NURSING CARE OF ADULTS III CRITICAL CARE	
Patient Data Profile-2012	 Instructor’s initials: _____
Objective 2
Competency e.	Obtains a comprehensive health history including social background, lifestyle, past medical history, and chief concern.

Date: 04-19-12	Week of semester: 14


	ADMISSION INFORMATION
	STUDENT NURSE: Ashleigh Moyer

	Admission Date: 04-14-12
	Date(s) of Care: 04-17-12/04-18-12
	Age: 86
	Sex: M


	Reason for Hospitalization: SOB




	Code Status: DNRCCA

	ADVANCED DIRECTIVES
	
	

	Living Will: yes
	POA for Healthcare: yes
	Eligible Organ/tissue Donor: no

	PATHOPHYSIOLOGY

	Admitting medical diagnoses: LLL Pneumonia with Sepsis

	Past Medical/Surgical problems (list dates when available):

	BPH

	Colostomy

	Dysphagia

	Hypercholesterolemia

	Hypothyroidism

	PVD

	Right Thumb Amputation

	Left Index Amputation

	ALLERGIES 
	

	Allergies: Penicillin, Terazosin
	Type of allergic reaction: Unknown

	VITAL SIGNS
	T
	P
	R
	SPO2
	BP

	Most recent
	98.4
	82
	26
	93%
	86/50

	Admission
	99.3
	90s
	teens
	?
	60/palpation

	INTRAVENOUS FLUIDS

	Type of IV access: quad lumen

	Types of IV drips
	Amiodarone
	

	IV site change due dates? N/A
	Next IV Piggyback is due at: N/A

	Central line dressing change due date? 04-24-12
	

	Bedside ECG monitor/telemetry rhythm: NSR

	12 Lead ECG results from PCS system: NSR

	FSBS results this shift:
	High- 204
	Low- N/A
	Frequency ordered? Q6H

	LAB RESULTS:
	
	
	

	TEST
	DATE
(Initial)
	RESULT
	DATE
(Most Recent)
	RESULT
	NORMAL RANGE
	RATIONALE
(Value outside normal)

	HEMATOLOGY
	04-14
	
	04-17
	
	
	

	WBC
	
	14.3
	
	10.0
	4.3-10.3 k/mm3
	

	RBC
	
	4.63
	
	2.99
	4.38-5.77 m/mm3
	sepsis

	HGB
	
	14.5
	
	9.5
	13.6 – 17.2 g/dL
	sepsis

	HCT
	
	45.4
	
	28.2
	39.5 – 50.3 %
	sepsis

	MCV
	
	98.0
	
	94.2
	80.7 – 95.5 µm3
	

	MCH
	
	31.3
	
	31.7
	27.2 – 33.5 pµ
	

	MCHC
	
	32.0
	
	33.7
	32.7 – 35.6 g/dL
	

	RDW
	
	19.4
	
	17.5
	11.8 – 14.3 %
	sepsis

	PLT
	
	287
	
	134
	156 – 373 k/mm3
	sepsis

	MPV
	
	9.5
	
	9.7
	6.9 – 10.8 µm3
	

	Lymph
	
	-
	
	97.6
	19.4 5 – 44.9 %
	sepsis

	Mono
	
	-
	
	2.0
	5.1 – 10.9 %
	sepsis

	Neutrophils
	
	-
	
	0.3
	41.0 – 73.0 %
	sepsis

	EOS
	
	-
	
	0.0
	0.9 – 6.0 %
	sepsis

	Baso
	
	-
	
	0.0
	0.3 – 1.5 %
	sepsis

	CHEMISTRY
	
	
	
	
	
	

