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PERIPHERAL VASCULAR

NEUROLOGY/PSYCHOSOCIAL

CARDIOVASCULAR

3+-Bounding unable to occlude  2+-Strong able to
occlude  1+-Weak palpable 0-Non palpable

Extremites: D Pink JRed QO Cyanotic 2 Warm
iCm] Calf Tenderness/Swelling AR QL
Ted Hose QY QN SCDs AY_UN

Family at bedside QY QAN

ﬂ,\lcn QOndnted ¥ Confused Q Comatose
Q Sedated A Drowsy Cough Reflex QY QN
Follows Simple Commands: {1Y ON GagQY OUN
Muscle Strength: (S-Strong, W-Weak, N-None)

Edema: O Generalized
Pitting: QY AN 21+:02 03
Skin Turgor WNL ay QN
Abnormal Heart Sounds QY @N

U Dependent

Quadrants Appetite: d Good Q Fair Q Poor
JPEG ONGT_JDHTRorL

Grips: Rt_G _Lt_5 _ Pushes: Rt_3 Lt
< Plexipulses Capillary Refill: <z Seconds | Comments: Murmur QY dN
Affected extremity pulse verified with Doppler Y U N | Response to Questions: U Readily ASlowly QNone 0 PPM Site: ___Rhythm:
Peiser Badisik 2 1 % ¥CalmRelaxed M Quiet O Withdrawn @ Friendly TACER SETTINGS
Pedal R 1 L1 ;l Rcsflcss Q Applm. forage U Hostile/Angry -
QCrying QAnxious O Concerned E .
Post. Tib. R L 0 i i . ate MA: A \
g Facial expressions: g Flat U Responsive O Grimace | g, sitivity Mode
; U Seizure Precaution O Sedation Vacation Done for | Transvenous @ cm Site
. Neuro Assessment Epicardial wires QY QN
Comments: Permanant Pacemaker Site
GASTROINTESTINAL SKELETAL Q Left subclavicular O Right subclavicular
p Nausea 1\"0 jliig ﬁlqconu‘ncn 7 Moves Extremities: £ Al QRA QRL QLA QLL LS Y el :
Stool C"["L‘QLL COHSISTCHC)'._‘EZ—ﬁ € . | QPain Q Swelling Q Stiffness & Tenderness X Weak 5 None
Abdomen: 8 Soft JFirm J Distended Q Guarding | O Deformities Q Contractures Q Spasms O Paralysis |#1 Location:
go)";ﬂ Sounds: K Active O Hypo O Hyper QAbsent | 5 Aoviagion Gait O Steady QSutures O Staples/Clips O Retention Sutures

Unstcad/
Comments: PT_ Dy Not ambulaM

Q Reddened Q Swollen Q Drainage/Color.

Hemodialysis Access Location
QGraft Q AV Fswla QThrill O Bruit

Comments;,__Pt 448 Rlged f?’“("'// @1l timt f/F AM5 und Higr [0 0pen o AirQ Dressings

in Sfcal fall {158 O Comments

2 20 - ; NOSE THROAT gsl-"::lcl::‘“: Q Staples/Clips Q Retention Sutures
Urine: QClear Q Sediment QCloudy § Yellow | Sclera: ) White O Yellow O Red O Reddened Q Swollen E Drainage/Color
QAmber JBloody O Voids Scleral Edema: QY N Sore Throat: QY QN Q Open to Air Q Dressings
Q Foley Size Fr Insertion Date, Nasal Drainage: QY N E
Q Urostom; 0 BRPQ Uria Bedgan 2 BSC) Incontinent | Comments: EIL omnents
Comments:_P+ tin 15081 #3 Location:
QO Sutures O Staples/Clips QO Retention Sutures
QO Reddened Q Swollen Q Drainage/Color.
ARTERIAL VEN!
AND VENOUS SITES PULMONARY a Al D Dressings
A -Without Redness or Swelling B-Redness C-Swelling D-Dressing | Respirations: O No Distress Q SOB K Labored Q Comments
Qluglar  QRAL Start: Feresy okaaN talow DAwe T Teunes | 1 ceion:
O Subclavian QRO Start: e Gaas rach Loar 14 g ures 0 Staples/Clips O Retention Sutures
PICC 4 Q Start: ‘ / (‘ Q Non rebreather Q T-Piece O Ventilator: O BiPAP/CPAP X
lg Peripheral "R OL Gt 4 EIT @ Sy Shiley Trach a Reddcned. Q Swoll@ Q Drainage/Color
QPeriphersl QROL ek BVMatbedside ~ QY @N 5 Open o Air Q) Dressings
Q Arerial Line QRQL Start: Obturator at bedside QY @N & Sommon
< Cough: ¥ Productive Q Non Productive Q None

