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Demographics (3 points) 
	Date of Admission
09/20/2023
	Client Initials
A.N.
	Age
41 years old
	Gender
Female

	Race/Ethnicity
Black
	Occupation
Disabled
	Marital Status
Single
	Allergies
Corn starch

	Code Status
Full Code
	Height
3’11.1”/119.4 cm
	Weight
100.5 lbs/45.5 kg



Medical History (5 Points)
Past Medical History: asthma, cerebral palsy, GERD, hydrocephalus, pancreatitis, scoliosis, and seizures
Past Surgical History: port placement, spine, ventriculoperitoneal port
Family History: Mother- Hypertension and diabetes
Social History (tobacco/alcohol/drugs including frequency, quantity, and duration of use): No tobacco/drugs/alcohol use
Assistive Devices: Wheelchair
Living Situation: The client lives in a skilled nursing facility.
Education Level: The client has no educational level based on disability status.
Admission Assessment 
Chief Complaint (2 points): Cyanosis, hypoxia, and unresponsive episode.
History of Present Illness – OLD CARTS (10 points):
	The client is a disabled 41-year-old black female who comes into the hospital after the staff at the nursing home found her cyanotic, hypoxic, and unresponsive. Staff called 911. When emergency personnel arrived, she was bag valved, given atropine, and intubated before being taken to the emergency department. There were no aggravating factors that led up to these circumstances.

Primary Diagnosis
Primary Diagnosis on Admission (2 points): Acute respiratory failure with hypoxia
Secondary Diagnosis (if applicable): Respiratory Arrest
Pathophysiology of the Disease, APA format (20 points):
	Respiratory failure occurs when the pulmonary system fails to sufficiently oxygenate the blood or eliminate carbon dioxide. It is classified as either hypoxemic or hypercapnic respiratory failure. Hypoxemic respiratory failure occurs when the pressure of oxygen in arterial blood (PaO2) is lower than 60 mm Hg with normal arterial carbon dioxide (PaCO2). Many acute lung diseases can cause respiratory failure, including pulmonary edema, PE, pneumonia, or pneumothorax (Capriotti, 2020). 
	Acute respiratory failure with hypoxia manifests through various distressing signs and symptoms. One of the most prominent indicators is a profound shortness of breath, often accompanied by rapid breathing as the body strives to increase oxygen intake. Cyanosis, a bluish skin discoloration, particularly around the lips and fingertips, is a telling sign of oxygen deficiency. Cognitive impairment can also occur, leading to confusion or altered mental status. Fatigue and weakness are common, as insufficient oxygen delivery affects muscles and tissues. Restlessness or agitation may arise due to the unsettling sensation of inadequate air supply. Physiological responses include an elevated heart rate and blood pressure to compensate for the oxygen deficit. Coughing may be present, especially with underlying respiratory conditions, and infants may exhibit nasal flaring. Severe cases may involve chest retractions, abnormal breathing sounds, low oxygen saturation, and increased carbon dioxide levels. Recognizing these symptoms promptly is critical, as acute respiratory failure with hypoxia demands immediate medical attention, potentially including oxygen therapy, mechanical ventilation, medications, and addressing the underlying cause. Timely intervention is pivotal for improving outcomes in this medical emergency (What Is Respiratory Failure? | NHLBI, NIH, 2022). 
Vital signs often reflect the body's compensatory mechanisms. The patient's respiratory rate tends to be markedly elevated, known as tachypnea, as the body strives to enhance oxygen intake. Concurrently, there is often tachycardia, or an increased heart rate, as the heart endeavors to pump more blood to supply oxygen to tissues. Blood pressure may vary, initially rising due to increased vascular tone but potentially dropping in severe cases. A hallmark of hypoxia is the low oxygen saturation levels, typically falling below 90%, as measured by a pulse oximeter (Mirabile, 2023).
On the laboratory front, critical insights are gained through arterial blood gas (ABG) analysis. This examination provides data on oxygen and carbon dioxide levels in the blood. In acute respiratory failure with hypoxia, one typically observes low partial pressure of oxygen (PaO2), indicative of hypoxemia, and elevated partial pressure of carbon dioxide (PaCO2) in cases where respiratory failure results from hypoventilation, signifying inadequate CO2 removal. Acidemia reflected in a decreased pH, may be present in scenarios linked to hypercapnia, where CO2 levels are high. Additional laboratory evaluations may be needed, including a complete blood count (CBC) to gauge potential infection, biomarkers for specific conditions, coagulation profiles, and assessments of electrolyte balance. Imaging studies, such as chest X-rays or CT scans, might also be employed to pinpoint the root cause, whether it be pneumonia, pulmonary edema, or lung injury. Integrating these vital signs, lab results, and imaging data is pivotal, allowing healthcare providers to determine the underlying etiology of acute respiratory failure and formulate targeted treatment strategies. This could encompass interventions like supplemental oxygen, mechanical ventilation, antibiotics, or medications to enhance lung function. Accurate and early assessment is fundamental in delivering optimal care to individuals grappling with acute respiratory failure with hypoxia (Mirabile, 2023). This patient was on a mechanical ventilator and failed her weaning parameters for spontaneous ventilation.
Top of Form

Pathophysiology References (2) (APA):
Capriotti, T. (2020). Davis advantage for pathophysiology: Introductory Concepts and Clinical Perspectives.
Mirabile, V. S. (2023, June 11). Respiratory failure. StatPearls - NCBI Bookshelf. https://www.ncbi.nlm.nih.gov/books/NBK526127/ 
What is respiratory failure? | NHLBI, NIH. (2022, March 24). NHLBI, NIH. https://www.nhlbi.nih.gov/health/respiratory-failure 


Laboratory Data (15 points)
[bookmark: _Hlk529864599]CBC Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	Admission Value
	Today's Value
	Reason for Abnormal Value

	RBC
	3.50-5.20 10^6 u/L
	3.67 10^6 u/L
	NA
	RBCs were WNL.

