Critical Care Clinical Report
Firelands Regional Medical Center School of Nursing
Nursing Care of Adults III (2013)
Directions: Complete the clinical report during your research and discuss with faculty during your clinical day.  Submit via drop box with the Evaluation of Clinical Performance Tool by Friday 0800 following clinical.  Type legibly all sections of the tool; empty sections will be an automatic “unsatisfactory”.  Honor HIPAA guidelines.
Clinical Dates: 1/29-1/30                     Student’s Name: Amber M. Sisi 
Objective 2; Competency a:  Correlates relationship among disease process, patient’s history, patient’s symptoms, and present condition.
Age: 92
Code Status: DNRCCA
Precautions: Contact, Aspiration, Fall, Close observation
Allergies: NKA                                                                                                                                                                                                                   
Patient’s Symptoms on Admission:  
Afib with RVR, lethargic, nonverbal, restless, not following commands, markedly diminished R lung sounds, 3+ pitting edema to BLE, 2+ pitting edema to BUE and face, no palpable pedal pulses, T 99, HR 135, RR 24, BP 70/50, SpO2 88% on NRB
Patient’s Chief Concern (In their own words): Patient was nonverbal and has dementia

List Current history:
Admitted from OVH with hypoxia, respiratory distress 

Possible aspiration pneumonia, sepsis

R hemithorax with pleural effusion

Atrial fibrillation with RVR

Fluid overload

UTI

MRSA

Stable cardiomegaly

Renal cyst
List Past History:  

Dementia with agitation






Anemia
PVOD










Hypothyroid
CHF










Dysphagia
PVD










Venous stasis
Atrial fibrillation








Hyperlipidemia
HTN










Hiatal hernia
GI bleed with Mallory-Weiss tear




DJD lumbar spine
Colon cancer with bowel resection




Arthritis
GERD

BPH

Adrenal mass

Depression

Melanoma

**Fill in Abnormal Labs**
	TEST
	RESULT

(Initial)
	RESULT

(Most Recent)
	NORMAL RANGE
	Give Rationale for any Lab

Value outside of norm

	HEMATOLOGY
	1/20
	1/29
	
	

	WBC
	10.3
	13.8 H
	4 - 11 k/mm3
	Septic process, aspiration pneumonia

	RBC
	4.48
	3.75 L
	M 4.20-6 m/mm3
F 3.85-5.15 m/mm3
	Anemia 

	HGB
	9.4 L
	8.0 L
	M 14-17 g/dl

F 12–15 g/dL
	Aspiration pneumonia, anemia 

	HCT
	31 L
	26.1 L
	M  41-51 %

F  34–46 %
	Fluid volume excess, anemia

	PLT
	NA
	NA
	150 – 450 k/mm3
	NA

	CHEMISTRY
	
	
	
	

	Glucose
	172
	179
	70 – 110 mg/dL
	Infection, stress, tube feeding

	BUN
	35 H
	46 H
	9 – 23 mg/dL
	Worsening renal function, CHF, diuretic use

	Creatinine
	1.34 H
	1.68 H
	0.4 – 1.03 mg/dL
	Hypothyroidism, worsening renal function, CHF

	GFR
	NA
	NA
	> 60 ml/min/1.73m2
	NA

	Sodium
	NA
	NA
	136 – 146 mEq/L
	NA

	Potassium
	NA
	NA
	3.5 – 5.1 mEq/L
	NA

	Chloride
	NA
	NA
	95 – 114 mEq/L
	NA

	Total Protein
	NA
	NA
	6.1 – 8  g/dL
	NA

	Albumin
	NA
	NA
	3.2 – 5.5 g/dL
	NA

	Calcium
	NA
	NA
	8.2 – 10.2 mg/dL
	NA

	Total Bilirubin
	NA
	NA
	0.3 – 1.2 mg/dL
	NA

	COAG STUDIES
	
	
	
	

	PT (Protime)
	NA
	NA
	10.5 – 12.7 seconds
	NA

	APTT
	NA
	NA
	25 – 37.5 seconds
	NA

	INR
	NA
	NA
	2.0 – 3.0
	NA

	D Dimer
	NA
	NA
	
	NA

	CARDIAC MARKERS
	
	
	
	

	Troponin
	0.04 H
	NA
	< 0.4 ng/ mL
	Cardiac muscle injury, heart failure

	BNP
	405 H
	634 H
	< 100 pg/mL
	CHF

	ENZYMES
	
	
	
	