Q Femoral U Radial CHEST TUB
a PAné? em OR OL Start: Secreations: Color_YZ42/6 Consistency_________ &5

Amt. Q Copious QModerate ¥{Minimal
Comments:

SKIN ASSESSMENT

LUNGS: 1.Clear (Normal) 2. Crackles 3. Wheezes
4, Diminished 5.Absent 6. Rub

O Mediastinll QL QR
Q Gravity

Q Skin Intact

Skin assessment codes:

1. Abrasions 2. Decubitis 3. Bruises 4. Incision
5. Redness 6. Edema 7. Rash 8. Lacerations

9, Petechiae 10. Hematoma 11. Blister 12. Stoma

13. Sutures 14. Staples 15. Other:
Skin Color normal for patient O
QPale QCyanotic O Jaudice
Q Shiny Q Clammy Q Cool
Q Diaphoretic
Braden Scale Score_! 7
If Braden Scale < 18 initiate
Skin Care Protocol
Comments:

SOV

Drainage Color: Q Serous Q SanguinousQ____
Air-leak UN O Plevravac Q Thoraseal
Comments :

aRr

Airleak QY @N

Comments,
QMediastinal  Q L\:\R
Q Gravity

N
age Color: Q Serous O Sanguinous O

Air-leak QY QN Q Pleuravac Q Thog‘
mments

euravac J Thoraseal

Tnitial Assessment Q Sec Namrative for Additional information Signature_ 7/~ ~— 22—~

No Changes to initial assessment Q See Narrative for Os Signature

0 No Changes to previous assessment O See Narrative for Os Signature

N
Date: l‘l Y-’Z 27‘ Tlmc:agl)
S Time:

Date
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i e - INCISION 'UND
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Abdomen: I Soft J Firm J Distended 3 Guarding

5 A  Deformities Q Contra Q i
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O Arterial Line QRQL Start: Obturator at bedside QY QN y \\
Q Femoral O Radial Cough: Q Productive O Non Productive K None
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Hemodialysis Access Location Amt. O Copious 0 Moderate O Minimal
QGraft Q AV Fistula Q Thrill Q Bruit Comments: i Bkl L
SKIN ASSESSMENT LUNGS: 1. Clear (Normal) 2. Crackles 3. Wh Q Gravity
: 1. Clear . es 3. Wheezes . )

4. Diminished 5.Absent 6. Rub Lrmag C°‘°; CC’]S;“’"S Q Sanguinous O
Q Skin Intact & QO Plearavac QO Thoraseal
Skin assessment codes: omments
1. Abrasions 2. Decubitis 3. Bruises 4. Incision #2 Q Pleural fediasinal QL QR

5. Redness 6. Edema 7. Rash 8. Lacerations

9. Petechiae 10. Hematoma 11. Blister 12. Stoma / | ;'SUCﬁOnDGm iy
13. Sutures 14. Staples 15. omenm Drainage Color: Q Serfaus Q Sanguinous O
Skin Color normal for patient Q : l 4 Airleak QY QN Pleuravac Q Thoraseal

QPale QCyanotic U Jaudice Comments

Q Shiny O Clammy O Cool HQPeul O Mediastinal QL QR

Q Diaphoretic iy »
Braden Scale Score__/ ? : on O Gravity
Draindge Color: Q Serous QO Sanguinous O

2 If Braden Scale < 18 initiate

Skin Care Protocol ‘5' ™ Airleak QY QN Q Pleuravac 3 Thoraseal
V/f‘ Comments: 14 n} ('/"M\ : ¢ Comments
YI" {ﬂ Initial Assessment F] See Narrative for Additional information  Signature &m M Dalc:l’/f- ZZ Time: (HOU
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| 0 No Changes to previous assessment U See Narrative for Os Signature Date: Time:
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Diagnostic Worksheet

