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Running head:  N441 CARE PLAN




Demographics (3 points) 
	Date of Admission
03/20/20
	Patient Initials
S. S. 
	Age
76 years old 
	Gender
Female 

	Race/Ethnicity
Caucasian
	Occupation
Retired homemaker
	Marital Status
Married
	Allergies
      Penicillin, Sulfa

	Code Status
DNR/DNI
	Height
            177.8 cm 
	Weight
95.5 kg



Medical History (5 Points)
Past Medical History:
· Anemia
· Congestive heart failure (CHF)
· Coronary artery disease (CAD)	
· Deep vein thrombosis (DVT)
· Stage 4 squamous cell carcinoma
· Stage 4 laryngeal cancer 
· Respiratory failure 
· Impaired gas exchange
· Hypothyroidism 
· Insomnia
· Dyslipidemia
· Impaired motility 
Past Surgical History:
· Peg tube placement (2019)
· Pleural drain placement (2019)
· Tracheostomy placement (2013)
· Laryngeal and lung cancer excision (2012)
Family History:
Mother: Diabetes mellitus
Father: Diabetes mellitus, heart disease, hypertension
Social History (tobacco/alcohol/drugs): Denies alcohol and substance abuse. Former smoker. Patient states she began smoking when she was 17 years old but stopped in 2017 due to cancer diagnosis. 
Assistive Devices: Walker 
Living Situation: Home w/ husband. Patient and spouse reside at an assisted living facility located in Charleston, IL. 
Education Level: Associates degree in accounting 
Admission Assessment 
Chief Complaint (2 points): Chest pain, SOB
History of present Illness (10 points): 
Patient is a seventy-five-year-old female with a PMHx of congestive heart failure, laryngeal cancer, and respiratory failure, and deep vein thrombosis.  She presented to the ED via EMS on 03/20/2020 with complaints of chest pain and shortness of breath. Client indicated the pain is located in the left upper chest and states “it feels very tight”. Patient states that nothing has alleviated the pain and it has worsened since arriving to the hospital. She states that laying down makes it worse. Client rates her pain a 10/10 on the numeric pain scale. A CT with contrast and CXR was completed in the ED. Review of systems is otherwise negative. 
Primary Diagnosis
Primary Diagnosis on Admission (2 points): Healthcare associated pneumonia
Secondary Diagnosis (if applicable): Acute on chronic respiratory failure 
Pathophysiology of the Disease, APA format (20 points):

“Pneumonia is an infection that inflames the air sacs in one or both lungs” (Mayo Clinic, 2018, para. 1). This respiratory illness affects both ventilation and diffusion. The alveoli become inflamed and fill with pus or fluid, causing breathing difficulties. Bacteria, viruses, or fungi can cause this infection. Anyone can get pneumonia, but some people are more at risk than others. Risk factors for developing pneumonia include medical conditions, health behaviors, and the environment (American Lung Association, 2020). 
Pneumonia is classified according to the pathogens that cause it and where the infection was acquired. The different categories of pneumonia are community-acquired, hospital-acquired, healthcare-associated, and ventilator-acquired pneumonia. Healthcare-associated pneumonia affects individuals that live in long-term care facilities or who receive care in outpatient clinics. Identifying the type of pneumonia is crucial because the causative pathogens are often multidrug-resistant. Because of this, the initial antibiotic cannot be delayed (Hinkle & Cheever, 2018). 
Clinical manifestations of pneumonia are dependent on the type, causal organism, and presence of underlying disease. However, common symptoms patients present with include pleuritic chest pain, tachypnea, orthopnea, poor appetite, purulent sputum, fatigue, and other signs of respiratory distress. The classification of pneumonia cannot be diagnosed solely on the clinical manifestations. Instead, the diagnosis is made by physical examination findings, medical history, chest x-ray results, blood culture, and sputum examination (Hinkle & Cheever, 2018). 
The antibiotic given for the treatment of pneumonia is based on the culture and sensitivity results. However, sometimes a broad-spectrum antibiotic is given to the patient before the labs have resulted. These medications can be given orally or intravenously. In multidrug-resistant strains, three-drug combination therapy may be used. Supportive therapy is essential in the treatment of pneumonia. This includes antipyretics, antitussive medications, supplemental oxygen, antihistamines, nasal decongestants, and intravenous fluid replacement (Hinkle & Cheever, 2018).
S. S. presented to the ED via EMS with complaints of chest pain and shortness of breath. The patient also reported orthopnea and severe 10/10 pain. These manifestations are congruent with the clinical signs and symptoms of pneumonia. A CXR, CT of the chest, and sputum specimen confirmed this diagnosis. Because the client lives in a long-term care facility, the admission diagnosis was healthcare-associated pneumonia.  The treatment modality for this patient included vancomycin and supportive therapy. The care plan information did not specify, but I can only assume the patient was intubated on the side of caution to protect the patient’s airway. The patient will continue to be monitored during hospitalization.

