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P 0st-op Pain Management: Cardiac Arrest
x(212)

Sheila Dalton, 52 years old

I Primary Concept

r Perfusion

l Interrelated Concepts (In order of emphasis)
. Gas Exchange

Acid-Base Balance
Fluid and Electrolyte Balance

Clinical Judgment
Patient Education
Communication
Collaboration
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UNFOLDING Reasoning Case Study: STUDENT e, t
Post-op Pain Management 2/2: Cardiac Arres

History of Present Problem:

Sﬁ?“:l Dalton is 5 52 l'1carI-)ol«.(i)Eoman who has a history of chronic low back pain and' COPD. She had a posterior Sping)

fusion of L4-S] earlier today. Her pain is currently controlled at 2/10 and increases with movement. She was starteq on

hydro““)fphonc patient-controlled analgesia (PCA) with 1V bolus dose that is 0.2 mg and continuous rate of 0,2 mg/hoyr,
he nurse reported that her nausea has improved afier receiving ondansetron IV four hours ngo..She was having

ased pain despite using the PCA every 10 minutes. Her pain has decreased from 6/10 to 2/10 since the PCA bolys

Nereased from 0, | mg to 0.2 mg of hydromorphone 1V one hour ago.

incre
was |

02 sat; 89% room air 4 liters n/c

Wi s
RE’ ]‘[I:E (Q’JKI rom the history is RELEVANT and has clinical significance to the nurse?
NT Data from History: Clinical Significance:
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Your shift contin ues...
Tl}lny minutes later she js feeli
minutes later she puts the cal| |

your other patient get on the commode. Little do ila is goi ili
. you know that Sheila is going to depend on your ability to
THINK LIKE A NURSE and clinically r Ny o

) cason to save her life. When you arrive in her room you observe the
following...

Patient Care Begins:

Current Assessment:

GENERAL Lethargic, unresponsive, ashen pale in color

APPEARANCE:

RESP: Minimal spontaneous respiratory effort present. When you arrive at the bedside you observe
that her mouth is full of liquid emesis with chunks of undigested food that is drooling out the
side of her mouth

CARDIAC: Unable to palpate radial pulse, you go straight to the carotid pulse on the neck and note a
weak pulse with 2 palpable beats in § seconds.

Calculate pulse rate: /minute

NEURO: Unresponsive, does not arouse or awaken o vigorous physical stimuli

Gl: Not assessed

GU: Not assessed

SKIN: Not assessed
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v

What assessme, e nurse?
A% 1 d ) _ o g[[l’}l"'c/
RELEVAN N Is RELEVANT and must be recognized as clinically signific

Sessment Day: Clinical Significance: =
qERDd
lethargic and pale—fsomen is ot rigne w/ fU
HORON 06iqUd — s aspiradon
Weall e POKEs ——|nok qettry q_OOd cre lion Y
OPAlpaide radial pulsg. — rok getsng drc
T: not assessed
o ———
R: 4
e ——
02 sat: 76% 4 liters n/c ‘

2
What VS data is RELEVANT and must be recognized as clinically significant by fe nurse:

-RELEVANT VS Data: Clinical Significance:
' & 1S
ﬁPP all Ptese Vikals are rorive we p
3 a0k &0 die
O
[~

Clinical Reasoning Begins... R,
1. Whatis the primary problem that your patient is most likely presenting with:

resplratory orrest. ... posside opiold overdosC

2. What is the underlying cause/pathophysiology of the primary problem?

\ deve.
PL caready nas ©ofp so already @ wedc (es me(fyeven
and wieh the ament o opioidy ey used puks Pol
Wore aisle rer (eg(jrau@(}j divress

3. What nursing priority(ies) will guide your plan of care? (if more than one-list in order of PRIORITY)
Sl WL Vit =
dlp closely monier pb VIt

asi provider awovb MoYee golng On seheduled meds
and Gecng pe e the pUMP
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Expected Uulcome;

4. What interventions will vou inlt

_w::“ﬁ"_"-————'d'e‘r‘

call vealdﬂcc‘agéﬁ’ o @ﬁf\q even
SkClA L 1) pe OV ‘ 0
pOmMP

nar can
Poss;%}{ dlgf«el’

4
Jpriority concern
¢ primary/prior.
5. What body system(s) will you most thoroughly assess based on the

Hal
respiratory oury COrAAC Lecco 3 nOS s CSSEN
ong| MOSE Ezw-{f_d ?

6. What is the worst possible/most likely complication {0 anticipate

deatin

7. What nursing assessments will identify this complication EA

warseNing o Visaly owd crange o= 0C

n develops?