	Hgb
	11.0-16.0 g/dL
	10.5 g/dL
	6.9 g/dL
	Hemoglobin fluctuation is due to poor oxygenation (Pagana et al., 2017).

	Hct
	34.0%- 47.0%
	37.1%
	22.4%
	Hematocrit fluctuation is due to poor oxygenation (Pagana et al., 2017).

	Platelets
	140-400 10^3 u/L
	247
	NA
	Platelets were WNL.

	WBC
	4.00- 11.0 10^3 u/L
	12.15 10^3 u/L
	NA
	Elevated WBCs is due to pseudomonas and pneumonia infections (Pagana et al., 2017).

	Neutrophils
	55%-70%
	NA
	NA
	Neutrophils were not tested.

	Lymphocytes
	20%-40%
	58.2%
	NA
	Lymphocytes are elevated due to pseudomonas and pneumonia infections (Pagana et al., 2017).

	Monocytes
	2%-8%
	4.3%
	NA
	Monocytes were WNL.

	Eosinophils
	1%-4%
	3.5%
	NA
	Eosinophils were WNL.

	Bands
	0.0%- 10.0%
	0.9%
	NA
	Bands were WNL.



Chemistry Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	Admission Value
	Today’s Value
	Reason For Abnormal

	Na-
	136-145 mmol/L
	143 mmol/L
	144 mmol/L
	Sodium levels were WNL.

	K+
	3.5-5.1 mmol/L
	4.1 mmol/L
	3.2 mmol/L
	Potassium levels are decreased due to insulin administration (Pagana et al., 2017).

	Cl-
	98-107 mmol/L
	95 mmol/L
	114 mmol/L
	Chloride levels fluctuate due to famotidine therapy (Pagana et al., 2017).

	CO2
	22.0-29.0 mmol/L
	33.0 mmol/L
	25.0 mmol/L
	Carbon dioxide levels increased due to pneumonia (Pagana et al., 2017).

	Glucose
	74-100 mg/dL
	288 mg/dL
	118 mg/dL
	Glucose levels are elevated due to diabetes mellitus (Pagana et al., 2017).

	BUN
	7-19 mg/dL
	17 mg/dL
	8 mg/dL
	BUN levels were WNL.

	Creatinine
	0.55-1.02 mg/dL
	0.60 mg/dL
	0.41 mg/dL
	Creatinine levels were decreased due to decreased muscle mass (Pagana et al., 2017).

	Albumin
	3.5- 5.0 g/dL
	3.1 g/dL
	NA
	Albumin levels were decreased due to acute pseudomonas infection (Pagana et al., 2017).

	Calcium
	8.9- 10.6 g/dL
	9.7 g/dL
	8.6 g/dL
	Calcium levels are decreased due to pancreatitis (Pagana et al., 2017).

	Mag
	1.6- 2.6 mg/dL
	2.4 mg/dL
	1.9 mg/dL
	Magnesium levels were WNL.

	Phosphate
	2.3-4.7 mg/dL
	NA
	2.4 mg/dL
	Phosphate levels were WNL.

	Bilirubin
	0.2- 1.2 mg/dL
	0.1 mg/dL
	NA
	Bilirubin is decreased due to phenobarbital use (Pagana et al., 2017).

	Alk Phos
	40-150 u/L
	104 u/L
	NA
	Alkaline phosphate levels were WNL.


	AST
	5-34 u/L
	151 u/L
	 NA
	AST levels are elevated due to seizure activity (Pagana et al., 2017).

	ALT
	0-55 u/L
	191 u/L
	NA
	ALT levels are elevated due to pancreatitis (Pagana et al., 2017).

	Amylase
	30-220 units/L
	NA
	NA
	Amylase was not tested.

	Lipase
	0-160 units/L
	NA
	NA
	Lipase was not tested.

	Lactic Acid
	0.5-2.0 mmol/L
	7.8 mmol/L
	NA
	Lactic acid levels are increased due to diabetes mellitus (Pagana et al., 2017).

	Troponin
	0-4 ng/L
	<3 ng/L
	NA
	Troponin levels were not tested.

	CK-MB
	0%
	NA
	NA
	CK-MB was not tested.

	Total CK
	55-170 units/L
	NA
	NA
	Total CK was not tested.



Other Tests Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Value on Admission
	Today’s Value
	Reason for Abnormal

	INR
	0.9-1.1 ratio
	1.1
	NA
	INR levels are WNL.

	PT
	11.7-13.8 sec
	13.7 sec
	NA
	PT was WNL.

	PTT
	22.4- 35.9 sec
	22.4 sec
	NA
	PTT was WNL.

	D-Dimer
	< 0.4 ug/mL
	NA
	NA
	D-Dimer was not tested.

	BNP
	0.0-100.0 pg/mL
	53.0 pg/mL
	NA
	BNP was WNL.

	HDL
	>0.75 mmol/L
	NA
	NA
	HDL levels were not tested.

	LDL
	<3.4 mmol/L
	NA
	NA
	LDL levels were not tested.

	Cholesterol
	<5.20 mmol/L
	NA
	NA
	Cholesterol levels were not tested.

	Triglycerides
	<150 mg/dL
	47 mg/dL
	NA
	Triglycerides were WNL.

