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: 2/5-2/6                    Student’s Name: Teresa Johnston 
Objective 2; Competency a:  Correlates relationship among disease process, patient’s history, patient’s symptoms, and present condition.
Age: 65yrs.
Code Status:  Full Code

Precautions:  Fall precautions 
Allergies:  Penicillin, Metformin

Patient’s Symptoms on Admission: Patient called 911 due to angina, mid sternal pain.
Patient’s Chief Concern (In their own words)::” I was watching T.V. and my chest began to hurt, so I took a asprin and called 911.”
List Current history:
Hypothyroid

Diabetes

CHF 

List Past History:  

History of falls= broke Humeral head of right arm summer 2012
Renal failure due to dehydration.=did not go to dialysis

Dehydration due to diarrhea

Diarrhea due to allergy to Metformin 

Weight lost of 65 lbs due to diarrhea

Hypertension

Stomach surgery as a child (this was the only thing stated in the chart.)

**Fill in Abnormal Labs**
	TEST
	RESULT

(Initial)
	RESULT

(Most Recent)
	NORMAL RANGE
	Give Rationale for any Lab

Value outside of norm

	HEMATOLOGY
	
	
	
	

	WBC
	
	
	4 - 11 k/mm3
	

	RBC
	
	
	M 4.20-6 m/mm3
F 3.85-5.15 m/mm3
	

	HGB
	
	
	M 14-17 g/dl

F 12–15 g/dL
	

	HCT
	
	
	M  41-51 %

F  34–46 %
	

	PLT
	
	
	150 – 450 k/mm3
	

	CHEMISTRY
	
	
	
	

	Glucose
	139
	
	70 – 110 mg/dL
	Diabetes

	BUN
	45
	
	9 – 23 mg/dL
	Renal issues

	Creatinine
	2.12
	
	0.4 – 1.03 mg/dL
	Renal issues

	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
	
	
	
	

	PT (Protime)
	
	
	10.5 – 12.7 seconds
	

	APTT
	
	
	25 – 37.5 seconds
	

	INR
	
	
	2.0 – 3.0
	

	D Dimer
	
	
	
	

	CARDIAC MARKERS
	
	
	
	

	Troponin
	.064
	
	< 0.4 ng/ mL
	Ischemic heart issues

	BNP
	3060
	
	< 100 pg/mL
	Looking for CHF

	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
	.54
	
	0 – 6.3 ng/mL
	a cardiac enzyme

	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. 
Patient is a 65yr old retired school teacher, who works at North Central EMS as a wheel chair bus driver, presently. The night of issue client was watching T.V when he began to have chest pain(mid sternal pain). He immediately took 2 aspirin 81 mg then called 911.(2/5, 0200) When the EMTS arrived they gave a nitro pill sublingual, which was effective. They also applied nitro paste, and then ambulated to Bellevue Hospital. At this time they gave patient a antiplaletlet Plavix 300mg, which works as a aggregation inhibitor, reduction of atherosclerotic event (MI, Stroke, Vascular Death) in patient that are at risk for such events include recent MI acute coronary syndrome, unstable angina, non Q-MI peripheral vascular disease.   Patient is a new diagnosis of CHF(last week)  he had a Echo Cardio gram done which indicated a possible MI. He was scheduled for out patient cath lab on the 2/6 at 1130. Bellevue hospital decided to transfer him to Firelands Regional Medical Center , were North Ohio Heart Doctors practice.(0300) These vascular problems are more than likely due to the long history of diabetes. His Telemetry reading in his chart showed: Right bundle branch blockage, and T-wave inverted,(chronic heart ischema) Left atrial enlargement, left axis deviation, left ventricle hypertrophy with QRS widening, lateral ischemia. The first day of clinic he was NPO for the morning due to the cath lab was planning on taking him in a day early. After review they decided not to take him in the AM, therefore he was allowed to have nourishment. The issue on this was what diet to go by, would it be Heart healthy or Diabetic carbohydrate controlled? Due to the issue at hand being heart the menu was given for this diagnosis. While I was there I learned a great deal about this patients medical history because at 0930 a Cardiac Medical Student came in to obtain more information. Client stated that a week ago from Monday he was having trouble breathing (CHF) His General Family Practitioner ordered a chest X-ray. Doctor felt it was do to pneumonia and put him on a antibiotic. Patient felt he was not getting better so he went back a few times and the doctor then thought he was having anxiety. EMT’s client works with told him he need to go to Fisher Titis Hospital there they found him to have CHF not pneumonia. They gave him Lasix which was effective. That is where he received the Echo Cardio Gram that showed ischemic heart issues, they informed patient that he had a MI in the last few weeks. Family history may show a genetic link father died of a heart attack at 53, mother is still alive at 89. Client did smoke but that was 25 years ago. Other problems client has had in the past 2 years,  a history of falls, which I wonder if it is due to low heart profusion rate, that may have left the client weak. One fall happened at a gas station when he was filling up the wheel chair van he tripped over a hose and broke is humeral head of his right arm. He stated he was on the Way to the bathroom due to, at this time he was also experiencing a great deal of diarrhea. This issue of the diarrhea was profound and caused my patient to lose 65lbs. This diagnosis of Lose Stools caused my patient to become dehydrated; which lead to renal failure. The doctors order him a colonoscopy , which did not show abnormalities. He had the camera go through his GI track, which was out in 2 hours. The end result of the test were inconclusive. He was telling this to a friend who told him it was probably due to his Metformin pill, because diarrhea is a side effect. So he stopped the Metformin and the diarrhea ceased. On the second day of my clinical I found out that my client had went to cath lab but due to his kidney function he was not able to receive a stent. Myomyst was given to my patient to prevent contrast induced nephropathy. I was told by my instructor they give this in cola because it taste awful. He was also given Normal Saline to flush out the kidneys. The Cardiologist came into my patients room to explain his findings. They would be stenting one of the arteries possible two (depending on what the FFR showed) But there was a area of the heart he had lost and would not be able to get it back. He also went into the fact that my patient had a pulmonary effusion, that would have to hold off on draining for about 6 months to a year, due to the stent and the anti platelets that would not make his clotting response effective enough to allow.  My patient was concerned about going back to work, the doctor said it was to early to tell. After about a hour my patient stated, “ It was not good news I heard from the doctor today.” I responded by explain that the part of the heart they could stent would make him feel better. 
To sum it up: My patients diabetes-caused-heart block-caused-CHF-SOB-weakens-falls.       

