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:                     Student’s Name:  
Objective 2; Competency a:  Correlates relationship among disease process, patient’s history, patient’s symptoms, and present condition.
Age: 56
Code Status:  FULL CODE
Precautions:   Standard Precautions & Fall Precautions
Allergies:       NKA                                                                                                                                                                                                            
Patient’s Symptoms on Admission: 
Patient presented to ED stating she had been experiencing tremors x 2 wks, difficulty walking, generalized weakness, and increasing debilitation.
Patient’s Chief Concern (In their own words): 

Patient complained of feeling weak, that she had fallen recently, and was shaky.
List Current history:
Upon admission on 4.2.13, patient lab values showed renal insufficiency and acidosis, and the physical exam showed generalized edema and CXR showed cardiomegaly.
Current medications were aspirin and Coreg.

Current ECG displays Normal Sinus Rhythm
List Past History: 
COPD, DM, CHF, HTN, Renal insufficiency, arthritis, renal stents & severe morbid obesity. She has a hx of smoker x 10 yrs, and ECG displayed PAC’s and ectopy. 

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 Airway clearance r/t presence of artificial airway
Goal: identify potential complications and how to initiate appropriate preventive or corrective actions
Goal not really related to the nursing diagnosis, needs to be measurable and have a target date to accomplish by. For example; Maintain effective airway clearance AEB extubated and able to cough up secretions by discharge from ICU.
ND #2) excess Fluid Volume r/t compromised regulatory mechanisms or decreased plasma proteins as in organ failure.
Goal:?? Example; Improved or balanced fluid volume AEB stabilizing of weight, decrease in edema from 4+ pitting to non pitting edema, and clear breath sounds by discharge.
Objective 3; Competency a:  Summarize witnessed examples of patient advocacy.
The consults with the different specialties of care to stabilize the patient were acts of advocacy. The holding of sedation by Elizabeth RN was also an act of advocacy for the patient.
Objective 4; Competency a:  Reflect on a clinical situation that you handled well and one you would handle differently in the future.
I need not to be so nervous with Joli because there definitely was not a reason to be! I’m really not that bad – You and June were the only students with total care and responsibility and you handled the situation very well! I am there as a backup and assist not as a warden (  I need to have and display MORE confidence at my skills and knowledge. I feel the care I gave to my patient was handled well. I bathed her, continuously monitored her respiratory status, and performed patient advocacy myself by phoning pharmacy for a missing prescription, reminding my RN to put in computer to pharm so they could fill it, and reminding RN to put in also for a wound consult. I also took the initiative to remove SCD’s several times to alleviate the increasing edema/irritation of her legs and made nursing notes to inform following care givers as much information as possible.
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 assessment of my client was not able to include the ABC portion of the bundle as according to SAT/SBT screenings. My client was on Diprovan {propofol} the entire time with the exception of a 5 minute holding of the med, at which time she was able to follow command and squeeze Elizabeth’s hand. She spontaneously opened eyes in response to her voice as well. Lori – Elizabeth did a SAT or Spontaneous Awakening Trial. Look at your forms and answer these questions, 1) Did your pt. meet the SAT Safety Screen to be able to do the SAT (Describe) and 2) did your patient fail the SAT – include the 5 assessments in the red box for SAT Failure?  Answer the same questions for the spontaneous breathing trials (SBT) the green safety screen and the red failure screen.
D-Delirium Assessment & Management:  What are the results of your D assessment? Explain. 
What non-pharmacological interventions for delirium did you implement for your patient?
My D assessment was also impaired due to the sedation of my patient. Her pain level could only be determined using FLACC scale due to intubation/sedation. She scored a “1” in all areas. I did attempt to arose her several times throughout the day by speaking to her, and each time I was going to provide any care I also spoke to her and told her what I was about to do. I turned on the lights in the room when I began my assessment to attempt simulation of daylight to orient to time of day. Pain, orientation, sensory checks could not be performed and for quiet time for sleep, there was more than ample time for that.
In the reports of your patient answer the following questions, did your pt have any change in mental status? What was the RASS score for your pt?
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 “E” portion of the bundle was also altered due to client condition. Unable to perform safety screen, I performed passive ROM exercises on all extremities q hour when removing restraints. Had her sedation been able to be stopped for a period of time, patient may have been able to follow commands more and possibly been able to do a minimal attempt at active ROM of her hands/feet at least. Turning? HOB?
What was your patient’s M O V E Safety Screen?

Lori please answer these questions and resubmit – thanks! See me if you have questions.  Joli
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