Covenant Normal Dtk Covenant Normal Dates
Mark high / low values | Values Mark high / low values ___Values
with Aé or ‘.v ‘Dmo:omzo values vary S«Nﬂ._n .\ﬂ_omﬁ with AA. or Gv *Diagnostic values vary Admit Most
rom laboratory to day Recant from laboratory to day Recent
laboratory. laboratory. /
WBC 3.6-10.8 k/uL 749 | 4% Sp Gravity N\ /
o |HGB 14-18 g/dL 19:3 7.9 Protein L]
@ [HCT 42% - 52% o7 354, Glucose Nt X
RBC 4.7-6.1 mjul__ | 4,37 | 4./0 Ketone \/ \V4
PLT 150 -400 WuL_ | /%{ | 785 S [Nitrite A Fat
Leukocytes P Filk'
Glucose 70-110 mg/dL 106 | 1284 Bilirubin L Xl 1]
Sodium 134 - 145 mmol/L | /3% 194c Blood i \ \
Potassium 3.5-53mmol/L | 3.5 o,y pH / 3 L
BUN 9-21 ma/dL 17 227
Creatinine 0.8-1.5 mag/dL lils Os O Other
Chloride 98 - 108 mmol/L | |74 ]6Y Labs
m Calcium 84-11.0 mg/dL | ¥ .6 3.9 Date Culture Site Result
U [Mg++ 1.6 - 2.3 ma/dL Blood N
Total Protein 5.5 - 7.8 g/dL ol 2.4 Urine i o S
Albumin 3.4-5 g/dL 2.3 2 % Wound /" G
Total Bilirubin 0.1-1.3 .2 10/% Wound i o N
AST(SGOT) 5-45 u/L lyo 7 | 1377 I il i
ALT (SGPT) 7-72 u/L 1227 1134 ol -
Alk Phos (ALP) 38 - 126 u/L 107 2/ Other Diagnositic / Procedures
i Examples : CT/Xray/MRI/Paracentesis
Cholesterol 200mg/dL NG Date Type Result
o ® |TRIG 0-150 mb/dL
a § [HOL >60mg/dL N\,
Ja [LDL 0-100 mg/dL 7 i
GFR Referto lab specific data | \ /
TSH 0.35 - 5.5 ULU/L N\ P
¢ |Digoxin 0.8 - 2 ng/dL X 17
g |PT 10.0 - 12.9 secs XK
£ [INR Therapeutic 2 - 3 Point of Care Glucose Results
S [pTT 25.3 - 36.9 secs / Date Time Result Date | Time | Result
BNP 5-100 pg/dL # 'S
CKMB 0-5 ng/dL V' R
Troponin neg = < 0.07 ng/mL| / Y
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Student Name: {7/2(0/(, /C Ve z'e— Date: / / 7T

é 45 Patient Physical Assessment Narrative

PHYSICAL ASSESSMENT NARRATIVE BY SYSTEMS: (Complete using assessment check list and
reminders below).
GENERAL INFORMATION (Time of assessment, admit diagnosis, general appearance) |
17'}_ Qd’lﬂ"ﬁ?‘/{ % HOS/Z’/Lﬂ/ 74/ CQMM /Qhébf/"mh/”\«
Pt Not VaXinged Pror 1o Hopitalza figp, PF bas
recoed  Flu sbof,

Neurological-sensory (LOC, sensation, strength, coordination, speech, pupil assessment)

Pr_alert _angf _ontwed o Time/Blace/ seff/StmaXty,
i upe Otembss hay,  guil  Shewgpn  and  Jd],
PrSkee 5 (fer argl QW/&P/?W%( o Siteafion, P
Dots rtlort  tinlp,  of FeeF AN lwegores dijase,

Comfort level: Pain rates at (0-10 scale) Location:
Psychological/Social (affect, interaction with family, friends, staff)
perds Je sttt and L e  appe.at.

Facts| Gpessin.  pesponsn and 1o gy Koulte  ovessn
into @ 1his _)(/he.

EENT (symmetry, drainage of eyes, ears, nose, throat, mouth, including dentition, nodes, and

swallowing) o Dfﬂ'h@cc 07& A’E/VI, Vo hﬂ&l{f Pﬁ/Pﬁé/('

e P/ﬂ;‘m/)ﬁq Swalering  PllS or Food, PE Joes reprt
p/‘: e?(f,

Respiratory (chest configuration, breath sounds, rate, rhythm, depth, patter:

Norma _ Chest~ nse/Pall_and R @) |, '#% lun 4

Sowds Dimnshed  Wo  extm dbpormal Sounds Hearol, PF [eromes
Shard- 6L [reaf Wom)ylefion

