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: January 29-30                     Student’s Name:  Kristin Davis
Objective 2; Competency a:  Correlates relationship among disease process, patient’s history, patient’s symptoms, and present condition.
Age: 49
Code Status:  Full
Precautions:   Bleeding, Close Monitoring, Standard
Allergies: Codeine                                                                                                                                                                                                                  
Patient’s Symptoms on Admission:  
Severe chest pain @ 7/10 with radiating pain to LUE
Shortness of breath

Slight non-productive cough
Patient’s Chief Concern (In their own words):
Chest pain, and pain going into arm.  Feels like “someone is sitting on my chest”.  Started a week ago; nitro helps some, but not totally.
List Current history:
Pt presented to ER on 1/28 with c/o severe chest pain @ 7/10, with pain radiating into LUE.  States pain started to occur intermittently 1 week ago, and pain is slightly relieved by nitro.  Reports having SOB and a mild, non-productive cough.  Felt that there was something going on besides his typical angina and decided to have it checked.  Due to his extensive cardiac history, he was admitted to 4C with unstable angina, r/o MI for further monitoring.  He was started on a nitro drip, to be titrated based on relief of symptoms.  His ECG and cardiac enzymes were all normal, and showed no changes from his previous ecg.  He was placed on NPO status as of midnight, in case he needed to be taken to cath lab 1/29.  Cardiologist saw pt this morning, and said that although he felt that this was not a cardiac issue, he felt that his cardiac history made it necessary to do the catheterization.  Pt was taken to cath lab in the morning, and found to have no blockage requiring angioplasty/stent.  After procedure, nitro drip was discontinued.
List Past History:  

· Coronary Artery Disease
· Heart stents in 2006 and 2010, for a total of ten stents in place

· DM

· HTN

· Hyperlipidemia

· Severe obstructive sleep apnea

· GERD

· Diabetic neuropathy

· OA

· Gout

· Depression
**Fill in Abnormal Labs**
	TEST
	RESULT

(Initial)
	RESULT

(Most Recent)
	NORMAL RANGE
	Give Rationale for any Lab

Value outside of norm

	HEMATOLOGY
	1/28/13
	
	
	

	WBC
	
	
	4 - 11 k/mm3
	

	RBC
	
	
	M 4.20-6 m/mm3
F 3.85-5.15 m/mm3
	

	HGB
	
	
	M 14-17 g/dl

F 12–15 g/dL
	

	HCT
	
	
	M  41-51 %

F  34–46 %
	

	PLT
	
	
	150 – 450 k/mm3
	

	CHEMISTRY
	
	
	
	

	Glucose
	187
	
	70 – 110 mg/dL
	

	BUN
	
	
	9 – 23 mg/dL
	

	Creatinine
	
	
	0.4 – 1.03 mg/dL
	

	GFR
	
	
	> 60 ml/min/1.73m2
	

	Sodium
	135
	
	136 – 146 mEq/L
	

	Potassium
	
	
	3.5 – 5.1 mEq/L
	

	Chloride
	
	
	95 – 114 mEq/L
	

	Total Protein
	5.8
	
	6.1 – 8  g/dL
	

	Albumin
	
	
	3.2 – 5.5 g/dL
	

	Calcium
	
	
	8.2 – 10.2 mg/dL
	

	Magnesium
	1.5
	
	0.3 – 1.2 mg/dL
	

	COAG STUDIES
	
	
	
	

	PT (Protime)
	
	
	10.5 – 12.7 seconds
	

	APTT
	
	
	25 – 37.5 seconds
	

	INR
	
	
	2.0 – 3.0
	

	D Dimer
	
	
	
	

	CARDIAC MARKERS
	
	
	
	

	Troponin
	
	
	< 0.4 ng/ mL
	

	BNP
	
	
	< 100 pg/mL
	

	ENZYMES
	
	
	
	

	Alk Phos
	
	
	38 – 126 U/L
	

	ALT (SGPT)
	
	
	10 – 60 U/L
	

	Amylase
	
	
	25 – 125 U/L
	

	AST (SGOT)
	
	
	10 – 42 U/L
	

	CK Total
	
	
	22 – 269 U/L
	

	CK MB
	
	
	0 – 6.3 ng/mL
	

	LDH
	
	
	91 – 180 U/L
	

	Lipase
	
	
	8 – 57 IU/L
	

	BLOOD GASES
	
	
	
	

	pH
	
	
	7.35 – 7.45
	Interpretation of ABG’s

	Partial CO2
	
	
	35 – 45 mmHg
	

	Partial O2
	
	
	80 – 100 mmHg
	

	Bicarb
	
	
	23 – 29 mmol/L
	

	O2 Sat
	
	
	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

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


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?)
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.)
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)

Goal:

ND #2)

Goal:
Objective 3; Competency a:  Summarize witnessed examples of patient advocacy.
Objective 4; Competency a:  Reflect on a clinical situation that you handled well and one you would handle differently in the future.
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?
D-Delirium Assessment & Management:  What are the results of your D assessment? Explain. What nonpharmacological interventions for delirium did you implement for your patient?
E-Early Exercise and Mobility:  What are the results of your mobility safety assessment screening?  What early exercise and mobility interventions did you implement? 
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