Y if it develops?

8. What nursing interventions will you initiate if this complicatio oy OP‘O( dS
1l <o provider avos a dic@rens ro0 s ¢ - wonliefibrillator. Tie following
A crash cart is brought into the room, and the patient is placed on the cardiac n

rhythm is displayed:
| Cardiac Telemetry Strip:

=3 I
s 30 982 [E35) BX¥aa EB 80 st hEs et &
Fort 19 8 i iy H3 1
) e o Py g T i~ ft1r-1-=113{+s ¥ 11 1
11 HiHEr IS i !
373 25 = :
s a2z t 3
. ! ++ 4 -~

Interpretation:

|
| VD |
| Clinical Significance: 1

r fatQll heary rhyonym |
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Medical Mapq
I recogni
Itis imp
and when 4

ventilation; an,
times, Rurses \

But theye i
Every crash ¢
ullimalely be

vho q

arway

|
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L
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2e that mog; Stu

ortant for (j
LS Certifical

] recognize ),

officially certified 1o gy,
1rses who gre

d vital sigry

S aplace for nurse wih
arl has

done b

patient stagys and assist »
Care Provider Orders; | Rationale:
ACLS Priorities:

Wad row 1P 1N MOV PULS Pk
oIS\ 0 Ogpiration

breaing

dents/ne
1€ new

al doing this cgse st
ally interyene

1 checks. Nurses sh

e not ACLS certifi

asimple -2 pag
Y acertified ACL

tcomes
ionale for Treatment & Expected Ou

ification in nursing school
1 feation in nu :
had ACLS training or exposure [0 ’I”.s ‘;ZZ{GHI 1o clinical practice. If
W . ' . ‘ '
nurse 1‘ nur;es hav; :;ol ,Crzm common ACLS algorithms as it ’s,i ded practice of this essential
O understand the mos . o
Mazan egisje:é‘czi'nulrse is taken, this case study will have prc

I r Vi s '" / ice! }0“ "”‘S’ bL
actice!
‘a'v aoes

with these measures in a code.
cerlified can have an a

9 J 4 bag
jons; pulse check;

ive part in the code such as chest ‘COI"P" css",o; % eZiﬁcalI'O/l So many
ml;l_lf:sﬁhal Lo l/wllf sfoflfeaBLS certification course l':'R
, n

] e laught he RECORD
i en do those things that ar ught o
Edl o nfégc:eiiﬁed CHIgeTr T ""porm'}hough this role shou{d
f '10!’/ documents the code and is self-explanalor}f. i el Tl
; i !7f OCle arrives, until then begin documentatior
nurse when on )

iont’ nd what led
ici atient’s story a
hurse can communicate to the code team and physician the p
e the code to

am arrives,

!
] ily, and pastora
lte role of the primary nurse is to contact physician, family

the role o

vith care.

Expected Qutcome:

VNS 0

0r \s horrendaus artd ok GS Iy

HE IS pally slow b\@mﬁ
Reing pomped ouk e i
sw;z?td

I we (xcau
ot st Pt
MY begin o
aet \Reter

Medication Dosage Calculation:

essment/Considerations:
icati hanism of Action: Volume/time frame to Nursing Ass
Medication/Dose: Mecha e s tame) i
10 mL syringe CONQNOVOS O
Epinephrine \ | tm\ng
P {Lmp stere NONCEOT IV STER
1 mg/10 mL IV/IO .
every 3-5” push H“Pne L/J(ﬁj IV Push:

Volume every 15 sce?

aml
t/Considerations:
f Action: Volume/time frame to Nursing Assessmen
Medication/Dose: Mechanism o s i (\Cj
L cOngl NVOUN nOni
Amiodarone | | _
SWmglVpush | Le\os (41N IV Pushe | monter W s
sy Volume every 15 sec?
e U Mg

Ine {P rne WAy

%3

MONItOr W
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A

TEN minutes post-arrest: hronized shock a
After two doses of cllgil:epltrine and amiodarone bolus and the third defibrillatory unsynch

360 joules, the [ollowing rlvythm is present on the monitor:
| Cardiac Telemetry Strip: - T

e

In lerpretntioT::_

SINOS tadycardia
CllnlcllSignmcance: e j
|

HE 00 fedt... nead 0O Clow it down

I Nursing Priority Intervention:
CONEINLOLS gremery

The in-house physician running the code orders a stat ABG right after she is successfully
resuscitated and is now intubated. You obtain the following results:

[ Arterial Blood Gases: Current: High/Low/WNL?
H (7.35-7.45) 7.15 Lol
pO2 (80-100) 64 )
CO2 (35-45) 78 hian
HCO3 (18-26) 22 W | |
| 02 sats (>92%) 90% low |
Oxygen delivery 100% wn| ]

