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Your first day and what to expect

JAMES TURNER AND JOYCE YEUNG

The idea of your first day working in intensive care can be a daunting prospect. 
In the remainder of the hospital, the intensive care unit (ICU) is often per-
ceived as a vastly complex world of ‘life support’, ventilators and inotropes. 
In reality, with the benefit of time, you will realise that the ICU continues 
the basic tenets of treatment carried out in the rest of the hospital, except 
with closer monitoring and some additional interventions, which require a 
high staff-to-patient ratio. Often, basic medical treatment is continued but 
with the addition of organ support, to maintain physiology in as normal a 
state as possible, allowing time for the actual treatment of the underlying 
condition to work. Using sepsis as an example, the treatment is antimicro-
bial medication. However, the profound vasodilation and resulting hypoten-
sion could result in death before the antibiotics can work. Vasoactive agents 
are employed to maintain end-organ perfusion while the antibiotics and the 
patient’s own immune system work to combat the cause of the sepsis.

Patients are admitted to the ICU for a number of reasons. Common 
indications for ICU admission include hypotension unresponsive to fluid 
resuscitation (e.g. sepsis), myocardial infarction, cardiac arrest, requirement 
for advanced respiratory support (e.g. severe asthma, COPD exacerbation), 
requirement for sedation, head injury, status epilepticus, cardiac arrest, severe 
liver disease, advanced post-operative monitoring due to comorbidities or 
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severity of surgery (e.g. laparotomy, aortic aneurysm repair) and require-
ment for renal support. This admission may be planned or emergent, with 
emergencies making up over 75% of admissions. Survival to discharge from 
critical care varies dramatically depending on the reason for admission and 
any physiological impairment but is approximately 85%, including elective 
admissions. Patients admitted from the emergency department have a 71% 
survival to critical care discharge.

THE ‘USUAL’ DAY

The first day on the ICU will almost certainly start differently compared to 
how you have worked in other specialties. The handover from the night team 
to the day team is a vital part of patient care, and is taken seriously. The style 
of this varies between units, from a detailed ‘board round’ to walking around 
the unit handing over each patient at the bedside. Important information 
regarding the patients’ progress throughout the preceding shift as well as 
areas of concern and plans for the day is communicated. The time taken for 
the handover chiefly depends on the size of the unit and the dependency of 
the patients, but in a large ICU it is not unusual for the handover to take over 
half an hour.

Once the handover is completed, patient reviews will begin (often after 
a morning coffee). This consists of a full assessment of each patient, review-
ing all aspects of their treatment, including a review of the medical history, 
investigation results, medication charts, fluid and nutritional requirements 
and physiotherapy requirements. Physical examination using the ABCDE 
approach, which is familiar to all medical graduates, is a very useful scheme 
to make sure nothing is omitted until one becomes familiar enough to 
develop one’s own system. The daily review is covered in detail in Chapter 2.

During the daily review, you will be confronted with the vast array of 
equipment in each bed space. There will be a monitor screen with more sec-
tions than you might expect, and each patient may well be connected to a 
host of syringe drivers and infusion pumps, in addition to a ventilator and 
other organ support. To the ICU beginner this can be an intimidating sight; 
however, with time this becomes part of the scenery! The details of this com-
plex equipment are discussed in later chapters, but on your first day there 
are a few things worth looking at early on. The ICU chart is a repository of 
useful information. The format can differ but the essential elements remain 
the same. Routine observations you might expect to see on a ward chart are 
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documented, in general at least hourly, but in addition to this you may well 
find ventilator parameters, blood gas results, detailed fluid balance monitor-
ing, neurological observations and much more. Much of the information you 
require for your daily review will come from this chart, and as you get used 
to where this information is located, you will find the daily reviews consider-
ably easier.