	Hgb A1c
	8-9%
	NA
	NA
	Hgb A1c was not tested.

	TSH
	0.2- 5.4 IU/L
	NA
	NA
	TSH was not tested.



Urinalysis Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Value on Admission
	Today’s Value
	Reason for Abnormal

	Color & Clarity
	Colorless,
Yellow
	Yellow
	NA
	Color and clarity were WNL.

	pH
	4.5-8
	8.0
	NA
	pH was WNL.

	Specific Gravity
	1.005-1.025
	1.010
	NA
	Specific gravity was WNL.

	Glucose
	Neg
	Neg
	NA
	Glucose was WNL.

	Protein
	Neg
	Neg
	NA
	Protein was WNL.

	Ketones
	Neg
	Neg
	NA
	Ketones were WNL.

	WBC
	0-25 uL
	15
	NA
	WBCs were WNL.

	RBC
	0-20 uL
	2
	NA
	RBCs were WNL.

	Leukoesterase
	Neg
	Neg
	NA
	Leukoesterse was WNL.






Arterial Blood Gas Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.

	Test
	Normal Range
	Value on Admission
	Today’s Value
	Explanation of Findings

	pH
	7.35-7.45
	7.427
	7.391
	pH was WNL.

	PaO2
	80.0-100.0 mmHg
	324.7 mmHg
	79.3 mmHg
	PaO2 fluctuates due to respiratory depression (Pagana et al., 2017).

	PaCO2
	35-45 mmHg
	54.9 mmHg
	35.2 mmHg
	PaCO2 is elevated due to respiratory depression (Pagana et al., 2017).

	HCO3
	22-26 mmol/L
	35.4 mmol/L
	20.9 mmol/L
	HCO3 fluctuates due to respiratory depression (Pagana et al., 2017).

	SaO2
	%
	99.4%
	95.6%
	SaO2 was WNL.



Cultures Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Test
	Normal Range
	Value on Admission
	Today’s Value
	Explanation of Findings

	Urine Culture
	No growth
	NA
	NA
	Urine culture was not performed.

	Blood Culture
	No growth
	No growth
	NA
	Blood Culture was WNL.

	Sputum Culture
	No growth
	Few squamous cells
	NA
	Sputum culture indicates growth due to pneumonia (Pagana et al., 2017).

	Stool Culture
	No growth
	NA
	NA
	Stool Culture was performed.



Lab Correlations Reference (1) (APA):
Pagana, T. J., Pagana, K. D., & Pagana, T. N. (2016). Mosby's Diagnostic and Laboratory Test 	Reference (K. D. Pagana, T. J. Pagana, & T. N. Pagana, Eds.). Elsevier.

Diagnostic Imaging
All Other Diagnostic Tests (5 points): 
Chest X-ray, CT brain, XR-KUB, Lower extremity venous duplex
Diagnostic Test Correlation (5 points): 
The client had a chest x-ray to check for endotracheal tube placement and found left lung pneumonia. The client had a brain CT due to a history of seizures, and there was no evidence of intracranial pressure. A lower extremity venous duplex was performed due to fever and bilaterally leg edema. The test showed “WNL- no deep or superficial venous thrombosis bilaterally.” The X-KUB was done to check the line placement of the suction tube in the client’s stomach.
Diagnostic Test Reference (1) (APA): 
Pagana, T. J., Pagana, K. D., & Pagana, T. N. (2016). Mosby's Diagnostic and Laboratory Test 	Reference (K. D. Pagana, T. J. Pagana, & T. N. Pagana, Eds.). Elsevier.

Current Medications (10 points, 1 point per completed med)
*10 different medications must be completed*

Home Medications (5 required)
	Brand/Generic
	acetaminophen/
Tylenol

	diazepam/
Valium
	famotidine/
Pepcid
	metoprolol/
Toprol-XL

	guaifenesin/
Robitussin

	Dose
	650 mg

	10 mg
	20 mg
	12.5 mg
	20 mLs

	Frequency

	Q4H PRN
	PRN
	Once a day at bedtime
	BID
	Q6H PRN

	Route
	g-tube

	rectally
	g-tube
	g-tube
	g-tube

	Classification
	Pharm: Nonsalicylate, para-aminophenol derivative

Ther: Antipyretic, nonopiod analgesic
(Jones & Bartlett Learning, 2021).

	Pharm: Benzodiazepine

Ther: Anticonvulsant, anxiolytic, sedative-hypnotic, skeletal muscle relaxant
(Jones & Bartlett Learning, 2021).

	Pharm: histamine-2 blocker

Ther: antiulcer agent
(Jones & Bartlett Learning, 2021).


	Pharm: Beta1- adrenergic blocker

Ther: antianginal, antihypertensive
(Jones & Bartlett Learning, 2021).


	Pharm: 
expectorant

Ther: allergy, cold & cough remedies, expectorant
(Jones & Bartlett Learning, 2021).



	Mechanism of Action
	Inhibits the enzyme cyclooxygenase, blocking prostaglandin production and interfering with pain impulse generation in the peripheral nervous system. Acetaminophen also acts directly on temperature-regulating center in the hypothalamus by inhibiting synthesis of prostaglandin E2 (Jones & Bartlett Learning, 2021).



	May potentiate effects of gamma-aminobutyric acid (GABA) and other inhibitory neurotransmitters by binding to specific benzodiazepine receptors in cortical and limbic areas of CNS. GABA inhibits excitatory stimulation, which helps control emotional behavior (Jones & Bartlett Learning, 2021).

