






N441 Care Plan 
Lakeview College of Nursing
Gabrielle Doss




1
N441 CARE PLAN


18
N441 CARE PLAN

Demographics (3 points) 
	Date of Admission
10/17/2023
	Client Initials
DS
	Age
65 y/o
	Gender
Male

	Race/Ethnicity
White/Caucasian
	Occupation
Disability/retired from PSB
	Marital Status
Divorced
	Allergies
Percocet
Flexeril
Metolazone
Oxaprozin
Norco

	Code Status
Full code
	Height
5’10.5” (179.1cm)
	Weight
287lb (130.5kg)



Medical History (5 Points)
Past Medical History: Acquired spondylolisthesis, CAD, DM type 2, hyperlipidemia, hypertension, obesity, and sleep apnea.
Past Surgical History: Aorto-femoral bypass graft, appendectomy, bladder surgery, angioplasty and stenting of RCA, lumbar fusion, total hip arthroplasty, and vein laser ablation.  
Family History: CHF (mother), cancer (father and sister), and myocardial infarction (brother).
Social History (tobacco/alcohol/drugs including frequency, quantity and duration of use): Former smoker. No alcohol or drug use. 
Assistive Devices: Cane
Living Situation: Client lives alone with frequent visits from his brother.
Education Level: High school diploma
Admission Assessment 
Chief Complaint (2 points): Lethargy and seizure-like activity
History of Present Illness – OLD CARTS (10 points): This client is a 65-year-old male who presented to the Emergency Department via ambulance for sudden onset of lethargy, disorientation, and seizure-like activity. Client’s brother states that he came by to check on D.S. and he appeared disoriented and lethargic. He then started to shake and become unresponsive, almost seizure-like.

Primary Diagnosis
Primary Diagnosis on Admission (2 points): Septic Shock
Secondary Diagnosis (if applicable): UTI/E. Coli blood infection
Pathophysiology of the Disease, APA format (20 points):
Sepsis is defined as organ dysfunction caused by a dysregulated host response to infection (Jarczak et al., 2021). Increased pro- and anti-inflammatory pathways cause an increased release of cytokines, mediators, and pathogen-related molecules. Sepsis caused by a pathogen activates receptors of antigen-presenting cells and monocytes, initiating sepsis via transcription of genes involved in inflammation, cell metabolism, and adaptive immunity. This increase results in inflammation that progresses into tissue damage and ultimately multi-organ dysfunction. Without treatment, all organs begin to fail and ultimately leads to death.  
Manifestations of sepsis include confusion or disorientation, shortness of breath, tachycardia, severe fever, and clammy/sweaty skin. To diagnose sepsis, peripheral blood cultures are collected and tested for infectious etiology. Complete blood counts are also collected to determine abnormalities. The main treatment for sepsis is intravenous aggressive antibiotic therapy. 
D.S. presented to the hospital with severe disorientation and confusion. Blood cultures were obtained, and it was determined that E. coli was present within the blood stream.
Pathophysiology References (2) (APA):
Capriotti, T. (2020). Psychobiology of Behavioral Disorders. In Davis Advantage for pathophysiology: Introductory concepts and clinical perspectives (2nd ed., pp. –). Essay, F.A. Davis. 
Jarczak, D., Kluge, S., & Nierhaus, A. (2021). Sepsis—pathophysiology and therapeutic concepts. Frontiers in Medicine, 8. https://doi.org/10.3389/fmed.2021.628302 

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
	4.1-5.7
	4
	3.6
	RBC’s are decreased due to the inflammatory response created from sepsis infection (Pagana et al., 2019).

	Hgb
	12-18
	11.8
	10.5
	Decreased Hgb is present due to the inflammatory response created by the infections D.S. present with. 

	Hct
	37-51
	36.7
	33.2
	Decreased Hct is present due to the body’s fluid shift caused by the septic infection.

	Platelets
	140-400
	102
	98
	Decreased platelets are present due the septic infection.

	WBC
	4-11
	9.4
	18.5
	WBC production is elevated due to sepsis and urinary tract infection.

