
Active Orders

Microscopic urinary analysis. Relevance: My patient had 

hematuria, so this test was ordered to see the function of the 

kidneys. D/C telemetry. Relevance: The patient no longer needs 

telemetry because he has been in normal sinus rhythm and is no 

longer experiencing chest pains. Turn patient q2h Relevance: The 

patient is frail and cannot turn on his own; therefore, to prevent 

pressure injuries, he must be turned by hospital staff every two 

hours. CBC with differential Relevance: The patient has 

hematuria, so A CBC with diff is needed to see his RBC count, 

HMG and HCT count, and platelet count. BMP Relevance: The 

patient is not eating or drinking as much as he should. A BMP will 

help see if the patient has any electrolyte imbalances. 

Lab Values/Diagnostics

Labs: Hgb 12.4 (13.8-17.2), WBC 12.1 (4.5-11), Hct 36.7 (41-50), 

Glu 157 (<140), troponin I 0.724 (0-0.4), BUN 28 (6-24), BNP 491 

(<100), GFR 58 (>90) RBC 3.64 (4-5.9). Relevance: In CHF, the 

heart cannot pump enough blood throughout the body. 

Therefore, the organs are not adequately perfused (Brewster, 

2021). As a result, kidney damage or dysfunction can result from 

heart failure (Brewster, 2021). The kidneys can no longer filter 

blood and make less erythropoietin (EPO) adequately, and low 

levels of EPO may result in anemia (Brewster, 2021). An 

increased WBC count can be since WBCs are an independent 

predictor of a major adverse cardiovascular event (Kawabe et al.,

2021). BNP is elevated in response to high ventricular filling 

pressure caused by CHF (Colucci & Chen, 2022). Increased 

troponin is caused by a demand ischemia mechanism (Gherasim,

2019). Diagnostics: Diagnostic tests for CHF include Chest X-ray, 

ECG, echocardiogram, stress test, MEI, coronary angiogram, and 

myocardial biopsy (Mayo Clinic Staff, 2018). The CT pulmonary 

angiogram showed moderate aortic atherosclerotic disease, mild

cardiac enlargement, moderate coronary artery calcification, 

and atelectasis in the lung bases. Chest X-ray shows 

cardiomegaly, increased vascular marking, and atelectasis in the 

right lower lobe. ECG showed sinus rhythm with frequent PVCs, 

no ST elevation or depression. The echocardiogram showed mild

left ventricular hypertrophy, 45-50% ejection fraction, and a 

mildly dilated right ventricle. It also showed severe aortic 

stenosis, moderate to severe aortic regurgitation, moderately 

thickened valve cusps, pulmonary hypertension, moderate aortic

valve calcification, mitral regurgitation, tricuspid regurgitation, 

and mild pulmonary regurgitation.

Demographic Data

Date of Admission: 10/19/2022

Admission Diagnosis/Chief Complaint: Congestive heart failure/Shortness of breath 

and Chest pain

Age: 90+

Gender: Male

Race/Ethnicity: Caucasian 

Allergies: No known allergies

Code Status: DNR

Height in cm: N/A 

Weight in kg: 68.5

Psychosocial Developmental Stage: Integrity vs. Despair 

Cognitive Developmental Stage: Formal operational thinking 

Braden Score: 13

Morse Fall Score: 95

Infection Control Precautions: Standard Precautions 

Admission History

The patient is 90+ year old Caucasian male. He presented to the emergency 

department on 10/19/2022 with complaints of chest pain and shortness of breath. The 

patient expressed that his chest pain had a sudden onset while he was laying in bed. 

The patient also stated that his chest pain was constant and did not relieve until he got 

treated in the emergency department. When I asked my patient to describe his pain he

said “Oh, it was a bad one it felt like someone was stabbing me in the chest.” When I 

asked him what he did to alleviate his pain before coming to the hospital he said that 

he couldn’t remember. However, he did call his daughter because he was scared. The 

treatment that my patient is receiving in the hospital is focused on the prevention of 

an ischemic event with clopidogrel bisulfate and aspirin. However, both medications 

were held during my clinical shift because my patient had hematuria. The only 

complaints that the patient had during my clinical shift was that he was extremely 

fatigued. 