	In normal digestion, parietal cells in the gastric epithelium secrete hydrogen ions, which combine with chloride ions to form hydrochloric acid, as shown below left. However, HCl can inflame, ulcerate, and perforate gastric and intestinal mucosa normally protected by mucus (Jones & Bartlett Learning, 2021).


	Inhibits stimulation of beta1- receptor sites, located mainly in the heart, resulting in decreased cardiac excitability, cardiac output, and myocardial oxygen demand. Metoprolol also helps reduce blood pressure by decreasing renal release of renin (Jones & Bartlett Learning, 2021).


	Reduces viscosity of tenacious secretions by increasing respiratory tract fluid. Mobilization & subsequent expectoration of mucus (Jones & Bartlett Learning, 2021).



	Reason Client Taking 

	Pain, fever
	Seizures
	GERD
	Hypertension
	Cough

	Contraindications (2)

	Severe hepatic impairment & severe active liver disease (Jones & Bartlett Learning, 2021).


	Acute angle-closure glaucoma & untreated open-angle glaucoma (Jones & Bartlett Learning, 2021).

	Kidney or liver damage & allergy to acid reducers (Jones & Bartlett Learning, 2021).


	Cardiogenic shock & heart block (Jones & Bartlett Learning, 2021).


	Some products contain alcohol; avoid in some patients with known tolerance. Some products contain aspartame & should be avoided in patients with phenylketonuria (Jones & Bartlett Learning, 2021).



	Side Effects/Adverse Reactions (2)

	Hypotension & hepatotoxicity (Jones & Bartlett Learning, 2021).


	Suicidal ideation & hypotension (Jones & Bartlett Learning, 2021).


	Seizures & arrhythmias (Jones & Bartlett Learning, 2021).

	CVA & arrhythmias (Jones & Bartlett Learning, 2021).


	Dizziness & headache (Jones & Bartlett Learning, 2021).



	Nursing Considerations (2)

	Use acetaminophen cautiously in patients with hepatic impairment or active hepatic disease, alcoholism, chronic hypovolemia, or severe renal impairment. Monitor renal function in patient on long-term therapy (Jones & Bartlett Learning, 2021).


	Use diazepam with extreme caution in patients with a history of alcohol or drug abuse because it can cause physical and psychological dependence and in patients with hepatic disorders such as hepatic fibrosis and hepatitis because of potentially significant increase in drug’s half-life (Jones & Bartlett Learning, 2021).


	Be aware that Pepcid AC chewable tablets contain aspartame, which can be dangerous for patients with phenylketonuria. Shake famotidine oral suspension vigorously for 5-10 seconds before administration (Jones & Bartlett Learning, 2021).


	Know that patients undergoing noncardiac major surgery should not begin a high-dose regimen using extended-release metoprolol because such use in patients with cardiovascular risk factors has been associated with bradycardia, hypotension, stroke, and death (Jones & Bartlett Learning, 2021).


	Do not confuse guaifenesin with guanfacine. Administer each dose of guaifenesin followed by a full glass of water to decrease viscosity of secretions (Jones & Bartlett Learning, 2021).



	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Monitor liver function panel for long-term therapy use. Monitor for decreased urine output and assess color of urine (Jones & Bartlett Learning, 2021).

	Check patient’s blood counts and liver function periodically, as ordered, because prolonged diazepam therapy rarely causes jaundice and neutropenia (Jones & Bartlett Learning, 2021).

	Know that adult patients with a suboptimal response or an early symptomatic relapse after completing famotidine therapy, should be evaluated for gastric malignancy (Jones & Bartlett Learning, 2021).

	Assess ECG of patients who take metoprolol because they may be at risk for AV block. Check blood pressure and apical before giving metoprolol (Jones & Bartlett Learning, 2021).

	Assess lung sounds, frequency & type of cough, and character of bronchial secretions periodically during therapy. Maintain fluid intake of 1500-2000 mL/day to decrease viscosity of secretions (Jones & Bartlett Learning, 2021).


	Client Teaching Needs (2)

	Tell client that tablets may be crushed or swallowed whole. Caution patient not to exceed recommended dosage or take other drugs containing acetaminophen simultaneously because of risk of liver damage (Jones & Bartlett Learning, 2021).

	Instruct patient not to take ore drug, more often, or for a longer time than prescribed. Warn the client that physical and psychological dependence can occur and teach her to recognize the signs. Advise patient not to take drug to relieve everyday stress (Jones & Bartlett Learning, 2021).

	Instruct client who also takes antacids to wait 30-60 minutes after taking famotidine, if possible, before taking antacid. Caution patient to avoid alcohol and smoking during famotidine therapy because they irritate the stomach and can delay ulcer healing (Jones & Bartlett Learning, 2021).

	Instruct patient to take metoprolol with food at the same time each day- once daily for E.R. tablets. Explain that they may have halve tablets but not chew or crush them. Advise patient to notify prescriber if pulse rate falls below 60 beats/minute or is significantly lower than usual (Jones & Bartlett Learning, 2021).

	Instruct patient to cough effectively. Patient should sit upright and take several deep breaths before attempting to cough. Caution patients to avoid OTC cough and cold products while breast feeding or administering to children <4 yrs (Jones & Bartlett Learning, 2021).







Hospital Medications (5 required)
	Brand/Generic
	cefepime/
Maxipime

	insulin lispro/
Humalog
	furosemide/
Lasix
	levetiracetam/
Keppra

	dexmedetomidine/
Precedex

	Dose
	1g/IVP

	1-20 units per sliding scale
	20 mg
	750 mg
	0.2-1.5 mcg/kg/hr

	Frequency

	Q6H
	Q4H
	One time dose
	BID
	Continuous

	Route
	IVP

	Sub Q injection
	g-tube
	g-tube
	IV

	Classification
	Pharm: fourth-generation cephalosporin

Ther: antibiotic
(Jones & Bartlett Learning, 2021).


