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Student Name_____________________________
Date(s) of Care______________
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CLINICAL PREPARATION TOOL


Age _67_
Sex _F_
Height _61 in__
  Weight _61.8__       BMI _25.7___
Code Status ___Full_____  Allergies _Amolipine, Fentanyl, Ketorolae, Midazolam, Quinolones,   Radiopaque contrats agents 
	Admission Date & Diagnosis(es): Acute exacerbation of copd

	History of present illness:
1/28/12

  67 year old white female who was discharged from long term hospital yesterday to the nursing home.  At nursing home her oxygen tank was empty and patient was hypoxic when the nurse came to give respiratory treatment.   Patient was brought to ER by squad team.  Patient returned to baseline respiratory status after oxygen treatment.  She has refused to go back to nursing home, stating that she does not have any confidence in the nursing care home staff.



	Past medical history/surgeries: 
Medical History: Hypertension, Hyperlipidemia, Diabetes Mellitus, Reflux disease, Anxiety, Osteoarthritis, Osteoporosis, Lumbar disk disease, Dysphagia, Peripheral vascular disease, COPD, Bronchitis, Pneumonia, Post Menopause, Anemia, Rheumoid Arthritis and Cancer.

Surgery History: Tracheostomy, Abdominal surgery.  




	Baseline VS
	T 98.1
	P 76
	R 18
	BP 148/97
	SaO2  99%

	Baseline I&O
	Intake N/A
	Output N/A
	IV PICC
	BM 2/1
	Misc


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

	WBC
	9.2    1/28
	6.9   1/31
	4.5-10
	WNL

	RBC
	3.58 L    1/28
	3.51 L    1/31
	4.7-6.1
	R/T Chronic inflammatory disease (related to anemia of chronic disease)

	Hgb
	11.1  L   1/28
	11.1 L    1/31
	13.8-17.2
	R/T Anemia (overall decrease in RBCs and corresponding decrease in Hgb)

	Hct
	33.5 L    1/28
	32.3 L    1/31
	40.7-50.3
	R/T Anemia (overall decrease in RBC and corresponding decrease in Hct)

	Platelets
	228   1/28
	238    1/31
	150-400
	WNL

	Na
	136    1/28
	130 L    1/31
	135-145
	R/T diabetes (dehydration related to frequent urination)

	K
	4.1    1/28
	4.2    1/31
	3.7-5.2
	WNL

	Cl
	89 L    1/28
	86 L    1/31
	95-120
	WNL

	Co2
	39.6 H   1/28
	38.6  H   1/31
	20-29
	R/T Anxiety (hyperventilation leads to much inhaled CO2) 

	Glucose
	98    1/28
	237 H    1/31
	70-120
	R/T Diabetes

	BUN
	10
	13    1/31
	7-20
	WNL

	Creatinine
	0.42 L    1/28
	0.49 L    1/31
	0.8-1.4
	R/T decrease in muscle mass

	Ca
	9.6
	9.4
	8.5-10
	WNL

	HC03
	39.9 H
	
	22.26
	Related to Respiratory acidosis (impaired elimination)

	pH
	7.39 NL
	
	7.35-7.45
	WNL (On low side)

	PaCO2
	67.4   H
	
	32.48
	Related to Respiratory acidosis

	ABG Interpretation
	Respiratory Acidosis Fully Compensated


	Pertinent Diagnostic Test Results/Procedures/Surgeries/Cultures:

1/27:

ECG: Showed sinus tachycardia, otherwise normal ECG.
1/27:
Chest X-ray: Portable AP erect view of the chest was performed and compared to the previous view of chest x-ray on 12/8/11.  Mild bibasilar densities are noted similar to the previous study.  Overall no significant changes seen.  Internal removal of the right subclavin central venous line is noted with internal placement of PICC line in adequate position.


	Multidisciplinary Reports (PT, OT, ST, RT, CM, Dietary):

RT:  Patient tolerates therapy well.  Trachcare and suctioning are done PRN upon patient request.  Patient refuses to take Flovent.  (1/31)
CM:  Called OE Meyer, all equipment arranged for patient.  OE Meyer plans to deliver on discharge. (1/31))
CM:  Patient planning to discharge.  Resistant towards placement.  Requested trach supplies from OE Meyer. Would like home health through Firelands Home Health.  Referral has been made.  Discussed post patient services in the home but patient refuses. (1/31)
CM: Patient requested husband to be called regarding home care.  Patient aware of education of trach care and suctioning.  Husband says neighbor worked in hospice and will be able to help educate.  (2/1)
Consultations:


	Teaching/Discharge Needs:
-Patient will be discharged home.  OE Meyer will supply/deliver trach equipment necessary.  Husband will need to be educated for trach care and suctioning.



Hearing Aid ⁯
NO

Feeding: Dependent ⁯ Independent ⁯
Foley ⁯NO
Glasses ⁯YES


Hygiene: Dependent ⁯ Independent ⁯
SCD   Patient denied use
Fall Risk: Low ⁯ High ⁯
Diet ___N/A______________

Oxygen _40%______

Bed Alarm ⁯
NO

Fluid Restriction _N/A_______
Incentive Spirometry ⁯N/A
Activity _Ad Lib w/ assistence__
FSBS__AC HS______________
            Flutter ⁯NO
Assistive Device _N/A____
IV Fluids ___N/A_____________
Telemetry  Yes or  No
Wound Care __N/A_________________________________________________________________         Other __________________________________________________________________________
ABNORMAL  ASSESSMENT:
	Neurological:  Anxiety

ENT: WNL                                          
Cardiovascular:  WNL
Respiratory : Wheezing/Diminished breath sounds  anterior/posterior bilaterally on expiration and inspiration                                      
GI/GU: WNL
Musculoskeletal: Unsteady gait
Integumentary:  Red blanchable sore on bottom

Psychosocial : WNL                            
Pain:  reported ZERO pain all day

TEXTBOOK RESEARCH  (include Bibliography):

· Pathophysiology of the admitting diagnosis



	


