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Lakeview College of Nursing

Clinical Process Paper Assignment

Fall 2011

Name: _Melaney Coleman________ Date: 1/30/12____ Adm. Diagnosis: __Chest Pain_______Allergies: Sulfa, Cephalexin, Codiene, Penicillin
                                                                                                                                                                                                                                  (2 pts)
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  LAB DATA    (List all pertinent/current lab/diagnostic values)                                                                                                                        ( 7 pts)
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	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray:                                                     Other:                                                                         Other:

     EKG:                                                                Other:                                                                         Other:




Pathophysiology:  Review all data collected and describe what is happening at the cellular, organ, & system level.  Be sure to include rationale for lab and diagnostic results.  Alternative diagnosis  may use admitting or secondary diagnosis with  Instructor preference.

                                                         



Medication Concept Map:







(4pt.)
PHYSICAL ASSESSMENT DATA (collect own data on clinical day)         (Use Taylor Chapter 25 & N201 materials as resources)               (5 pts)
	Vital Signs:
Pulse Ox %: 97% O2 2L nasal canula
	BP: 113/59
	Pulse: 80

Rhythm: Normal
	Respirations: 

Rate: 18

Depth: Normal

Rhythm: normal
	Temp:

37.0(C

Route: Tymp.
	Pain:

Rating:      7   /10    
Characteristics: “just hurts” radiates down left arm.        

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	A&O (x3) Her speech is low but clear. She was very repetitive. She was aware of where she is and kept requesting to move to a different nursing home.



	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score___25_________

Activity/Mobility Status:  _Up ad lib w/assist________  

            Needs assistance with equipment   

            Needs support to stand and walk yes
	Patient has left sided weakness. She is up ad lib w/1 assist. She is able to get to the restroom but needs assistance with changing her depends. She has arthritis in her hands and feet which alters her ability to move freely.



	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.

Peripheral Pulses, Capillary refill: _________

Neck Vein Distention:   Y   N      Edema  Y    N
Location of Edema____________________


	S1&S2 sounds were heard at the apex and base of the heart. She has had an ECG results show abnormal in comparison to a previous ECG. She is also on telemetry. Her peripheral and pedal pulses are present and 2+. Her pulse rate is 80 with a normal rhythm, B/P 113/59, and capillary refill is <3. There was no evidence of neck vein distention or edema.



	RESPIRATORY:

Accessory muscle use:    Y     N
Breath Sounds: Location, character
	Upon auscultation crackles were heard vesicularly in the left lower posterior lobe. There was no use of accessory muscles. She is on nasal canula O2 at 2L with a pulse Ox of 97% and respirations are at 18.



	GASTROINTESTINAL:

Diet at home : Regular       Current Diet: Regular

Height:   NA          Weight:    NA

Auscultation: Bowel sounds, other sounds

Last BM, character &  freq of stools 

Palpation: Pain, Mass etc

Inspection: distention, incisions, scars, drains, wounds

Ostomy:    Y       N         Nasogastric:    Y      N  

Feeding tubes/PEG tube   Y      N      Type:___________


	She is currently on a regular diet and is on a regular diet at home. Active bowel sounds were heard in all four quadrants. The patient couldn’t remember the date of her last stool and there were no records indicating. There was also no recording of her weight or height. She reported no pain during palpation and there was no abdominal distention. There is a car on her lower abdomen and the patient reports it was from a c-section. She also had one bruise less than the size of a dime on the left side of her abdomen. 

	INTEGUMENTARY: 

Skin color, character, turgor, rashes, bruises, wounds: character, drainage, approximation etc.

Braden scale: ___21____

Drains present:  Y         N       Type_______________
	Her skin is pink, dry and warm to the touch with normal turgor. She has a bruise less than the size of a dime on the left side of her abdomen but there is no sign of skin breakdown. She also has an IV in the distal portion of her upper left extremity. The IV is appears patent. IV was placed in 1/29/12 

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                             
	She has false upper and lower teeth. The inside of her lip is pink and moist. There are no cracks or bleeding. There is no drainage coming from her eyes, ears, nose, or mouth. 



