Acidbase review

A HHS/HONK

Assess need
for bicarbonate .

Follow the algorithm below for proper management.

Complete initial evaluation. Check capillary glucose and serum/urine
ketones to confirm hyperglycemia and ketonemia/ketonuria.
Start IV fluids: 1.0 L of 0.9 percent NaCl per hour.*

IV Pruide [Potassium]
' 3

Determine hydration IV route Uncomplicated | | Establish | pH <6.9 | | pH =7.0 l
status DKA-SC route adequate
H enal function| '
ICU BaSIC Eurine out]
put R
| I Insulin: Rapid-acting ~50 mi/hr) pH G'E
Regular insulin:
|H ;ﬁ\'greﬁm s Cﬂfsﬂr:g'gf”'t 0.1 U/kg 0.3 U/kg {
I i ypovoremi B. Wt. B. Wt., then
Intensive Care Topic as 1V bolus || 0.2 U/kg If serum K* Dilute | No HCO,
one hrlater | [ 15 <3-3 MEQ/L, || nanco,
hold insulin and
Mild give 20-30 meq | | 1150 Mol
dehydration (I.Jlrlk o 1v | TRamraace K*/hr until K :\0 will:: 2
a/hr apld-acting 2
VaSODressor . continuous | | Insulin: 0.2 >33 TquL ']'”Eq K?L-
insulin Ufkg SC niuse for
infusion every two hrs IFK* is 25.3 two hrs
. . . pyr—— " r - mEg/L, do not y
minister emodynamic K* but
Mechanical Ventilation 09 percent || | monitoring! heck serum ——
P (L]
NaCl (1.0 L/hr) pressors K+ er‘:ery NaHCO,
1 twd hrs (50 mmol)
P d .C I Evaluate corrected i In 200 mi
roce ures a‘ CS serum Na*e If serum K* is :,ZEC:] ‘;E[.w
>3.3 but <5.3 Infuse over
%E%% QEWeK. one hr
-30 mEq
COl'e IC Serum Na* Serum Na* If serum glucose in each liter of
high low does not fall by IV fluid to keep
-_— ;’,D—?E mgf;ll in serum K* between
irst hour, double 4-5 mEq/L
IV or 5C insulin bolus

Repeat NaHCO,
administration
every two hrs
until pH >7.0,

Core CC

\

1 When serum glucose reaches Monitor serum K*
200 mg/dl, reduce regular
0.45 percent 0.9 percent insulin infusion to 0.05-0.1
NaCl (250- NaCl (250- Ufka/hr 1V, or give rapid-acting
500 mi/hr) 500 mi/hr) insulin at 0.1 U/kg SC every
depending depending two hrs. Keep serum glucose
on hydration on hydration between 150 and 200 mg/dl
state state until resolution of DKA

—— '

When serum glucose reaches

Check electralytes, BUN, venous pH, creatinine and glucose

ICU Topics
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200 mg/dl, change to 5 percent
dextrose with 0.45 percent NaCl
at 150-250 mi/hr

every 2-4 hrs until stable. After resolution of DKA and when
patient is able to eat, initiate SC multidose insulin regimen,
Continue TV insulin infusion for 1-2 hr after SC insulin begun
to ensure adequate plasma insulin levels. In insulin naive
patients, start at 0.5 U/kg to 0.8 U/kg body weight per day

and adjust insulin as needed. Look for precipitating cause(s).



http://www.mdcalc.com/sodium-correction-for-hyperglycemia/
http://www.mdcalc.com/anion-gap/
http://www.medcalc.com/acidbase.html
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HHS / HONK usually presents with serum glucose >600 mg/dl, arterial pH >7.3, serum bicarbonat
mEd]l, and minimalketonuriaandketonemia

Follow the algorithm below for proper management.

' Quick Links

A Na Correction

A Anion Gap Calculator
A ABG Calculator

A Acidbase review

A DKA
























































