	Glucose
	
	149
	
	-
	70 – 105 mg/dL
	pneumonia

	BUN
	
	84
	
	56
	9 – 23 mg/dL
	sepsis

	Creatinine
	
	3.33
	
	1.83
	0.5 – 1.5 mg/dL
	sepsis

	Sodium
	
	158
	
	154
	136 – 146 mEq/L
	sepsis

	Potassium
	
	4.8
	
	3.2
	3.5 – 5.1 mEq/L
	sepsis

	Chloride
	
	132
	
	120
	95 – 114 mEq/L
	sepsis

	BLOOD GASES
	04-15
	
	04-15
	
	
	

	pH
	
	7.33
	
	7.33
	7.35 – 7.45
	pneumonia

	Partial CO2
	
	18.3
	
	18.3
	35 – 45 mmHg
	pneumonia

	Partial O2
	
	66.2
	
	66.2
	80 – 100 mmHg
	pneumonia

	Bicarb
	
	9.3
	
	9.3
	23 – 29 mmol/L
	pneumonia

	Base Excess
	
	-14.7
	
	-14.7
	-3 to 3 mmol/L
	pneumonia

	O2 Sat
	
	92.5
	
	92.5
	95 – 100%
	pneumonia

	O2 Concentration
	
	18.6
	
	18.6
	16 – 20.2 vol %
	

	Total CO2
	
	22.1
	
	22.1
	24 – 30 mmol/L
	pneumonia

	FIO2
	
	32
	
	32
	
	

	URINALYSIS
	04-14
	
	04-15
	
	
	

	Color
	
	yellow
	
	red
	
	sepsis

	Clarity
	
	clear
	
	cloudy
	
	sepsis

	Spec. Gravity
	
	1.018
	
	1.020
	1.003 – 1.035
	

	Leuk EST
	
	+3
	
	+4
	Negative
	

	pH
	
	5.0
	
	5.0
	5.0 – 9.0
	

	Protein
	
	20
	
	70
	Negative
	sepsis

	Glucose
	
	normal
	
	30
	Negative
	sepsis

	Ketones
	
	negative
	
	negative
	Negative
	

	Bilirubin
	
	negative
	
	negative
	Negative
	

	Blood
	
	+1
	
	+3
	Negative
	sepsis

	WBC
	
	3-4
	
	10-19
	<2 / HPF
	sepsis

	RBC
	
	5-9
	
	innumer-able
	None
	sepsis

	Bacteria
	
	trace
	
	none
	None
	

	Nitroles
	
	negative
	
	negative
	Negative
	



	Procedures: N/A
	Completed:
	Pending:  N/A

	
	CXR 04-14
	

	
	CXR 04-16
	

	
	CXR 04-17
	

	Chest X-ray results: diffuse bilateral pulmonary infiltrates; new RIJ central line

	DIET / FLUIDS

	Type of Diet: NPO
	Restrictions: N/A
	Gag Reflex Intact: yes
	Appetite:
(Prior 24  hrs)
	Breakfast
0%
	Lunch
0%
	Supper
 0%

	Fluid Intake:
	7-3
826
	3-11
?
	11-7
?
	24h
?
	Problems: swallowing, dehydration


	Tube Feedings: NovaSource Renal/50mL/h
	· 


	REVIEW OF SYSTEMS

	· NEUROLOGICAL/MENTAL STATUS

	LOC: unable to determine
	Speech: unable to determine- aphasic

	Motor: ROM x 4 extremities mild weakness
	Sensation: 4 extremities sensable
	Pupils: PERRLA
	Sensory Deficits: bilateral cataracts, hearing loss


	· MUSCULOSKELETAL SYSTEM

	Bones, joints, muscles: N/A

	Lower extremity circulation: left pedal pulse weak, extremities warm to touch


	· CARDIOVASCULAR SYSTEM

	Pulses: palpable
	Capillary refill: yes
	Edema, pitting vs. nonpitting: N/A

	JVD measurement: N/A
	Sounds: regular
	Any chest pain? Unable to determine

	· GASTROINTESTINAL SYSTEM

	Abdomen: soft, nontender, nondistended
	Bowel sounds X 4 quadrants: active
	NG tube: N/A

	Ostomy: stoma site necrotic around perimeter
	Last bowel movement: N/A

	· GENITOURINARY SYSTEM:

	Foley catheter: yes
	Incontinence: yes
	Burning: undeterminable

	Condom catheter: no
	Skin barrier: yes
	Other: N/A

	· RESPIRATORY SYSTEM

	Depth, rate, rhythm: shallow, tachypnea, regular


	Use of accessory muscles: no
	Cyanosis: no
	Sputum: N/A
	Cough: moist, non-productive

