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Case Study Analysis of Sepsis Reflection Paper

The case study describes the case of a 58-year-old male M. H., who presented to the emergency department (ED) with complains of urinary retention, nausea, vomiting, irritability, lower abdominal and lower back pain. The patient had a history of medication non compliance, ETOH polysubstance abuse and UTIs. Mr. M.H. has a suprapubic foley catheter that leaks cloudy and smelly urine. Upon assessment he was diagnosed with sepsis in triage after presenting abnormal vitals and erratic behavior with an AOx2.  
Many cases like Mr .M.H. are a common finding in the emergency department, thus it is very important to pay close attention to the patient’s behavior and to provide holistic and patient-centered care. By doing this case study I was able to understand better about how to create an individualized patient care plan to help the patient improve his health outcome. 
Due to his history of noncompliance with medications or care (he tends to leave against medical advice), ETOH and polysubstance abuse, and recurrent UTIs, it is imperative to provide quick interventions and to make sure that he is comfortable and treated with dignity in a nonjudgemental manner. The care plan for him included sepsis protocol interventions such as cultures, fluids, antibiotics and continuous monitoring of vitals. A referral to urology and doing imaging (e.g. CT scan and X-Ray) was also very important to assess the patency of the suprapubic foley. By taking these steps the patient will be able to get as many interventions done as fast as possible to avoid further health decline. This case also taught me that by creating an individualized care-plan for the patient increases their satisfaction with the quality of the care that was provided. For example, by attempting to do as many interventions as quickly as possible the patient felt that he was being helped and not ignored. I noticed that he always tends to get very anxious and becomes increasingly aggressive when he feels ignored or alone. Throughout the care I attempted to check on him multiple times to make sure that we were genuinely worried about his health. Sitting with him and listening to his complaints helped him ease some of his anxiety. This taught me that he cared more about receiving empathy and having someone listen to him. I realized that he was feeling very depressed and expressed himself not having family or friends to care for him. After talking to him he was more willing to cooperate and to be patient with the staff. By placing my computer across his room, other nurses and I were able to keep him company while we were able to chart.    
Upon his admission to the hospital, we had achieved completing every needed intervention and he stated feeling happy with the care since according to him we “actually cared this time.” I realized that every person has different needs, concerns and perspectives about the care they need, thus it is incredibly important to listen to the patient and to structure a holistic care plan where the patient is the center of the care plan. By creating this individual care plan, the patient will feel included, satisfied and their trust in the care provided by the staff will grow. I think that I feel more comfortable in providing holistic care and enjoy listening to my patients concerns and life stories. 