Other Diagnostic Tests
	TEST
	DATE
	FINDINGS

	EKG
	2/5
	, : Right bundle branch blockage, and T-wave inverted,(chronic heart ischema) Left atrial enlargement, left axis deviation, left ventricle hypertrophy with QRS widening, lateral ischemia.

	Chest xray
	2/5
	Pleural Parenchymal changes

	Cath lab 
	2/5
	Report not in but blockages are seen.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


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?) Hypothyroidism can lead to Cardiac enlargment’ tendency to develop congestive heart failure. My client has congestive heart failure which increases his risk of having a Pulmonary Embolism. CHF puts the patient at risk of congestion of the lungs and peripheray.  Acute pulmonary edema is a medical emergency, if not treated death will occur from suffocation because the the client drowns in his own fluids. Diabetes  can cause macrovascular and microvascular complications such as coronary artery disease, peripheral vascular disease, cerebrovascular disease, infection, rennopathy, nephropathy, and neuropathy Acute complications of diabetes-hypoglycemia-diabetic ketoacidosis-hyperglycemia. The fact that my patient has ischemic areas in his heart puts him at risk for more angina episodes. Angina can be due to Myocardial infarction, when the myocardial tissue is abruptly and severely deprived of oxygen. Due to his renal inefficiency he is at risk for multiple issues: Neurological manifestations- lethargy and daytime drowsiness, inability to concentrate or decreased attention span, seizures, Coma, Slurred speech, Asterixis, Tremors, twitching, or jerky movements, myoclonus, ataxia, paresthesia,. Cardiovascular manifestations- Cardiomyopatrhy, hypertension, peripheral edema, heart failure, uremic pericarditis,ect…Respiratory manifestations-Hematological manifestations-gastrointestinal manifestations-integumentary manifestation-  Musculoskeletal manifestations. In short this client is at risks for multiple complacations.  
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.) My client is allergic to penicillin which is on the top of his computer chart. He is a fall risk so his bed alarm is on. his IV site is being checked every 4 hours. My client is alert and orientated X’s 3.
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)Decreased Cardiac output, related fatigue, feeling breathless, nocturnal dyspnea, anxiety,
Goal: Client will report decreased episodes of dyspnea, angina, and dysrhythmias. Clint will demonstrate an increase in activity tolerance by next office visit.
ND #2) fatigue related to increased in physical complaint
Goal: Client will improved sense of energy. Client will identify basis of fatigue and individual areas of control. Client will perform activities of daily living and participate in desired activities at level of ability. Client will participate in recommended treatment program by next office visit.
Objective 3; Competency a:  Summarize witnessed examples of patient advocacy. 
The hospital Advocate came to see my patient. The biggest advocate was Bellevue Hospital realizing they did not have the equipment to help this patient and sent him to Firelands where he could receive excellent care,.
Objective 4; Competency a:  Reflect on a clinical situation that you handled well and one you would handle differently in the future. I was well organized the second day. The first day my charting was not up to par., which I rectified the next day by being better prepared.
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? Not at this time.
D-Delirium Assessment & Management:  What are the results of your D assessment? Explain. What nonpharmacological interventions for delirium did you implement for your patient? My patient was able to ambulate and concentrate on the T.V. there was no need for an intervention.
E-Early Exercise and Mobility:  What are the results of your mobility safety assessment screening?  What early exercise and mobility interventions did you implement? Client was able to ambulate self.

I feel this assessment did not pertain to my client.
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