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:    03/26/2013                 Student’s Name:  Dot Austin
Objective 2; Competency a:  Correlates relationship among disease process, patient’s history, patient’s symptoms, and present condition.
Age: 82
Code Status:  Full
Precautions:   Standard

Allergies:   Penicillin                                                                                                                                                                                                                
Patient’s Symptoms on Admission:  
Her son took her to FTMC because she had Dyspnea, abdominal and lower back pain. They did a CAT and showed an Abdominal Aortic Aneurysm ruptured and immediately transported her to FRMC for endovascular surgery to repair.
Patient’s Chief Concern (In their own words):
“I felt like I couldn’t breath or talk and the pain in my stomach and back was the worst I ever felt.” 

List Current history:
· Hypertension

· Chronic Kidney Disease
· COPD

· Respiratory Failure

· Status Post Abdominal Aortic Aneurysm Endovascular Repair

List Past History: 
· Cataract Excisions
· Total Hysterectomy

· Appendectomy

· Tonsillectomy and Adenoidectomy

Family History-Father had lung cancer, Mother had MI and Brother had Esophageal Cancer

**Fill in Abnormal Labs**
	TEST
	RESULT

(Initial)
	RESULT

(Most Recent)
	NORMAL RANGE
	Give Rationale for any Lab

Value outside of norm

	HEMATOLOGY
	
	
	
	

	WBC
	7.6
	8.7
	4 - 11 k/mm3
	WNL

	RBC
	3.19L
	2.44L
	M 4.20-6 m/mm3
F 3.85-5.15 m/mm3
	BLOOD LOSS FROM RUPTURED ANEURYSM

	HGB
	10.3L
	8.0L
	M 14-17 g/dl

F 12–15 g/dL
	BLOOD LOSS FROM RUPTURED ANEURYSM

	HCT
	31.4L
	23.7L
	M  41-51 %

F  34–46 %
	BLOOD LOSS FROM RUPTURED ANEURYSM

	PLT
	164
	111L
	150 – 450 k/mm3
	BLOOD LOSS FROM RUPTURED ANEURYSM

	CHEMISTRY
	
	
	
	

	Glucose
	148H
	139H
	70 – 110 mg/dL
	STRESS

	BUN
	34H
	42H
	9 – 23 mg/dL
	CHRONIC RENAL FAILURE

	Creatinine
	3.37H
	4.15H
	0.4 – 1.03 mg/dL
	CHRONIC RENAL FAILURE

	GFR
	13L
	10L
	> 60 ml/min/1.73m2
	CHRONIC RENAL FAILURE

	Sodium
	136
	142
	136 – 146 mEq/L
	WNL

	Potassium
	5.3H
	4.1
	3.5 – 5.1 mEq/L
	CHRONIC RENAL FAILURE

	Chloride
	107
	107
	95 – 114 mEq/L
	WNL

	Total Protein
	5.0L
	4.2L
	6.1 – 8  g/dL
	CHRONIC RENAL FAILURE Pt also probably had poor nutritional intake

	Albumin
	2.6L
	2.1L
	3.2 – 5.5 g/dL
	CHRONIC RENAL FAILURE Pt also probably had poor nutritional intake

	Calcium
	7.8L
	7.4L
	8.2 – 10.2 mg/dL
	CHRONIC RENAL FAILURE Pt also probably had poor nutritional intake

	Total Bilirubin
	0.6
	0.7
	0.3 – 1.2 mg/dL
	WNL

	COAG STUDIES
	
	
	
	

	PT (Protime)
	11.2
	11.7
	10.5 – 12.7 seconds
	WNL

	APTT
	27.5
	80.0H
	25 – 37.5 seconds
	POSSIBLE HEPARIN ADMINISTRATION DURING SURGERY

	INR
	1.0
	1.1
	2.0 – 3.0
	WNL

	D Dimer
	
	
	
	

	CARDIAC MARKERS
	
	
	
	

	Troponin
	N/A
	N/A
	< 0.4 ng/ mL
	N/A

	BNP
	N/A
	N/A
	< 100 pg/mL
	N/A

	ENZYMES
	
	
	
	