	Alk Phos
	NA
	NA
	38 – 126 U/L
	NA

	ALT (SGPT)
	NA
	NA
	10 – 60 U/L
	NA

	Amylase
	NA
	NA
	25 – 125 U/L
	NA

	AST (SGOT)
	NA
	NA
	10 – 42 U/L
	NA

	CK Total
	NA
	NA
	22 – 269 U/L
	NA

	CK MB
	NA
	NA
	0 – 6.3 ng/mL
	NA

	LDH
	NA
	NA
	91 – 180 U/L
	NA

	Lipase
	NA
	NA
	8 – 57 IU/L
	NA

	BLOOD GASES
	
	
	
	

	pH
	7.23 L
	7.46 H
	7.35 – 7.45
	Interpretation of ABG’s

	Partial CO2
	72.1 H
	49.8 H
	35 – 45 mmHg
	Uncompensated respiratory acidosis to Partially compensated metabolic alkalosis

	Partial O2
	192 H
	72.1 L
	80 – 100 mmHg
	

	Bicarb
	29
	35.3 H
	23 – 29 mmol/L
	

	O2 Sat
	97.6 
	94.4 L
	95 – 100%
	

	O2 Concentration
	· 
	· 
	16 – 20.2 vol %
	


Objective 2; Competency d:   Clarify reasons behind diagnostic studies and effects of treatments. 
Other Diagnostic Tests
	TEST
	DATE
	FINDINGS

	Sputum Cx
	1/20
	MRSA

	Bronchial Washings
	1/20
	Yeast-like organism, candida albicans

	Urine Cx
	1/20
	Possible strep species

	CXR 
	1/29
	Stable cardiomegaly, questionable low-lying ET tube 9mm above carina, evaluate need for retraction

	Renal US
	1/29
	Cyst at L kidney

	EKG
	1/20
	Afib with RVR at 127, nonspecific ST and T wave abnormalities, probable digitalis effect

	CXR
	1/20
	Complete opacification of L hemithorax

	CT chest
	1/20
	Large R pleural effusion, atelectatic collapse R lung, questionable occlusion of R main stem bronchus

	
	
	

	
	
	


Lab Data Collection created by A. Felder, SN 2003 – modified 2013
Objective 2; Competency b:   Monitors for potential risks and anticipates possible complications.
(From your data collection, what do you need to watch for? What complications are common for these medical conditions/problems? Why is your patient at risk? Are there medications, lab results, heart rhythms, or procedures that put your patient at risk?)

This patient is at risk for some of the complications of aspiration pneumonia including pleurisy, pleural effusion, atelectasis (collapsed alveoli), spread of infection to other parts of the body, and death especially in the elderly. This patient was also admitted with sepsis which has mortality rates as high as 28-50%. 
Septic shock can have three major pathophysiologic effects: vasodilation, maldistribution of blood flow, and myocardial depression. And 85% of patients with sepsis will develop respiratory failure and will need to be intubated and mechanically ventilated. 
Two major complications of ET intubation are unplanned extubation and aspiration.  Complications of positive pressure ventilation include barotrauma, volutrauma, alveolar hypoventilation or hyperventilation, ventilator-associated pneumonia, fluid retention, increased intracranial pressure, stress ulcers, decreased muscle strength, physical and emotional stress, and machine disconnection or malfunction. 
Patients with atrial fibrillation are at higher risk of thromboembolic stroke with an annual incidence of ~5% when antithrombotic therapy is not part of a patient’s treatment regime. The risk of stroke should be balanced with the patient’s risk of bleeding. My specific patient had a DVT/VTE score of “6” which is considered “high risk.” He was receiving Heparin 5,000 units subcutaneously every 12 hours for DVT/VTE prevention. He was also wearing bilateral knee-high SCDs at all times. 
Elevated WBCs indicates an infectious process. Patient is anemic which can lead to severe fatigue, arrhythmia, and CHF. BUN and Creatinine are elevated which can indicate worsening renal function. Other labs that indicate CHF are elevated BUN, Creatinine, troponin, and BNP. 
In regards to medications, this patient was on a continuous infusion of IV Cardizem. Adverse effects include edema, headache, dizziness, AV block, bradyarrhythmia, hypotension, and nausea. Patient should be kept on continuous ECG tracing for the duration of the IV infusion. My patient was being weaned off of the Cardizem drip in order to maintain a controlled heart rate of under 100 bpm - he was running 80s-90s by the time we left on the first day. Also of note, the RN I was with mentioned Cardizem should be weaned by 2.5 an hour and that the antidote is Calcium Gluconate IV. On the second day, his heart rate was not consistently controlled at a rate of 90s to over 100. 
Objective 1; Competency e:   Creates a safe environment for patient care. (Safety alarms, tubing connections/disconnects, IV sites and tubing changes, Fall risks, allergies, Delirium risk, etc.)

