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: 1.29.13-1.30.13                  Student’s Name:  Samantha Paris 
Objective 2; Competency a:  Correlates relationship among disease process, patient’s history, patient’s symptoms, and present condition.
Age: 92- Male 

Code Status:  DNRCCA- a person receives standard medical care until the time he or she experiences a cardiac or respiratory arrest. Standard medical care may include cardiac monitoring or intubation prior to the occurrence of cardiac or respiratory arrest. This protocol is activated when the patient has a cardiac or respiratory arrest (source: http://www.odh.ohio.gov/~/media/ODH/ASSETS/Files/dspc/health)

Precautions:   Aspiration precautions, close observation, fall prevention precautions, standard precautions, isolation precautions for MRSA of the sputum

Allergies:    No Known Allergies                                                                                                                                                                                                                
Patient’s Symptoms on Admission: ER Report 1/20/13: Patient arrived at the ER for complaints of difficulty breathing. Upon assessment it was found that the patient had diminished breath sounds bilaterally but more noticeable in the right lung. Vital signs in the ER include: BP 130/81, Pulse 135, 24 breaths per minute, temperature 99.0’F, and SPO2 88% on a non-rebreather mask. The patient was minimally responsive and appeared short of breath. The patient had significant generalized edema. Chest X ray revealed a complete right opacity of the right lung. Patient had thick yellow secretions upon suctioning and a sample was sent for examination. 
Patient’s Chief Concern (In their own words): Patient was only minimally responsive in the ER and was unable to provide a chief complaint. Upon my assessment the patient was intubated and receiving mechanical intubation and was unable to provide this information. 
List Current history: The patient was admitted for: respiratory distress (community acquired pneumonia complicated with MRSA, and PVOD, treated with mechanical ventilation and chest tube for right lung opacity to help with removal fluid and drainage) urinary tract infection, anemia, hypoxemia, acute renal failure, and atrial fibrillation, generalized edema ( treated by albuminar and lasix, the albumin is a hypertonic solution that draw out the excess fluid from the cells and puts it into circulation and the immediate bolus of lasix after the IV of albuminar helps to expel the extra fluid)

List Past History:  Pertinent Medical History

· Dementia- this makes it difficult to ascertain the clients mental status and capabilities because he is sedated and intubated but also in the ER he was minimally responsive which is most likely due to the hypoxemia rather than the dementia

· HOH and Amblyopia- the client has dementia, and is sedated and intubated which makes communication difficult

· Hypothyroidism- the client has a history of this disorder but it appears to be under control and the patient does not currently take any replacement therapy such as synthroid. He did not have any symptoms of hypothyroidism such as low blood pressure, and low blood sugar. He suffers from hypertension and diabetes

· Arthritis- the patient is very stiff and appeared to be in pain during ROM exercises especially at the knee and elbow joints which leads me to believe he has extensive joint arthritis 

· Atrial Fibrillation- the patient has a chronic case of AFIB, atrial fibrillation occurs when the heart quivers due to disorganized electrical impulses in the heart, the client was running in AFIB throughout my time with him and is being treated with Cardizem (calcium channel blocker) (10 ml/hr) and heparin (antithrombotic) to prevent thromboembolisms that can occur due to the quivering of the atria which can enter systemic or pulmonary circulation and cause further damage 

· Hypertension- this did not appear to be a major problem at this time but the client had consistently high blood pressure which was also being managed in part by the Cardizem which was also helping with his AFIB and tachycardia his blood pressures ran from 130/60-160/90, he was suffering from high blood pressures at this time due to his underlying history of this disorder as well as the stress related to his impaired respiratory status

· Hypercholestermia- this disease contributes to the hypertension and is related to the diabetes

· PVD- this disease is directly related to hypertension and diabetes, PVD is a condition that leads to hardening and narrowing of the blood vessels which can lead to decreased blood flow, and nerve and tissue damage

· PVOD (Pulmonary veno-cclusive disease)- this disorder occurs when there is narrowing or occlusion of the pulmonary veins and venules, this is a serious problem for this patient due to his current problem of respiratory compromise because of the PVOD the workload and stress is increased on the lungs causing dyspnea and fatigue, and decreased blood flow and tissue perfusion further causing oxygenation problems along with the CHF and AFIB this client is at major risk for complications 