	Alk Phos
	31L
	25L
	38 – 126 U/L
	CHRONIC RENAL FAILURE

	ALT (SGPT)
	19
	17
	10 – 60 U/L
	WNL

	Amylase
	N/A
	N/A
	25 – 125 U/L
	N/A

	AST (SGOT)
	35
	32
	10 – 42 U/L
	WNL

	CK Total
	N/A
	N/A
	22 – 269 U/L
	N/A

	CK MB
	N/A
	N/A
	0 – 6.3 ng/mL
	N/A

	LDH
	N/A
	N/A
	91 – 180 U/L
	N/A

	Lipase
	N/A
	N/A
	8 – 57 IU/L
	N/A

	BLOOD GASES
	
	
	
	

	pH
	7.05L
	7.37
	7.35 – 7.45
	Interpretation of ABG’s

	Partial CO2
	77.7H
	44.1
	35 – 45 mmHg
	Partially Compensated Respiratory Acidosis

	Partial O2
	152.0H
	70.5L
	80 – 100 mmHg
	

	Bicarb
	20.4L
	24.6
	23 – 29 mmol/L
	

	O2 Sat
	98.6
	95.2
	95 – 100%
	

	O2 Concentration
	
	
	16 – 20.2 vol %
	


Objective 2; Competency d:   Clarify reasons behind diagnostic studies and effects of treatments. 
ABG’S revealed respiratory acidosis and patient was put on a ventilator to get them within normal limits. H&H, platelets and RBC,s were all low so patient received 2 units of blood after her surgery to help replace blood loss. The patient has been in chronic renal failure and had a right forearm cimino fistula placed in January.  The fistula was not assessable yet for dialysis treatment so they put in an internal jugular catheter to run SLED (slow dialysis) to help keep electrolytes within normal limits and cleanse the blood of toxins and wastes.

Other Diagnostic Tests
	TEST
	DATE
	FINDINGS

	Eletrocardiogram
	03/26/13
	Sinus rhythm with occasional PVC’s otherwise normal

	Urine culture
	03/26/13
	Gram- Bacillus

	CAT
	03/26/13
	Done at FTMC and found the ruptured AAA

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


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?) 
My patient had an endovascular repair done on a ruptured abdominal aortic repair. We need to watch for bleeding at the puncture sites by checking for hematomas and signs of infections. We need to monitor vital signs, especially the blood pressure and I’s and O’s closely. Obtaining pedal pulses on a regular bases, is very important, if not palpable a Doppler should be used. The endovascular surgery was chosen for this patient due to her chronic renal failure because the regular surgery could possibly cause more complications with her kidneys. Her having COPD and respiratory distress puts her at a higher risk for breathing problems and that’s why she was put on the ventilator to help assist her until she was able to breath on her own. Most of the medications she is on is for her hypertension so we just have to monitor her BP and make sure she doesn’t go hypotensive. Her ECG showed sinus rhythm with occasional PVC”S, so it’s important to monitor the rhythm consistently. Monitoring the H&H daily is extremely important to make sure that she is not having any more blood loss.
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.)

I checked all the connections to make sure they were in the appropriate place and verified alarms were turned on for vent, bed and monitor screen. I also verified ET was in the correct place by seeing the mark with #22 was next to her lip. The bed was in the lowest position with ½ side rails up and wrist restraints were being utilized due to her trying to pull out ET. I assessed here triple lumen central line and Internal Jugular catheter to make sure dressings were dry & intact  and the sites were free of s/s of pain, redness and not swollen. I inspected the foley and made sure it was working properly. She was not at risk for delirium when I was there because they stopped the propofol at 0800 that morning. Allergies were verified on the eMAR. Also important to check IV bags, tubing, and IV sites are appropriately dated and changed per protocol.
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 peripheral tissue perfusion related to repair of aortic artery secondary to abdominal aortic aneurysm rupture.
Defining characteristics:

· Pain in abdomen and lower back rated at 10/10
· Diminished pedal pulses

· Cool and pale bilateral extremities
· Capillary refill >5 seconds
· Numbness in bilateral extremities

Goal: 
1.) Patient’s pain level will be equal to or less than 4/10 by discharge.
2.)  Patient will have +2 palpable pedal pulses by discharge.
3.)  Patient will have warm bilateral extremities by discharge.

4.)  Patient’s capillary refill will be <3 seconds by discharge.

      5.)  Patient will have absence of numbness in bilateral extremities by discharge.

      6.)  Patient will verbalize understanding of discharge plans at the time of discharge.