	Pharm: pancreatics

Ther: antidiabetics & hormones
(Jones & Bartlett Learning, 2021).

	Pharm: loop diuretic

Ther: antihypertensive, diuretic
(Jones & Bartlett Learning, 2021).

	Pharm: pyrrolidines

Ther: anticonvulsants
(Jones & Bartlett Learning, 2021).

	Pharm: alpha2-adrenergic agonist

Ther: sedative/hypnotic
(Jones & Bartlett Learning, 2021).


	Mechanism of Action
	Interferes with bacterial cell wall synthesis by inhibiting the final step in cross-linking peptidoglycan strands. Peptidoglycan makes cell membranes rigid and protective. Without it, bacterial cells rupture and die (Jones & Bartlett Learning, 2021).


	Lowers blood glucose by stimulating glucose uptake in skeletal muscle & fat. Control of hyperglycemia in diabetic patients (Jones & Bartlett Learning, 2021).

	Inhibits sodium and water reabsorption in the loop of Henle and increases urine formation. As the body’s plasma volume decreases, aldosterone production increases, which promotes sodium reabsorption and the loss of potassium and hydrogen ions (Jones & Bartlett Learning, 2021).

	It appears to inhibit burst firing without affecting normal neuronal excitability and may selectively prevent hyper synchronization of epileptiform burst firing and propagation of seizure activity (Jones & Bartlett Learning, 2021).

	Acts a relatively selective alpha-adrenergic agonist with sedative properties (Jones & Bartlett Learning, 2021).


	Reason Client Taking 
	Respiratory infection of pseudomonas
	Diabetes
	Increase urine flow
	Seizures
	Anxiety with intubation

	Contraindications (2)
	Use cautiously in patients with renal impairment & history of GI disease, especially colitis (Jones & Bartlett Learning, 2021).

	Use cautiously in stress or infection, renal or hepatic impairment. May be used with a longer-acting insulin in patients with Type 1 diabetes (Jones & Bartlett Learning, 2021).

	Anuria, hepatic coma, and electrolyte depletion (Jones & Bartlett Learning, 2021).

	Use cautiously in all patients as it may increase risk of suicidal thoughts/behaviors and in patients with renal impairment (Jones & Bartlett Learning, 2021).

	Use cautiously in hepatic impairment, advanced heart block, and severe left ventricular dysfunction (Jones & Bartlett Learning, 2021).


	Side Effects/Adverse Reactions (2)
	Rash & encephalopathy (Jones & Bartlett Learning, 2021).

	Hypoglycemia & hypokalemia (Jones & Bartlett Learning, 2021).

	Hypotension & Stevens-Johnson syndrome (Jones & Bartlett Learning, 2021).

	Agranulocytes & suicidal thoughts (Jones & Bartlett Learning, 2021).

	Bradycardia & sinus arrest (Jones & Bartlett Learning, 2021).


	Nursing Considerations (2)
	Reconstitute IM doses with sterile or bacteriostatic water for injection, 0.9% NaCl, or D5W. May be diluted with lidocaine to minimize injection discomfort. Monitor injection site frequently for phlebitis. Change sites every 48-72 hours to prevent phlebitis (Jones & Bartlett Learning, 2021).

	Do not confuse Humalog with Humulin. Due to the short duration of action, insulin lispro must be used with a longer acting insulin, insulin infusion pump or in combination with oral sulfonylurea agents (Jones & Bartlett Learning, 2021).

	Do not confuse Lasix with Luvox. May be taken with food or milk to minimize gastric irritation (Jones & Bartlett Learning, 2021).

	May be administered without regard to meals. Discontinue gradually to minimize the risk of an increase in seizure frequency (Jones & Bartlett Learning, 2021).

	Dexmedetomidine should be administered only in intensive care settings with continuous monitoring. A loading dose may not be required when converting patient from another sedative (Jones & Bartlett Learning, 2021).


	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Assess patient for infection at beginning of and throughout therapy. Obtain specimens for culture and sensitivity before initiating therapy. First dose may be given before receiving results. Monitor AST, ALT, bilirubin, BUN, & serum creatinine (Jones & Bartlett Learning, 2021).

	Assess for symptoms of hypoglycemia and hyperglycemia. Monitor blood glucose every 6 hours during therapy, more frequently in ketoacidosis and times of stress. Monitor potassium in patients at risk for hypokalemia periodically during therapy (Jones & Bartlett Learning, 2021).

	Assess fluid status. Monitor daily weight, intake and output ratios and location of edema. Monitor BP and pulse before and during asministration. Monitor electrolytes, renal and hepatic functions, serum glucose, and uric acid levels before and periodically throughout therapy. (Jones & Bartlett Learning, 2021).

	Monitor patient for seizure activity during therapy. Avoid stopping drug abruptly because doing so may increase seizure activity (Jones & Bartlett Learning, 2021).

	Assess level of sedation throughout therapy. Dose is adjusted based on level of sedation. Monitor ECG and BP continuously throughout therapy. May cause hypotension, bradycardia, and sinus arrest (Jones & Bartlett Learning, 2021).


	Client Teaching Needs (2)
	Advise patient to report signs of superinfection and allergy. Instruct patient to notify HCP if fever and diarrhea develop, especially if stool contains blood, pus, or mucus (Jones & Bartlett Learning, 2021).
	Instruct patient on proper technique for administration. Demonstrate technique for mixing insulins by drawing up insulin lispro first and rolling intermediate-acting insulin vial between palms to mix, rather than shaking (Jones & Bartlett Learning, 2021).