· CHF- this client already has many cardiovascular problems that are all interrelated, this disease is basically when the heart is not able to pump enough blood to the body further complicating his already poor lungs, and cardiac arrythmia, and current large amount of generalized edema creates a severe cardiovascular insufficiency for this patient 
**Fill in Abnormal Labs**

	TEST
	RESULT

(Initial)
	RESULT

(Most Recent)
	NORMAL RANGE
	Give Rationale for any Lab

Value outside of norm

	HEMATOLOGY
	1.25.13
	1.29.13
	
	

	WBC
	11.5
	13.8
	4 - 11 k/mm3
	This is increased due to the presence of MRSA of the sputum and CAP (community acquired pneumonia)

	RBC
	3.85
	3.75
	M 4.20-6 m/mm3
F 3.85-5.15 m/mm3
	Anemia related to acute renal failure, the kidneys are not functioning therefore causing a decrease in EPO and RBC production

	HGB
	8.7
	8.5
	M 14-17 g/dl

F 12–15 g/dL
	Anemia related to acute renal failure- there is a decreased production of RBC therefore decreasing the oxygen carrying capacity of the blood also involves the hypoxemia upon admission

	HCT
	28.6
	28.0
	M  41-51 %

F  34–46 %
	Anemia related to acute renal failure 

	PLT
	
	
	150 – 450 k/mm3
	

	CHEMISTRY
	1.28.13
	1.29.13
	
	

	Glucose
	137
	157
	70 – 110 mg/dL
	Diabetes mellitus 

	BUN
	35
	40
	9 – 23 mg/dL
	Acute renal failure 

	Creatinine
	1.34
	1.52
	0.4 – 1.03 mg/dL
	Acute renal failure 

	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
	
	
	3.2 – 5.5 g/dL
	

	Calcium
	
	
	8.2 – 10.2 mg/dL
	

	Total Bilirubin
	
	
	0.3 – 1.2 mg/dL
	

	COAG STUDIES
	1/20
	
	
	

	PT (Protime)
	12.1
	
	10.5 – 12.7 seconds
	WNL

	APTT
	25.9
	
	25 – 37.5 seconds
	

	INR
	1.1
	
	2.0 – 3.0
	Heparin Use, blood is to thickened 

	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
	1.25.13
	1.29.13
	
	

	pH
	7.41
	7.51
	7.35 – 7.45
	Interpretation of ABG’s

	Partial CO2
	44.2
	39.9
	35 – 45 mmHg
	Uncompensated metabolic alkalosis with hypoxemia r/t acute renal failure, and present respiratory distress and use of mechanical ventilation 

	Partial O2
	72.6
	60.3
	80 – 100 mmHg
	

	Bicarb
	27.3
	31.7
	23 – 29 mmol/L
	

	O2 Sat
	94.1
	91.3
	95 – 100%
	

	O2 Concentration
	
	
	16 – 20.2 vol %
	


Objective 2; Competency d:   Clarify reasons behind diagnostic studies and effects of treatment

Other Diagnostic Tests
	TEST
	DATE
	FINDINGS

	Sputum Culture
	1.21.13
	Sputum was positive for MRSA, the client is suffering from CAP and had a complete opacity of the right lung, this lead to use of Vancomycin and contact precautions 

	ET tube insertion
	1.20.13
	This was done due to the acute respiratory distress and to ensure the client had an airway to receive mechanical ventilation to ease the work of breathing and help to rest his lungs and maintain airway patency 

	Central Line Insertion
	1.22.13
	The patient has poor peripheral access due edema and required multiple drug therapies, the line allows for direct access for cardiac monitoring, lab draws, and multiple treatment access to help the patient heal quicker

	Bronchoscopy
	1.21.13
	This procedure was done to evaluate the patients respiratory tract and investigate the pleural effusions and opacities of the lungs the findings indicate severe secretion buildup in the both lungs but more severe in the right lung and ensure airway patency 