Pathophysiology References (2) (APA):
American Lung Association. (2020). Pneumonia. Retrieved April 2, 2020, from https://www.lung.org/lung-health-diseases/lung-disease-lookup/pneumonia
[bookmark: _Hlk21170316]Hinkle, J. L. & Cheever, K. H. (2018). Brunner & Suddarth’s Textbook of Medical Surgical Nursing. (14th ed.). Philadelphia, PA: Wolters Kluwer
Mayo Clinic. (2018). Pneumonia. Retrieved April 2, 2020, from https://www.mayoclinic.org/diseases-conditions/pneumonia/symptoms-causes/syc-20354204
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
(03/20/2020)
	Today's Value
(03/24/2020)
	Reason for Abnormal Value

	RBC
	4.28-5.56
	3.21
	2.64
	“Anemia is condition in which the hemoglobin concentration is lower than normal; it reflects the presence of fewer than the normal number of erythrocytes within the bloodstream” (Hinkle & Cheever, 2018, pg. 925). The patient has chronic anemia. This explains why the RBC value was abnormal. 

	Hgb
	13.0-17.0
	10.1
	8.2
	“Anemia is condition in which the hemoglobin concentration is lower than normal; it reflects the presence of fewer than the normal number of erythrocytes within the bloodstream” (Hinkle & Cheever, 2018, pg. 925). The patient has chronic anemia. This explains why the hemoglobin value was abnormal.

	Hct
	38.1-48.9
	30.0
	25.5
	“Anemia is condition in which the hemoglobin concentration is lower than normal; it reflects the presence of fewer than the normal number of erythrocytes within the bloodstream” (Hinkle & Cheever, 2018, pg. 925). The patient has chronic anemia. This explains why the hematocrit value was abnormal.

	Platelets
	149-393
	278
	293
	

	WBC
	4.0-11.7
	10.2
	5.9
	

	Neutrophils
	40-68 
	8.2
	8.4
	Cancer and cancer treatments are common causes of neutropenia. Anemia can also cause a low neutrophil count (Mayo Clinic, 2018). S.S. has a history of stage 4 laryngeal cancer and chronic anemia. This could be why the neutrophil count is abnormal. 

	Lymphocytes
	19-49 
	2.9
	5.0
	Lymphocytopenia can occur when an infection is present. This can also occur in patients receiving chemotherapy for certain kinds of cancer (Iftikhar, 2018). S.S. has a history of stage 4 laryngeal cancer. In addition, the client has healthcare-associated pneumonia. This could be why the lymphocyte value is abnormal.  

	Monocytes
	3-13
	2.4
	5.9
	

	Eosinophils
	0-8
	5.6
	6.5
	

	Bands
	0-10
	0.2
	0.5
	



Chemistry Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	Admission Value
(03/20/2020)
	Today’s Value
(03/24/2020)
	Reason For Abnormal

	Na-
	136-145
	136
	137
	

	K+
	3.5-5.1
	4.3
	4.3
	      

	Cl-
	98-107
	96
	98
	

	CO2
	21-31
	27
	28
	

	Glucose
	74-109
	113
	99
	Hyperglycemia can occur in non-diabetics. This phenomenon can occur during a major illness or injury (Drugs.com, 2020). S.S. was admitted with healthcare-associated pneumonia. This is a serious illness that can cause many complications. This could be why the glucose level was abnormal. 

	BUN
	7-25
	44
	9
	Dehydration or diuretic therapy can cause an elevated BUN. This is because there is reduced renal perfusion caused by decreased cardiac output or a fluid volume deficit (Hinkle & Cheever, 2018). S. S. has a PMHx of CHF. This patient regularly takes furosemide. In addition, the patient is unable to eat and only received feeding through a PEG tube. This could be why the BUN level was elevated. 

	Creatinine
	0.70-1.2
	1.8
	0.47
	Creatinine levels can be elevated in individuals with hypertension and thyroid disease. This can also occur in patients taking chemotherapy drugs (Whelan, 2019). S.S. has a PMHx of HTN and hypothyroidism. In addition, she is taking chemotherapy drugs for the treatment of stage 4 laryngeal cancer. This could be the reason for the abnormal creatinine value. 

