ICU CARE BUNDLE

ABCDEF Care Bundle i

An integrated, evidence-based routine for the daily care of every critically
ill adult.

/V\'

Critical care Delirium prevention Daily review

WHY THE BUNDLE

® Six coordinated elements — pain, sedation trials, sedation choice, delirium, mobility and
family — delivered together by the whole team, every day.

® Light, goal-directed sedation and benzodiazepine avoidance are central to lowering
delirium.

® Each element rests on a validated, daily assessment, not a one-off check.

® Consistent, multidisciplinary application reduces delirium, ventilation duration, readmission
and mortality.

A Assess, prevent & manage pain

Assess pain routinely — every shift and around procedures — and treat it before it drives agitation
or oversedation.

® Use avalidated scale matched to the patient: CPOT or BPS when self-report isn't possible, NRS when
itis.

® Treat the underlying cause before reaching for sedatives.

® Combine multimodal analgesia with non-pharmacologic measures — repositioning, massage, heat or
cold.



VALIDATED TOOLS
CPOT - BPS - NRS — choose by the patient's ability to self-report and document the score

every shift.

B Both spontaneous awakening & breathing trials

Lighten sedation and test readiness to breathe — paired, every day — to shorten time on the ventilator.
® Run a daily spontaneous awakening trial (SAT): pause sedatives while continuing analgesia.
® Pair each passed SAT with a spontaneous breathing trial (SBT) to assess weaning readiness.

e If atrial fails, restart sedation at a reduced dose.

DAILY PAIRING
SAT — SBT — assess weaning. Coordinate the awakening trial with the breathing trial each
morning rather than running them in isolation.

C choice of analgesia & sedation

Aim for the lightest effective sedation, reviewed against a daily target.

® Target light, goal-directed sedation — RASS -2 to +1 — and review the goal every day.

e Prefer propofol or dexmedetomidine for ventilated patients.

® Add non-pharmacologic calming — noise control, orientation, sleep — before escalating drugs.

AVOID BENZODIAZEPINES
Benzodiazepines independently raise delirium risk. Reach for dexmedetomidine or
propofol, titrated to a RASS of -2 to +1, with a daily sedation review.



D Delirium — assess, prevent & manage

Screen for delirium every shift, and prevent it before treating it.

® Screen each shift with a validated tool — CAM-ICU or ICDSC.
® Treat reversible causes first — hypoxia, infection, offending medications.
® Prevent non-pharmacologically: reorient, protect sleep, mobilise early, minimise deliriogenic drugs.

® Reserve short-term antipsychotics for when safety is threatened.

VALIDATED TOOLS
CAM-ICU - ICDSC — pair a positive screen with a search for reversible causes before any
pharmacologic treatment.

E Early mobility & exercise

Move patients early and progressively to prevent ICU-acquired weakness and functional decline.

® Progress mobility daily: passive ROM — sitting — standing — ambulation.

® Set a mobility goal each day — levels 0-4 — against clear safety criteria such as haemodynamic

stability.

® Engage physical and occupational therapy as core members of the daily plan.

TARGETS & TEAM
Mobility 1levels 0-4 - PT - OT — set a measurable goal each morning and escalate it as
safety criteria allow.

F Family engagement & empowerment

Bring families in as partners to reduce anxiety and post-ICU distress.

® Welcome families with flexible visitation and a place on daily rounds.



Educate them on delirium, prognosis and the care plan.

Share decisions and goals; support mental health into recovery after the ICU.

PARTNERS IN CARE

Shared decision-making - family on rounds — a structured family role lowers anxiety and

post-ICU psychological distress.

SCORING TOOLS AT A GLANCE

The validated instruments referenced above — what each measures and the scale it uses.

PAIN

CPOT

Critical-Care Pain Observation Tool

Behavioural pain assessment for patients who
can't self-report — rates facial expression,
body movements, muscle tension and
ventilator compliance (or vocalisation).

Score 0-8 - 2 3 = significant pain

PAIN

NRS

Numeric Rating Scale

Patient-reported pain intensity for those able
to communicate — “rate your pain from 0 to
10.” The self-report standard when usable.

Score 0-10 - 2 4 = significant pain

PAIN

BPS

Behavioral Pain Scale

Behavioural pain score for sedated, ventilated
adults — rates facial expression, upper-limb
movement and compliance with the ventilator.

Score 3-12 -

pain

> 5 = unacceptable

SEDATION

RASS

Richmond Agitation—Sedation Scale

A single scale for depth of sedation and
agitation, scored by observation and response
to voice then physical stimulation.

Range -5 to +4 - target -2 to +1



DELIRIUM

CAM-ICU

Confusion Assessment Method for the ICU

Bedside delirium screen performed once the patient is arousable (RASS = -3). Positive when there is an
acute or fluctuating change in mental status plus inattention, together with either disorganised thinking
or an altered level of consciousness.

Result positive / negative - screen every shift

IMPLEMENTATION OUTCOMES

Consistent, team-wide application of the bundle shifts these measures across the ICU stay:
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ICU delirium incidence Time on the ventilator ICU readmission
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Mortality Physical function Family satisfaction

Educational use only — not a substitute for clinical judgement.

ICU REACH - SPREADING KNOWLEDGE, IMPROVING OUTCOMES



