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vame: CHlOE Sylvester

Nursing Problem Worksheet

Anticipated
Patient Problem

Relevant Assessments

(Prework) What assessments pertain to

Multidisciplinary Team Intervention

(Prework) What will you do if your

dysuria, infection
of urinary tract

Goal:

Urine output will be equivalent to oral
fluid intake during my time of care,
30mL/hr and clear-yellow in color
without foul odor.

Goal:

will have WBCs within normal
range and no presence of fever

or chills by the end of my care.

o "

and your patient’s prob!em. Include assessment is abnormal?

frequencies
Goals
Assess strict 1+0 g1 Encourage urination, schedule, use hat if
Problem: . ambulating to toilet
Impaired urinary . : - o ek -
. . . ncourage oral tiuia Intake, proviae privac

elimination f]\ssess fpr;j%/f\lurla, burning, g p privacy
Reasoning: ematuria

Assess WBCs daily with lab
draws

Administer Levofloxacin as ordered

Assess urinalysis results as provided

Encourage cranberry juice to help
acidify urine if pH is too high

Assess presence of fever/chills g4

Administer antipyretic, continue antibiotic
therapy

Assess use of oral antibiotic therapy post
discharge

Educate importance of continuing antibiotics
for entire course, taking as prescribed

Anticipated
Patient Problem

Relevant Assessments

(Prework) What assessments pertain to

Multidisciplinary Team Intervention

(Prework) What will you do if your

of urinary tract

Goal:
Will communicate a pain less

than or equal to 2 by the end of
my care.

%ﬁ)eaxlﬁbit comfort with VS that correlate
to baseline. BP less than 120/80, RR
12-20, and HR 60-100 bpm during my
time of care.

upon movement PRN pain scoring

and your patient’s problem? Include .
. assessment is abnormal?
frequencies
Goals
Problem: Assess BP, HR, RR with VS g4 Admin analgesics as ordered
ACUte Paln Assess pain quality, onset, goal, precipitating Cluster care, provide choices, notify RN
. + relieving factors g4 PRN

Reasoning: ' : :

inflammation Assess non-verbals: guarding, grimacing notify RN for use of PRN

medications

Assess willingness to use non-pharmacological
methods to reduce pain g4 PRN

Distraction, position changes, apply a heat
pack to suprapubic region

Assess effectiveness of pain relieving
intervention (med) post admin - IV 30 min

Provide rest periods with a calm, quiet
environment, notify RN

Assess for anxiety - mental status
changes g1

Administer Lorazepam as ordered, calming
techniques, reduce external stressors

C&P:\N102 -Nursing Care of Adults\Course Planning\2024\Course Documents\Clinical\Clinical Forms{N102 Nursing Problem Worksheet — 2024}




To Be Completed During the Simulation:
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Below will be your notes, add more lines as needed. Relevant Assessments: Indicate pertinent assessment findings.
Multidisciplinary Team Intervention: What interventions were done in response to your abnormal assessments?
Reassessment/Evaluation: What was your patient’s response to the intervention?
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Below will be your notes, add more lines as needed. Relevant Assessments: Indicate pertinent assessment findings.
Multidisciplinary Team Intervention: What interventions were done in response to your abnormal assessments?
Reassessment/Evaluation: What was your patient’s response to the intervention?

Patient
Problem

Time

Relevant
Assessments

Time

Multidisciplinary
Team Intervention

Time

Reassessment/
Evaluation
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ATI Virtual Clinical Questions and Reflection:

1) Identify two members of the healthcare team collaborating in the care of this patient:

a. DI 6&(*@(
b. RN Povel
2) What were some steps the nursing team demonstrated that promoted patient safety?
- 1EARING, Da o giisure, AT MEALS Made amml«lv
. L3l or ASSINT NG o W, ¢ mvme, KN
. LAl m fituick mvvw\&%w nn ndden Shatus thanges

3) Do you feel the nurse and medical team utlhzed therapeutic communication technlques when interacting
with individuals, families, and health team members of all cultural backgrounds?

a. Ifyes describe: Yo, | ¥y Wnen wnlined 0 A COMMULM CAX BN,

0 \Wybalize e ()l/d«'/i/\,Q\lY)\MV\ wégrmatinn oy e paxieny, AN\

Y tasSks.
b. I%nod scribe:

Reflection
1) Go back to your Preconference Template:

\/‘{. Indicate (circle, star, highlight, etc.) the components of your preconference template that you saw
applied to the care of this patient.