What lab results are RELEVANT and must be recognized as clinically significant by the nurse? —

RELEVANT Lab(s): | Clinical Significance:
ph body aqdoac
02 hypoRiG
gbsalﬁ lows resp. cavsing nypenrapnia
| P2 Pt NOe Oxygenaing well
Lab Planning: Creating a Plan of Care with a PRIORITY Lab:
Lab: Normal Value: | Why Relevant? | Nursing Assessments/Interventions Required: |
pH 1.35-74s ' o P
Critical Value: Weips romoser s adMlirtﬁg(é}f{@(;Z
Value: In S MH
7.15
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Evaluatiop: :
After dc,cmo.“.' ONE minute post-resuscitation:
1ing that her currep, rhythn

1also has a pulse, you collect the following assessment data:

hysician ordered increased rate)

Current
Assessment:
GENERAL
APPEARANCE:

Resting comfortably, appears in no acute distress

RESP. C l N
olor shghtly improved. 1s pale/pink, coarse crackles/rhonchi scattered in both lung fields even
CARDIAC: afler suctioning. No spontancous resp. effort. Requires ambu bagging
NEURG: ! Pulscs- 2+ throughout. Strong femoral pulse. No edema in extremities. Heart rate regular-S182
. Rc.mums unresponsive. Responds to pain stimuli by bringing both hands toward the source of
pain
GO' Abdomen soft, non-tender with active bowel sounds
SKiN- Folc‘\.‘ plu.ccq, _30 mL clear, yellow urine present in bag
: Surgical incision intact, no redness, drainage, or dehiscence present

I._What clinical data Is RELEVANT that must be recognized as clinically significant?

\ RELEVANT VS Data: Clinical Significance:
Temp |
PUIS € AWRALS OF Wareasing, sign ttacan gy
6(3 4w wWinen 10 ¢ Lo en J

l (02
| RELEVANT Assessment Data: Clinical Significance:

resavg omiortably

wmpoved o .| overat gocd improvemedis

VNCESPONSINE e XCEPL paif-
W sl

alo NOrwd| breqiy,| ng
2. Has the status improved or not as expected to thiy polnt?

wmproved

3. Does your nursing priority or plan of care need to be modified in any way after this evaluation assessment?

185 neals 0 inClude MOrC tocosed respirtony assessmens
A Based on your current evaluation, what are your nursing prioritles and plan of care?
(CplriOry esess men
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Think ABC’s,.,
A: MRWAY—Mnin(ain placement and integrity of endotracheal tube

B: BRE/\TIHNG—Impnired gas exchange

= CIRCULATION-Mainain adequate blood pressure and stable cardiac rhythm (impaired tissue perfusion)

TEN minutes Post-resuscitation:

%’_Managw Rationale for Treatment & Expected Qutcomes: A
Care Proyider Orders: Rationale; Expected Qutcome;
‘ ACLS Priorities:

|ieeep aingy

UM use soCion (K¢ sucson 0 eep dean

[ ' need e MniyZe. Cisle C-asplrafen

1 PE begis ¢
’ B Maue sore Pt

{01 ic | impoe. ad
bream‘n‘[jw@u S0 as lOY\(j CS brtadnng 4 Nt HNOCS €20
’ﬁgﬂgm e ena- and godd AL ooy Gaygenanson am
|
04D heCUEra=L Umpin eteictentdy eguals
qoet powpaced o S

on
Medication/Dose: Mechanism of Action: Volume/time frame to Nursing AsscssmenUConsiderntions:
Safely Administer:
Nalaxone ]
reese
O-OI;’- mg IVZ overdtie IV Push: "Spiteny
pus . SVEEY Volume every 15 sec?
minutes
0.4 mg
maximum dose
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The room is now r - . .
ential t cady and it s Now time to transfer to ICU. Effective and concise handoffs are
1l to excellent care ang ifn

ot done w i e care of this patient. You
have done an excellent job to this ell can adversely impact th p

to the nurse who wj point, now finish strong and give the following SBAR report

Il be caring for this patient:

Situation:
Name/age:

shiela patensgg(o

L . Odl\'\fuﬂ wyf ms(ﬂ‘bl’ Spfqal H-QOH
f)epr@SSum / dilaud.id ond ek Pt Op wlTn respiraleony