Cardiovascular (heart sounds, apical and radial rate, rhythm, radial and pedal pulse, pattern)

turt= b/ 14 S Prtsenr— wiso  add/onal Satngl ¢
Radyal _and _Apea|  Pnlsos equal, Pdal Pulses  slicar,
Uipnithed (18), (a0 relil Tss  fios 3 _u WPa ai,]
!W(/ Ilfld’{

Adopted: August 2016



Student Name: Date:

IM1 Patient Physical Assessment Narrative

Gastrointestinal (bowel habits, appearance of abdomen, bowel sounds, tenderness to
palpation) F/* haé /Z/a/’Wa/ dﬁqm ﬁ'a,ww(; /i al/
‘{ Quad ran?s, 4{45{“‘1’@ wa$ SofFwd nanlendi, Ff’ /7
e So pod in Balbeom  and  had [oose S7vel (ﬁ/@f)
T4s markms. LastBm _[/8-2C
Genitourinary-Reproductive (frequency, urgency, continence, color, clarity, odor, vaginal
bleeding, discharge) Pf/ uses Woival @ n/;h// fon/ ™ Can__an ulare
Mlhvom, Wripe wius Yelloy,

___Urine output (last 24 hrs) LMP (if applicable) 4///7‘
Musculoskeletal (alignment, posture, mobility, gait, movement in extremities, deformities)

Pt_has ROM ip all eXtremitres, oo Extremf oS
haue Wweakipgs — fur-  #hle to ambnlae  Wlag, sHhme,

Skin (skin color, temp, texture, turgor, integrity)

Pt has red Rictn mack 1o lefF bhad, Pflave

et hae Daclter  lomplechor A/ Wegenas =7 inHammasa
of Bled Wssles =7 Starvty, 2~ Skun =

Wounds/Dressings

Other
Pt givn  Wwalke, o easc L mbplod Vs
Stvun  an  Jell~ and  ya &, PEon 1~
Heial _Psprodon  |olofion For C [7

Adopted: August 2016
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Adult/Geriatric Medication Worksheet — Current Medications & PRN for Last 24 Hours

Lab Values to Assess Related

Contraindications/Complications

prevention

Primary IV Fluid and Infusion Circle IVF Type Rationale for IVF
Rate (ml/hr) to IVF
LR @ 80ml/hr Isotonic
Student Name: Unit: Patient Initials: Date: Allergies: N/A
Grady Frazier S7 1/18/22
Generic Pharmacolo Therapeutic Dose, Correct Adverse Effects Appropriate Nursing Assessment, Teaching,
Name gic Reason Route & Dose? Interventions
Classificatio Schedule If not, (Precautions/Contraindications, Etc.)
n what is
correct
dose?
Dexamethase | corticosteroid | management of 10 mg yes seizure, euphoria, peptic ulcers, 1. Pt should avoid areas w/ large crowds to
ne inflammation VP hyperglycemia, myopathy, avoid infection.
angioedema, HF, HTN 2. Inspect pt skin for petechiae
012h pect p p
' 3. For best results give one daily dose in the
morning.
4. May mask signs of infection
Famotidine Antiulcer Prophylactic 20mg PO yes Headache, dizziness, constipation, | 1. pts over the age of 50 are at an increased risk for
drug gastric ulcer Daily diarrhea reversible confusion that can last upto 3-4 days

2. Look for blood in emesis, stool, or gastric
aspirate, and educate family members to report any
sightings when pt returns home

3. May increase BUN, Creatinine, and liver enzyme
levels

4. Drug may be taken initially with an antacid to
further alleviate pain of ulcers.

sted: August 2016




Adult/Geriatric Medication Worksheet — Current Medications & PRN for Last 24 Hours

Enoxaparin
r weight
heparin

low-molecula

Prevent DVT or
PE

40mg
Sub Q
Daily

yes

edema, thrombocytopenia,
hemorrhage, ecchymosis,
prolonged bleeding, dyspnea, rash,
angioedema, anaphylaxis

1. edu pt on reporting any numbness or
tingling to spine or muscle weakness

2. dont expel air bubbles in syringe to not lose
any medication

3. pt platelet counts should be monitored while
on therapy

4. protamine sulfate is the reversal agent

Aspirin Salicylate

Reduce risk of
MI

81 mg PO
Daily

yes

GI BLeeding, intracranial
hemorrhage, pancreatitis,
prolonged bleeding, angioedema,
bruising, hearing loss

1. Stop 5-7 days prior to elective surgery

2. OTC meds may contain aspirin, there is a need to
monitor for signs of toxicity (tinnitus, diaphoresis,
vomiting, diarrhea)

3. Take with food or milk to reduce Gl effects.

4. Avoid in use with hepatic impairment or active
peptic ulcers.

Doxycycline | Antibiotic

Treatment for
active infection

100mg
PO
QI12hr

yes

Intracranial hypertension,
pericarditis, thrombophlebitis,
anorexia, glossitis, dysphagia,
N/V,

1.take pill with full glass of water and at least one
hour before lying down to prevent esophageal
ulcerations.