	Neutrophils
	45-70
	95
	92.4
	Neutrophils are increased due to sepsis and urinary tract infection.

	Lymphocytes
	19-49
	1.8
	2.2
	Within normal limits

	Monocytes
	3-13
	3.1
	5.3
	Within normal limits

	Eosinophils
	0-8
	0
	0
	Within normal limits

	Bands
	0-5
	N/A
	N/A
	N/A



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-
	133-144 mmol/L
	139
	134
	Within normal limits

	K+
	3.5-5.1 mmol/L
	3.6
	3.3
	Potassium is low due to the fluid shift caused by the septic infection that is present (Pagana et al., 2019).

	Cl-
	98-107
	104
	103
	Within normal limits

	CO2
	21-31
	22
	18
	CO2 is decreased in septic infections due to poor perfusion and metabolic acidosis (Pagana et al., 2019).

	Glucose
	70-99
	119
	288
	D.S. has a history of diabetes mellitus type II which causes him to become hyperglycemic.

	BUN
	7-25 mg/dL
	41
	45
	Sepsis can cause a decrease in renal function and blood flow causing BUN levels to increase.

	Creatinine
	0.5-1.2 mg/dL
	1.97
	1.86
	Increased creatinine may indicate kidney injury which could be caused by DM type II.

	Albumin
	3.5-5.7 g/dL
	3.9
	3.4
	Liver functioning may be impaired due to septic infection causing a decrease in albumin.

	Calcium
	8.8-10.2 mg/dL
	8.6
	7.8
	Renal impairment or insufficiency may be the cause of decreased calcium for this client.

	Mag
	1.6-2.6
	2.3
	N/A
	Within normal limits

	Phosphate
	2.2-4.5 mg/dL
	N/A
	N/A
	Within normal limits

	Bilirubin
	0.2-0.8 mg/dL
	1.9
	2.1
	Hepatic injury caused by septic infection may lead to increased levels of bilirubin.

	Alk Phos
	40-150
	117
	107
	Within normal limits

	AST
	5-34
	19
	23
	Within normal limits

	ALT
	0-55
	25
	25
	Within normal limits

	Amylase
	40-140 U/L
	N/A
	N/A
	N/A

	Lipase
	0-160 U/L
	N/A
	N/A
	N/A

	Lactic Acid
	0.5-2.0
	3.8
	1.8
	Septic infection causes a deficit in tissue oxygen perfusion causing lactic acid levels to increase.

	Troponin
	0-0.03
	10
	12
	Infection may affect coronary perfusion causing troponin levels to increase.

	CK-MB
	3-5%
	N/A
	N/A
	N/A

	Total CK
	200-395 U/L
	N/A
	N/A
	N/A



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
	N/A
	N/A
	N/A

	PT
	11.7-13.8
	N/A
	N/A
	N/A

	PTT
	25-36 sec
	N/A
	N/A
	N/A

	D-Dimer
	<0.5
	N/A
	N/A
	N/A

	BNP
	<100pg/mL
	62
	N/A
	Within normal limits

	HDL
	>60 mg/dL
	N/A
	N/A
	N/A

	LDL
	<70 mg/dL
	N/A
	N/A
	N/A

	Cholesterol
	125-200 mg/dL
	N/A
	N/A
	N/A

	Triglycerides
	<150 mg/dL
	N/A
	N/A
	N/A

	Hgb A1c
	<5.7%
	N/A
	N/A
	N/A

	TSH
	0.35-4.94
	N/A
	N/A
	N/A



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
	Yellow & clear
	Yellow & turbid
	N/A
	The client’s urine appeared turbid in clarity due to the presence of an UTI.

	pH
	5-9
	5.0
	N/A
	Within normal limits

	Specific Gravity
	1-1.03
	1.016
	N/A
	Within normal limits

	Glucose
	Neg
	3+
	N/A
	D.S. has a history of uncontrolled DM type II and has had high blood glucose levels causing glucose to be present in his urine.

