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Demographics (5 points)
	Date of Admission
10/9/23
	Client Initials
J.W
	Age
71
	Gender
Female

	Race/Ethnicity
Black
	Occupation
Custom Products
	Marital Status
Single
	Allergies
Codeine- Unknown reaction. (Client could not recall.)

	Code Status
Full Code
	Height
4’11
	Weight
118 lbs.



Medical History (5 Points)
Past Medical History: Anxiety Disorder, Chronic Back Pain, Depression, Diabetes Mellitus, Hypertension, Chronic Kidney Disease, Anemia, Hyperlipidemia. 
Past Surgical History: Appendectomy (09/2016), Breast Biopsy (No date charted), Endoscopy colon (No date charted), Hysterectomy (04/2000), 
Family History: Diabetes Mellitus, Heart problem, and thyroid problems- Mother
Heart problems- Father
Heart and thyroid problems and brain tumor- Sister
(No specifics noted on heart and thyroid problems in chart).
[bookmark: _Int_84jwZ0mh]Social History (tobacco/alcohol/drugs including frequency, quantity and duration of use): Never smoked, no alcohol or drug use. 
Admission Assessment 
Chief Complaint (2 points): Altered mental status and weakness- reported by family. 
History of Present Illness – OLD CARTS (10 points): Client arrived at the emergency room via EMS per the client's sister. Sister reports client experiencing confusion and weakness. An estimated onset of two hours prior to sister’s arrival back at home. Pt is unable to state name, place, or time on admission. Clients' sister reports eye fluttering on admission. No specific location for the symptoms. The client sustained confusion for 1 day. Pt unable to describe symptoms on admission due to confusion. Pt currently complains of a throbbing headache and dizziness that is intermittent. No relieving or aggravating factors noted. Confusion impairs mobility and activity. Pt voices never experiencing symptoms like this before, no prior treatments noted. Current treatment with antibiotics and normal saline. On admission client's confusion was severe. Currently confusion is low/mild.
Primary Diagnosis
Primary Diagnosis on Admission (3 points): Sepsis
Secondary Diagnosis (if applicable): Encephalopathy/ Mental status change.
Pathophysiology
Pathophysiology of the Disease, APA format (20 points): 
Sepsis is an abnormal response of the body to an infection. The infection-fighting process begins to counteract on the body and the organs begin to work poorly (Mayo Clinic Staff, 2023). “Infection triggers pro-inflammatory and anti-inflammatory mechanisms. This imbalance leads to tissue damage and increased susceptibility to secondary infections” (Taylor et al., 2022). This inflammatory response impairs the vascular permeability, causing vascular leakage and tissue edema. Organ failure occurs when tissue oxygen is inhibited. The vascular endothelium is impaired by decreased oxygenation, leading to cellular death.  
 Due to vascular leakage and the accumulation of free fluid, the capacity for oxygen exchange is diminished. This can cause respiratory distress and respiratory failure. Sepsis can affect the vasodilation of the systemic resistance (Arora et al., 2023). Sepsis can also cause cerebral dysfunction, as seen in my client. Signs of sepsis include fever, tachycardia, tachypnea, altered mental status, diaphoresis, shivering, cough, decreased capillary refill, and acute oliguria. Symptoms of sepsis include dizziness, fatigue, flushing, delirium, and weakness (Mayo Clinic Staff, 2023).  
 Diagnostic testing to identify this disease process includes labs, imaging, and procedures. Labs that may indicate an infection include elevated white blood cell count, elevated lactate levels, arterial blood gas analysis, elevated c-reactive protein, elevated creatinine levels, elevated bilirubin, and positive blood culture tests. Imaging that may indicate an infection includes Chest radiography; this can identify the source of the infection. Ultrasonography can assess the volume status and cardiac function. Diagnostic procedures that may indicate an infection include “abdominal paracentesis, lumbar puncture, and specimen collections for wound, urine, blood, cerebrospinal fluid, or sputum culture” (Taylor et al., 2022).
Pathophysiology References (2) (APA):
Mayo Clinic Staff. (2023, February 10). Sepsis - Symptoms and Causes. Mayo Clinic. https://www.mayoclinic.org/diseases-conditions/sepsis/symptoms-causes/syc-20351214
Taylor, C., Lynn, P., & Bartlett, J. L. (2022). Fundamentals of nursing: the art and science of person-centered care. Wolters Kluwer.
Arora, J., Mendelson, A. A., & Fox-Robichaud, A. (2023). Sepsis: network pathophysiology and implications for early diagnosis. American Journal of Physiology-Regulatory, Integrative and Comparative Physiology, 324(5), R613–R624. https://doi.org/10.1152/ajpregu.00003.2023
Laboratory Data (20 points)
*If laboratory data is unavailable, values will be assigned by the clinical instructor*
[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
	3.80-5.30 mc/L
	4.08 mc/L
	3.52 mc/L
	[bookmark: _Int_34WOEJre]Low RBC level in client with history of anemia and chronic kidney disease. (Taylor et al., 2022)