2) Review your Nursing Process Form: Did you select a correct priority nursing problem?

a. Ifyes, write it here:

b. If no, write what you now understand the priority nursing problem to bema“o\\\)r (o N
\
Decleaser Cardiac . OUEDWN = iﬁg‘i‘g*wmﬁm ove

{ 0%,V VoY, creckes
3) Review your Patient Problem Form: Did you see many of your antlclpate\él ¥ \él(lé\lfg%.%as eé%\me}ilts and

interventions used?

a. Were there interventions you included that were not used in the scenario that could help this
patient?

1. If yes, describe:

ii. If no, describe:

L 410 Iunded asse ssino, haw| A PO whein
\Ahmhvw\ VAY e 'Dame\mv van A CaYne xe o m&%&

4) After completing the scenario, what is your patient at risk for developing?

o SO NOCK ([% WOISEMING, WHOSRPSIS
b. Why? D‘(\ 8, Wy 7/01 ‘Nx%ﬂ&\\) (‘\W\Q/\)&{d




5) What was your biggest “take-away” from participating in the care of this patient? How did this impact

your nursing practice?

This 9anent (ally Hmoniated & (8a) \ite, SCENAVIO 1 whith e, Lave

oW XLk D

(Wide F0r & Yahent is Ok Hielr WL, DYIOYTFY. ThiS

émmmw ey

mdeo e Yhat \OUL Nave, 4D eypelt Y, upgxpected §nd

be! VVl“l\/W\ and aple H ('l/mmme \JOUv LAY 8 CLovdilngly. @40/1/161

Fovward, ' wi)

\L Lol His QM(/VM/I/IM; and dp my st 1 LASUIe | arc

mm)avo(\ 1%( WYRtuew mnallwmcs May f LSeit Wenseales .

C&P:\N102 — Nursing Care of Adults\Course Planning\2024\Course Document:

s\Clinical\ATI Real Life {ATI Clinical Student Packet 2024



Module Report ‘%
Tutorial: Real Life RN Medical Surgical 4.0 % ati

Module: Urinary Tract Infection

Individual Name: Chloe Sylvester
Institution: Margaret H Rollins SON at Beebe Medical Center
Program Type:  Diploma

Standard Use Time and Score

Date/Time Time Use Score
Urinary Tract Infection 4/10/2024 11:58:02 AM 1 hr 24 min Strong

Reasoning Scenario Details

Urinary Tract Infection - Use on 4/10/2024 10:34:12 AM

Reasoning Scenario Performance Related to Outcomes:
*See Score Explanation and Interpretation below for additional details.

. N
Body Function Strong Satisfactory Imprs\?gr?lent
Cardiac Output and Tissue Perfusion 100%
Cognition and Sensation 100%
Immunity 100%
Integument 100%
Mobility 100%
Oxygenation 100%
Regulation and Metabolism 100%
. N
NCLEX RN Strong Satisfactory Imprg\?grient
RN Management of Care 100%
RN Safety and Infection Control 100%
RN Psychosocial Integrity 100%
RN Pharmacological and Parenteral Therapies 100%
Page 1 0of 5
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RN Physiological Adaptation 100%
: N
QSEN Strong Satisfactory Impr(?\?gnswent
Safety 100%
Patient-Centered Care 100%
Evidence Based Practice 100%
Teamwork and Collaboration 100%

Decision Log:

Scenario

Question Fill In the Blank Essay (Not Scored)

Question

What additional information would assist Nurse Craig in preparing to care for
Mrs. Jordan? List 5 additional pieces of information that should have been
included in the report.