	Protein
	Neg
	2+
	N/A
	Due to the septic infection, D.S. may experience kidney injury causing proteins to be present in the urine.

	Ketones
	Neg
	Trace
	N/A
	Ketones present in the urine is a product of D.S. high blood glucose levels. 

	WBC
	0-25
	Packed
	N/A
	WBC’s are present in the urine due to D.S. having an urinary tract infection.

	RBC
	0-25
	3-5
	N/A
	Within normal limits

	Leukoesterase
	Neg
	3+
	N/A
	Leukoesterase present in the urine due to D.S. having an urinary tract infection.






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
	7.4
	N/A
	Within normal limits

	PaO2
	80-100
	81
	N/A
	Within normal limits

	PaCO2
	35-45
	36
	N/A
	Within normal limits

	HCO3
	22-26
	22.5
	N/A
	Within normal limits

	SaO2
	95-100%
	N/A
	N/A
	N/A



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
	Neg
	N/A
	N/A
	N/A

	Blood Culture
	Neg
	E. coli
	N/A
	D.S. blood culture presents with E. coli. This could be caused by his urinary tract infection.

	Sputum Culture
	Normal URT
	N/A
	N/A
	N/A

	Stool Culture
	Normal intestinal flora
	N/A
	N/A
	N/A



Lab Correlations Reference (1) (APA):
Pagana, K. D., Pagana, T. J., & Pagana, T. N. (2019). Mosby’s Diagnostic and Laboratory Test Reference (14th ed.). Elsevier.

Diagnostic Imaging
All Other Diagnostic Tests (5 points): CT of the head and brain w/o contrast: No hemorrhage/abnormality noted. Chest x-ray: Cardiomegaly noted.
Diagnostic Test Correlation (5 points): CT’s are performed to visualize the client’s brain and determine any damage that has appeared. D.S. had this scan done due to his presentation of seizure-like activity. The chest x-ray was performed to ensure proper placement of the central venous catheter. 
Diagnostic Test Reference (1) (APA): 





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

Home Medications (5 required)
	Brand/Generic
	Lipitor/
Atorvastatin
	Zetia/ Ezetimibe
	Metformin/ Glucophage
	Robaxin/ Methocarbamol
	Jardiance/ Empagliflozin

	Dose
	40mg

	10mg
	2000mg
	750mg
	25mg

	Frequency

	Daily
	Daily
	Daily
	PRN q6h
	Daily

	Route
	Oral

	Oral
	Oral
	Oral
	Oral

	Classification
	Pharm Class: HMG-CoA inhibitor Thera Class: Anti-hyperlipidemic
	Pharm Class: Cholesterol absorption inhibitor Thera Class: Antilipidemic
	Pharm Class: biguanide Thera Class: Antidiabetic
	Pharm Class: Carbamate derivative Thera Class: Skeletal muscle relaxant
	Pharm Class: Sodium glucose co-transporter 2 inhibitor Thera Class: Antidiabetic

	Mechanism of Action
	Reduces plasma cholesterol and lipoprotein levels by inhibiting HMG-CoA reductase and cholesterol synthesis in the liver by increasing the number of LDL receptors on liver cells to enhance LDL uptake and breakdown (Jones & Bartlett, 2021).
	Reduces cholesterol by inhibiting absorption through the small intestine. Decreased cholesterol absorption decreases chylomicron and LDL cholesterol content (Jones & Bartlett, 2021).
	Promotes storage of excess glucose as glycogen in the liver, which reduces glucose production (Jones & Bartlett, 2021).
	Depresses CNS an reduces skeletal muscle spasms. This medication also alters pain perception of the client (Jones & Bartlett, 2021).
	Inhibits sodium glucose co-transporter 2 in the kidneys preventing glucose reabsorption (Jones & Bartlett, 2021).

	Reason Client Taking 

	D.S has a history of hyperlipidemia
	History of hyperlipidemia
	History of type II diabetes mellitus.
	Muscle spasms
	History of type II diabetes mellitus.