	Hgb
	12-15.8 g/dL
	12.3 g/dL
	10.8 g/dL
	Low Hgb level in client with history of anemia and chronic kidney disease. (Taylor et al., 2022)

	[bookmark: _Int_WBFJJChJ]Hct
	36%-47%
	37.9%
	31.9%
	[bookmark: _Int_EhwqZqLp]Low Hct levels in a client with history of anemia and mild dehydration. Client receiving continuous normal saline (Taylor et al., 2022)

	Platelets
	140,000-440,000
	228,000
	195,000
	

	WBC
	4-12 10^3/mm^3
	5.6 10^3/mm^3
	5.9 10^3/mm^3
	

	Neutrophils
	47%-73%
	46.8%
	48.6%
	

	Lymphocytes
	18%-42%
	42.1%
	38.8%
	

	Monocytes
	4%-12%
	42.1%
	38.8%
	

	Eosinophils
	0%-5%
	1.9%
	3.6%
	

	Bands
	0%-1%
	0.8%
	0.8%
	



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
	142 mmol/L
	141 mmol/L
	

	K+
	3.5-5.1 mmol/L
	4.3 mmol/L
	4.3 mmol/L
	

	Cl-
	98-107 mmol/L
	109 mmol/L
	111 mmol/L
	Elevated chloride level in client with mild dehydration. Client receiving continuous normal saline. (Taylor et al., 2022)

	CO2
	22-30 mmol/L
	23 mmol/L
	22 mmol/L
	

	Glucose
	70-99 mg/dL
	83 mg/dL
	94 mg/dL
	

	BUN
	10-20 mg
	31 mg
	25 mg
	[bookmark: _Int_Dqeh409r]Elevated BUN levels in client with mild dehydration and history of chronic kidney disease. (Taylor et al., 2022)

	Creatinine
	0.60-1.0 mg
	1.4 mg
	1.09 mg
	Elevated creatinine level in client with history of chronic kidney disease. May indicate increased damage to the kidneys (Taylor et al., 2022)

	Albumin
	3.5-5.0 g/dL
	4.3 g/dL
	3.6 g/dL
	

	Calcium
	8.7- 10.5 mg/dL
	9.7 mg/dL
	9.0 mg/dL
	

	Mag
	1.6-2.6 mg/dL
	1.8 mg/dL
	1.8 mg/dL
	

	Phosphate
	N/a
	N/a
	N/a
	

	Bilirubin
	0.2-12 mg/dL
	0.9 mg/dL 
	0.4 mg/dL
	

	[bookmark: _Int_2avyjfMo]Alk Phos
	40-150 IU/L
	63 IU/L
	63 IU/L
	


	
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
	N/A
	Yellow, clear
	N/A
	Normal for client. 

	pH
	5-9
	5
	N/A
	

	Specific Gravity
	1.003-1.030
	1.02
	N/A
	

	Glucose
	Negative
	Negative
	N/A
	

	Protein
	Negative
	Negative
	N/A
	

	Ketones
	Negative
	Negative
	N/A
	

	WBC
	Negative,  0-5
	0-5
	N/A

	

	RBC
	Negative,  0-2
	Negative
	N/A

	

	[bookmark: _Int_S7S3AfEa]Leukoesterase
	Negative
	Trace
	N/A

	[bookmark: _Int_1FUh5fh3]Elevated leukoesterase level in client with history of chronic kidney disease. This lab may indicate a kidney infection (Taylor et al., 2022)



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
	N/A
	N/A
	N/A

	

	Blood Culture
	[bookmark: _Int_nR5GJ2kQ]No growth present 
	Gram stain, 13 hours
	No growth, 1 day 
	Bacteria present in client with sepsis. Client receiving antibiotics. (Taylor et al., 2022)