	Breath Sounds: fine crackles throughout anterior upon inspiration and expiration

	Use of oxygen: 100% nonrebreather
	Flow rate of oxygen: 15L/min
	Oxygen humidification: yes
	Pulse oximeter
Continuous? yes

	Smoking: no

	· SKIN AND WOUNDS

	Color, turgor: tenting
	Rash, bruises: N/A
	Describe wounds: sacral redness with a pinpoint opening, no drainage present
	Edges approximated: yes
	Type of wound drains: N/A


	· PSYCHOSOCIAL & CULTURAL ASSESSMENT

	Erikson’s growth and development stage: Old Adult- Though demented, my patient seems to be sorrowful about his current medical state.  The look in his eyes reads unhappiness.


	DISCHARGE PLANS:

	Teaching: The patient is unable to comprehend teaching.

	Referrals: wound care, nutrition, hospice

	Nursing Home: OVH

	Medication handouts: N/A

	FAMILY CONCERNS OR ISSUES:N/A

	ITEMS PENDING WITH PHYSICIANS: N/A



	Name
	Dose/Times
	Classification
	Reason ordered
	Side effects/watch for

	Cefepime
	500mg/q24h
	anti-infective
	sepsis
	seizures, anaphylaxis

	Xenaderm
	1appl/TID
	anti-infective
	sacral breakdown
	N/A

	Albuterol
	2.5mg/q4h
	bronchodilator
	pneumonia
	bronchospasm, palpitations

	Amiodarone
	200mg/qam
	antiarrhythmic
	atrial fibrillation
	ARDS, CHF

	Apidra
	sliding scale/q6h
	antidiabetic
	pneumonia
	hypoglycemia

	Atrovent
	0.5mg/q8h
	anticholinergic
	pneumonia
	N/A

	Synthroid
	150mcg/qam
	hormone
	hypothyroidism
	hyperthyroidism

	Solumedrol
	80mg/q12h
	corticosteroid
	pneumonia
	peptic ulceration, thromboembolism

	Protonix
	40mg/daily
	antiulcer agent
	colostomy
	N/A

	Dextrose
	25g/PRN
	supplement
	NPO
	N/A

	Glucose
	45g/PRN
	supplement
	NPO
	N/A

	Levaquin
	500mg/q48h
	anti-infective
	sepsis
	seizures, arrhythmias, hepatotoxicity

	Vancomycin
	500mg/q48h
	anti-infective
	sepsis

	nephrotoxicity, anaphylaxis



Objective 2:
Competency o:	Interpret how a clinical situation illustrated the spiritual component of holistic care.

I did not witness the spiritual component of holistic care while on clinical.

Objective 3:
Competency a:	Summarize witnessed examples of patient advocacy.

My nurse advocated for my patient by persistently contacting the patient’s care provider to write an order for NG insertion for nutrition and medication administration purposes.

Objective 3:
Competency b:	Critique the methods used by the charge nurses and staff nurses to manage clinical situations.

My patient’s nurse persistently kept on his care provider to get an order to insert an NG tube for nutrition and medication administration purposes.

Objective 4:
	Competency b:		Explain a clinical situation that you handled that 					went well.

I handled total patient care well this week.  I identified problems that needed to be solved and I prioritized them according to urgency.  If I were my patient, I would have been very pleased with the care that I had given.

Objective 4:
Competency b:	Critique a clinical situation that you would handle differently in the future.

Something I would handle differently in the future would be sending a discontinued medication back to the pharmacy when the order to discontinue is written.

Objective 4:
Competency f:	Identify examples of personal or professional stressors observed/experienced in the clinical setting.

I did not witness or experience any stressors while on clinical.

	Objective 6:
	Competency a:		List an example of a legal issue or point that was observed in the clinical setting.

					A legal issue I observed while on clinical was the absence of the patient’s identification band.  I quickly found and made a band for the patient.

Objective 6:
	Competency b:		Classify an ethical principle that was evident in a clinical situation.

					While on clinical, I observed nonmaleficence because we did no harm to the patient, and I observed beneficence because we did only good to the patient.

Objective 6:
	Competency c:		Recognize threats to healthcare providers, patients and families in the clinical environment.

I did not witness any threats while on clinical.  The patient was placed on appropriate precautions and was not contagious with infection.
2