	CXR
	1.20.13
	This was done to get a visual look at the lungs and ensure the proper placement of the OT and ET tube, the x-ray revealed right and left lung opacities due to the CAP and sputum buildup leading to a chest tube insertion for drainage

	Chest CT
	1.20.13
	This was done to get a visual of the lungs  it revealed a right pleural effusion with atelactasis and a left pleural effusion 

	CXR
	1.28.13
	This was done to confirm placement of the ET/ OT tube as well as monitor the progress of the right lung with use of the chest tube and to see if their had been any progress with treatment the findings were that the left lung was mostly clear and the completely opaque right lung began to show improve as evidenced by the increased visibility on the XRAY 

	
	
	

	
	
	

	
	
	


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?)


This client has many co-morbidities that are contributing to his current state of health. Upon my assessment the client had coarse lung sounds and the client was often coughing to bring up the secretions from his CAP and MRSA infested sputum. Due to this fact I would always need to assess the risk for aspiration, extubation, need for suctioning, further progression to sepsis via vital signs and lab cultures. The client has a diagnosis of Pneumonia which is further complicated by his CHF and PVOD which both affect the blood flow and work of breathing upon the lungs due to their course of progression. The complications include many things such as fluid overload, which is evident in his generalized body edema being treated with lasix and albuminar. His vascular status needs to be assessed regularly due to the AFIB and the potential for clots, heparin therapy for bleeding, edema impeding the circulation, and decreased cardiac output due to the AFIB, CHF, and use of mechanical ventilation. The client is in acute renal failure which needs to be monitored by the IO and urine output, labs (BUN and Creatinine). He is on Vancomycin for his MRSA, which means that his kidneys are at risk because that is how the drug is excreted this is monitored by watching renal function studies and the peak and trough draws. He is on heparin which puts him as a bleeding risk both external and internal so close monitoring of the vital signs are needed. He is very tachycardic (treated with Cardizem drip) this creates the potential for increased work load on the heart and lungs which are already severely compromised by his many health issues. I need to watch his fluid status, vital signs, telemetry, cardiac output, lung sounds, ABG’s due to his metabolic alkalosis, FSBS (due to diabetes which is increased by vancomycin and the tube feeding), peripheral vascular status, output for BM due to lack of one for 14 days (M.O.M). My patient is at risk for these complications due to his medications and illnesses (some of these medications are incompatible so there is the need for different tubing and frequent flushes):

· Cardizem- arrythmia, heart block, bradycardia

· Dilaudid- sedation, respiratory depression, bradycardia

· Protonix- hyperglycemia, anxiety, chest pain

· Vancomycin- nephrotoxicity, hypotension, fever, pain

· Lasix- hypokalemia, cardiac disruptions

The patient has a central line, which has the risk for occlusion hence the need for the heparin and frequent flushes. He has a chest tube, which could has the risk to be easily pulled out by the patient or during care and repositioning. The restraints require frequent peripheral vascular status checks and skin checks because they can cause breakdown and if they are too tight increases the risk for decreased blood flow to the limbs. If the restraints are too lose the patient can pull at the lines and dressings. The feeding tube needs to checked regularly for residual and placement, there is a high risk of aspiration so the proper precautions need to be maintained. The ventilator and vital signs parameters and alarms need to be set so that any changes are audibly aware to the nurses. The patient is at risk for VAP, aspiration, extubation, decreased cardiac output, decreased possibility of bowel movements, and ABG alterations. Also there is the risk for ventilator dependency. 

Problems and Risks related to Medical Issues:

· AFIB: thromboembolism that can enter circulation especially pulmonary, Impaired CO, stroke, and heart failure 
· CHF: kidney damage, liver damage, heart valve problems, overworked lungs, heart attack, stroke, fluid overload, edema
· PVD: blood clots, CAD, impotence, open sores 
· PVOD: difficulty breathing, pulmonary HTN, CHF, increased WOB
· Diabetes: hypo/hyper gylcemia, poor skin intergrity, cardiovascular problems (present), hypertension, kidney damage, eye damage such as retinopathy
· HTN: heart attack, stroke, heart failure, pulmonary hypertension, kidney damage or impairment, confusion if left untreated
· Pneumonia: sepsis (pending), atelactasis, ARDS, aspiration
· Dementia: difficulty explaining procedures, communication, impaired physical mobility
· Hypothyroidism: hypothermia, difficulty breathing, low blood pressure, unresponsiveness, hypoglycemia
· ARF: edema, fluid build up leading to increased WOB and increased CO, chest pain, F/E imbalance
· Metabolic Alkalosis: hypokalemia (lasix), hypocalcemia, tetany
In the case of this client the best options are frequent thorough assessments and monitoring for each potential complication and recognizing the deviations from normal. 
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.)