Day of admission/post-op #:
pay |

Background:
RELEVANT past medical history:

copd  claONIC Tow baci pain

Assessmcnt:
Most recent vital signs:
1+qQay O az7. On venk 0k KOz 100y,
Heze
RR- 20
BP: 128 ¢
RELEVANT body system nursing assessment data:
nevro
sin
el
Gl
RELEVANT lab values:
PED o027 1%
PR-T19 a2z

B2 e ) gD
INTERPRETATION of current clinical status (stable/unstable/worsening):

cape and wmEtving

Recommendation:

Suggestions to advance plan of care:
congne Steeioni g ABb "
(nezt Xy PEU0 (5525
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TWENTY minutes post-resuscitation:

Rad iology Re :
ports: Portable Chest X-ray . o
What diagnostic results are RELEVANT and must be recognized as clinically significant by the nurse?
?EL;lg;\N;F Results: | Clinical Significance: :
ipo tube I cm =2 cwubove. adnl, nog
above the carina, Hears Should b€ 273 '\9 Hj a4
size normal.

ArterialiBlood Gases: Current: | High/Low/WNL? [ Prior:
H (7.35-7.45) 7.29 7.15
02 (80-100) 102 64

| pCO2 (35-45) 48 78

HCO3 (] 8-26) 23 22

02 sats (>92%) 100% 90%

Oxygen delivery 100% 100%

Wiat lab results are RELEVANT and must be recognized as clinically significant by the nurse?
TREND: Improve/Worsening/Stable:

RELEVANT Ln'b(s): Clinical Significance:
owyqen delhey ‘
Ploz2 Al 0 hormey euag%mcj slowirg
AYAY

PO2 HINTSS P w"*‘%qh
pit

Complete Blood Count (CBC): | Current: ‘High/Low/WNL? | Prior:

WBC (4.5-11.0 mm 3) 8.9 7.8

Hgb (12-16 g/dL) 10.2 1.8

Platelets (150-450 x103/ul) 148 155

Neutrophil % (42-72) | 85 81

What lab results are RELEVANT and must be recognized as clinically significant by the nurse?

| RELEVANT Lab(s): | Clinical Significance: [ TREND: Improve/Worsening/Stable:
tlgb 10-Z from anemic

(D ow clOGANG (SRU€ orsening
plaiebs (W L K . I
neve0 & bron B[ infelon

| Basic Metabolic Panel (BMP): Current: High/Low/WNL? [ Prior:

| Sodium (135-145 mEg/L) 138 140

| Potassium (3.5-5.0 mEq/L) 4.1 3.8

| CO2 (Bicarb) (21-31 mmol/L) | 20 %)

[ Glucose (70~110 mg/dL) 152 122

| Creatinine (0.6-1.2 mg/dL) T 1.1

| Misc:

| Lactate (<2.6) 4.9 N/a
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What lab results qre R

ELEVANT
RELEVANT Lab(3); Clinica) ‘g,d st be recognized as clinically significant by the nurse?
\\lgniﬁc& TREND: Improve/Worsening/Stable:
Q
N /: hora ALl Siable
'S selol€
0y — widl rey ‘V‘SUﬂJ G(U\:Z
"
2:2; beClURE k- UdNey damag ¢ st
‘rC = meees (
W : %
OO — |widney danage .
12 Lead EKG.

Hanw

ritlnm KRR
Incideat} | |\ Y7
251 !

i

1

e

SIES T > emsiZlead.com | | |

™ mosaY

Interpretation:
V tadn

Clinical Significance:

noL good

Education Priorities/Discharge Planning

1. What will be the most important discharge/education priorities you will reinforce with their medical condition to
prevent future readmission with the same problem?

wanage CoPD wel

2. What are some practical ways you as the nurse can assess the effectiveness of your teaching with this patient?

Obsenl shen
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Caring and the “Ar¢” of Nursing s this situation?
1. What is the patient and FAMILY fikely experiencing/feeling right now in th

ALl tejr 10| g, < allye

0 you as a person?
2. What can you do to engage yourself with this patient’s experience and show that he/she matters 10 P

Ml Bre dnne 10 UNOWw Hhem

Use Reflection to THINK Like a Nurse : ;
Reflection-IN-action (Tanner, 2006) is the nurse's ability to accurately interpret the patient’s response to an lr_ﬂef\’C"“O"
in the moment as the events are unfolding to make a correct clinical judgment and transfer what is learned to improve
nurse thinking and patient care in the future,

1. What did I learn Jrom this scenario?

Loy, qu(wy E»drgg an go wrong

2. What would I do differently (if applicable) in this situation to prevent this outcome?

MoONe-for oD wore OTCCLUmliy

3. How can I use what has been learned JSrom this situation to improve patient care in the future?

Poly ABention <0 pCA pump
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