In many ICUs, the daily reviews are carried out by juniors, followed by a 
consultant-led round. You will be expected to present the patients you have 
reviewed and, as you gain experience, formulate a plan for these patients. 
In other units, the daily reviews and ward round are combined into a more 
detailed consultant round. Once the consultant round is complete, any 
further jobs can be carried out. The remainder of the day will largely con-
sist of dealing with queries from nurses or other healthcare professionals. 
Depending on the patient, their ‘parent’ team may well review the patient on 
their ward round and contribute to the daily management plans.

Urgent jobs are carried out as the need arises. The on-call medical staff 
may well be called away to review unwell patients on the ward, and if there are 
many patients requiring ICU review, more people may have to leave the unit. 
You will need to be flexible to ensure that all patients in the ICU are reviewed 
in a timely fashion.

WHO TO ASK FOR HELP

The nurses in the ICU are a vital part of patient care and can make your life 
very easy. They may well know much of what has happened to a patient even 
if it is not well documented in the medical notes, and can make your daily 
reviews quicker. As with many aspects of medicine, when you begin in ICU, 
they may well know much more than you about their area of expertise. In 
addition, in ICU, the medical staff are significantly outnumbered by nursing 
staff, as the nurses look after one to two patients each. Do not be afraid to ask 
for their advice if you are unsure about something, and if they are unhappy 
with your plan for their patient, it is well worth reconsidering. It may well be 
that your plan is appropriate, but often they will have greater insight into how 
things are usually done in the ICU.

Other trainees can be an invaluable source of help when you are first start-
ing in intensive care. Anaesthetic trainees make up a large part of the trainee 
workforce, in addition to medical trainees. There may also be trainees on an 
intensive care medicine training programme, either alone or in conjunction 
with another specialty. Some ICUs have advanced critical care practitioners, 
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who are often very experienced ICU nurses or other associate healthcare pro-
fessionals who have undertaken training approved by the Faculty of Intensive 
Care Medicine (FICM). Their role can vary from trust to trust, but they are 
qualified to undertake many of the tasks usually associated with ICU doctors. 
Obviously, the consultants are available for advice in addition to the other 
team members mentioned, and guidelines require a consultant to be available 
at all times and to carry out twice-daily ward rounds. Consultant presence is 
very high in critical care, and the junior medical staff are very well supported 
by seniors. Do not be afraid to call your consultant; if on call, they will be 
expecting it!

There are many specialists who are not based in critical care but without 
whose help the ICU could not work. This includes microbiologists, who may 
carry out regular ward rounds, pharmacists, who are often heavily involved 
in intensive care, and physiotherapists, without whose assistance many 
patients would not leave the unit.

ICU TERMINOLOGY

Unique vocabulary is an aspect of any medical specialty that can be chal-
lenging to the newcomer. There are many acronyms and terms specific to 
intensive care that you may come across in the medical notes or in discus-
sions about the patient. These can seem rather opaque, relating to medica-
tion, interventions or conditions associated with the ICU. Many of them will 
be covered in subsequent chapters, but in particular, advanced respiratory 
support is an area full of acronyms that you will come across frequently to 
describe ventilator modes and parameters. In addition, cardiac output moni-
tor results contain many acronyms, many of which remain equally confusing 
when you discover what they stand for. As you come across these acronyms, 
do ask for explanations or look them up, as it will deepen your understanding 
of the specialty.
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Đánh giá bệnh nhân hàng ngày 
SHONDIPON K. LAHA

Đây là một khía cạnh quan trọng của săn sóc đặc biệt. Nhiều bệnh nhân có 
nhiều bệnh đồng mắc và bệnh lý phức tạp, và một phương pháp đánh giá họ có 
hệ thống cho phép phát hiện các vấn đề và đưa ra kế hoạch quản lý.