	Instruct patient to take furosemide as directed. Take missed doses as soon as possible, do not double doses. Advise patients on antihypertensive regimen to continue taking medication even if feeling better. Furosemide controls but does not cure hypertension (Jones & Bartlett Learning, 2021).

	Remind patient prescribe XR in tablet form to swallow tablet whole. Tell patient to seek immediate emergency care if an allergic reaction occurs, especially if they experiences difficulty breathing. Hives, low blood pressure, rash, or swelling (Jones & Bartlett Learning, 2021).

	Explain to patient and family the purpose of the medication. Advis patient to notify HCP if pregnancy is suspected or if breast feeding (Jones & Bartlett Learning, 2021).




Medications Reference (1) (APA):
Learning, J. &. B. (2020). 2021 Nurse’s Drug Handbook. Jones & Bartlett Learning.

Assessment 
Physical Exam (18 points) – HIGHLIGHT ALL PERTINENT ABNORMAL FINDINGS
	GENERAL:
Alertness:
Orientation:
Distress:
Overall appearance: 
	Alertness/Orientation: Patient has a RASS score of -1. She is drowsy, lethargic, intubated, and sedated.
Appearance: Well-groomed, in appropriate hospital gown.
Distress: No acute distress noted.


	INTEGUMENTARY:
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds: .
Braden Score: 
Drains present:  Y☐         N ☒      
     Type:
	Skin color: Skin color is pale.  
Character: Skin is intact and dry. No bumps, bruises, or lesions notes. 
Temperature: Skin is warm and dry upon palpation.
Turgor: Client’s skin is elastic.
Rashes: No rashes noted.
Bruises: No bruises noted.
Wounds: Stage II pressure injury left posterior gluteal.
Braden Score: 10
Drains present: No drains present.



	HEENT:
Head/Neck:
Ears: 
Eyes: 
Nose: 
Teeth:  

	Head: Symmetrical to neck. Hair is black and evenly distributed.
Neck: Neck is symmetrical to head and moves without difficulty. Trachea is midline without deviation, thyroid is nonpalpable. No noted nodules. Bilateral carotid pulses 2+ upon palpation. No lymphedema in head or neck noted.
Ears: No bumps or deformities noted on bilateral auricles. Hearing within normal limits for patient.
Eyes: Bilateral sclera white, bilateral corneas clear, bilateral conjunctiva light pink. No visible drainage noted bilaterally. Bilateral eyelids are moist, pink, without lesions or discharge. PERRLA bilaterally. EOMs unable to assess due to insufficient mental capacity.
Nose: Nose is midline to face, bilateral turbinates are moist and without drainage.
Mouth/Teeth: Oral mucosa is pink, moist without bumps or lesions. Gums are pink and moist. Lips are dry and pink. Dentition is impaired with missing and broken teeth.

.

	CARDIOVASCULAR:
Heart sounds:  
S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable):
Peripheral Pulses:
Capillary refill:
Neck Vein Distention:   Y ☐   N  ☒    Edema Y ☐    N ☒
Location of Edema: 

	Heart Sounds: Clear S1 & S2 without murmurs, gallops, or rubs.
Cardiac Rhythm: tachycardia
Peripheral Pulses: Peripheral pulses 1+ bilaterally.
Capillary refill: Capillary refill less than 3 seconds fingers/toes bilaterally.
Neck Vein Distention: No JVD noted.
Edema: 0; No edema present.


	RESPIRATORY:
Accessory muscle use:    Y☐     N ☒
Breath Sounds: Location, character

	Respirations: Respirations are regular, unlabored, and assisted mechanically. Pattern is regular, and no use of accessory muscles noted. 
Breath Sounds: Breath sounds are coarse and diminished anteriorly and posteriorly bilaterally.

	GASTROINTESTINAL:
Diet at home:                     
Current Diet
Height: 
Weight:
Auscultation Bowel sounds: 
Last BM: 
Palpation: Pain, Mass etc.:
Inspection: 
     Distention:
     Incisions:
     Scars:
     Drains: 
     Wounds:
Ostomy:    Y ☐      N  ☒       
Nasogastric:    Y  ☐    N  ☒
     Size:
Feeding tubes/PEG tube   Y  ☒    N  ☐
     Type:

	Home Diet: Isosource via g-tube; NPO
Current diet: Isosource via g-tube; NPO
Height: 3 feet 11 inches
Weight: 100.5 lbs
Bowel Sounds: Bowel sounds were normoactive in all 4 quadrants upon auscultation.
Last BM: 09/24/23
Palpation: No pain upon palpation all 4 quadrants, no organomegaly noted, no rashes, lesions, masses, or lumps noted.
Inspection: No abdominal distention noted, no incisions, scars, drains, or wounds noted.
Ostomy: Patient does not have an ostomy.
Nasogastric: No nasogastric tube noted.
Feeding/PEG tubes: Patient has a PEG feeding tube.

	GENITOURINARY:
Color:
Character:
Quantity of urine: 
Pain with urination:  Y ☐     N ☒
Dialysis:  Y ☐     N ☒
Inspection of genitals: 
Catheter: Y ☒    N ☐    
     Type:
     Size:
	Color: Yellow
Character: clear, without foul odor
Quantity; 70 mL
Pain with urination: No pain with urination noted.
Dialysis: Patient is not on dialysis.
Inspection of genitals: Genitals intact. Without bumps, sores, or lesions.
Catheter: Catheter is patent and intact. Foley catheter, 16Fr.