Fall, contact, and aspiration precautions were maintained

Allergies and name/date of birth verified before procedures/medications administered

Quad lumen central line was assessed for patency/blood return before use 

Quad lumen IV site assessed at least every two hours

Continuous EKG monitoring
BP and HR closely monitored while on Cardizem drip

Patient repositioned every 2 hours with heels elevated
Oral care/suctioning provided routinely and PRN
Restraints assessed as per protocol every 1 hour
Correct placement of ET tube verified against previous shift’s report (22 at the lip)
HOB elevated to 30 degrees at all times

Assessed tube feeding residuals every four hours 

Assessed placement of OG tube before administering meds and every 4 hours
Mechanical ventilation assessment completed every hour

Bilateral knee-high SCDs and Heparin subcutaneous maintained for DVT/VTE prophylaxis

Post one hour blood transfusion vital signs obtained to monitor for signs of transfusion reaction

ABCDE bundle assessment completed

Objective  2; Competencies h, i, & j:  Choose 2 priority nursing diagnoses (ND). Justify actual ND using defining characteristics.  Compose realistic, measurable goals for nursing diagnoses.
ND #1) Impaired gas exchange related to decreased oxygen diffusion capacity secondary to right hemithorax with pleural effusion
Defining characteristics: altered ABG result of uncompensated respiratory acidosis, inspiratory and expiratory coarse rhonchi, diminished right lung sounds, retained thick/yellow secretions, ineffective cough, restlessness, need for intubation and mechanical ventilation, need for in line endotracheal and oral suctioning, need for routine breathing treatments, presence of right lateral chest tube, inability to be weaned from ventilator

Goal: The client will demonstrate improved oxygenation AEB: 
maintaining a patent airway, maintaining SpO2 >92%, demonstrating improved ABG results, demonstrating a reduction of congestion with breath sounds clear after each suction is given, demonstrating a decrease in restlessness, remaining clear of symptoms of cyanosis, demonstrating ability to be weaned off of the ventilator, FIO2 requirements decreased, decreased need for oral and endotracheal suctioning
ND #2) Fluid volume excess related to decreased cardiac output secondary to congestive heart failure
Defining characteristics: weight gain, generalized pitting edema, shortness of breath, pulmonary congestion on x-ray, abnormal breath sounds of rhonchi, decreased hemoglobin and hematocrit, increased blood pressure of 148/65, left jugular vein distention, change in mental status, restlessness, elevated BUN, creatinine, and BNP
Goal: Client will maintain adequate fluid volume and electrolyte balance AEB: 
Weight loss, decreasing edema, vital signs within normal limits, experience decreased dyspnea, maintain intact skin and mucous membranes, clear lung sounds, pulmonary congestion absent on x-ray, resolution of edema, improved BUN/Creatinine/BNP
Objective 3; Competency a:  Summarize witnessed examples of patient advocacy.
Prior to starting my shift at 1500, my patient had not been medicated for pain for almost twelve hours. He was not currently receiving any sedation while being intubated on the mechanical ventilator. We assessed for pain and ended up with a FLACC score of “4” which took into account symptoms such as facial grimacing and restlessness. The primary RN and I decided to keep this patient medicated for pain at least every three hours for our shift. After being medicated with IV Dilaudid he seemed to be resting more comfortably. 
Objective 4; Competency a:  Reflect on a clinical situation that you handled well and one you would handle differently in the future.
I feel I handled my first ventilator patient pretty well overall. It was not as intimidating as I thought it would be! And I got to complete a new skill: in line endotracheal suctioning several times. I also was able to talk a fellow student through how to endotracheal suction. 
I guess in the future I would like to be a little more involved and see more of what else was going on on the unit instead of just keeping to my one patient most of the time. 
Objective 2; Competency k:  Utilize the ABCDE Standardized Bundle process for assigned patient and Objective 4; Competency e:  Practice use of standardized EBP tools that support safety and quality.
ABCDE Bundle Collaborative:

Goal - Reduce patients’ threats to care such as oversedation, immobility and delirium which also are strong predictors of increased length of stay, increased morbidity and mortality, long-term cognitive impairment, and high cost of care.  Summarize some of your clinical findings as applied to your patient.
ABC:  What was your ABC assessment for your patient? Explain. Is your patient on any medication that can cause possible sedation or confusion?

SAT screen – myocardial ischemia? Fail – pain, acute cardiac arrhythmia (afib)
SBT screen – myocardial ischemia? Acute cardiac arrhythmia 
D-Delirium Assessment & Management:  What are the results of your D assessment? Explain. What nonpharmacological interventions for delirium did you implement for your patient?
Pain assessment/management – 
Orientation

Sensory (eyes/ears)

Sleep (nonpharm)

CAM – 

RASS – Delerium

E-Early Exercise and Mobility:  What are the results of your mobility safety assessment screening?  What early exercise and mobility interventions did you implement? 
Active ROM

Sitting up on side of bed

Standing

Walking

Myocardial stability

Oxygenation

Vasopressor
Engages to voice 
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