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RRT-SHOCK MANAGEMENT PROTOCOL 

 Assess and maintain airway 

 Titrate Oxygen to keep O2 saturation at 90% or greater 

 Neuro Checks and vital signs every 15 minutes 

 BMP, CBC, Lactic Acid, Blood Culture x2, UA 

 Insert Peripheral IV 

 Notify Provider 

Nurse Signature: _______________________________ Date: _________ Time: _________  

Provider Signature: ____________________________ Date: __________   Time: ________ 

 

SHOCK 

Monitor neuro checks and vitals 

q 15 minutes  

 Temp <96.8F > 100.9 F 

 HR <50 or > 90 

 SBP < 90 

 MEAN BP < 65  

 RR < 10 or > 20 

 O2 Sat < 90%  

 Acute change in LOC 

 

Monitor Signs and Symptoms of 

Shock 

Assess for 

Confusion/Lightheadedness 

Sleepy/Losing Consciousness, 

Weakness, Severe Pain or Swelling, 

Agitation/Restlessness, Pale, Cool, 

Clammy Skin, Rapid, Weak Pulse, 

Nausea, Vomiting, Decreased Urine 

Output, Rapid, Shallow Breathing, 

Cyanosis, Hypotension, Tachycardia 
 

 Get labs; BMP, CBC, Lactic 

Acid, Blood Culture x2, UA 

 Insert peripheral IV 
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Notify Provider 


