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Demographics (3 points) 
	Date of Admission
10/27/2023
	Client Initials
KAP
	Age
56 years old
	Gender
Female

	Race/Ethnicity
White/ Caucasian
	Occupation
Not employed
	Marital Status
Married
	Allergies
NKA

	Code Status
Full treatment/Attempt CPR
	Height
5’98”
	Weight
173lb 1 oz



Medical History (5 Points)
Past Medical History: anxiety, depression, hypertension, hyperlipidemia, and hyperthyroidism
Past Surgical History: c-section and colonoscopy on 03/03/2022
Family History: no family history pertinent to the patient
Social History (tobacco/alcohol/drugs including frequency, quantity and duration of use): does not use drugs, never smoked tobacco, but drinks alcohol about 1.7 to 2.5 standard drinks and 2 to 3 cans of beers a week.
Assistive Devices: does not use any assistive devices, moves around, independently.
Living Situation: lives at home with spouse
Education Level: no learning barriers
Admission Assessment 
Chief Complaint (2 points): dizziness, hypotension, and syncope episodes
History of Present Illness – OLD CARTS (10 points): The patient was a 56 year old female. She had past medical history of hypertension, hyperlipidemia, obesity, and hypothyroidism. She presented to the emergency department with complains of having palpitations that progressed to near syncope. She reports that the palpitations have been off and on for over the past few months. She reported no loss of consciousness, chest pain, shortness of breath, nausea, and vomiting. She had no other acute complains.
Primary Diagnosis
Primary Diagnosis on Admission (2 points): Non-ST-elevation myocardial infarction (NSTEMI)
Secondary Diagnosis (if applicable): N/A
Pathophysiology of the Disease, APA format (20 points):
A mismatch between myocardial oxygen demand and consumption leads to acute coronary syndrome (ACS). This mismatch in non-ST-segment elevation myocardial infarction (NSTEMI) has multiple likely reasons. On the other hand, coronary plaque rupture is nearly invariably the source of this mismatch in ST-segment elevation myocardial infarction (STEMI). It also results in thrombus formation and obstructs a coronary artery. Conditions that can obstruct blood flow include coronary embolism, coronary arteritis, stable plaque, and vasospasm, such as Prinz metal angina. Myocarditis, cardiac contusions, and cardiotoxic substances are examples of non-coronary heart injuries that can lead to NSTEMI. Ultimately, disorders primarily unrelated to the myocardial or coronary arteries might result in NSTEMI because they cannot meet the increased oxygen demand. Such as tachycardia, aortic stenosis, hypotension, hypertension, and pulmonary embolism (Basit et al., 2023). In addition to having a history of hypertension, my patient also suffers from mild hypotension.
The "typical" sign of a non-ST elevation myocardial infarction is pressure-like substernal pain that happens at rest or with little effort. The pain, which typically lasts more than 10 minutes, may radiate to the arm, neck, or jaw. Pain may be associated with dyspnea, nausea or vomiting, syncope, tiredness, or diaphoresis (Basit et al., 2023). My patient experienced signs and symptoms of dizziness, hypotension, and some syncope episodes.
NSTEMI is identified when a patient has symptoms consistent with ACS and an elevation in troponin, but their ECG shows no changes typical of STEMI. The main distinction between NSTEMI and unstable angina is whether or not there is a detectable troponin leak (Basit et al., 2023). Troponin levels typically range from 0 to 4 (Pagana et al., 2022). My patient started at 44 and has elevated to 78.
The goal of early management strategies is to reduce cardiac ischemia and prevent deaths. Based on the initial suspicion of acute coronary syndrome, oxygen, aspirin, and nitrates are administered before a definitive diagnosis. Treatment cannot proceed without a final diagnosis or a high index of suspicion either way (Basit et al., 2023). 
Pathophysiology References (2) (APA):
Basit, H., Malik, A., & Huecker, M. R. (2023, July 10). Non–ST-segment elevation myocardial 
infarction. StatPearls - NCBI Bookshelf. https://www.ncbi.nlm.nih.gov/books/NBK513228/
Pagana, K. D., Pagana, T. J., & Pagana, T. N. (2022, December 20). Mosby’s® diagnostic and 
laboratory test reference. Mosby.


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
	4.40-5.80
	5.33
	4.65
	

	Hgb
	13-16.5
	14.9
	13.1
	

	Hct
	38-50%
	46.1
	39.9
	

	Platelets
	140-440
	240
	176
	

	WBC
	4-12
	7.97
	5.54
	

	Neutrophils
	40-68%
	N/A
	N/A
	

	Lymphocytes
	19-49%
	46.3
	55.6
	The client could be experiencing a viral infection (Pagana et al., 2022).