	Contraindications (2)

	Active hepatic disease and hypersensitivity to atorvastatin
	Active liver disease or unexplained persistent elevations in hepatic transaminase levels
	Acute or chronic metabolic acidosis and severe renal disease.
	Hypersensitivity to methocarbamol or its components and alcohol use.
	Dialysis treatment and end-stage renal disease.

	Side Effects/Adverse Reactions (2)

	Arrhythmias and hypoglycemia
	Depression and chest pain
	Hepatic injury and hypoglycemia
	Seizures and hypotension
	Decreased glomerular filtration rate and genital mycotic infections.

	Nursing Considerations (2)

	Use cautiously in clients that drink alcohol in copious amounts and monitor blood glucose closely.
	Monitor liver enzymes before and during medication use. Give 2 hours prior or 4 hours post any cholestyramine medications.
	This medication should never be given to clients with severe renal impairment and monitor for lactic acidosis.
	Don’t give by subcutaneous route. Monitor for any adverse or allergic reactions when starting this medication.
	Monitor fluid volume status for hypovolemia and monitor serum creatinine levels prior and during medication use. 

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Blood glucose and liver function tests.
	Liver enzyme labs prior to medication therapy.
	Blood glucose, renal function tests/labs, and heme labs.
	A pain assessment should be done prior and post medication administration to evaluate effectiveness.
	Serum creatinine levels prior and during medication use. Monitor blood pressure and cholesterol as well.

	Client Teaching needs (2)

	Monitor your blood glucose closely while taking this medication and expect to have blood drawn for labs throughout use.
	While taking this medication, adhere to a low-cholesterol diet. Monitor and report any unexplained muscle pain, tenderness, and/or weakness.
	Take this medication with food to decrease and delay absorption reducing risk of adverse GI reactions and monitor blood glucose closely.
	Take this medication with food or milk to decrease nausea. Methocarbamol may turn your urine black, brown, or green throughout use.
	Monitor your blood pressure while taking this medication. Maintain adequate fluid intake and notify provider of any signs/symptoms of dehydration.







Hospital Medications (5 required)
	Brand/Generic
	Vancocin/ Vancomycin

	Klor-con/ Potassium Chloride
	Zosyn/ Piperacillin tazobactam
	Heparin/ Porcine
	Lantus/ Insulin glargine

	Dose
	(15mg x kg)
1,957.5mg
(2g in 500mL)
	20mEq
	4.5g
	5,000 units
	20 units

	Frequency

	Once
rate: 500mL/hr
	Once
	Q8hr
rate: 25mL/hr
	Q12h
	Daily

	Route
	IV

	Oral
	IV
	SubQ
	SubQ

	Classification
	Pharm Class: Glycopeptide Thera Class: Antibiotic

	Pharm Class: Electrolyte cation Thera Class: Electrolyte replacement
	Pharm Class: Antibiotic Thera Class: Antibiotic
	Pharm Class: Anticoagulant Thera Class: Anticoagulant
	Pharm Class: Long-acting insulin Thera Class: Long-acting insulin

	Mechanism of Action
	Inhibits bacterial RNA and cell wall synthesis causing cell wall lysis and cell death of bacteria (Jones & Bartlett, 2021).
	Helps maintain electro-neutrality in cells by controlling exchange of intra and extra-cellular ions (Jones & Bartlett, 2021).
	Binds to specific penicillin-binding proteins inside the bacterial cell wall. Inhibits cell wall synthesis causing cell lysis (Jones & Bartlett, 2021).
	Binds with antithrombin III enhancing coagulation enzymes thrombin (Jones & Bartlett, 2021).
	Binds to insulin receptors and inhibits the tyrosine kinase activity (Jones & Bartlett, 2021). 

	Reason Client Taking 
	To treat sepsis.
	To treat hypokalemia
	Treatment of infection 
	Preventative measure for embolism
	History of diabetes mellitus type II

	Contraindications (2)
	Hypersensitivity to corn and renal impairment.
	Concurrent use with potassium-sparing diuretics and hyperkalemia.
	Allergy to any penicillin and cephalon-sporins.
	Hypersensitivity of pork and uncontrolled active bleeding.
	Hypoglycemia and hypersensitivity to Lantus. 