Selected Option

Urinalysis results, presence of low grade fever, order for Lorazepam due to
restlessness, foley catheter, when next Levofloxacin dose is due

Rationale

1. Levofloxacin (Levaquin) — How much was given and when is the next dose?
2. Agitation — The client’s baseline level of orientation. Is this agitation new or
getting worse? How do you know she is tired? Did she tell you that or is she
sleeping on and off? 3. Probable discharge in next 24 hr — |s there a discharge
order or plan? 4. Output — Amount, color and characteristic of urine.5. IV — The
type and amount of IV solution given since arrival in the emergency department.
The type and rate of IV solution that is currently infusing. Location of IV site and
size of catheter.6. Vital signs — Range of vital signs, including O2 saturation.
Current vital signs. 7. Blood glucose — Results of blood glucose and time
obtained. 8. Social status — Any significant others that are with her. Individuals
who should be contacted about hospitalization. 9. Medical history — Pre-existing
conditions, allergies, and home medications and adherence. 10. Other — Normal
level of activity, history of falls, and diet at home.

Optimal Decision

Scenario

Nurse Craig just entered Mrs. Jordan’s room to do his assessment.

Question

Nurse Craig is assessing Mrs. Jordan. Which of the following actions should the
nurse take next?

Selected Option

Apply oxygen per nasal cannula at 2 L/min.

Rationale According to the airway, breathing, and circulation (ABC) priority-setting
framework, this is the first intervention the nurse should take to address the
client’s difficulty breathing.

Optimal Decision
Scenario Nurse Craig finds Mrs. Jordan restless and having increased difficulty breathing.

Report Created on: 4/10/2024 11:58 AM EDT
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Question

Nurse Craig observes that Mrs. Jordan is restless and having increased difficulty
breathing. Which of the following assessments is appropriate for Mrs. Jordan’s
needs at this time?

Selected Option

Rapid focused assessment

Rationale The client is experiencing an acute episode of dyspnea. A rapid focused
assessment will allow the nurse to determine the underlying cause of the
dyspnea and to intervene quickly. Therefore, this is the correct assessment at
this time.

Optimal Decision
Scenario Nurse Craig completes a rapid focused assessment.
Question Based on the findings from the rapid focused assessment, which of the following

actions should Nurse Craig perform first?

Selected Option

Increase oxygen to 4 L/min.

Rationale The client is demonstrating clinical manifestations of heart failure and
hypoxemia. Using the priority-setting framework of ABCs, increasing the rate of
oxygen administration is the priority action because this promotes improved
oxygenation.

Optimal Decision
Scenario Nurse Craig has received a bag of medications from Mrs. Jordan’s home.
Question Nurse Craig has received a bag of medications from Mrs. Jordan’s home. He

reviews each of the medications. Which of the following is the best action for
Nurse Craig to take at this time?

Selected Option

Request medication reconciliation with pharmacy.

Rationale The client’s preadmission medications should be compared to the current
medications prescribed by the provider upon admission.
Optimal Decision
Scenario Nurse Craig is discussing Mrs. Jordan’s medications with the pharmacist.
Question Nurse Craig has reviewed Mrs. Jordan’s medications received from her home.

Nurse Craig labels the medication bag and locks the medications in a cabinet.
Based on events so far, which of the following best describes Mrs. Jordan’s
priority underlying medical condition?

Selected Option

Cardiac

Rationale

Based on the client's home medications and the events that have occurred, the
client’s cardiac condition is the priority at this time. Digoxin (Lanoxin),
furosemide (Lasix), potassium chloride, and isosorbide (Imdur) are medications
prescribed for heart failure. The client is experiencing shortness of breath and
difficulty breathing related to fluid overload.

Optimal Decision

Scenario

Mrs. Jordan is demonstrating exacerbation of heart failure.

Report Created on: 4/10/2024 11:58 AM EDT
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Question

Mrs. Jordan has experienced increased respiratory distress during the past 2 hr.
Since admission, she has received 2,550 mL IV and 100 mL orally. Her urinary
output since admission to the medical-surgical unit has been 100 mL. Which of
the following clinical manifestations indicates exacerbation of heart failure and
should be reported to the provider? (Select all that apply.)

Selected Ordering

Dependant pitting edema Crackles in the lungs

Rationale

Pitting edema is a clinical manifestation of heart failure. Weak peripheral pulses
is a clinical manifestation of heart failure. Dark amber urine is typically seen in a
client who has fluid volume deficit. Therefore, this finding does not indicate heart
failure.Neck vein distension is a typical clinical manifestation for a client who has
heart failure. Crackles in the lungs is a clinical manifestation of heart failure.