	Monocytes
	3-13.0%
	6.5
	6.7
	

	Eosinophils
	0-8%
	4.8
	5.1
	

	Bands
	0
	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
	138
	N/A
	

	K+
	3.5-5.1
	3.4
	N/A
	This could be due to the client losing fluids through vomiting, was taking ondansetron (Pagana et al., 2022).

	Cl-
	98-107
	100
	N/A
	

	CO2
	21-31
	28.0
	N/A
	

	Glucose
	70-99
	88
	N/A
	

	BUN
	7-25
	19
	N/A
	

	Creatinine
	.5-1.20
	1.07
	N/A
	

	Albumin
	3.5-5.7
	4.5
	N/A
	

	Calcium
	8.8-10.2
	9.9
	N/A
	

	Mag
	1.6-2.6
	2.0
	2.0
	

	Phosphate
	2.5-4.5
	N/A
	N/A
	

	Bilirubin
	.2-.8
	0.5
	N/A
	

	Alk Phos
	34-104
	82
	N/A
	

	AST
	0-35
	21
	N/A
	

	ALT
	4-36
	21
	N/A
	

	Amylase
	30-220
	N/A
	N/A
	

	Lipase
	0-160
	N/A
	N/A
	

	Lactic Acid
	.3-.8
	N/A
	N/A
	

	Troponin
	0-4
	44
	78
	This may be due to the client hypertension or other heart conditions (Pagana et al., 2022).

	CK-MB
	5-25
	N/A
	N/A
	

	Total CK
	55-170
	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
	<1.1
	1.0
	N/A
	

	PT
	11.7-13.8
	12.9
	N/A
	

	PTT
	22.4-35.9
	24.6
	N/A
	

	D-Dimer
	<250
	N/A
	N/A
	

	BNP
	0-100
	11
	N/A
	

	HDL
	40-60
	42
	N/A
	

	LDL
	0-100
	166
	N/A
	This may be due to drinking too much alcohol and lack of physical activity (Pagana et al., 2022).

	Cholesterol
	0-200
	219
	N/A
	This may be due to drinking too much alcohol and lack of physical activity (Pagana et al., 2022).

	Triglycerides
	<150
	106
	N/A
	

	Hgb A1c
	<5.7
	5.5
	N/A
	

	TSH
	0.350-4.940
	2.506
	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
	N/A
	N/A
	

	pH
	5.0-9
	N/A
	N/A
	

	Specific Gravity
	1.003-1.030
	N/A
	N/A
	

	Glucose
	neg
	N/A
	N/A
	

	Protein
	neg
	N/A
	N/A
	

	Ketones
	neg
	N/A
	N/A
	

	WBC
	Neg 0-5
	N/A
	N/A
	

	RBC
	Neg 0-2
	N/A
	N/A
	

	Leukoesterase
	Neg 
	N/A
	N/A
	



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
	N/A
	N/A
	

	PaO2
	75-100
	N/A
	N/A
	

	PaCO2
	35-45
	N/A
	N/A
	

	HCO3
	22-26
	N/A
	N/A
	

	SaO2
	95-100
	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
	

	Blood Culture
	Neg
	N/A
	N/A
	

	Sputum Culture
	URT
	N/A
	N/A
	

	Stool Culture
	Intestinal flora
	N/A
	N/A
	



Lab Correlations Reference (1) (APA):
Pagana, K. D., Pagana, T. J., & Pagana, T. N. (2022, December 20). Mosby’s® Diagnostic and 
Laboratory Test Reference. Mosby.

Diagnostic Imaging
All Other Diagnostic Tests (5 points): CXR- There was no evidence for acute cardiopulmonary pathology. CTPE- There was no evident pulmonary embolus or acute cardiopulmonary pathogen.
Diagnostic Test Correlation (5 points): CXR- this test was don’t due to chest pain. CTPE- this test was done due to chest pain.
Diagnostic Test Reference (1) (APA): 
Hinkle, J. L., Cheever, K. H., & Overbaugh, K. (2021, October 12). Brunner and suddarth’s 
textbook of medical-surgical nursing. LWW.
Current Medications (10 points, 1 point per completed med)
*10 different medications must be completed*

Home Medications (5 required)
	Brand/Generic
	Atorvastatin
(Lipitor)

