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Student Name_____________________________
Date(s) of Care______________

Firelands Regional Medical Center School of Nursing

CLINICAL PREPARATION TOOL


Age __42____
Sex __F__
Height ____67”____
  Weight ___163.6 kg_      BMI 56.5 g/m2______
Code Status _____FULL______  Allergies _____PCN_____________________________________  
	Admission Date & Diagnosis(es):  Exacerbation of asthma

	History of present illness:
     The patient is a 41 year old female with a prior history of asthmatic bronchitis who was most recently admitted to FRMC in 2010 for acute exacerbation of COPD.  She most recently had pulmonary function tests in October of 2011, and is felt to have a moderate to severe degree of airway obstruction with significant improvement after bronchodilators.  Thus, the patient appears to have asthmatic bronchitis.
     She was admitted to Fisher Titus Medical Center from 2-6 to 2-8.  She was discharged to home on azythromycin; but, returned to the hospital the next day with continued symptoms of SOB, wheeze, and cough productive of yellow mucus.  She was readmitted and placed on steroids and antibiotics and had no significant improvement.  The patient made no progress and was transferred to FRMC for further care and evaluation.  
     The patient admits to:

· Low grade fever without chills, though with night sweats,
· Cough with yellow sputum production without hemoptysis,

· Wheeze, and

· Musculoskeletal chest pain.

She has had no significant palpitations and her baseline edema has been treated with diuretics at FTMC.  She denies dysuria or hematuria.**

                                                                                     ** An excerpt from a dictation of Dr. Avendano



	Past medical history/surgeries:
· History of asthmatic bronchitis

· Gastroesophageal reflux disease

· Morbid obesity

· Anxiety

· Low-grade carcinoma in situ of the cervix




	Baseline VS
	T       97.5
	P   80 / minute
	R  18 / minute
	BP  133 / 82
	SaO2  98%

	Baseline I&O
	Intake  600 mL
	Output  (III)
	IV     - 
	BM    - 
	Misc


	LABS
	Initial(result/date)
	Current(result/date)
	Normal
	Evaluation of Lab Data

	WBC
	18.3H          2/17/12
	
	4.0 – 11.0 X 103/ microL
	Lung infection

	RBC
	3.86
	
	3.85 - 5.15 X 106/ microL
	n/a

	Hgb
	9.9L
	
	12.0 - 5.15 g/dL
	Anemia

	Hct
	30.2L
	
	34.0 - 46.0 %
	Anemia

	Platelets
	261
	
	150 – 450 X 103/ microL
	n/a

	Na
	135L
	
	136 – 146 mmol/L
	n/a

	K
	4.0
	
	3.5 – 5.1 mmol/L
	n/a

	Cl
	99
	
	95 – 114 mmol/L
	n/a

	Co2
	28.6
	
	22.0 – 30.0 mmol/L
	n/a

	Glucose
	156H
	
	70 – 100 mg/dL
	Diabetes

	BUN
	16
	
	9 – 23 mg/dL
	n/a

	Creatinine
	.82
	
	0.64 – 1.27 mg/dL
	n/a

	Ca
	7.7L
	
	8.2 – 10.2 mg/dL
	n/a

	Total protein
	
	
	
	

	Albumin
	
	
	
	

	PT
	11.2            2/18/12
	
	
	

	INR
	1.0
	
	
	

	PTT
	22.1
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	Pertinent Diagnostic Test Results/Procedures/Surgeries/Cultures:

PICC insertion
Bronchoscopy with bilateral washings

· Gram stain
· 2+ WBC seen

· 1+ Yeast like elements

· Bronchial culture

· Yeast like organism moderate growth

Stool occult blood

· Positive

	

	Teaching/Discharge Needs:




Hearing Aid ⁯


Feeding: Dependent ⁯ Independent xx
Foley ⁯

Glasses  xx
   

Hygiene: Dependent ⁯ Independent xx
SCD ⁯ TED Hose ⁯

Fall Risk: Low xx  High ⁯
Diet ____reg__________________

Oxygen __2 L__________

Bed Alarm ⁯


Fluid Restriction ________________
Incentive Spirometry ⁯

Activity ____ad lib____________
FSBS___AC HS
__________
 Flutter xx
Assistive Device _________
IV Fluids ______________________
Telemetry    No
Wound Care ____________________________________________________________________         Other __________________________________________________________________________
ABNORMAL  ASSESSMENT:
	Neurological                                       ENT                                          Cardiovascular
Respiratory                                         GI/GU                                      Musculoskeletal
Bilateral wheeze and rhonchi                                                              Bulging disc
                                                                                                             ? level
Integumentary                                    Psychosocial                             Pain
                                                                                                             Constant 4 that                                                                                                                                                                                

                                                                                                             increases to 10

                                                                                                             between meds

TEXTBOOK RESEARCH  (include Bibliography):

· Pathophysiology of the admitting diagnosis



	

	