Medical History

Previous Medical History: Hypertension, hypothyroidism, congestive heart failure, and 

Benign prostatic hyperplasia (BPH). 

Prior Hospitalizations: Unable to assess because this information was not in the 

patient chart, and my patient was a poor historian. 

Previous Surgical History: Tonsillectomy. Unable to assess full surgical history because 

this information was not in the patient chart, and my patient was a poor historian.

Social History: The patient admitted to being a former smoker, but he quit 30 years 

ago. He admitted to smoking 2 packs of cigarettes a day for about 40 years. The patient

denied alcohol use. The patient denied substance use.

Physical Exam/Assessment

General:  The patient was awake, alert, and oriented to person, place, time, and situation (x4), with no acute distress, well developed, hydrated, and nourished. The patient appears 
stated age.

Integument: The patient’s skin color was pink. The skin was warm and dry bilaterally throughout upon palpation. There were no rashes or lesions present. The patient did have bruising on his left lower arm. The patient had solar 

lentigines throughout. Good quantity, texture, and distribution of hair throughout the body. Skin turgor had delayed mobility; tenting was present. Nails were without cyanosis and clubbing. Capillary refill was greater than 3 

seconds in fingers and toes bilaterally. Bilateral edema in the feet.

The bruising on the patient’s arm was not related to his CHF. It was caused by unsuccessful IV insertion. The solar lentigines are caused by increased sun exposure and are normal with aging. Edema in the feet and prolonged 

capillary refill are common manifestations of CHF (Mayo Clinic Staff, 2021). Tenting could be due to dehydration. 

HEENT: The patient's Head and neck are symmetrical. The patient’s trachea is midline with no deviation. The patient's thyroid is nonpalpable, and no nodules were noted. The patient's carotid pulses were examined 

asynchronously. Carotid pulse 2+ bilaterally. No lymphadenopathy was noted. Bilateral sclera white, bilateral cornea clear, bilateral conjunctiva pink with no drainage, bilaterally lids moist and pink with no lesions or discharge, 

PERRLA intact bilaterally, EOMs intact bilaterally. Bilateral auricles do not have visible or palpable deformities, lesions, or lumps. Ear canals clear bilaterally scant ear wax. The septum is midline. The nares have no signs of 

bleeding. The posterior pharynx and tonsils are moist and pink with no exudates. Tonsil grade: 0. The uvula was midline, the soft palate rose and fell symmetrically, the hard palate is intact, the patient dentition is good, and 

overall oral mucosa was moist and pink with no lesions. 

Cardiovascular: The patient had a normal rate but an irregular rhythm for heart sounds. The patient's PMI at the 5th intercostal space at the MCL was palpable. The patient had clear S1 and S2 heart sounds with no gallops or 

rubs. The patient had a murmur. The patient's pulses were 2+ bilaterally throughout, including brachial, dorsalis pedis, carotid, radial, popliteal, and posterior tibial. 

The patient’s irregular rhythm and adventitious heart sounds could be related to the patient’s cardiac issues, including ventricular hypertrophy, aortic regurgitation, mitral regurgitation, or tricuspid regurgitation

Respiratory: The patient has a normal rate and pattern for respirations. The patient had symmetrical but labored breathing. The patient had clear lung sounds anteriorly/posteriorly throughout bilaterally, with no wheezes, 

crackles, or rhonchi noted.

The patient’s labored breathing is a common manifestation of CHF (Mayo Clinic Staff, 2021). 

Genitourinary: The patient has hematuria. The patient does not report any increase in the frequency of urinating. The color of his urine was a dark yellow with a blood clot. The patient urinated a scant amount. No abnormalities 

were noted when inspecting the genitals. The genitals were clean and intact, with no lesions present.