	Cyanocobalamin
(Vitamin B-12)
	Lisinopril
(Prinivil)
	Multivitamin mineral
(centrum)
	Venlafaxine
(Effexor XR)

	Dose
	20mg

	1000mcg
	1 tab

	1 tab
	150 mg

	Frequency

	1 tab at bedtime
	Daily
	Daily
	Daily

	Daily

	Route
	Oral 

	Oral 
	Oral 
	Oral 
	Oral

	Classification
	P- HMG-CoA reductase inhibitors
T- statins

	P-corrinoids
T- crystallizable cobalt complex
	P- angiotensin-converting enzyme (ACE) inhibitors
T- ACE inhibitor
	P- vitamin and mineral combinations
T- multivitamins with minerals
	P- SNRIs
T- Serotonin

	Mechanism of Action
	Inhibits HMG-CoA reductase (Jones & Bartlett Learning, 2021)

	Binds to intrinsic factors and other cobalamin binding proteins (Jones & Bartlett Learning, 2021)
	Reduces plasma angiotensin II and aldosterone and increases plasma renin activity (Jones & Bartlett Learning, 2021)
	Provides essential vitamins and minerals that may be lacking (Jones & Bartlett Learning, 2021)
	Blocks transport proteins and stops their reuptake at the presynaptic terminal (Jones & Bartlett Learning, 2021)

	Reason Client Taking 

	Lower bad cholesterol
	Vitamin B-12 deficiency
	Lower blood pressure
	Vitamin supplement
	Anxiety and depression

	Contraindications (2)

	Acute liver failure, decompensated cirrhosis (Jones & Bartlett Learning, 2021)
	Hypokalemia, iron or folic acid deficiency anemia (Jones & Bartlett Learning, 2021)
	Hypotension, hyperkalemia (Jones & Bartlett Learning, 2021)
	Use/abuse of alcohol, liver problems (Jones & Bartlett Learning, 2021)
	Bleeding risk, hyponatremia, hepatoxicity (Jones & Bartlett Learning, 2021)

	Side Effects/Adverse Reactions (2)

	Diarrhea, arthralgia, nasopharyngitis (Jones & Bartlett Learning, 2021)
	Shortness of breath, swelling, weight gain (Jones & Bartlett Learning, 2021)
	Dizziness, chest pain, nausea (Jones & Bartlett Learning, 2021)
	Constipation, upset stomach, diarrhea (Jones & Bartlett Learning, 2021)
	Diaphoresis, nausea, anorexia (Jones & Bartlett Learning, 2021)

	Nursing Considerations (2)

	Monitor liver function, Monitor lipid panel (Jones & Bartlett Learning, 2021)
	Monitor vitamin B-12 level, Monitor CBC and potassium level (Jones & Bartlett Learning, 2021)
	Monitor blood pressure, Asses for signs of severe hypotension (Jones & Bartlett Learning, 2021)
	Can pass through breastmilk, Allergy to active ingredients (Jones & Bartlett Learning, 2021)
	Monitor blood pressure, Monitor heart rate (Jones & Bartlett Learning, 2021)

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Asses any muscle pain, tenderness, or weakness (Jones & Bartlett Learning, 2021)
	Intradermal test (Jones & Bartlett Learning, 2021)
	Asses for signs of worsening CHF (Jones & Bartlett Learning, 2021)
	Vitamin deficiency test (Jones & Bartlett Learning, 2021)
	Blood pressure (Jones & Bartlett Learning, 2021)

	Client Teaching Needs (2)

	Avoid or limit drinking alcohol to 2drinks a day, Take at same time of day (Jones & Bartlett Learning, 2021)
	Take with water, Take on an empty stomach (Jones & Bartlett Learning, 2021)
	Avoid salt substitutes, Avoid foods containing high levels of potassium or sodium (Jones & Bartlett Learning, 2021)
	Do not exceed recommended daily dose, Avoid taking antacids, dairy products, tea, or coffee (Jones & Bartlett Learning, 2021)
	Take with food, Take same time of day (Jones & Bartlett Learning, 2021)


Hospital Medications (5 required)
	Brand/Generic
	Levothyroxine (Levoxyl)

	Enoxaparin (Levonox)
	Nitroglycerin
(Nitrostat)
	Ondansetron (Zofran)
	Hydrocodone-acetaminophen
(Norco)

