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:  3-19, 3-20                  Student’s Name:  John N. Muscetta  
Objective 2; Competency a:  Correlates relationship among disease process, patient’s history, patient’s symptoms, and present condition.
Age:  28
Code Status:  Full  
Precautions:  Fall   
Allergies:  NKDA                                                                                                                                                                                                                   
Patient’s Symptoms on Admission:  

Increase leg edema and scrotal edema, shortness of breath, dysphagia

Patient’s Chief Concern (In their own words):

“There are blisters on my legs (diabetic ulcers), I am short of breath (CHF/pneumonia), I have no energy (hypoalbuminemia/pneumonia), and I am having difficulty swallowing (dysphagia).”
List Current history:
· Leg cellulitis with diabetic ulcer

· New onset CHF, leg edema and pulmonary congestion

· Dysphagia, odynophagia with oral candidiasis

· Iron deficient anemia

· Diabetes Mellitis, Type 1

· Bilateral lower lobe infiltrate/pneumonia with left pleural effusion

List Past History:  

· Iron deficient anemia
· History of colon polyps

· Diabetes Type 1

· Questionable history of hypertension (Patient does not take blood pressure medications)

· GERD

· Questionable history of rheumatoid arthritis (He was put on steroids, but he stopped taking them because it was increasing his blood sugars to 500/600)

· No history of heart failure

· Chronic kidney disease

· Diabetic neuropathy

· Proteinuria

· Hypoalbuminemia

· Vitamin D deficiency

· Facial and lip surgery as a child

**Fill in Abnormal Labs**
	TEST
	RESULT

(Initial)
	RESULT

(Most Recent)
	NORMAL RANGE
	Give Rationale for any Lab

Value outside of norm

	HEMATOLOGY
	3/17 (0140)
	3/20/13

(0413)
	
	

	WBC
	
	
	4 - 11 k/mm3
	

	RBC
	3.64 (L)
	3.49 (L)
	M 4.20-6 m/mm3
F 3.85-5.15 m/mm3
	Anemia

	HGB
	9.0 (L)
	9.0 (L)
	M 14-17 g/dl

F 12–15 g/dL
	Anemia

	HCT
	29.0 (L)
	28.0 (L)
	M  41-51 %

F  34–46 %
	Anemia

	PLT
	
	
	150 – 450 k/mm3
	

	CHEMISTRY
	
	
	
	

	Glucose
	
	160 (H)
	70 – 110 mg/dL
	Type 1 DM

	BUN
	
	
	9 – 23 mg/dL
	

	Creatinine
	
	1.72 (H)
	0.4 – 1.03 mg/dL
	Chronic kidney disease

	GFR
	
	
	> 60 ml/min/1.73m2
	

	Sodium
	
	
	136 – 146 mEq/L
	

	Potassium
	
	
	3.5 – 5.1 mEq/L
	

	Chloride
	
	
	95 – 114 mEq/L
	

	Total Protein
	
	
	6.1 – 8  g/dL
	

	Albumin
	
	1.3 (L)
	3.2 – 5.5 g/dL
	Malnutrition

	Calcium
	
	7.6 (L)
	8.2 – 10.2 mg/dL
	Hypocalcemia

	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
	
	143 (H)
	38 – 126 U/L
	Liver function abnormality

	ALT (SGPT)
	
	10 (L)
	10 – 60 U/L
	Liver function abnormality

	Amylase
	
	
	25 – 125 U/L
	

	AST (SGOT)
	
	11
	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.
CXRay – Although the patient was no having chest complaints (per the ER CXRay clinical information), the chest x-ray on the 17th did show bibasilar infiltrates with mild left effusion.  Daily IV antibiotic therapy (Vibramycin) was ordered and the change in the chest x-ray from 3/17 to 3/20 was dramatic and readily visible on the chest x-ray of the twentieth.
Venous Doppler study – Venous Doppler studies are performed to demonstrate deep vein thrombosis of the lower extremity.  The study was negative; therefore, there was no treatment given.

Liver Ultrasound – Evaluation of the patient’s liver with ultrasound was found to be negative; however, there was a small right pleural effusion apparent and noted in the radiologist’s interpretation.