	MUSCULOSKELETAL:
Neurovascular status:
ROM:
Supportive devices:
Strength:
ADL Assistance:   Y☒   N ☐      
Fall Risk:    Y ☐  N☒
Fall Score: 
Activity/Mobility Status:    
[bookmark: Check1]Independent (up ad lib) |_|
[bookmark: Check2]Needs assistance with equipment |_|  
[bookmark: Check3]Needs support to stand and walk|_|

	Neurovascular status: Nail beds pink in all 4 extremities bilaterally. Extremities warm, dry bilaterally upper and lower.
ROM: PROM all extremities bilaterally. Full assistance required.
Supportive devices: Patient is wheelchair-bound.
Strength: Unable to assess hand grips and pedal pushes due to impaired mental capacity.
ADL Assistance: Full ADL assistance needed.
Fall Risk: No fall risk implemented.
Fall Score: 0
Activity/Mobility: Patient is dependent and relies on assistance and support with all activities.
Needs Assistance/Support: Patient needs full assistance and support.


	NEUROLOGICAL: 
MAEW:   Y ☐       N☐           
PERLA:    Y  ☐       N☐
Strength Equal:   Y ☐   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
	MAEW: Patient has bilateral upper and lower extremity contractures.
PERRLA: PERRLA bilaterally.
Strength equal: Strength is equal but weak in arms and legs bilaterally.
Cognition/mental status: Patient is lethargic and sedated. Cognition is impaired due to cerebral palsy.
Speech: Patient is nonverbal.
Sensory: Abnormal
LOC: Patient is lethargic and sedated. Patient does respond to her name and pain stimulus.

	PSYCHOSOCIAL/CULTURAL:
Coping method(s):       
Developmental level:       
Religion & what it means to pt.:
Personal/Family Data (Think about home environment, family structure, and available family support):
	Coping Methods/Religion: Unable to assess due to patient’s impaired mental capacity.
Developmental level: The patient does not have an education due to disability. Patient’s mother is her power of attorney and guardian.
Personal/Family Data: Patient lives in a skilled nursing facility. Patient does have a very close relationship with her mother.




Vital Signs, 2 sets (5 points) – HIGHLIGHT ALL ABNORMAL VITAL SIGNS
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	Oxygen

	0800
	119
	106/50
	10
	99.9 F- internal catheter probe
	96%- ventilator

	1100
	100
	111/58
	10
	99.9 F- internal catheter probe
	98%- ventilator



Vital Sign Trends: 
Vital signs have remained steady. Provider aware of tachycardia and temperature according to previous RN notes.
Pain Assessment, 2 sets (2 points)
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	0800
	CPOT
	NA
	None
	NA
	NA

	1100
	CPOT
	NA
	None
	NA
	NA




IV Assessment (2 Points)
	IV Assessment
	Fluid Type/Rate or Saline Lock

	Size of IV: 18g
Location of IV: anterior left upper arm
Date on IV: NA
Patency of IV: Patent
Signs of erythema, drainage, etc.: No
IV dressing assessment: Dry, intact

Patient has a single lumen port right chest and a PICC double lumen line right basilic.
	This Student Nurse flushed the saline locks in the patient’s anterior left upper arm and PICC line to determine patency under the supervision of the Staff RN. Saline locks were patent and secure. Patient had continuous Precedex running through the single-lumen port in the right chest.



Intake and Output (2 points)
	Intake (in mL)
	Output (in mL)

	130.5 mL
	70 mL; 0 BMs






Nursing Care
Summary of Care (2 points)
	Overview of care: Student RN arrived at the CVICU at approximately 0715. Student RN got information about the patient from Staff RN. Student Nurse went to provider rounds with Staff RN and then rounded on the patient. Student RN did a focused assessment on the patient, Staff RN, and patient’s mother present. Student RN then administered medications through a g-tube with Staff RN supervision. Student Nurse accessed patient information via EPIC. At the end of the shift, the Student RN gave a slight hand-off to the Staff RN. Student RN then gave an SBAR report to the oncoming Student RN.
	Procedures/testing done: Staff RN performed a blood glucose test. Student RN performed a head-to-toe assessment on the patient and established a greater nurse-client relationship.
	Complaints/Issues: Patient unable to verbalize complaints or issues. Mother did not address any complaints or issues either.
	Vital signs (stable/unstable): Vital signs were stable except pulse and temperature were elevated. VS: T- 99.9 F, P- 119, BP- 106/50, RR- 10, O2- 96% via mechanical ventilator, and Pain- 0 via CPOT scale.
	Tolerating diet, activity, etc.: Patient receives Isosource tube feeding via g-tube at 30 mL/hr. The patient was agitated with the intubation tube, so Precedex was initiated. The patient gets agitated with oral care and suctioning.
	Physician notifications: Staff RN notified the provider of the patient's agitation. Precedex was initiated.
	Future plans for client: Patient is awaiting extubating and discharge plans.	
Discharge Planning (2 points)
	Discharge location: Patient is to discharge back to nursing home.
	Home health needs (if applicable): No home healthcare is needed.
	Equipment needs (if applicable): No equipment is needed.
	Follow up plan: Patient will continue to follow up with the primary care physician.
	Education needs: Staff RN educated the patient’s mother on the need for the Precedex and the sedation effects that it will have on the patient.
Nursing Diagnosis (15 points)
*Must be NANDA approved nursing diagnosis and listed in order of priority*

	Nursing Diagnosis 
· Include full nursing diagnosis with “related to” and “as evidenced by” components
· Listed in order by priority – highest priority to lowest priority pertinent to this client
	Rationale
· Explain why the nursing diagnosis was chosen
	Interventions 
(2 per dx)
	Outcome Goal 
(1 per dx)

	Evaluation
· How did the client/family respond to the nurse’s actions?
· Client response, status of goals and outcomes, modifications to plan.