	Albumin
	3.5-5.2
	N/A
	3.3
	Albumin levels can be low when there is inflammation in the body (Jewell, 2017). S.S. had an admitting diagnosis of healthcare-acquired pneumonia. The alveoli in the lungs are inflamed in this disease process. This could be why the value was abnormal.

	Calcium
	8.6-10.3
	N/A
	N/A
	

	Mag
	1.5-2.5
	2.1
	1.6
	

	Phosphate
	N/A
	N/A
	N/A
	

	Bilirubin
	0.3-1.0
	0.3
	0.3
	

	Alk Phos
	40-130
	N/A
	104
	

	AST
	0-40
	40
	13
	

	ALT
	0-41
	13
	41
	

	Amylase
	N/A
	N/A
	N/A
	

	Lipase
	N/A
	N/A
	N/A
	

	Lactic Acid
	0.5-1
	0.9
	1.1
	

	Troponin
	0.00-0.08
	Less than 1
	Less than 1
	

	CK-MB
	N/A	
	N/A
	N/A
	

	Total CK
	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
	N/A
	N/A
	N/A
	

	PT
	N/A
	N/A
	N/A
	

	PTT
	N/A
	N/A
	N/A
	

	D-Dimer
	N/A
	N/A
	N/A
	

	BNP
	N/A
	N/A
	N/A
	

	HDL
	N/A
	N/A
	N/A
	

	LDL
	N/A
	N/A
	N/A
	

	Cholesterol
	N/A
	N/A
	N/A
	

	Triglycerides
	N/A
	N/A
	N/A
	

	Hgb A1c
	N/A
	N/A
	N/A
	

	TSH
	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
(03/20/2020)
	Today’s Value
(03/24/2020)
	Reason for Abnormal

	Color & Clarity
	Clear/yellow
	Clear/yellow
	N/A
	

	pH
	5-8
	8.0
	N/A
	

	Specific Gravity
	1.005-1.034
	1.015
	N/A
	

	Glucose
	Negative
	Negative
	N/A
	

	Protein
	Negative
	Negative
	N/A
	

	Ketones
	Negative
	Negative
	N/A
	

	WBC
	Less than 5
	4
	N/A
	

	RBC
	0-3
	2
	N/A
	

	Leukoesterase
	Negative
	Negative
	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
(03/20/2020)
	Today’s Value
(03/24/2020)
	Explanation of Findings

	pH
	7.35-7.45
	7.42
	7.51
	In respiratory acidosis, the lungs do not expel carbon dioxide adequately. When this happens, blood and other fluids become acidotic. This phenomenon can be caused by an infection or some kind of inflammation in the body (Pietrangelo, 2016). S.S. has chronic respiratory failure and impaired gas exchange. When she developed healthcare-associated pneumonia the body could not compensate for the excess carbon dioxide. This could be why the pH levels are elevated. 

	PaO2
	80-100
	31
	31
	Hypoxemia occurs when there are low levels of oxygen in the blood. When there are low levels of O2 in the blood, the tissues in the body are also not getting an adequate amount. In pneumonia, the diffusion of oxygen into the bloodstream is impaired (Seladi-schulman, 2019). S.S. was admitted with healthcare-acquired pneumonia. This and her history of impaired gas exchange and respiratory failure could explain the abnormal lab value. 

	PaCO2
	35-45
	48
	41
	In respiratory acidosis, the lungs do not expel carbon dioxide adequately. When this happens, blood and other fluids become acidotic. This phenomenon can be caused by an infection or some kind of inflammation in the body (Pietrangelo, 2016). S.S. has chronic respiratory failure and impaired gas exchange. When she developed healthcare-associated pneumonia the body could not compensate for the excess carbon dioxide. This could be why the carbon dioxide levels are elevated. 

	HCO3
	22-26
	25
	23
	

	SaO2
	92-100%
	96%
	97%
	



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
(03/20/2020)
	Today’s Value
(03/24/2020)
	Explanation of Findings

	Urine Culture
	N/A
	N/A
	N/A
	

	Blood Culture
	N/A
	N/A
	N/A
	

	Sputum Culture
	Negative
	Staphylococcus aureus (resulted on 03/22/3030)
	N/A
	The patient was diagnosed with healthcare-acquired pneumonia. Staphylococcus aureus is a pathogen that is known to cause healthcare-acquired pneumonia (Hinkle & Cheever, 2018)