	Sputum Culture
	N/A
	N/A
	N/A
	

	Stool Culture
	N/A
	N/A
	N/A
	



Lab Correlations Reference (1) (APA):  
Taylor, C., Lynn, P., & Bartlett, J. L. (2022). Fundamentals of nursing: the art and science of person-centered care. Wolters Kluwer.
Diagnostic Imaging
All Other Diagnostic Tests (10 points): 
Head CT without contrast: Client with acute confusion and diagnosed encephalopathy will have CT of the head performed to visualize cross-sectional layers of the brain. Impressions: Mild white matter changes due to small vessel disease. (Taylor et al., 2022)
Brain MRI without contrast: Client with acute confusion and diagnosed encephalopathy will have MRI of the brain to visualize sectional images of the brain. Impressions: Mild mucosal thickening of ethmoid sinus cells. 
[bookmark: _Int_o4Lz7tHw][bookmark: _Int_1PMD75mo]Ekg: Client with sepsis and encephalopathy will have an ekg performed to visualize the electrical activity of the heart. Sepsis can cause prolonged QTc interval and bundle branch blocks. Impressions: Sinus rhythm.
Diagnostic Imaging Reference (1) (APA): 
Taylor, C., Lynn, P., & Bartlett, J. L. (2022). Fundamentals of nursing: the art and science of person-centered care. Wolters Kluwer.
Assessment 
Physical Exam (18 points) – HIGHLIGHT ALL PERTINENT ABNORMAL FINDINGS
[bookmark: _Int_YJR68cfx]General, Psychosocial/Cultural, and ONE focused assessment specific to the client is required. The student and instructor may complete these assessments together. 
	GENERAL:
Alertness: x4
Orientation: x4
Distress: None
Overall appearance: Well groomed
	Appears alert and oriented to person, place, time, and situation. Client well-groomed with no acute distress. 

	INTEGUMENTARY: 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
[bookmark: _Int_C6j25znN]Wounds: .
Braden Score: 
Drains present:  Y☐         N ☐      
     Type:
	


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

	 .

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

	.
	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:

	.
	GENITOURINARY: 
Color:
Character:
Quantity of urine: 
Pain with urination:  Y ☐     N ☐
Dialysis:  Y ☐     N ☐
Inspection of genitals: 
Catheter: Y ☐    N ☐    
     Type:
     Size:
	

	MUSCULOSKELETAL: 
Neurovascular status:
ROM:
Supportive devices:
Strength:
ADL Assistance:   Y☐   N ☐      
Fall Risk:    Y ☐  N☐



Fall Score: 60 Morse fall scale
Activity/Mobility Status: slightly limited, chair fast. 
[bookmark: Check1]Independent (up ad lib) x|_|
[bookmark: Check2]Needs assistance with equipment |_|  
[bookmark: Check3]Needs support to stand and walk|_|

	Morse fall scale: secondary diagnosis: 15, walker when ambulating: 15, Iv: 20, weak gait: 10. Score of 60. Implementing high fall risk precautions. 
	NEUROLOGICAL: 
MAEW:   Y ☐       N☐           
PERLA:    Y  ☐       N☐
Strength Equal:   Y ☐   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation: Person, Place, Time, Situation
Mental Status: Judgment Intact 
Speech: Clear
Sensory: Present 
LOC: Alert
	[bookmark: _Int_fchXG5KQ]Movement of all extremities except left leg. unable to bend left leg due to total knee replacement. 
Eyes PERRLA, EOMs partially intact. (shaking of the eyes when looking to the left). 
Equal strength in upper and lower extremities bilaterally
Even smile, tongue midline, speech clear and appropriate. 

	PSYCHOSOCIAL/CULTURAL:
Coping method(s): family (sister)      
Developmental level: consistent with age      
Religion & what it means to pt. claims no religious beliefs
Personal/Family Data (Think about home environment, family structure, and available family support): 
	The client is calm and cooperative. The client is receptive to care and nursing interventions. The client has no religion or religious beliefs. Client lives at home with sister. Clients help around the house and receive support from various family members.


Vital Signs, 1 set (5 points) – HIGHLIGHT ALL ABNORMAL VITAL SIGNS
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	Oxygen

	1055
	75
	162/67 A
166/62 M
	20
	98.1
	100% RA



Pain Assessment, 1 set (5 points)
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	1053
	6/10
	Abdomen
	Moderate
	Sharp, “stabbing pain”
	PRN- Tylenol 500mg



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

	2 orange juice- 120mL
1 milk- 240mL
2 strawberry yogurt- 480mL
Total: 960mL
	400mL- urine



Nursing Diagnosis (15 points)
*Must be NANDA approved nursing diagnosis*

	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. Risk for electrolyte imbalance R/t mild dehydration and sepsis. 
	This can increase the client's risk for seizures and cardiac arrest. 
	1.Nurse will assess the client's fluid/ hydration status. 

