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?

The ABC portion of the bundled assessment for our patient is called the Awakening and Breathing trial Coordination (“wake up and breathe”) protocol.  It includes both spontaneous awakening trials (SAT’s) and spontaneous breathing trials (SBT’s).  It is an evidence-based, organizational approach to the management of acutely ill patients.  

The patient in consideration, however, did not pass the SAT safety screen; therefore, he was unable to move to the SBT portion of the protocol.  In order to pass the SAT safety screen the patient must have:

· No active seizures
· No alcohol withdrawal

· No agitation

· No paralytics

· No myocardial ischemia

· And, normal intracranial pressure.

Because the patient was experiencing alcohol withdrawal, he did not pass the SAT safety screen.  Per the “wake up and breathe” protocol, we must then wait 24 hours before repeating the SAT safety screen assessment.

The patient is on Propofol (Diprivan).  Propofol is a medication used to induce or maintain anesthesia during certain surgeries, tests, or procedures; therefore, it is a medication that can cause 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?

In order to perform the D Delirium assessment of the ABCDE bundle, we examined the patient’s medical record and determined that there was no mental status fluctuation during the past 24 hours.  According to the flowsheet, that meant he had no delirium.  However, we found the patient to have a Richmond Agitation Sedation Scale (RASS) score of -2; that is, the patient briefly awoke with eye contact to voice (< 10 seconds).  The term for a -2 RASS score is light sedation.  Because of the patient’s RASS of -2, I determined him to indeed have delirium per the ICU flowsheet.  I felt as if the RASS score was more accurate than assessing mental status fluctuation changes, as we did not have the opportunity to observe this patient before this morning, March 26th.

The nonpharmacological interventions we implemented for the patient revolved around good patient care and kindness.  While he did not tolerate a bag bath and sheet change because of tremors of the arms when roused, we were able to: gently reposition him throughout the morning, provide oral and Foley catheter care, and wipe his face and brow.  Suctioning of the endotracheal tube to minimize secretions certainly must have played a role in his overall comfort, and he did seem as if he was more alert as the morning progressed.
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 results of our mobility safety screening allowed him to pass to step 2 of the early progressive mobility protocol.  In order to pass the safety screening, the patient must have met all of the MOVE criteria:

M- Myocardial stability:
· No evidence of active myocardial ischemia X 24 hours.
· No dysrhythmia requiring new antidysrhythmic agent X 24 hours.

O- Oxygenation adequate on:

· FiO2 is less than or equal to 0.6


Patient - 35%.

· PEEP is less than 10 cm H20


Patient - 5 cm H20.

V- Vasopressor(s) minimal:

· No increase of any vasopressor X 2 hrs.

E- Engages to voice

· Patient responds to verbal stimulation.

He passed all the criteria and moved to step 2 – progressive mobility.  We found him to be at level 1 of the 4 levels of progressive mobility.  Level 1 included:

· Passive range of motion.  TID
· Turn Q 2 hrs.

· Active resistance  PT

· Sitting position 20 minutes.  TID

I don’t believe he passed all of the criteria for level 1 because we did not have him in a sitting position for any length of time TID; however, level 1 represents the least mobile of the 4 levels.  Too, level 1 implies that he was able to move his arm against gravity; but, this was not the case.  Nonetheless, the patient did pass the safety screening.  The early exercise and mobility interventions we implemented involved shoulder and arm exercises.  They were well tolerated by the patient. 