	Side Effects/Adverse Reactions (2)
	Hypotension and acute kidney injury
	Pulmonary edema and hyperkalemia
	Muscle twitching and thrombo-cytopenia
	Hemorrhage and thrombo-cytopenia
	Hypoglycemia and hypokalemia

	Nursing Considerations (2)
	Monitor serum vancomycin, CBC, BUN, and creatinine throughout use. Monitor for diarrhea due to risk of acquiring C. diff.
	Infuse potassium slowly to decrease the risk of phlebitis and cardiac reactions. Monitor serum potassium levels.
	Monitor the client for any adverse effects when starting this medication. Review the client’s medical history for any allergies to penicillin.
	Use cautiously in adults who use alcohol and adults over the age of 60 due to increased risk of bleeding.
	Monitor the client’s blood glucose levels and rotate sites every administration.

	Key Nursing Assessment(s)/Lab(s) Prior to Administration 
	Monitor serum vancomycin, CBC, BUN, and creatinine.
	Serum potassium level and medical history of client.
	CBC, kidney and liver function tests, and serum electrolytes.
	Monitor the client’s PTT/INR labs
	Blood glucose levels.

	Client Teaching needs (2)
	Take the full course of antibiotics to ensure effectiveness. Keep follow-up appointments and lab visits during medication use.
	Advise client to notify provider of any changes to heart rate or rhythm. Teach the client of foods that provide potassium. 
	Teach the patient about the importance of antibiotic therapy and fully completing them. Notify the provider of any adverse signs or symptoms.
	When using heparin therapy, monitor for bleeding and use fall precautions. Use a soft-bristled toothbrush to avoid bleeding of the gums.
	Do not use if there is clumped or granular substances in the vial. Roll the vial between your palms to mix, do not shake. Rotate injection sites each administration.



Medications Reference (1) (APA):
Jones & Bartlett Learning, LLC. (2021). 2021 Nurse's Drug Handbook (20th ed.). 



Assessment 
Physical Exam (18 points) – HIGHLIGHT ALL PERTINENT ABNORMAL FINDINGS 
	GENERAL:
Alertness:
Orientation:
Distress:
Overall appearance: 
	D.S. is A&Ox4
No distress noted upon assessment.
Client appears clean and well-groomed

	INTEGUMENTARY: 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds: .
Braden Score: 
Drains present:  Y☒         N ☐      
     Type:
	Client’s skin is white/pink in color.
Skin is warm and dry.
Skin turgor is normal with no tenting present.
No rashes, bruises, or wounds noted upon assessment. 
Client’s shins appear dry and flakey.
Braden score: 19
Urethra catheter present.


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

	The client’s head is normocephalic with no tenderness, visible or palpable masses, and no scarring present. 
No tenderness of pinna or ear canal. No noticeable discharge. No hearing deficit noted.
Visual acuity is intact. PERRLA.
Nares are normal and bilateral in size.
Normal dentition is noted.


	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: 

	 Clear S1 and S2 without murmurs, gallops, or rubs noted. PMI palpable at 5th intercostal space at MCL. Normal rate and rhythm noted. Peripheral pulses palpable, but diminished due to edema 1+. Capillary refill normal (<3 seconds).
No neck distention noticed up assessment.
Edema noted in feet and lower legs bilaterally. 

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

ET Tube:
     Size of tube:
     Placement (cm to lip):
     Respiration rate:
     FiO2:
     Total volume (TV):
     PEEP:
     VAP prevention measures:

	Normal rate and pattern of respirations noted.
Respirations are non-labored and symmetrical with no accessory muscle use. 
No wheezes or crackles noted upon auscultation.
No ET tube present.

	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:

	Diet at home: Regular
Current diet: Diabetic
Height: 5’ 10.5”
Weight: 287 lbs.
Bowel sounds auscultated and active in all 4 quadrants. 
Last BM: 10/16/2023 AM
No pain, masses, etc. noted upon palpation.
No noted distention, scars, or wounds. 
No ostomy, nasogastric, or feeding tubes present.