	Dose
	25mcg

	40mg
	0.4 mg
	4mg
	1 tab

	Frequency

	Daily at 6 in the morning
	Daily
	PRN
	PRN
	PRN

	Route
	Oral 

	Subcutaneous
	Sublingual
	IV push
	Oral

	Classification
	P-thyroid hormones
T-thyroid drugs 

	P-heparin and related preparation
T- anticoagulant
	P-nitrate
T- antihypertensive
	P-serotonin 5-HT3 receptor antagonists
T- antiemetics
	P-narcotic analgesic
T- opioid

	Mechanism of Action
	T4 and T3 are transported into cells by passive and active mechanisms (Jones & Bartlett Learning, 2021)

	Increases Thrombin Time (TT) and activated partial thromboplastin time (aPTT) (Jones & Bartlett Learning, 2021)
	Activates chemicals in the blood that cause smooth muscle to relax (Jones & Bartlett Learning, 2021)
	Blocks nausea and vomiting by 5-HT3 receptor antagonism (Jones & Bartlett Learning, 2021)
	Inhibits pain signaling in both spinal cord and brain (Jones & Bartlett Learning, 2021)

	Reason Client Taking 
	Add thyroid hormone
	Prevent blood clots
	Chest pain
	Nausea and vomiting
	Moderate pain rate 4 to 6 and severe pain rate 7 to 10

	Contraindications (2)
	Acute myocardial infarction, active cardiac arrhythmias (Jones & Bartlett Learning, 2021)
	Active major bleeding, thrombocytopenia (Jones & Bartlett Learning, 2021)
	Right sided myocardial infarction, hypotension (Jones & Bartlett Learning, 2021)
	ECG changes, Prolonged QT (Jones & Bartlett Learning, 2021)
	Alcohol, respiratory depression (Jones & Bartlett Learning, 2021)

	Side Effects/Adverse Reactions (2)
	Palpitations, tachycardia, exercise intolerance (Jones & Bartlett Learning, 2021)
	Anemia, hemorrhage, peripheral edema (Jones & Bartlett Learning, 2021)
	Nausea, vomiting, diaphoresis (Jones & Bartlett Learning, 2021)
	Dizziness, fatigue, headache (Jones & Bartlett Learning, 2021)
	Anxiety, constipation, drowsiness (Jones & Bartlett Learning, 2021)

	Nursing Considerations (2)
	Monitor for signs and symptoms of hyperthyroidism, Monitor for signs of overtreatment (Jones & Bartlett Learning, 2021)
	Assess for signs of bleeding and hemorrhage, Bleeding precautions (Jones & Bartlett Learning, 2021)
	Monitor vitals sign, Monitor the effectiveness (Jones & Bartlett Learning, 2021)
	Monitor EKG, Assess for dizziness and drowsiness (Jones & Bartlett Learning, 2021)
	Monitor closely for respiratory depression, Assess pain (Jones & Bartlett Learning, 2021)

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Blood test (Jones & Bartlett Learning, 2021)
	Monitor platelet count (Jones & Bartlett Learning, 2021)
	Monitor pulse and blood pressure every 15 mins (Jones & Bartlett Learning, 2021)
	Monitor electrolyte (Jones & Bartlett Learning, 2021)
	Assess vital signs (Jones & Bartlett Learning, 2021)

	Client Teaching Needs (2)
	Take on empty stomach 30 to 60 mins before breakfast, Do not take antacids, calcium carbonate within 4 hours before and after (Jones & Bartlett Learning, 2021)
	Store at room temperature in dry place, Throw away used or expired drugs (Jones & Bartlett Learning, 2021)
	Place under tongue or between cheeks and let dissolve, Take as directed (Jones & Bartlett Learning, 2021)
	Do not chew on film, Take as directed (Jones & Bartlett Learning, 2021)
	Do not drive a car or operate. Machinery, Risk for abuse (Jones & Bartlett Learning, 2021)



Medications Reference (1) (APA):
Jones & Bartlett Learning, J. (2021, December 21). 2022 Nurse’s Drug Handbook. NDH

Assessment 
Physical Exam (18 points) – HIGHLIGHT ALL PERTINENT ABNORMAL FINDINGS
	GENERAL:
Alertness:
Orientation:
Distress:
Overall appearance: 
	· No fever or chills
· No fatigue or malaise
· Alert, cooperative, no distress
· Appropriate, normal appearance

	INTEGUMENTARY:
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds: .
Braden Score: 23
Drains present:  Y☐         N ☒      
     Type:
	
