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:        4/2 – 4/3             Student’s Name:  June Baker
Objective 2; Competency a:  Correlates relationship among disease process, patient’s history, patient’s symptoms, and present condition.
Age: 95
Code Status:  Full
Precautions:   standard and fall precautions
Allergies: Lyrica                                                                                                                                                                                                                   
Patient’s Symptoms on Admission:  
SOB, sore throat, vomiting, decreased appetite
Patient’s Chief Concern (In their own words):
Vent pt
List Current history:
RLL pneumonia, crackles in bilateral bases


List Past History:  

CABG X5, MI, CAD, Hypercholesteremia, TB, HTN, Appy, ORIF LLE and ankle, pacemaker, hip fracture, peripheral neuropathy, syncope, 
**Fill in Abnormal Labs**
	TEST
	RESULT

(Initial)
	RESULT

(Most Recent)
	NORMAL RANGE
	Give Rationale for any Lab

Value outside of norm

	HEMATOLOGY
	
	
	
	

	WBC
	
	14.0
	4 - 11 k/mm3
	Infection of the lobes

	RBC
	
	3.56
	M 4.20-6 m/mm3
F 3.85-5.15 m/mm3
	

	HGB
	
	11.6
	M 14-17 g/dl

F 12–15 g/dL
	

	HCT
	
	65.6
	M  41-51 %

F  34–46 %
	Hypoxia

	PLT
	
	110
	150 – 450 k/mm3
	Underlying medical condition

	CHEMISTRY
	
	
	
	

	Glucose
	
	274
	70 – 110 mg/dL
	Infection and stress of ventilator

	BUN
	
	98
	9 – 23 mg/dL
	Decreased kidney function

	Creatinine
	
	2.11
	0.4 – 1.03 mg/dL
	Decreased kidney function

	GFR
	
	
	> 60 ml/min/1.73m2
	

	Sodium
	
	
	136 – 146 mEq/L
	

	Potassium
	
	3.2
	3.5 – 5.1 mEq/L
	Use of diuretics - Bumex

	Chloride
	
	
	95 – 114 mEq/L
	

	Total Protein
	
	
	6.1 – 8  g/dL
	

	Albumin
	
	
	3.2 – 5.5 g/dL
	

	Calcium
	
	
	8.2 – 10.2 mg/dL
	

	Total Bilirubin
	
	
	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
	
	7.49
	7.35 – 7.45
	Interpretation of ABG’s

	Partial CO2
	
	40.6
	35 – 45 mmHg
	Metabolic alkalosis uncompensated without hypoxemia

	Partial O2
	
	86
	80 – 100 mmHg
	

	Bicarb
	
	30.9
	23 – 29 mmol/L
	

	O2 Sat
	
	97.7
	95 – 100%
	

	O2 Concentration
	
	15.9
	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?)
BP bottoming out due to sedation medication. 

Pt is at risk for VAP

He is currently taking Bumex (K+ deficiency), Diprovan (↓ BP), and IV Lopressor along with Norvasc because someone not paying attention would give double doses of a med that would cause the BP to drop to dangerously low levels. 
As far as the procedures performed the most likely to cause harm would have been the intubation, causing harm to airway.

Lab results that should be addressed are the Creatinine 2.11 and BUN 98. All of these have the potential to complicate the recovery process.

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.)
One thing that we talked about today is the locked facility; the ICU provides patients with security and increased privacy by not allowing anyone to be able to walk on to the unit without being announced or having special access. 
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) Ineffective Breathing Pattern r/t ventilation perfusion imbalance aeb: 

· RR of 26

· Use of ventilator for breathing support

· Shallow breathing patterns

· Hypoventilation

· Fatigue


Goal: Pt will exhibit improved breathing patterns aeb:

· RR <20 bpm

· Use of RA for primary oxygenation

· Will have regular breathing pattern
· Lack of hypoventilation

· Decreased fatigue as stated by pt

By discharge

ND #2)    Ineffective Airway Clearance r/t presence of rhonchi and obstructed airway aeb: 
· SpO2 of 93% 

· Restlessness

· Anxiety

· Presence of artificial airway

Goal: Pt will maintain airway patency aeb: 

· SpO2 >95% on 3L NC

· Will be cooperative and relaxed

· Will show signs of decreased anxiety

· Will have artificial airway removed

By discharge
Objective 3; Competency a:  Summarize witnessed examples of patient advocacy.
Respiratory beginning the spontaneous breathing test at an early stage. This allows you to monitor the patients’ progress and see what their needs are going to be during and possibly after their stay in the hospital.  They will do this test daily until the goal is reached satisfactorily. 

Objective 4; Competency a:  Reflect on a clinical situation that you handled well and one you would handle differently in the future.
 When the pt family asked how he was improving today, I let them know that he is able to tolerate a lesser amount of assisted ventilation and this is a great improvement. One I would handle differently is I overlooked the fact I needed to look up a med and to see how long a period it was supposed to be given. Make better notes to myself to do these checks for all meds. 
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 over sedation, 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.
When I came on the floor this morning my patient was on the ventilator and the settings were

TV       500

Rate    12

FiO2    30

PEEP  5

He was sedated on Diprovan 30mcg and was semi responsive to commands. At this date he had already been intubated for 3 days and was going to do a SBT.  His stats were running about 140/70, 95%, 90-80, and 14-18. He was also receiving tube feed of pulmicare at 20ml/hr to increase by 10 ml Q8 if residual <50ml.  By 10am he was taking 30ml/hr through OG tube feed, with 0ml residuals. His lung sounds were correlating with the Dx of pneumonia. He had rhonchi in bilateral bases and diminished throughout. Has a moderate amount of thick yellow sputum. 
ABC:  What was your ABC assessment for your patient? Explain. Is your patient on any medication that can cause possible sedation or confusion?
The Spontaneous Awakening Trial was started at 1040am. The Dr came in and attempted to do a neuro assessment by asking the pt to open his eyes or squeeze her hands. He was unable to do either task due to the level of sedation. The Diprovan was turned off completely and she allowed the pt time for the drug to exit the system. The nurse and I monitored the pt for signs of arousal to verbal commands. Once we established that he was awake enough to follow commands we notified the Dr and she came in to speak with him and do the neuro checks again. It was explained to the pt and family what steps were going to be followed at this time. 

The SAT safety screen was assessed. 

-The pt had no activity of seizure

- had no alcohol withdrawal

- no agitation was present 

-O2 sat was >94%
-FiO2 was at 30%

-PEEP at 5
- had no paralytics were being administered at this time
-no myocardial ischemia present

-ICP was normal as well
-no vasopressor use present

-inspiratory efforts were normal and unlabored
Yes, he was on Diprovan 30mcg but for this trial is was stopped for 30min. 
D-Delirium Assessment & Management:  What are the results of your D assessment? Explain. What nonpharmacological interventions for delirium did you implement for your patient?
1. Acute Change or Fluctuating Course of Mental Status

a. There was no acute change of mental status from baseline
2. Inattention

a. Will do today
3. Altered level of consciousness

a. RAAS

b. Score of 0, Pt was alert and oriented X3
4. Disorganized Thinking

a. Will do today

Will state if ICU delirium when I complete the tests
E-Early Exercise and Mobility:  What are the results of your mobility safety assessment screening?  What early exercise and mobility interventions did you implement? 
M – No evidence of active myocardial ischemia x24hrs

O – Oxygenation adequate on 3L NC

V – No vasopressor present at this time

E – Engages to voice, pt has spontaneous eye opening as well as responding to verbal commands

Level 1

· Have not progressed to this stage as of yet.

Level 2

Level 3

Level 4
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