The patient’s hematuria can be caused by decreased platelet count due to medications such as aspirin and clopidogrel. Hematuria could also be due to the patient’s BPH. 

Gastrointestinal: Abdomen is soft, non-tender, with no organomegaly and no masses noted upon palpation in all four quadrants. Bowel sounds are normoactive in all 4 quadrants. Patients last BM was 10/24/2022 but that 

patient expressed that it was not a complete BM. No CVA tenderness was noted bilaterally.

Musculoskeletal:  All extremities have full range of motion. Hand grips and equal in strength. Muscle strength 4/5 bilaterally expect right leg which is a 3/5.  Deep tendon reflexes all locations 2+ bilaterally. The patient is a one 

assist his gait was weak and ataxic. The patients morse fall score was 95

Fatigue and weakness is a common manifestations of CHF (Mayo Clinic Staff, 2021). 

Neurological: PERRLA bilaterally, upper extremities move well, lower extremities are weak. The patient was awake, alert, and oriented to person, place, time, and situation (x4). The speech was clear. The patient felt sensations 

equally on both sides. The patient was completely conscious. 

Weakness is a manifestation of CHF (Mayo Clinic Staff, 2021). 

Most recent VS (include date/time and highlight if abnormal): 10/24/2022 1530: T: 36.3°C, HR: 65 bpm, RR: 14 breaths per minute, O2 sat: 94% on room air, BP 101/60 mmHg

Pain and pain scale used: 0 out of 10. Numeric pain scale, 0 represents no pain, and 10 represents the worst pain imaginable. Although the patient was in no acute pain, he was extremely fatigued. 

Fatigue is a common manifestation of CHF (Mayo Clinic Staff, 2021). 
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Medications

Enoxaparin Sodium/Lovenox: Pharmacological class: Low-
molecular-weight heparin. Therapeutic class: Anticoagulant. The 
reason the client is taking it is to prevent deep vein thrombosis. 
Key nursing assessment before administration: Monitor for signs
of bleeding and hemorrhage (Jones & Bartlett Learning, 2021). 
Rosuvastatin Calcium/Crestor: Pharmacological class: HMG-CoA 
reductase inhibitor. Therapeutic class: Antilipemic. The reason 
the client is taking it is to treat hyperlipidemia. Key nursing 
assessment before administration: Assess for joint pain, muscle 
pain, tenderness, or weakness as these may represent drug 
induced myopathy (Jones & Bartlett Learning, 2021). Clopidogrel
Bisulfate/Plavix: Pharmacological class: P2Y12 platelet inhibitor. 
Therapeutic class: Platelet aggregation. The reason the client is 
taking it is to reduce the rate of CVA and MI. Key nursing 
assessment prior to administration: Monitor for signs of 
bleeding such a thrombotic thrombocytopenia purpura (Jones & 
Bartlett Learning, 2021). Aspirin/ASA: Pharmacological class: 
Salicylate Therapeutic class: NSAID The reason the client is 
taking it to help prevent CVA and MI attacks. Key nursing 
assessment prior to administration: Monitor for signs of 
bleeding or hemorrhage (Jones & Bartlett Learning, 2021). 

Pathophysiology

Disease process: In congestive heart failure (CHF), the cardiac 

system exhausts several compensatory mechanisms to help 

maintain cardiac output and meet the body's oxygen demands 

(Brito & Cepeda, 2018). Decreased cardiac output stimulates the 

release of epinephrine, norepinephrine, endothelin 1, and 

vasopressin, leading to vasoconstriction (Brito & Cepeda, 2018). In 

CFH, this is also an increase in cyclic adenosine monophosphate, 

which causes an increase in cytosolic calcium in the myocytes, 

further preventing myocardial relaxation—increased afterload and

contractility, and impaired relaxation results in increased oxygen 

demand (Brito & Cepeda, 2018). The need for increased cardiac 

output eventually leads to myocardial cell death and apoptosis 

(Brito & Cepeda, 2018). As apoptosis continues, it leads to a 

vicious cycle of increased neurohumoral stimulation and 

maladaptive myocardial responses (Brito & Cepeda, 2018).