Optimal Decision

Scenario

The provider just explained to Mrs. Jordan that she is not a candidate for
surgery and needs to be placed in Buck’s traction. Mrs. Jordan is tearful and has
a frightened look on face.

Question

The provider has just informed Mrs. Jordan that due to her cardiac condition she
is not a candidate for surgery. Mrs. Jordan is tearful and has a frightened look
on her face. Which of the following is an appropriate statement by Nurse Craig?

Selected Option

"Tell me about the concerns you have."

Rationale This is a therapeutic statement by the nurse to the client.
Optimal Decision
Scenario Mrs. Jordan is in Buck’s traction and needs a bed bath.
Question Nurse Debbie is preparing to provide a bed bath for Mrs. Jordan, who is in

Buck’s traction. Which of the following is the appropriate action for Nurse Debbie
to take?

Selected Option

Leave the traction in place.

Rationale Buck’s traction is to remain in place to keep the extremity immobilized to
decrease muscle spasms until surgery is performed on the fractured hip.
Optimal Decision
Scenario Nurse Stephanie has inspected Mrs. Jordan’s back for skin breakdown.
Question ImagelRN_AMS_UTI_22_stem_800px.pnglMrs. Jordan is at risk for skin

breakdown due to her age, her cardiac condition and her mobility that is
restricted due to the placement of Buck’s traction. Nurse Stephanie assesses
the client for skin breakdown. Based on the photograph, Nurse Stephanie
should classify the skin breakdown as which of the following?

Selected Option

Stage 2

Rationale

In stage 2, there is partial thickness skin loss involving the dermis with a shallow
pink ulcer that has a red pink bed without sloughing. It also can appear as an
intact blister.

Optimal Decision
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Scenario

Nurse Debbie is planning care for Mrs. Jordan

Question

Which of the following should Nurse Debbie include in the plan of care for Mrs.
Jordan, who has a fractured hip and is in Buck’s traction?

Selected Option

Monitor Mrs. Jordan’s ability to move her toes on the affected leg.

Rationale The nurse should monitor the client’s ability to move her toes on the affected
extremity to assess for circulatory compromise.
Optimal Decision
Scenario Mrs. Jordan tells Nurse Debbie that she is short of breath. Mrs. Jordan’s Sa02
saturation is 85%. Nurse Debbie increased the oxygen flow rate to 6 L/min.
Question Mrs. Jordan reports that she is short of breath. Her Sa0O2 is 85%, and the

oxygen flow rate has been increased to 6 L/min. Nurse Debbie reassesses the
client. Which of the following clinical findings is an early indicator of shock?

Selected Option

Restlessness

Rationale Restlessness is due to decreased cerebral perfusion and can be a clinical
finding in the early stages of shock.
Optimal Decision
Scenario Nurse Debbie completes an assessment of Mrs. Jordan.
Question Nurse Debbie assessed Mrs. Jordan and determined that Mrs. Jordan is at risk

for shock. Which of the following types of shock is Mrs. Jordan at risk for?

Selected Option

Distributive shock

Rationale The client is becoming septic. Sepsis is a widespread infection that triggers a
whole-body inflammatory response. It leads to distributive shock when infectious
micro-organisms are present in the blood.

Optimal Decision
Scenario Nurse Debbie has received the laboratory reports.
Question Nurse Debbie is reviewing the laboratory report. Which of the following arterial

blood gases (ABGs) indicate that Mrs. Jordan is experiencing metabolic
acidosis?

Selected Option

pH 7.28, PaCO2 35, HCOS 20

Rationale

The client is at risk for metabolic acidosis. In the presence of metabolic acidosis,
the pH is less than 7.35, the HCOS is less than 22, and the PaCO2 is within the
expected reference range.
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Individual Report — Score Explanation and Interpretation

Reasoning Scenario Information:

Reasoning Scenario Information provides the date, time and duration of use, along with the
score earned for each attempt. A Reasoning Scenario Performance score of Strong,
Satisfactory, or Needs Improvement is provided for each attempt. This information is also
provided for the Optimal Decision Mode if it has been enabled.

Reasoning Scenario Performance Scores:

Strong

Exhibits optimal reasoning that results in positive outcomes in the care of
clients and resolution of problems.

Satisfactory

Exhibits reasoning that results in mildly helpful or neutral outcomes in the care
of clients and resolution of problems.