	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals

Catheter:  Y    N      Type_____________


	She is able to ambulate to the restroom with 1 assist. There was no complaints of pain during urination with a moderate amount excreted. She had 2 voids during my shift and the color was yellow with no odor. 



	PSYCHOSOCIAL/CULTURAL:

Coping methods,          Educational level

Developmental level,       Ethnicity, 

Religion & what it means to pt.

Occupation (previous if retired)

Personal/Family Data    (Think about home environment, family structure, and available family support)
	Patient is an 80 year old widowed Caucasian female. Her religion is unknown. She is retired with 4 children. She currently lives in a nursing home and speak frequently with her son. She is experiencing integrity v.s. despair. 




USE THE BACK OF THE SHEET FOR ADDITIONAL SPACE FOR DETAILS. EXPECTATIONS MAY VARY FOR DIFFFERENT COURSE

NURSING DIAGNOSIS AND/OR OUTCOME CONCEPT MAP TOOL  (19 pts)

	System-Specific Assess
	Outcome Desired
	Interventions

	1.Pain rated at 7 out of 10
	1. Pain rated at 0 out 10
	1. Repositioning

	2. BP 113/59
	2. BP WNL
	2. Monitor BP

	3. Pulse 80
	3. Pulse 60- 100
	3. Monitor pulse

	4. RR 18
	4. RR 12-24
	4. Monitor RR

	System-Specific Assess
	Outcome Desired
	Interventions

	1. O2 sat 97% Nasal canula
	1. O2 >95 room air
	1. Reposition 

	2. RR 18
	2. RR 12-24
	2. Monitor RR

	3. Capillary Refill < 3
	3. Capillary Refill < 3
	3. Continue to assess 

	4. SOB
	4. No SOB
	4. Walk short distances

	System-Specific Assess
	Outcome Desired
	Interventions

	1. Pt. continued request for increased O2
	1. Accept O2 settings
	1. Reassure her of the current settings

	2. O2 sat 97% Nasal canula
	2.  O2 >95 room air
	2.  Monitor RR

	3.  Capillary Refill < 3
	3.  Capillary Refill < 3
	3.  Continue to assess

	4. skin is pink, dry, and warm
	4.  skin is pink, dry, and warm
	4. Monitor for cyanosis

	System-Specific Assess
	Outcome Desired
	Interventions

	1.  O2 sat 97% Nasal canula
	1. O2 >95 room air
	1. Sit Pt. up in a chair

	2.  RR 18
	2.  RR 12-24
	2.  Monitor RR

	3. SOB
	3. No SOB
	3. Monitor for signs of hypoxia

	4.  skin is pink, dry, and warm
	4.  skin is pink, dry, and warm
	4.  Monitor for cyanosis



NURSING DIAGNOSIS AND/OR OUTCOME CONCEPT MAP TOOL, PAGE 2

1.  Outcome: Patient will have decreased pain

Patient response to interventions:


1. She rated her pain at 7 out of 10


2.  She didn’t display any signs of pain


3. She was able to continue with her daily routines


4.She was able to hold conversation


Clinical Judgment:  Was overall outcome met?  Yes___     Partially _X__     Not at all ______


Why? (Rationale, explain your judgment):  What would you do differently?

             Partially effective because when asked she stated her pain remained at 7 out of 10. However she didn’t physically show any signs of pain and pain was only expressed verbally when asked. Continue current interventions and offer Tylenol.
2.  Outcome: Pt. will be able to ambulate to the restroom with 1 assist.

Patient response to interventions:


1.Pt was able to go to the restroom with 1 assist


2. Breaking in between the walk gave her less SOB


3. She had no complaints when moving around


4.She enjoyed sitting up in a chair


Clinical Judgment:  Was overall outcome met?  Yes X___     Partially _____     Not at all ______


Why? (Rationale, explain your judgment):  What would you do differently?
                  She was able to get to the restroom and back to her chair without complaints of pain or being tired. Continue current interventions.