Phần này là xương sống của việc chăm sóc cho bệnh nhân nguy kịch và sẽ 
là phần lớn khối lượng công việc của bạn. Ban đầu thì nó có vẻ dài dòng 
nhưng sau khi thực hành thì nên trở thành một thói quen. Nó cho phép bạn 
nhận ra và quản lý bệnh nhân nguy kịch trong các môi trường khác.
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Chẩn đoán chính 
Mức nền và tiến triển 
Các vấn đề trong 24 giờ qua 
Hệ hô hấp 
Hệ tim mạch 
Thận
Hệ tiêu hóa
Hệ huyết học 
Hệ thần kinh 
Vi sinh
Các đường truyền
Tổng quát
Tóm tắt các vấn đề 
Kế hoạch điều trị 11
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CHẨN ĐOÁN BAN ĐẦU

● Tại sao bệnh nhân nhập viện? (ví dụ, viêm phổi)

MỨC NỀN VÀ TIẾN TRIỂN

● Một tóm tắt về tiền sử y khoa và bệnh sử của lần nhập viện này, tiếp 
theo là những gì đã xảy ra trong quá trình nằm lại đơn vị chăm sóc đặc 
biệt (ICU) của họ.

NHỮNG VẤN ĐỀ TRONG 24 GIỜ QUA

● Một tóm tắt về bất kỳ vấn đề hoặc cải thiện nào kể từ lần đánh giá gần 
nhất.

HỆ HÔ HẤP

● Khám hệ hô hấp.
Họ được đặt nội khí quản hay có mở khí quản?/Loại ống nào và kích 
thước bao nhiêu?
Họ được thông khí thế nào và các cài đặt là gì?
Số lượng và tính chất của đàm.
Độ bão hòa oxy và khí máu động mạch.
X-quang ngực gần nhất là khi nào và nó cho thấy điều gì?
Họ có đang dùng thuốc hô hấp nào không?

●

●

●

●

●

●

HỆ TIM MẠCH

● Bắt mạch
● Mức độ phù ngoại biên
● Đổ đầy mao mạch
● Huyết áp (bao gồm huyết áp động mạch trung bình)
● Tần số và nhịp tim
● Điện tâm đồ (ECG)
● Áp lực tĩnh mạch trung tâm
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HỆ THẦN KINH

● What is their sedation score?
● What is their Glasgow Coma Scale?
● Have there been any episodes of delirium or any recorded scores?
● Neurological examination (pupils, power, tone and reflexes).
● Neurological medication (sedatives, muscle relaxants, anti-epileptics).
● If on a neurosurgical unit, then the intracranial pressure, the amount of

drainage from an EVD and whether they needed treatment for neuro-
logical problems overnight should be documented.

VI SINH

● Any organisms that have been cultured and their sensitivities.
● What antibiotics are they on and for how long?
● The highest temperature in the last 24 hours.
● Their white cell count.

CÁC ĐƯỜNG TRUYỀN

● What lines have they got in, how long have they been in and is the site
clean?

TỔNG QUÁT

● When were the relatives last spoken to?
● Does the patient have treatment limitations or a ‘Do not resuscitate’

order?
● Have you reviewed the prescription chart and any recent investigations?

TÓM TẮT VẤN ĐỀ

● Identify ongoing issues and whether they are improving or worsening.
● Identify new issues over the last 24 hours, and what has been done to

remedy them.
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KẾ HOẠCH ĐIỀU TRỊ

● Liệt kê các công việc cần phải được thực hiện. 
Cuối cùng, ký tên và ghi ngày tháng vào hồ sơ bệnh án và đảm bảo tên của 
bạn dễ đọc. Một số nơi sẽ có hồ sơ bệnh nhân điện tử, theo đó phần lớn 
thông tin này, bao gồm tên bạn và ngày, được tự động ghi lại.

NHỮNG ĐIỂM CHÍNH

● Đánh giá hệ thống hàng ngày là rất quan trọng đối 
với việc quản lý liên tục bệnh nhân ICU.

● Nó sẽ bao gồm tất cả các hệ thống và làm nổi bật các vấn đề 
đang tồn tại và vấn đề mới.

● Thực hành lặp đi lặp lại sẽ làm cho nó dễ dàng hơn và cung cấp cho 
bạn một khuôn khổ để đánh giá tất cả các bệnh nhân nguy kịch.
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