Needs Improvement

Exhibits reasoning that results in harmful or detrimental outcomes in the care
of clients and resolution of problems.

Reasoning Scenario Performance Related to Outcomes:

A clinical reasoning performance score related to each outcome is provided. Outcomes associated with
student responses are listed in the report. The number across from each outcome indicates the
percentage of responses associated with the level of performance of that outcome.

NCLEX' Client Need Categories:

Management of Care

Providing integrated, cost-effective care to clients by coordinating, supervising,
and/or collaborating with members of the multi-disciplinary health care team.

Safety and Infection
Control

Incorporating preventative safety measures in the provision of client care that
provides for the health and well-being of clients, significant others, and
members of the health care team.

Health Promotion and
Maintenance

Providing and directing nursing care that encourages prevention and early
detection of illness, as well as the promotion of health.

Psychosocial Integrity

Promoting mental, emotional, and social well-being of clients and significant
others through the provision of nursing care.

Basic Care and Comfort

Promoting comfort while helping clients perform activities of daily living.

Pharmacological and
Parenteral Therapies

Providing and directing administration of medication, including parenteral
therapy.

Reduction of Risk
Potential

Providing nursing care that decreases the risk of clients developing health-
related complications.
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Physiological
Adaptation

Providing and directing nursing care for clients experiencing physical illness.

Quality and Safety Education for Nurses (QSEN)

Safety

The minimization of risk factors that could cause injury or harm while
promoting quality care and maintaining a secure environment for clients, self,
and others.

Patient-Centered Care

The provision of caring and compassionate, culturally sensitive care that is
based on a client’s physiological, psychological, sociological, spiritual, and
cultural needs, preferences, and values

Evidence Based
Practice

The use of current knowledge from research and other credible sources, upon
which clinical judgment and client care are based.

Informatics

The use of information technology as a communication and information
gathering tool that supports clinical decision making and scientifically based
nursing practice.

Quality Improvement

Care related and organizational processes that involve the development and
implementation of a plan to improve health care services and better meet the
needs of clients.

Teamwork and
Collaboration

The delivery of client care in partnership with multidisciplinary members of the
health care team, to achieve continuity of care and positive client outcomes.

Body Function

Cardiac Output and
Tissue Perfusion

The anatomical structures (heart, blood vessels, and blood) and body functions
that support adequate cardiac output and perfusion of body tissues.

Cognition and

The anatomical structures (brain, central and peripheral nervous systems, eyes

Sensation and ears) and body functions that support perception, interpretation, and
response to internal and external stimuli.

Excretion The anatomical structures (kidney, ureters, and bladder) and body functions
that support filtration and excretion of liquid wastes, regulate fluid and
electrolyte and acid-base balance.

Immunity The anatomic structures (spleen, thymus, bone marrow, and lymphatic system)

and body functions related to inflammation, immunity, and cell growth.

Ingestion, Digestion,
Absorption and

The anatomical structures (mouth, esophagus, stomach, gall bladder, liver,
small and large bowel, and rectum) and body functions that support ingestion,

Elimination digestion, and absorption of food and elimination of solid wastes from the
body.

Integument The anatomical structures (skin, hair, and nails) and body functions related to
protecting the inner organs from the external environment and injury.

Mobility The anatomical structures (bones, joints, and muscles) and body functions that

support the body and provide its movement.
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Oxygenation

The anatomical structures (nose, pharynx, larynx, trachea, and lungs) and body
functions that support adequate oxygenation of tissues and removal of carbon
dioxide.

Regulation and
Metabolism

The anatomical structures (pituitary, thyroid, parathyroid, pancreas, and
adrenal glands) and body functions that regulate the body’s internal
environment.

Reproduction

The anatomical structures (breasts, ovaries, fallopian tubes, uterus, vagina,
vulva, testicles, prostate, scrotum, and penis) and body functions that support
reproductive functions.

Decision Log

Information related to each question answered in a scenario attempt is listed in the report. A brief
description of the scenario, question, selected option and rationale for that option are provided for each
qguestion answered. The words “Optimal Decision” appear next to the question when the most optimal

option was selected.

The rationale for each selected option may be used to guide remediation. A variety of learning
resources may be used in the review process, including related ATI Review Modules.
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