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?
For the SAT Safety Screen, the pt did not have any seizures, alcohol withdrawal, or issues with myocardial ischemia. The pt had normal intracranial pressure. The pt did have agitation related to being intubated. The pt was also on Propofol running at 35mcg/kg/min, which although its not a paralytic, it is a hypnotic which sedates the pt. 
For the SBT Safety Screen, the pt did not have any myocardial ischemia. The pt had an SPO2 of 98% with the mechanical vent on AC with FiO2 of 35% and PEEP of 5 cm H2O. The pt did have agitation related to being intubated. This pt is not on any vasopressors but she is on Nitrobid, a topical paste nitroglycerin which can cause increased heart rate and decreased blood pressure. 
As far as her overall respiratory status, lungs were clear bilaterally. RR 17. The vent was running AC with an FiO2 at 35%, TV 500, PEEP 5, and SPO2 98%. Her latest ABG was overall in normal limits but showed she was hypoxemic. 
D-Delirium Assessment & Management:  What are the results of your D assessment? Explain. What nonpharmacological interventions for delirium did you implement for your patient?
Originally, this pt had a change in LOC upon admit due to her respiratory distress. Now, two days later, she is under sedation since she is intubated and has an OG tube so her overall mental status is unable to be determined completely at this time. As far as inattention, when the sedation is lightened, the pt will obey simple commands such “squeeze my hands” and “wiggle your toes”. This pt is maintained in a light sedation (-2) on the RASS scale with the Propofol, meaning that the pt briefly awakens with eye contact to voice. With the sedation, disorganized thinking can not be determined properly. 
E-Early Exercise and Mobility:  What are the results of your mobility safety assessment screening?  What early exercise and mobility interventions did you implement? 
Looking at the Early Progressive Mobility Protocol, she does not have any myocardial instability. Her oxygenation is at 35% FiO2 and PEEP of 5 cm H2O but she was admitted with Respiratory failure which at this time is beginning to stabilize with the mechanical ventilator. She is not on any vasopressors at this time. When the sedation is held for a time, the patient responds to verbal stimulation, but this pt would be unable to get out of bed with being intubated and having the 
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