· No new rash or lesion
· Skin color, texture, turgor normal
· moist, dry, intact
· warm
· elastic
· no bruises or wounds

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

	
symmetrical
trachea midline, thyroid nonpalpable, no lymphadenopathy, no thyromegaly
no palpable or visual deformities in ear
sclera white, cornea clear, PERRL, EOMs intact bilaterally
moist and pink in mouth, oral cavity
moist and pink, no visible bleeding in nose


	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: 

	· Regular rate and rhythm
· +S1/S2 present
· No murmur, rub, or gallop
no cyanosis 
· 2+ peripheral pulses
· Less than 3 seconds

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

	Clear to auscultation bilaterally 
No wheezes, rales, or rhonchi
No stridor

Regular, non- labored
Pattern regular
Lungs equal

	GASTROINTESTINAL:
Diet at home:                     
Current Diet
Height: 5’.98”
Weight: 173lb 1oz
Auscultation Bowel sounds: 
Last BM: yesterday night
Palpation: Pain, Mass etc.:
Inspection: 
     Distention: none
     Incisions: none
     Scars: none
     Drains: none
     Wounds: none
Ostomy:    Y ☐      N  ☒       
Nasogastric:    Y  ☐    N  ☒
     Size:
Feeding tubes/PEG tube   Y  ☐    N  ☒
     Type:

	NPO for procedure
Regular diet
Soft non tenderness
Bowel sound normal
No guarding or rebound
Active
Nonpalpable, no mass
	GENITOURINARY:
Color: yellow
Character: clear
Quantity of urine: N/A
Pain with urination:  Y ☐     N ☒
Dialysis:  Y ☐     N ☒
Inspection of genitals: without abnormalities
Catheter: Y ☐    N ☒    
     Type:
     Size:
	· No nausea, vomiting, abdominal pain
· No diarrhea
· No frequency and dysuria

	MUSCULOSKELETAL:
Neurovascular status:
ROM:
Supportive devices: none
Strength:
ADL Assistance:   Y☐   N ☒      
Fall Risk:    Y ☐  N☒
Fall Score: 5
Activity/Mobility Status:    
[bookmark: Check1]Independent (up ad lib) |X|
[bookmark: Check2]Needs assistance with equipment |_|  
[bookmark: Check3]Needs support to stand and walk|_|

	No myalgias, arthralgias, back pain
Good muscle tone throughout
Moderate fall risk
No gross abnormalities
Equal strength
Normal range of motion
Smooth gait
	NEUROLOGICAL: 
MAEW:   Y ☐       N☒           
PERLA:    Y  ☒       N☐
Strength Equal:   Y ☒   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC: none
	No paresthesia, headaches, and dizziness
Grossly normal
A4 A/O
Clear speech
No sensory deficit
Cranial nerves intact
No focal neurological deficit
	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):
	Active listening utilized
Watches Tv and sleeps
Spouse visits
Catholic- provides hope and encouragement
Normal mood and affect
Behavioral normal


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

	0725
	74
	116/76
	18
	97.9
	96

	1045
	79
	120/71
	18
	97.9
	97



Vital Sign Trends: The vital signs at the beginning and end of the shift were stable throughout.

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

	0817
	0 - 10
	Chest 
	0
	Denies discomfort
	Given warm blanket

	1100
	0 - 10
	Chest 
	0
	Denies discomfort
	Linen changed




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

	Size of IV:
Location of IV:
Date on IV: 10/27/23 L-1850 R-1510
Patency of IV:
Signs of erythema, drainage, etc.: none
IV dressing assessment:
	· 18G
· Clean dry, intact, transparent
· Left and right antecubital
· Iv flushed, normal saline lock



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

	0 cc - NPO
	0cc



Nursing Care
Summary of Care (2 points)
	Overview of care: I came to the unit introduced myself to the nurse. I reviewed my patient’s chart and introduced myself to my patient. I gave morning medications to the patient.
	Procedures/testing done: Non stress test
	Complaints/Issues: The patient did not have any complains.
	Vital signs (stable/unstable): stable
	Tolerating diet, activity, etc.: NPO for procedures
	Physician notifications: The physician was not notified.
	Future plans for client: Discharge with medications and education	
Discharge Planning (2 points)
	Discharge location: Home with spouse
	Home health needs (if applicable): None
	Equipment needs (if applicable): None
	Follow up plan: appointment in 4 weeks, evaluation of treatment
	Education needs: Diet weight loss, exercise, heart healthy diet, sign and symptoms of acute coronary syndrome
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.