S/S of disease: Shortness of breath, fatigue, weakness, edema in 

the legs, arms, and feet, rapid or irregular heartbeat, reduced 

ability to exercise, persistent coughing, very rapid weight gain, 

nausea and lack of appetite, difficulty concentrating, decreased 

alertness, and chest pain (Mayo Clinic Staff, 2021). My patient 

presented with shortness of breath, fatigue, weakness, edema in 

the feet, irregular heartbeat, lack of appetite, and chest pain. 

Method of Diagnosis: Chest X-ray, electrocardiogram (ECG), 

echocardiogram, stress test, cardiac computerized tomography 

(CT) scan, magnetic resonance imaging (MRI), coronary angiogram,

and a myocardial biopsy (Mayo Clinic Staff, 2018). My patient 

received a chest X-ray, ECG, echocardiogram, CBC, Troponin levels,

BNP, and a CT pulmonary angiogram with contrast. 

Treatment of disease: Medications such as angiotensin-converting

enzyme (ACE) inhibitors, angiotensin II receptor blockers, beta-

blockers, and diuretics can help manage CHF (Mayo Clinic Staff, 

2018). Surgical options include coronary bypass, heart valve 

replacement or repair, implantable cardioverter-defibrillators, 

cardiac resynchronization therapy, ventricular assist devices, and 

heart transplant (Mayo Clinic Staff, 2018). My patient was a poor 

historian, so I was unable to assess his surgical history. 
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Nursing Diagnosis 1

Decreased cardiac output related to irregular heart rate as evidenced by 
adventitious heart sounds

Nursing Diagnosis 2
Activity intolerance related to generalized weakness as evidenced by 
weakness and fatigue

Nursing Diagnosis 3
Risk for impaired skin integrity related to a decreased activity level as 
evidenced by weakness and fatigue. 

Rationale
I chose this nursing diagnosis because my patient was relatively weak. This 
weakness can be explained by decreased cardiac output. The heart fails to 
keep up with metabolic demand making it difficult to circulate enough 
blood to the body resulting in irregular heart rhythms and weakness. 

Rationale
I chose this nursing diagnosis because my patient’s primary complaint
while I was caring for him, was extreme fatigue. Inactivity will only 
worsen my patient’s HF symptoms, so interventions must be 
implemented to prevent worsening his condition. 

Rationale
I chose this nursing diagnosis because my patient was weak and fatigued 
during my clinical shift. My client cannot turn selfless or make significant 
changes in position while sitting in a chair or lying in bed. 

Interventions
Intervention 1: Position the patient in a semi-fowlers or high fowlers 
position to maintain adequate ventilation and perfusion (Vera, 2019). 
Intervention 2: Closely monitor intake and output and watch for signs of 
fluid overload (Vera, 2019). 

Interventions
Intervention 1: Have the patient perform activities more slowly, for a 
longer time with more rest periods, or with assistance if necessary 
(Vera, 2019).
Intervention 2: Gradually increase activity with active range-of-
motion exercises, increasing standing and walking (Vera, 2019).

Interventions
Intervention 1: Turn the patient at least every two hours (Vera, 2019).
Intervention 2: Encourage the patient to stand up and ambulate when he 
can (Vera, 2019). 

Evaluation of Interventions
Goal: The patient will demonstrate adequate cardiac output as evidenced 
by a rhythm within normal limits and strong peripheral pulses before he is 
discharged from the hospital. 

Evaluation of Interventions
Goal: The patient will be able to meet his own self-care needs and 
will be able to walk the length of the hallway with his walker in 2 
weeks. 

Evaluation of Interventions
Goal: The patient will not develop a pressure ulcer and will maintain skin 
integrity throughout his stay at the hospital. 
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