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Student Name_____________________________
Date(s) of Care______________

Firelands Regional Medical Center School of Nursing
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Age   56____
Sex   M____
Height  68”  _
  Weight   75.1 kg.__ BMI    25.2 kg/m2________
Code Status __DNRCCA_______  Allergies _NKA ___________  
	Admission Date & Diagnosis(es):  
3/12/12 (ER)   
UTI; Rhabdomyolyisis; Multiple sclerosis; hypertension;
hyperlipidemia; Bipolar personality; mild dementia; diabetes mellitus; antral gastritis

Chief complaint: generalized body aches, general weakness



	History of present illness:
     56 year old male is a resident of ECCF.  The patient has a history of multiple medical problems including mood disorder with dementia.  The patient has MS.  He started having significant problems in terms of not acting right.  He was listless in the AM.  The patient complained of hurting all over.  He was started Bactrim DS six weeks ago for one week for UTI.  The patient did not have any chills.  He denied cough or shortness of breath.  There was no vomiting or nausea.

     He was brought to the ER.  His CPK level was found to be significantly high.  The patient was later admitted to the hospital for further evaluation and treatment.  He was thought to have rhabdomyolysis.      


	Past medical history/surgeries:
Medical
· MS with deformities of the extremities

· Inability to walk properly

· History of bipolar personality with history of major depression in the past

· Peripheral vascular disease

· Hypertension

· Chronic constipation

· History of drug abuse in the past

· Neurogenic bladder

· Hyperlipidemia

· Cerebellar atrophy on CT scan of the brain in the past

· Seborrhagic dermatitis

· Diabetes mellitus

· History of antral gastritis

· Bilateral cataracts

Surgical

· None given


	Baseline VS
	T   97.8o F
	 P   78 / min
	 R  16 / min
	BP  102/64
	SaO2    98%

	Baseline I&O
	Intake   661
	Output  3x
	IV  80 mL/hr NaCl
	BM  --
	Misc     --


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

	WBC
	11.5H       3/12/12
	7.4                 3/15/12
	4.0 – 11.0 X 103/ microL
	Resolution of infection

	RBC
	5.21          3/12/12
	4.11L             3/15/12
	3.85 - 5.15 X 106/ microL
	Anemia

	Hgb
	13.0L        3/12/12
	10.3L             3/15/12
	12.0 - 5.15 g/dL
	Anemia

	Hct
	40.3L        3/12/12
	31.9L             3/15/12
	34.0 - 46.0 %
	Anemia

	Platelets
	243            3/12/12
	216                 3/15/12
	150 – 450 X 103/ microL
	

	Na
	139            3/12/12
	141                 3/15/12
	136 – 146 mmol/L
	

	K
	3.9             3/12/12
	3.8                  3/15/12
	3.5 – 5.1 mmol/L
	

	Cl
	107            3/12/12
	113                 3/15/12
	95 – 114 mmol/L
	

	Co2
	21.6L         3/12/12
	21.9L             3/15/12
	22.0 – 30.0 mmol/L
	

	Glucose
	126H          3/12/12
	94 (FSBS)     3/15/12
	70 – 100 mg/dL
	

	BUN
	21               3/12/12
	10                  3/15/12
	9 – 23 mg/dL
	

	Creatinine
	0.95            3/12/12
	0.82               3/15/12
	0.64 – 1.27 mg/dL
	

	Ca
	8.3            3/13/12
	8.7                 3/15/12 
	8.2 – 10.2 mg/dL
	

	Total protein
	5.9L          3/13/12
	
	
	

	Albumin
	2.6L          3/13/12
	
	
	

	PT
	
	
	
	

	INR
	
	
	
	

	PTT
	
	
	
	

	Other:
	
	
	
	

	Total Creatine Kinase
	4437H       3/12/12
	729H             3/15/12
	22-269 U/L
	Rhabdomyolysis

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Pertinent Diagnostic Test Results/Procedures/Surgeries/Cultures:

Urine culture 3-12-12 ~ no growth 2 days
Blood culture right forearm 3-12-12 ~ no growth 3 days

Blood culture left wrist 3-12-12 ~ no growth 3 days



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

Consultations: 
PT – 3-13-12 ~ PT spoke with charge nurse and requested an order for heel protectors

OT – 3-14-12 ~ Patient was seen for PROM, 10 reps to bilateral lower extremity, patient tolerated treatment well



	Teaching/Discharge Needs:

    

	


Hearing Aid  


Feeding: Dependent ⁯ Independent  XX       Foley NO
Glasses xx


Hygiene: Dependent XX    Independent ⁯
SCD NO   TED Hose NO
Fall Risk: Low     High XX ⁯
Diet __Restricted________________
Oxygen __NO
Bed Alarm XX  

Fluid Restriction _No_______________
Incentive Spirometry  NO 
Activity __Limited________
FSBS_____94____________________
Flutter NO
Assistive Device _        
IV Fluids ___80 mL / hr_10 KCl in NaCl__ Telemetry  NO
Wound Care __Xenaderm to heels; Sensi Care to pressure ulcer on left buttock                            Other __________________________________________________________________________
ABNORMAL  ASSESSMENT:
	Neurological
Poor memory
Poor knowledge of US history

Required intense repetition

ENT

Dysarthria
Cataracts

GI/GU

Total urinary incontinence
Frequency
Integumentary

Right heel ~ Peeling; Red

Left buttock ~ Pressure ulcer; Purple

Cardiovascular

Respiratory

Psychosocial

Poor memory

Pain

No pain
TEXTBOOK RESEARCH  (include Bibliography):

· Pathophysiology of the admitting diagnosis



	

	


