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 R.B. Turnbull, Jr., M.D. School of WOC Nursing


Daily Journal Entry with Plan of Care & Medical Record Note
Student Name:   Ruth Ann Gilbert                                                                                            Day/Date: 9/15/20
Directions: WOC nurses function as consultants and develop plans of care for other care givers as a guide to providing care in the WOC nurse’s absence.  For this assignment you are acting as a nurse specialist; select one patient each clinical day and complete plan of care and chart note. This assignment should be WOC focused, and approached as both patient documentation and critical thinking development. Using a holistic WOC nursing approach combined with critical thinking strategies, complete each section of the document. Give careful consideration to how the patient was assessed, the problems, and the rationale behind the plan of care, and provide thorough documentation on the patient encounter. Once you have completed the form, save the document by clinical date and preceptor, and submit to your Practicum Course dropbox for instructor review & feedback. Journals should be submitted to your dropbox by no later than 48 hours following the clinical experience day.
	Today’s WOC specific assessment.  Include pertinent past medical & surgical history and medications.
	Patient is a 49 year old male admitted to the hospital with generalized weakness, UTI and pneumonia.  He has a past medical history of chronic kidney disease, type 2 Diabetes and hypertension.  Nurse noted pressure injury to left and right buttock on admission.  Patient reports he has not been unable to ambulate due to pain in right hip that started a few days ago.  Sits in his chair most of the day. Patient reports poor appetite over the last few months with a weight loss of more than 30 lbs.  
Recent lab values: Albumin 1.9 g/dL, Hematocrit 22.9%, Hemoglobin 7.5g/dL, INR 1.4, Blood Glucose 226



Write a comprehensive and understandable medical record note for the medical record for this patient encounter.  
Be sure to include specific products that were used/recommended for use:

	Consulted to see pt for evaluation of pressure injuries, present on admission. Staff identified a Stage 3 pressure injury to left buttock and unstagable pressure injury on right buttock.  Patient is a 49 year old male who was admitted with generalized weakness, UTI, and pneumonia.  He is alert and oriented.  Reports pain in bilateral buttocks a “5 out of 10”.  Has had recent pain medication with no further medications available. Agreeable to assessment. Plan to utilize deep breaths and time outs for pain management. Pt turned onto right side. Noted to have area to left buttock measuring 1.6 x 0.6 x 0.3cm. Site is moist, 85% red agranular tissue, 15% yellow slough. Unable to appreciate full wound depth. No drainage. Edges defined, periwound skin dry and intact with blanchable erythema. Site cleansed with normal saline and patted dry. Cavilon barrier film applied to periwound skin. Medihoney calcium alginate sheet cut to size of wound bed and placed in wound. Site covered with Mepilex Border Sacrum dressing. Repositioned onto left side. Noted to have area to right buttock measuring 0.6 x 0.2 x 0.1cm. Wound bed moist, 90%  yellow slough, 10% red agranular tissue. No drainage noted. Edges defined. Periwound skin dry and intact with blanchable erythema. Site cleansed with normal saline and patted dry. Cavilon barrier film applied to periwound skin. Medihoney calcium alginate sheet cut to size of wound bed and placed in wound. Site covered with Mepilex Border Sacrum dressing.
Pt tolerated dressing changes well. Recommend continue wound care with dressing changes every 2 days and prn. Utilized deep breathing and no time outs. Pt is able to turn independently.  Pt instructed on importance of turning and repositioning at least every 2 hours. Remain off buttocks. Instructed to use air-inflated seat cushion when up to chair. Time limit of 2 hours, use of chairlifts and repositioning.  Pt currently on a low air loss mattress.
 

Patient in agreement with plan of care. RN updated
Assessment Conclusion: Unstageale pressure injuries to right and left buttock. Present on admission.
 




	WOC Nursing Problem pertinent to this visit 
	WOC specific direction for other care providers such as the bedside nurse, nurse assistants, etc. to follow.    
	Rationale (Explain why an intervention is chosen; purpose)

	1.  Impaired skin integrity-related to unstageable pressure injury
2. Pain – resulting from pressure injuries and hip issue
3. Impaired mobility – unable to ambulate due to R hip pain.

4. Nutrition – pain has lost more than 30lbs over few months. 


	Change dressing every 2 days and prn to R and L buttock.  Cavilon barrier film to periwound skin, cleanse with NS, apply medihoney calcium alginate sheet and Mepilex border dressing. 

Instruct patient on pressure reliving measures such as:

- Every 2 hour turns, remaining off buttock.

 -Utilizing air-inflated seat cushion when up in chair, sitting no more than 2 hours at a time.  
-Low air loss mattress

Assess patient’s pain level and medicate as ordered.

Instruct on pain management alternatives such as distraction, biofeedback, deep breathing and meditation. 

Patient is independent with turning but should be reminded by verbal que or set timer every 2 hours.

(Once source of hip pain is discovered) Work with PT/OT on regaining mobility.

Work together with dietitian with patients’ needs for wound healing with regards to DM status and recent weight loss. 
	1.  Medihoney will assist in debridedment  and contains antimicrobial properties.  Mepilex dressing will provide protection of the wounds.  Cavilon will assist with protecting periwound skin. 

With pressure injuries, the most important part of treatment is alleviating the pressure causing the injury.  Instructing patient on pressure relieving measures in the hospital and at home will assist in healing current injuries and prevent further injuries. 

2. Helping control a patient’s pain will hopefully assist in patient becoming more ambulatory which will decrease pressure to the current wounds.  Pain also increases patients stress response potentially  increasing blood glucose levels and cortisol levels delaying healing.  

3.  Even a short period of time non ambulatory can cause severe muscle weakness.  Once hip pain is diagnosed and decided what patients weight bearing status is, if there were to be a fx, PT/OT can start working with patients to increase strength.  The patient is independent with turning but making sure patient reminded is important and can be documented.  

4.  The patient has lost 30lbs in a short amount of time which means his caloric needs are not being met, delaying wound healing time.   Increasing calories and protein is important while maintaining a diabetic diet so that blood sugar control is maintained. 


	What are the disadvantages of using this product(s)? 
	Medihoney calcium alginate takes a long time to debride a wound compared to a sharp debridement with removing of adherent slough. 

	What alternative product(s) could be used and why? 
	A sharp debridement of the adherent slough could be performed by surgery then aquacel ag and abd and mesh underware every 2 days and prn.  If surgical consult not available, santyl with moisten gauze, abd and mesh underwear daily.  


Develop one learning goal for each clinical day, document that on this form then share your goals with your preceptor. 
	Were you able to meet your learning goals for today? Why or why not?


	

	What are your learning goals for tomorrow? 

(Share learning goal with preceptor)
	


Reviewed by:  ____________________________ Date:  _________________________
(Save the document by clinical date & preceptor last name before submitting to your dropbox each clinical day)

Journals should be submitted to your dropbox by no later than 48 hours following the clinical experience day.