	Ineffective tissue perfusion related to coronary circulation as evidence by angina
	The patient had a myocardial infarction.
	1.Assess for signs of decreased tissue perfusion.

2.Check respirations and absence of work of breathing.

	1. The client will maintain maximum tissue perfusion to vital organs, as evidenced by warm and dry skin, strong peripheral pulses, vital signs (Ackley et al., 2021).
	Patient achieved pulses and capillary refill time within normal limits, display warm skin without pallor or cyanosis, and present an alert and coherent level of consciousness (Ackley et al., 2021). 


	Decreased cardiac output related to alteration in heart rate and rhythm as evidence by hypotension
	The patient was experiencing signs of hypotension
	1. Assess heart rate and rhythm.

2. Check for peripheral pulses.

	1. The client will remain free of side effects from the medications used to achieve adequate cardiac output and explain the actions and precautions to take for cardiac disease (Ackley et al., 2021).
	Patient maintains blood pressure within acceptable limits set by the provider and be able to demonstrate decreased or absent dyspnea, angina, and dysrhythmias (Ackley et al., 2021).

	Acute chest pain related to myocardial ischemia as evidence by palpitations
	The patient was experiencing on and off palpitations for months.
	1. Evaluate the effectiveness of pain control measures.


2. Elevate the head of the bed if the client is short of breath or during nitrates administration 
	1. The client will report anginal episodes decreased in frequency, duration, and severity and demonstrate relief of pain as evidenced by stable vital signs, absence of muscle tension, and restlessness (Ackley et al., 2021).

	Patient verbalizes pain relief or control, rate the chest pain lower than the baseline pain scale, and relaxed and able to sleep or rest appropriately (Ackley et al., 2021).

	Activity intolerance related to angina as evidence by increased rest
	The patient slept throughout the day.
	1. Assess the physical activity level and mobility of the client.

2. Assess the client’s baseline cardiopulmonary status

	1. The client will identify the factors that aggravate decreased tolerance to activity and 
demonstrate methods of controlled breathing techniques to conserve energy (Ackley et al., 2021).
	The client reports a measurable, progressive increase in activity tolerance and displays laboratory values within an acceptable range (Ackley et al., 2021).



Other References (APA): 
Ackley, B. J., Ladwig, G. B., Makic, M. B., Martinez-Kratz, M., & Zanotti, M. (2021, July 9). 
Nursing Diagnosis Handbook, 12th Edition. Mosby.

Concept Map (20 Points):
2


Nursing Diagnosis/Outcomes
Subjective Data
Objective Data
Client Information
Nursing Interventions
O- progressed to syncope
L- chest palpitations
D- on and off last few months
C- palpitations and dizziness
A-no loss of conscious, short of breath
R-no chest pain, no nausea and vomiting
T-no other acute complaint
S- current rate of 0, denies discomfort


Pulse- 74
BP- 116/76
RR- 18
Temp- 97.9
O2- 96
I/O- 0cc
Low potassium
Elevated troponin
Elevated LDL
Elevated cholesterol



1.Assess for signs of decreased tissue perfusion.

2.Check respirations and absence of work of breathing.

1. Assess heart rate and rhythm.

2. Check for peripheral pulses.

1. Evaluate the effectiveness of pain control measures.


2. Elevate the head of the bed if the client is short of breath or during nitrates administration
1. Assess the physical activity level and mobility of the client.

2. Assess the client’s baseline cardiopulmonary status

Admitted -10/27/2023
KAP
56 year old
Female
White/Caucasian
Not employed
Married
NKA, 5’.98”, 173lb 1 oz
Attempt CPR/ full treatment


1. Ineffective tissue perfusion related to coronary circulation as evidence by angina/ The client will maintain maximum tissue perfusion to vital organs, as evidenced by warm and dry skin, strong peripheral pulses, vital signs.
2. Decreased cardiac output related to alteration in heart rate and rhythm as evidence by hypotension/ The client will remain free of side effects from the medications used to achieve adequate cardiac output and explain the actions and precautions to take for cardiac disease.
3. Acute chest pain related to myocardial ischemia as evidence by palpitations/ The client will report anginal episodes decreased in frequency, duration, and severity and demonstrate relief of pain as evidenced by stable vital signs, absence of muscle tension, and restlessness.
4. Activity intolerance related to angina as evidence by increased rest/ The client will identify the factors that aggravate decreased tolerance to activity and demonstrate methods of controlled breathing techniques to conserve energy.