	GENITOURINARY: 
Color:
Character:
Quantity of urine: 
Pain with urination:  Y ☐     N ☒
Dialysis:  Y ☐     N ☒
Inspection of genitals: 
Catheter: Y ☒    N ☐    
     Type:
     Size:
     CAUTI prevention measures:
	Color: Yellow
Character: Turbid
Quantity of urine: 500mL
No dialysis.
Genitals are clean with no wounds or edema noted. 
Urethral catheter size 10 in place.
CAUTI prevention procedures in place to reduce risk.

	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) |_|
Needs assistance with equipment ☐
Needs support to stand and walk ☒

	Client’s neurovascular status appears normal.
ROM
Supportive devices: walker
Client currently requires assistance with some ADL’s due to edema of the feet and legs. 
Fall score: 7 moderate fall risk

	NEUROLOGICAL: 
MAEW:   Y ☒       N☐           
PERLA:    Y  ☒       N☐
Strength Equal:   Y ☒   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
	Client moves all extremities well with equal strength.
PERRLA
Client is oriented to person, place, and situation. 
Client’s mental status is calm and appropriate.
Speech is appropriate.
Client has normal level of consciousness.

	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):
	Client lives at home alone. Brother comes to visit daily/every other and is his POA. 
The client is at an appropriate developmental level. 
Client is not particularly religious.



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

	1000
	77
	115/61
	16
	36.9 C
	100%

	1100
	78
	95/70
	18
	36.9 C
	100%



Vital Sign Trends/Correlation: D.S. vital signs stayed continuously stable. His blood pressure 




Pain Assessment, 2 sets (2 points)
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	1000
	Numeric
	Butt
	2/10
	Dull and achy
	Reposition to sitting on the side of the bed

	1100
	Numeric
	Butt
	2/10
	Dull and achy
	Reposition to sitting in a chair at bedside.



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

	Size of IV:
Location of IV:
Date on IV:
Patency of IV:
Signs of erythema, drainage, etc.:
IV dressing assessment:
	N/A

	Other Lines (PICC, Port, central line, etc.)
	

	Type: 
Size:
Location:
Date of insertion:
Patency:
Signs of erythema, drainage, etc.:
Dressing assessment:
Date on dressing:
CUROS caps in place: Y ☒     N ☐
CLABSI prevention measures: 
	D.S. had a central venous catheter, size 8 french, placed in the right internal jugular on 10/17/2023. The catheter is patent with no signs of drainage, erythema, etc. The dressing is clean, dry, and intact dated 10/17/2023. CUROS caps are in place and CLABSI prevention measures are utilized during use (hand hygiene, clean intact dressing, etc.). 



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

	750mL
	500mL






Nursing Care
Summary of Care (2 points)
	Overview of care: During the clinical day, the student nurse helped D.S. reposition for comfortability, reconciled his medications, and provided socks, a new gown, and hygiene products to clean up. The student nurse also obtained vitals throughout the day.
	Procedures/testing done: There were no procedures or testing done during the clinical day aside from vital sign monitoring.
	Complaints/Issues: D.S. complained of his buttocks being sore from sitting and needed help changing positions. He also complained of being hungry and having restrictions on his diet while being in the hospital. Otherwise, D.S. had no complaints during the clinical day.
	Vital signs (stable/unstable): D.S. vital signs continued to stay stable throughout the clinical day.
	Tolerating diet, activity, etc.: D.S. tolerated his diet well; however, he needed assistance with ambulating due to the swelling of his feet and ankles. 
	Physician notifications: There were no physician notifications during the clinical day.
	Future plans for client: To continue to monitor lab work, blood glucose levels, and ensure treatment of infection. Once stable, discharge back to home. 
Discharge Planning (2 points)
	Discharge location: To home by self.
	Home health needs (if applicable): No home health needs.
	Equipment needs (if applicable): No extra equipment needs. D.S. already owns a walker to use at home for ambulation. 
	Follow up plan: Follow-up with primary care.
	Education needs: D.S. will need education regarding reducing risks of recurrent UTI’s. He also needs re-educated on diabetes management to ensure compliance with blood glucose guidelines. D.S. needs education on signs and symptoms of infection. 