2. Avoid exposure to direct sunlight and ultraviolet
light during and for 4 or 5 d after therapy is
terminated to reduce risk of phototoxic reaction.
3.Ensure pt is compliant with completing regimen to
prevent resistance.

4. Taking with food or milk will decrease risk of GI
upset

Guaifenesin Antitussive

Decreases
mucus
production

600 mg
PO

QI2

yes

Drowsiness, Nausea, vomiting

1.Increase fluid intake to help loses mucus, at
least 8 glasses of fluid a day

2.contact physician if cough persistent beyond
a week

3.Report any adverse reactions such as high
fever, rash, or headache

4.may increase risk of hemorrhage in pts
receiving heparin therapy.

Adopted: August 2016




Adult/Geriatric Critical Thinking Worksheet

Student Name: Grady Frazier Unit: S7 Pt. Initials: Date: 1/18/22
1. Disease Process & Brief Pathophysiology 2. Factors for the Development of the 3. Signs and Symptoms
Disease/Acute lliness

Wegener's Disease: This is a disease with no Loss of appetite
known cause that is characterized by the No known causes, possibly related to
inflammation of the blood vessels in the body. The ~ abnormal immune response. weight loss
inflammation, or vasculitis, can affect any organ in fever
the body but is primarily known to affect the lungs,
heart, and kidneys. The inflammation can cause the fatigue (P)
walls of the blood vessels to become weakened and
stretched leading to increased risk of aneurysm or dry eyes (P)

bleeding leading to decreased nutrients to vitals

rash/skin sores
parts of the body.

kidney inflamation

4. Diagnostic Tests pertinent or confirming of 5. Lab Values that may be affected 6. Current Treatment
diagnosis y 2 :
Corticosteroids for inflammation (P)
Biopsy (P)
WBC Immunosuppressants
CRP(P)
CRP

Xray/CT: lung abnormalities
W ) BUN/Creatinin

RBC

Adopted: August 2016




7. Focused Nursing Diagnosis:

Ineffective airway clearance

8. Related to (r/t):

retained secretions

9. As evidenced by (aeb):

audible wheezing in all lobes of lungs

10. Desired patient outcome:

Pt will have clear lung sounds by end of shift
1/19/22 @ 1500

Adopted Augunt 2016

11. Nursing Interventions related to the Nursing
Diagnosis in #7:

1.  Nurse will educate pt on proper ways of
coughing and breathing.

Evidenced Based Practice: the most convenient
way of clearing secretions is coughing.

- Nurse will position pt in semi to high
fowlers if tolerated.

Evidenced Based Practice: upright provides optimal
positioning for lung expansion and air
exchange.

3. Nurse will encourage increased fluid intake by
pt.

Evidenced Based Practice: fluids help minimize
mucosal drying and help improve secretion
expulsion,

12, Patient Teaching:

1. create periods of rest and activity to optimize
ADLs

2. Teach about TCDB and splinting techniques

3. Educate of home safety should pt require home
02

13. Discharge Planning/Community Resources:

1. Ensure pt is able to comply with antibiotic
therapy to prevent risk of resistance.

2, Teach the pt to recognize factors that exacerbate
Ineffective air clearance such as allergens or smoke.

3. refer pt to home health services should they
require home O2 or other respiratory devices.




1/18/22 Reflection

One of the first things we had to do during this round of clinicals was redraw all the labs the
night nurse had gotten because all the values of them were far different compared to the previous
days values, enough so to warrant questioning their validity. When asked by the nurse the pts all
stated the night nurse had drawn from their peripheral [Vs, and for one pt she was going to give
potassium because her lab said 2.2 but the day nurse said to hold of and when redrawn from a
new stick the potassium level was 3.8. The day nurse was not pleased with the travel nurse had
conducted their duties and it was surprising to see how relaxed in practices some people can
become. I am not sure if some hospitals have different procedures and policies but as we have

been taught one way it is bizarre to see practices that are very different .