ND #2) Ineffective gas exchange related to altered oxygen supply secondary to ruptured abdominal aortic aneurysm
Defining characteristics:

· Dyspnea

· Abnormal breathing pattern

· Abnormal ABG’s

· O2 nasal cannula set at 4L

Goal:

1.) Patient will demonstrate improved ventilation and adequate oxygen of tissues by ABG’s within client’s normal limits by the time ventilator is removed.

2.) Patient will be absent of dyspnea and have regular breathing pattern by discharge.

3.) Patients O2 will be titrated and SPO2 will be >92% by discharge.
4.) Patient will be educated on how important cessation of smoking is by discharge.
Great job with nursing diagnosis’! FB
Objective 3; Competency a:  Summarize witnessed examples of patient advocacy.
The only example of patient advocacy I witnessed was how the nurses collaborating with the doctor to make sure everything was in order to extubate the patient without any complications.
Communication between all healthcare professionals is extremely important! FB
Objective 4; Competency a:  Reflect on a clinical situation that you handled well and one you would handle differently in the future. 
I was able pull out an arterial line and hold pressure for 20 minutes and suction patient before she was extubated, thought I did both skills very well.  I didn’t get to do any charting due to the SLED being run and the nurse wanted to do the charting, but next time I will do it all. Good job! FB
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.
My patient was on the ventilator for a short time and they did have to sedate her with propofol the night before due to her becoming very anxious and trying to pull out the tubes.  They stopped the propofol at 0800 the next morning and didn’t have to use it again. The plan was to have her start doing active range of motion in the bed the following day. She was alert and oriented and had minimal pain so I don’t feel that my patient had any threats present for oversedation, immobility or delirium.
ABC:  What was your ABC assessment for your patient? Explain. Is your patient on any medication that can cause possible sedation or confusion? 
The ABC assessment results were based on the SAT safety screen-My patient passed due to:
· No active seizures

· No alcohol withdrawal

· No agitation

· No myocardial ischemia

· Normal intracranial pressure

She was taken off sedation and SAT was performed and passed due to:
· Patient had no anxiety, agitation or pain

· Respiration rate didn’t go >35/min What was her RR? 18
· SpO2 didn’t fall <88% What was her SpO2? 93%
· Patient was in normal sinus rhythm with no acute cardiac arrhythmias

My patient was on propofol for a short period of time and they stopped it at 0800 and remained off all day. This medication will cause sedation and confusion but she was fortunate enough not to have to stay on it for a lengthy period of time.

D-Delirium Assessment & Management:  What are the results of your D assessment? Explain. What nonpharmacological interventions for delirium did you implement for your patient?
The D-Delirium results were based on the SBT safety screen-My patient passed due to:
· No agitation

· SpO2 was > or = 88%

· FiO2 was < or = 50% (Pt. was set at 35%)

· PEEP < or = 7.5cm H2O (Pt. was set at 5cm H2O)

· No vasopressor use

· Inspiratory efforts
Patient was extubated and SBT was performed and passed due to:
· Patients respiratory rate didn’t go >35/min or <8/min

· SpO2 didn’t fall <88%

· Patient was not in respiratory distress

· Patient didn’t have any mental status changes

· Patient remained in normal sinus rhythm with no acute cardiac arrhythmias

Nonpharmacological interventions that were used was 

· Keep environment quite

· Turn lights down

· Having a window in the room

· Only allowing 1 to 2 visitors at a time

· Making sure visiting hours are followed

What was the patient’s RASS score? FB RASS score was 0-she was alert with no agitation
E-Early Exercise and Mobility:  What are the results of your mobility safety assessment screening?  What early exercise and mobility interventions did you implement? 
The mobility safety assessment screening was based on safety screening-My patient passed due to:

· Myocardial stability with on evidence of active myocardial ischemia x24hrs

· No dysrhythmia requiring new antidysrhythmic agent x24hrs

· Oxygenation adequate on 4L of O2 nasal cannula

SpO2 >88%

· Vasopressor minimal with no increase of any vasopressor x24hrs

· Engages to voice and responds to verbal commands

Level 1 of the progressive mobility phase was going to be started the following day and I wasn’t there to see how she did.

Dot, could you please answer the questions on the ABCDE bundle portion of this paperwork and submit to me? If you do that you will not have to redo that part. Thanks, Fran
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