This patient had a lot of connections and equipment running. The safety measures for this patient include:

· Regular PT/INR’s daily during heparin use to determine any bleeding risk

· Mechanical ventilation settings and alarms to detect and deviation or high and low pressure changes, mark on tubing to ensure that the tube has remained in place 

· Continuous vital signs to ensure patient stability or deviations from normal for the patient

· Telemetry to monitor clients rhythm and current AFIB

· Chest tube was checked regularly and the collection chamber was set up right at all times with the output marked and the tube flowing freely to help promote drainage 

· Restraints checked hourly and were being used to prevent accidental extubation, central line displacement, or chest tube removal

· All lines were oraganized and labeled and free flowing, dates on IV tubing for when to next change them to prevent infection and medication incompatability

· Saline and Heparin flush to maintain patency of the catheter and avoid mixing of medications

· SCD’s and ace wraps on the bilateral lower legs to promote blood flow to the legs, helps with clients PVD and edema

· Fall Precautions with signs and wrist bands visually available

· Isolation precautions to protect staff and visitors from spread of MRSA

· Aspiration precautions due to the ventilator and the feeding tube and presence of large amounts of sputum and diagnosis of CAP

· Bed at least 30 degrees at all times to maintain oxygenation and prevent aspiration during tube feedings

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) Impaired Gas Exchange r/t current disease processes and medical diagnoses (CAP, respiratory distress, metabolic alkalosis, PVOD, hypoxemia) AEB: ABGs (pH 7.51, HCO3 31.7, PCO2 39.9), CXR showing pleural effusion, diminished and coarse lung sounds bilaterally, need for mechanical ventilation, large thick yellow sputum upon suction, diagnosis of CAP

Goal: Patient will demonstrate improved ventilation and adequate oxygenation by discharge AEB:

ABG’s WNL, clear CXR, clear lung sounds, begins weaning from mechanical ventilation successfully, clear sputum culture
 

ND #2) Acute Pain r/t current disease processes (CAP, arthritis, PVD, PVOD, CHF, respiratory compromise) and treatments (mechanical ventilation, chest tube insertion, suctioning, lab draws, abg’s) AEB: FLACC score of 6, visual grimacing, withdraws from light touch, clenched teeth, agitation, restless movements 

Goal: Patient will display pain less than 3 on FLACC Scale by discharge or asap AEB: no visual signs of pain such as visual grimacing or agitation, calm mood, well rested, calculated FLACC less than 3
Objective 3; Competency a:  Summarize witnessed examples of patient advocacy.


The nurse and the case manager attempted to call the POA to figure out what steps need to be taken in the clients care. We are unable to reach the client’s POA but were able to reach his other close family member who made the decision to come and help make decisions regarding care. We are not sure if the client needs/ wanted intubation so it is vital that a medical agreement is made to help ensure the clients wishes along with comfort so that we are able to care for him as carefully as possible. 
Objective 4; Competency a:  Reflect on a clinical situation that you handled well and one you would handle differently in the future.