Other Diagnostic Tests
	TEST
	DATE
	FINDINGS

	CXRay
	3/17
	· Mild to moderate ill-defined bibasilar infiltrates with mild left pleural effusion
· Mild prominence of pulmonary vasculature

	Venous Doppler study
	3/17
	· No evidence for deep vein thrombosis or proximal superficial thrombophlebitis in the right or left lower extremity


	Liver US
	3/19
	· Unrmearkable size of the liver without focal mass or intrahepatic biliary dilatation
· Contracted gall bladder

· A moderate amount of right pleural effusion

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


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?)

The patient needed to monitored closely because he was receiving blood.  There are many possible complications from administering blood products; the patient must be assessed for signs of anaphylaxis, including: hives, SOB, rash, swelling of the throat, chest tightness and itching.  The correct blood type must be administered.  Also, the patient was on a variety of medications that placed him at risk for complications and adverse reactions.

Coreg (Carvedilol)

Diarrhea, dizziness, dry eyes, fatigue, lightheadedness, weakness

Apidra (Insulin Glulisine)
Changes in vision, chills, confusion, fainting, fast or irregular heartbeat, 








loss of consciousness

Lasix (Furosemide)

Blurred vision, calf or leg pain, swelling, redness, chest tenderness, chest pain








coughing up blood

Vasotec (Enalapril)
Dry, unproductive cough, chest pain, decreased urination, fast, slow or irregular 

heartbeat, mental or mood changes

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.)
· Bed maintained in low position
· Maintained organized tubing for antibiotic and changed tubing after 24 hours
· Recognized IV in left forearm as being occluded

· No known drug allergies

· Patient at risk for falls and signs posted at door and above bed

· Not at risk for delirium
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)  
Fluid volume excess R/T



Excess fluid intake, Malnutrition, Acute heart disease AEB



Edema, Hypoalbuminemia, Pulmonary congestion on x-ray

Goal:
Decreased pitted edema of the lower legs within 2 days


Increased in albumin levels following ADA diet


Decreased left pleural effusions and bilateral infiltrates following 3 days of antibiotics

ND #2)
Impaired gas exchange R/T


Alveolar-capillary membrane changes, Altered oxygen-carrying capacity of blood AEB

Bilateral infiltrates on chest x-ray, Decreased hemoglobin and hematocrit, Somnolence, restlessness, and irritability

Goal:
Obvious clearing of infiltrates on chest x-ray within 2 days


Increase in hemoglobin and hematocrit levels following PRBC’s

Patient maintains optimal gas exchange as evidenced by alert responsive mentation or no further reduction in mental status within 2 days
Objective 3; Competency a:  Summarize witnessed examples of patient advocacy.

I felt as if I was a patient advocate.  The 19th got off to a rough start; the nurse I was precepting with found a cigarette butt on the patient’s table.  The situation was very confrontational; yet, I stayed out of the arguing and went about my business.  The patient and I spoke a great deal about his care and his lot in life.  I felt as if by maintaining neutral ground between the RN and the patient, I was able to break through to him and make him less aggressive with the RN and more communicative to both of us.

Objective 4; Competency a:  Reflect on a clinical situation that you handled well and one you would handle differently in the future.
· I handled the antibiotic tubing and the infusion pump well; and, also dealt with the family who had smoked in the room the night before, diplomatically.
· I learned a valuable lesson in dealing with the pixus.  That is, when a door opens that contains two medications, the nurse must close the door between meds but not shut the door after it opens the second time.  I accidentally shut the door before removing the second medication.  What havoc it created!  Let’s not do that again. 

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?

My patient was not on a ventilator throughout his hospital stay, nor did he receive sedation.  Therefore, there was no assessing awakening from prolonged sedation, or, spontaneous awakening or breathing trials.  Certain antihypertensive medications such as Coreg and Vasotech can affect mentation; however, he tolerated them without incident.
D-Delirium Assessment & Management:  What are the results of your D assessment? Explain. What nonpharmacological interventions for delirium did you implement for your patient?

I did not assess my patient for delirium because he had no acute change in consciousness accompanied by inattention and either a change in cognition or perceptual disturbance.  Any nonpharmacological interventions for delirium I implemented were related to emotional support and genuine concern for his condition.

E-Early Exercise and Mobility:  What are the results of your mobility safety assessment screening?  What early exercise and mobility interventions did you implement?

While I did not perform a mobility assessment screening, as his energy level increased I did allow him to sit on the edge of the bed.  Physical therapy assessed his ability to stand and permitted him to sit in a chair for one hour.  His mobility was seen to improve dramatically in just the 2 days I took care of him.  