	1. Dysfunctional Adult Ventilatory Weaning Response related to hypoxemia as evidenced by failure of weaning parameters and current ventilator settings (Phelps, 2022).
	RT had patient’s ventilator parameters set to spontaneous ventilation and O2 saturation dropped to 80%.
	1. Monitor patient’s vital signs every hour when changing ventilator settings (Phelps, 2022).

2. Auscultate breath sounds every 2 hours and report deviations (Phelps, 2022).

	1. Patient will maintain respiratory rate within 5 breaths/minute of baseline during weaning period (Phelps, 2022).
	Patient’s respiratory rate is within 5 breaths/minute of baseline during weaning process. Patient expresses comfort with progressive ventilator changes (Phelps, 2022).

	2. Impaired gas exchange related to ineffective airway clearance as evidenced by mechanical ventilation (Phelps, 2022).
	Patient is on a mechanical ventilator.
	1. Assess and record pulmonary status every 4 hours or more frequently if patient’s condition is unstable (Phelps, 2022).

2.Perform bronchial hygiene, as ordered, including coughing, percussion, postural drainage, and suctioning (Phelps, 2022).

	1. Patient will maintain respiratory rate within 5 breaths of predetermined baseline (Phelps, 2022).
	Patient’s respiratory rate remains Patient doesn’t experience dyspnea (Phelps, 2022).

	3. Impaired spontaneous ventilation related to respiratory muscle fatigue as evidenced by increased heart rate and restlessness (Phelps, 2022).
	Patient has an elevated heart rate and agitation.
	1. Monitor patient’s vital signs every 15 minutes to 1 hour (Phelps, 2022).

2. Monitor hemoglobin and hematocrit (Phelps, 2022).

	1. Patient’s breathing pattern will return to baseline (Phelps, 2022).
	Patient breathes spontaneously after ventilator support is withdrawn (Phelps, 2022).

	4. Ineffective thermoregulation related to inactivity as evidenced by sedative state (Phelps, 2022).
	Patient had an elevated temperature (Phelps, 2022).
	1.Monitor patient’s body temperature every 4 hours or more often if indicated. Record the temperature and route (Phelps, 2022).

2. Monitor and record patient’s neurological status every 8 hours. Report any changes to the provider (Phelps, 2022). 

	1. Patient will maintain body temperature at normothermic levels (Phelps, 2022).
	Patient’s temperature remains within normal parameters. Patient’s heart rate and blood pressure remain within normal range (Phelps, 2022).



Other References (APA): 
Phelps, L. (2022). Nursing Diagnosis Reference Manual. LWW.

Concept Map (20 Points):
2


Nursing Interventions
· Monitor patient’s vital signs every hour when changing ventilator settings.
· Auscultate breath sounds every 2 hours and report deviations.
· Assess and record pulmonary status every 4 hours or more frequently if patient’s condition is unstable.
· Perform bronchial hygiene, as ordered, including coughing, percussion, postural drainage, and suctioning.
· Monitor patient’s vital signs every 15 minutes to 1 hour.
· Monitor hemoglobin and hematocrit.
· Monitor patient’s body temperature every 4 hours or more often if indicated. Record the temperature and route.
· Monitor and record patient’s neurological status every 8 hours. Report any changes to the provider.
Client Information
“41-year-old male with a history of asthma, cerebral palsy, GERD, hydrocephalus, pancreatitis, scoliosis, and seizures. Admitted to the medical Cardiovascular Critical Care Unit for acute respiratory failure with hypoxia”

· Admission Date: 09/20/2023
· Initials: A.N.
· Gender: Female
· Race/ethnicity: Black, non-Hispanic
· Occupation: Disabled
· Marital Status: Single
· Code Status: Full Code
· Height: 3’11”
· Weight: 100.5 lbs.
· Allergies: corn starch

Objective Data
Temp: 99.9 F, Internal Catheter Probe
Pulse: 119
BP: 106/50
RR: 10
O2: 96% via mechanical ventilator
Pain: 0/10 CPOT scale

· RBC: 3.67
· Hgb: 6.9
· Hct: 22.4%
· Platelets: 247
· WBC: 12.15
· Lymphocytes: 58.2%
· Monocytes: 4.3%
· Eosinophils: 3.5%
· Bands: 0.9%

Nursing Diagnosis/Outcomes

· Dysfunctional Adult Ventilatory Weaning Response related to hypoxemia as evidenced by failure of weaning parameters and current ventilator settings.
· Outcome: Patient will maintain respiratory rate within 5 breaths/minute of baseline during weaning period.
· Impaired gas exchange related to ineffective airway clearance as evidenced by mechanical ventilation.
· Outcome: Patient will maintain respiratory rate within 5 breaths of predetermined baseline.
· Impaired spontaneous ventilation related to respiratory muscle fatigue as evidenced by increased heart rate and restlessness.
· Outcome: Patient’s breathing pattern will return to baseline.
· Ineffective thermoregulation related to inactivity as evidenced by sedative state.
· Outcome: Patient will maintain body temperature at normothermic levels
Subjective Data

Patient was nonverbal but was observed becoming agitated and restless due to being intubated. Her CPOT scale was 0. Level of consciousness had a RASS score of -1. Patient was in no acute respiratory distress due to mechanical ventilation. 
