3.   Outcome: Pt. will have reduced anxiety

Patient response to interventions:


1. Pt. continued to ask for an increase of O2


2. She didn’t want to remain at her current settings


3. Discussed when her physician would come to increase O2


4. Refused explanation of why she is on 2L


Clinical Judgment:  Was overall outcome met?  Yes_____     Partially ____     Not at all _X___


Why? (Rationale, explain your judgment):  What would you do differently?
                 Distractions would only work for a short amount of time before she would become fixed on increasing her O2. I would still maintain current interventions.

4.  Outcome: Pt. will achieve optimal respirations

Patient response to interventions:


1. O2 was at 97% on 2L 


2. RR WNL


3. HR WNL


4. Displayed a calm demeanor 


Clinical Judgment:  Was overall outcome met?  Yes___X__     Partially _____     Not at all ______


Why? (Rationale, explain your judgment):  What would you do differently?

                 RR WNL and her O2 sat was 97%. I would continue with current interventions.

PRIORITY LAB/PROCEDURES

RESULTS/INTERPRETATIONS

NURSING INDICATIONS (PRE & POST)

1.__WBC____________

_Shows infection_________

          _For signs of infection____

2._Chest X-ray_________

_Show if debris is in the lungs__

           _Pt. had SOB__________

3.Sputum culture and sensitivity 

_checking for bacteria and treatments__

Pt. has pneumonia__

References 3 pts.
Jarvis, C., 2008. Physical examination & health assessment. St. Louis, MO. Saunders Elsevier

Bare, B., Cheever, K., Hinkle, J., & Smeltzer, S., 2010, Medical-surgical nursing. Philadelphia, PA. Lippincott Williams & Wilkins



Initials: _R.M._____Age: __80_____    Ht.__________ Wt._________





Gender:   M     F        Ethnicity: _Caucasian_________________





Occupation: __Unknown / Retired___________________________





Education: __Unknown________________________________








Where do I live?    House       Farm       Apt.      Asst. Living


     (circle one)


                                Nursing Home   Other_______________________





I live with__________________________________________________





Do I have any other family? She has 4 children  3 girls and 1 boy.___





__________________________________________________________





Adm. Date: __1/29/12_ Adm. History: (What brought me to hospital?


Patient was admitted with chest pain radiating down her upper extremites bilaterally. She had these complaints of this after having her O2 set at 2L and she wanted it set at 3L. She had nausea and tingling bilaterally down upper extremites.  





I have had these procedures while I have been here: _Chest xray, IV placed in left arm 1-29-12, Brain CT and ECG





__________________________________________________________








I need help with:   Hygiene      Moving        Eating       Dressing





I need help:         Not at All        Some           Lots             Totally





I have a     DNR      POA      Living Will





Activity Level: _Up ad lib w/1 assist______________





I am rating my pain as a    


       ____7___/10     I describe it as:


She states it just hurts and it radiates down her left arm._____________________











Medical History: CDIF, Dementia, Depression, Hyperlipidemia, Coronary artery disease, Hypertension and reflux disease, Arthrititis 





Surgical History: _Cataract, APPE, Lumepectomy





______________________________________________





______________________________________________





______________________________________________





What equipment am I using?  (Circle all that apply)





Incentive Spirometer     Foley    NG     IV 





  Cast   Splint    Drain     Telemetry     Oxygen





 Chest Tube    Trach      Ostomy       Dressing





TED/SCS      Walker/Crutches      Wheelchair





Other_______________________________    








































































































Nursing Diagnosis: Chronic Pain


Outcome: Patient will have decreased pain.





Nursing Diagnosis: Activity Intolerance


Outcome: Pt. will be able to ambulate to the restroom with 1 assist.





Nursing Diagnosis: Anxiety


Outcome: Pt. will have reduced anxiety.





Nursing Diagnosis: Ineffective Airway


Outcome: Pt. will achieve optimal respirations





Chest Pain
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