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.

	Risk for recurrent urinary tract infections related DM type II as evidenced by hyperglycemia (Phelps, 2020).
	This diagnosis was chosen due to the client’s frequent occurrence of UTI’s. 
	1.The client will monitor his blood glucose at least 3x daily.

2.The client will maintain adequate fluid intake. 

	1. The client will be compliant with his blood glucose monitoring and fluid intake.
	The client is receptive to the importance of maintaining his blood glucose within normal limits to reduce the risk of hyperglycemic incidents and UTI’s. 

	Ineffective health maintenance related to DM type II as evidenced by recurrent infections (Phelps, 2020).
	This diagnosis was chosen because D.S. uncontrolled blood sugars/ hyperglycemia.
	1. The client will follow a diabetic diet.

2.The client will be taught the signs and symptoms of infections and when to notify his provider.

	1. The client will be willing to learn and be compliant in his diabetic health needs.
	The client is receptive to the importance of learning and complying with diabetic diets. He also understands the importance of recognizing early signs and symptoms of infection.

	Risk for acute confusion related to sepsis as evidenced by positive E. coli blood culture (Phelps, 2020).
	This diagnosis was chosen due to D.S. being diagnosed with sepsis and experiencing acute confusion.
	1. Assess client’s LOC and changes in behavior.

2. Monitor neurological status. 

	1. The client will show no changes in LOC or behavior.
	The client and his brother understand the importance of notifying healthcare staff of any changes in behavior and/or consciousness. 

	Impaired urinary elimination related to kidney injury as evidenced by elevated BUN and creatinine levels (Phelps, 2020).
	This diagnosis was chosen due to D.S. recurrent UTI’s related to his DM type II, causing an increased risk of kidney injury.
	1. The client will maintain adequate fluid intake.

2. Continued lab testing will be done to ensure no further damage occurs.

	1. The patient will be compliant in adequate fluid intake. 
	The client is receptive to learning the importance of fluid intake to reduce risk of renal injury. 

	Decreased cardiac output related to hypertension as evidenced by decreased CO2 (Phelps, 2020). 
	This diagnosis was chosen because of D.S. lab test results.
	1. Monitor for dyspnea, fatigue, crackles, or chest pain.

2. Measure intake and output daily.
	1. The client will not have any symptoms of decreased cardiac output and will maintain adequate fluid intake. 
	The client is receptive and understands the importance of reporting any abnormal signs and symptoms. 
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Nursing Interventions
Client Information
Objective Data
Subjective Data
Nursing Diagnosis/Outcomes
· Rates pain 2/10
· No alcohol or drug use
· Past smoker

· B/P 115/61
· RR 16
· HR 77
· Temp 36.9 C
· O2 100%
1.The client will monitor his blood glucose at least 3x daily.
2.The client will maintain adequate fluid intake

1. The client will follow a diabetic diet.
2.The client will be taught the signs and symptoms of infections and when to notify his provider.

1. Assess client’s LOC and changes in behavior.
2. Monitor neurological status. 

1. The client will maintain adequate fluid intake.
2. Continued lab testing will be done to ensure no further damage occurs.

1. Monitor for dyspnea, fatigue, crackles, or chest pain.
2. Measure intake and output daily.

· 65 y/o male admitted for disorientation and seizure-like activity.
· History of type II diabetes mellitus, hyperlipidemia, hypertension, and obesity.
1. Risk for recurrent urinary tract infections related DM type II as evidenced by hyperglycemia.
2. Ineffective health maintenance related to DM type II as evidenced by recurrent infections.
3. Risk for acute confusion related to sepsis as evidenced by positive E. coli blood culture.
4. Impaired urinary elimination related to kidney injury as evidenced by elevated BUN and creatinine levels.
5. Decreased cardiac output related to hypertension as evidenced by decreased CO2. 