I have not had a client with a central line so I was not familiar with them other than in a text concept. I thought that I was able to instill medications and perform procedures with confidence and no complications despite lack of experience. I have not had a client with a chest tube before and I feel that I needed practice with their care so I need to review policies and care next time for refreshment so that I can better care for a client with one and prevent complications.  
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 very agitated and restless while withdrawing from light touch. He appeared to be in quite a bit of pain (FLACC of 6). He also is in atrial fibrillation and had a chest tube. Anytime I would go to move the patient he would withdraw from me, he was not sedated but was being medicated with dilaudid. The patient is in the assist control mode of ventilation with a set rate of 12 but his actual respirations were about 22, this shows the client has the ability to initiate the breath but may not have the capacity to carry it out because of atelactasis and heavy infiltrates due to the CAP with thick yellow secretions that he was able to slight propel with coughing. The client had also just been given pain medication, which increased his drowsiness, and sedation, which could impede the trial due to possible respiratory depression and decreased ability to follow commands. The client would occasionally open his eyes at voices but most of the time was only receptive to painful stimuli. The client had also been trialed on CPAP on the day before and failed due to agitation and inability to maintain ventilation. According to the SAT safety screen failure includes anxiety, agitation, pain, RR >35, SPO2 <88%, Respiratory distress, and acute cardiac dysrythmia. The patient was also on a Cardizem drip for tachycardia and AFIB, his pulse is very jumpy and would increase at the slightest movement. There had been no success with titrating down the dose. The SBT safety screen parameters for failure include RR >35, RR<8, O2 sat <88, respiratory distress, mental status change, and acute cardiac arrhythmia. The client fits many of the criteria for failure including agitation, acute cardiac arrhythmia (cardizem drip was helping with the AFIB but it was still consistent throughout the whole shift, as well as a heart rate above 100 many times throughout the shift which leads to the question of cardiac stability), and pain. The risks for attempting either trial could have potential problems such as increased pain, worsening of AFIB, higher rates of tachycardia, increased agitation leading to respiratory distress (or accidental extubation) and causing the client more harm than good at this time. There could be a mental status change due to his UTI but it is hard to determine due to the lack of responsiveness and pre-existing dementia. This should be reassessed in 24 hours. 
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 client has a pre-existing diagnosis of dementia, and visual/ hearing impairments, which would make communication with the client more difficult if he was alert. The client also has a uti which can contribute to confusion, there was also a pending diagnosis of sepsis.The client is intubated and was really only responsive to painful stimuli and would only open his eyes for verbal stimuli occasionally. The client was in pain which contributed to the inattention. The medication (dilaudid IVP PRN q3hr) used to treat his pain only further caused sedation as a normal side effect. Increased anxiety due to the pain, and his current health status contributes to the potential for ICU Delirium. The results of my assessment ended with a positive assessment for ICU delirium based on the sedation, inattention, only responsive to painful stimuli, and a Rass score of +1 while in pain (restlessness) as well as a score of -4 when not in pain (no response to voice but movement or eye opening to physical stimulation). The client also is suffering from hypoxemia and metabolic alkalosis which can contribute to confusion. The nonpharmacological interventions I performed for this patient include:

· Reorientation of patient frequently when possible, always addressed patient during all aspects of care

· Stimulation of client with ROM exercises and care and calm talking 

· Quiet environment with low lighting and open window, removal of excess stimuli

· Release of restraints every hour for movement and assessment

· use of pain medication to decrease anxiety

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 patient was intubated and very anxious and early on in the shift had a FLACC score of 6. He would withdraw from light touch during assessment and was grimacing with movement. He was in pain whenever movement was applied to his right abdominal area due to the chest tube. The client has an existing diagnosis of arthritis as well which can contribute to pain. The client was given dilaudid for pain which visibly relaxed him and dropped his FLACC score to 0. 

Here is my MOVE assessment:


M: The patients myocardial stability was questionable due to the consistent AFIB requiring the use of a Cardizem drip. Also the patient was suffering tachycardia which to this point is being decreased by the cardizem drip but the staff have been unable to titrate the dose because the heart rate skyrockets.


O: The clients oxyenation is adequate due to the vent the respiratory rate is within normal limits FIO2 35% and PEEP of 5, which means the oxygenation status, is stable.


V: The client is not on any vasopressors


E: the client does not engage or respond to voice only to physical stimulation

Due to the assessment the client can fall into the level 1 category which includes PROM TID, turn q2 hours, active resistance PT, sitting position 20 minutes TID. I was able to release the restraints every hour and perform assessments and PROM with the client who withdrew from me due to pain or confusion.  He sat up for oral for about 20 minutes and the client was moved every 2 hours with regard of the chest tube and ventilation setup. I moved his legs and performed PROM with him to promote early mobility. 
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