2.The nurse will educate the client on signs and symptoms on dehydration and fluid imbalance

	1. The client will verbalize signs and symptoms of electrolyte imbalance that require immediate intervention by a health care provider by the end of clinical hours. 
	Goal not met; Client was unable to state all the signs and symptoms. Client was compliant and tolerated nursing interventions and plan of care, 

	related to confusion as evidenced by sepsis
	This increases the client's risk of pressure injuries, physical deconditioning, and DVT. 
	1. Nurse will involve client in planning and decision making on activity.

2.Nurse will teach the client isometric exercises. 

	1. The client will state a desire to increase activity level by the end of the clinical hours. 
	Goal achieved; client was able to initiate more activity by stating “I would like to get out of the bed.” Client tolerated the nursing interventions and was compliant with overall care. 



Other References (APA): 
Arora, J., Mendelson, A. A., & Fox-Robichaud, A. (2023). Sepsis: network pathophysiology and implications for early diagnosis. American Journal of Physiology-Regulatory, Integrative and Comparative Physiology, 324(5), R613–R624. https://doi.org/10.1152/ajpregu.00003.2023
Centers for Disease Control and Prevention. (2022). What is sepsis? Centers for Disease Control and Prevention; CDC. https://www.cdc.gov/sepsis/what-is-sepsis.html
Hogan-Quigley, B., Mary Louise Palm, & Bickley, L. S. (2021). Bates’ nursing guide to physical examination and history taking (Third edition). Lippincott Williams & Wilkins.
Jones & Bartlett Learning. (2022). 2023 Nurse’s Drug Handbook. Jones & Bartlett Learning.
Mayo Clinic Staff. (2023, February 10). Sepsis - Symptoms and Causes. Mayo Clinic. https://www.mayoclinic.org/diseases-conditions/sepsis/symptoms-causes/syc-20351214
[bookmark: _Int_hD1RtWIJ]National instuite of General Medical Sciences. (2021, October 9). National Institute of General Medical Sciences. National Institute of General Medical Sciences (NIGMS). https://www.nigms.nih.gov/education/fact-sheets/Pages/sepsis.aspx#:~:text=In%20severe%20cases%2C%20one%20or
Phelps, L. (2022). Nursing Diagnosis Reference Manual. Wolters Kluwer Medical.
Taylor, C., Lynn, P., & Bartlett, J. L. (2022). Fundamentals of nursing : the art and science of person-centered care. Wolters Kluwer.
Concept Map (20 Points):

ALL CLINCAL JUDGMENT HIGHLIGHTED WITH COORALATION. 





Nursing Interventions
Medical interventions: Toxic workup, discontinue cns toxicty meds, start lumbar puncture if fever develops, admit for observation and treatment, PRN tylenol for mild pain, continous 0.9 % normal saline, heprain injection for DVT prevention. 
Nursing interventions: Adminsiter pain medication, enourage activty, educate on activty and fluid imbalance, encourage fluid intake, monitor vital signs and neuro status. 
Client Information
71 y.o female with a history of kidney disease is admitted for encepatholpathy and sepsis. Client is brought into the ED by sister with reports of increased confusion and bilateral weakness. On admission client appers A&O x1; currently client appears A&O x4. Client is compliant with plan of care and treatments. 
Objective Data
Labs: RBC- 3.52, Hgb- 10.8, Hct- 31.9, Cl- 111, BUN- 25, creatnin- 1.09, Albumin- 3.3. A&0x1 on admission. A&0 x4 currently. Unable to bend left leg due to total knee replacement. EOM's partially intact. Loss of focus. HTN elevated 166/62, pt has history of hypertension. 
Nursing Diagnosis/Outcomes
- Decreased activity tolerance R/T confusion as evidenced by sepsis
-Client will state a desire to increase activity level by the end of clincal. 
-Risk for electrolyte imbalance R/T mild dehydration and sepsis
-Client will verbalize signs and symptoms that require immediate intervetion by health care provider by the end of clincal. 
Subjective Data
Client voices decreased mobility. Arm pain (right medial) 4/10. Pain in abdomen 5/10. Compains of headache, weakness, and dizziness. No religous beliefs. Coping and support from family. Decreased mobility in left knee due to total replacement. 