	Stool Culture
	N/A
	N/A
	N/A
	



Lab Correlations Reference (APA):
Drugs.com. (2020). Nondiabetic hyperglycemia. Retrieved April 4, 2020, from https://www.drugs.com/cg/nondiabetic-hyperglycemia.html
Hinkle, J. L. & Cheever, K. H. (2018). Brunner & Suddarth’s Textbook of Medical Surgical Nursing. (14th ed.). Philadelphia, PA: Wolters Kluwer
Iftikhar, N. (2018). What is lymphocytopenia? Retrieved April 4, 2020, from https://www.healthline.com/health/lymphocytopenia
Jewell, T. (2017). What is hypoalbuminemia and how is it treated? Retrieved April 4, 2020, from https://www.healthline.com/health/hypoalbuminemia
Pietrangelo, A. (2016). Acid-base balance. Retrieved April 4, 2020, from https://www.healthline.com/health/acid-base-balance
Mayo Clinic. (2018). Neutropenia. Retrieved April 4, 2020, from https://www.mayoclinic.org/symptoms/neutropenia/basics/definition/sym-20050854
Seladi-Schulman, J. (2019). What is hypoxemia? Retrieved April 4, 2020, from https://www.healthline.com/health/hypoxemia
Whelan, C. (2019). 8 home remedies to naturally lower your creatinine levels. Retrieved April 4, 2020, from https://www.healthline.com/health/how-to-lower-creatinine
Diagnostic Imaging
All Other Diagnostic Tests (5 points):
1. Chest CT: Uses x-rays to provide pictures of the heart and vessels that go to the heart and lungs 
2. CXR: Imaging test that uses small amounts of radiation to produce pictures of the organs, tissues, and bones of the body 
3. EKG: Measures electrical activity of the heart 
Diagnostic Test Correlation (5 points):
1. Chest CT: Unremarkable. No evidence of pulmonary emboli. 
2. 1st CXR: Right lung has increased peripheral and basilar opacities related to the disease process of pneumonia. Interstitial thickening suggestive of pulmonary edema noted. 
a. 2nd CXR post intubation: Endotracheal tube in place 2 cm above carina 
3. EKG: Normal sinus rhythm at a rate of 78 beats per minute 
Diagnostic Test Reference (APA): 
Hinkle, J. L. & Cheever, K. H. (2018). Brunner & Suddarth’s Textbook of Medical Surgical Nursing. (14th ed.). Philadelphia, PA: Wolters Kluwer

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

Home Medications (5 required)
	Brand/Generic
	Protonix
(pantoprazole)
(Skidmore, 2018, pg. 912)
	Lipitor 
(atorvastatin)

(Skidmore, 2018, pg. 108)
	Ambien
(zolpidem)

(Skidmore, 2018, pg. 1239)
	Lasix
(furosemide)

(Skidmore, 2018, pg. 552)
	Tylenol
(acetaminophen)

(Skidmore, 2018, pg. 8)

	Dose
	
40 mg 
	
   20 mg
	
0.5 mg
	
20 mg
	
650 mg

	Frequency

	Once daily 
	Once daily, at bedtime
	Once daily, at bedtime
	Once daily, at bedtime
	
Q6H, PRN

	Route
	
Peg tube
	
Peg tube
	
Peg tube
	
Peg tube
	
Peg tube

	Classification
	Proton pump inhibitor (PPI)
	Antilipidemic 
	Sedative/hypnotic
	Loop diuretic 
	Nonopioid analgesic

	Mechanism of Action
	Suppresses gastric secretion
	Inhibits HMG-CoA reductase enzyme 
	Produces CNS depression at limbic, thalamic, hypothalamic levels of CNS
	Inhibits reabsorption of sodium and chloride 
	Block pain impulses peripherally in response to inhibition of prostaglandin synthesis 

	Reason Client Taking 

	Prevent stress ulcers
	Dyslipidemia 
	Insomnia
	Congestive heart failure 

Hypertension
	Mild to moderate pain 

	Contraindications (2)

	Hypersensitivity 

	Pregnancy 

Hypersensitivity 
	Hypersensitivity to benzodiazepines 
	Anuria

Hypersensitivity to furosemide
	Hypersensitivity

Severe hepatic impairment/disease

	Side Effects/Adverse Reactions (2)

	Headache 

Diarrhea 
	Abdominal cramps 

Constipation 
	Suicidal ideations

Confusion 
	Hypokalemia

Orthostatic hypotension
	Nausea/vomiting 

Abdominal pain

	Nursing Considerations (2)

	Assess patient for epigastric or abdominal pain and for frank or occult blood in stool, emesis, or gastric aspirate 

Assess bowel sounds every 8 hours 
	Monitor bowel status for constipation; stool softeners may be needed 

Obtain a diet history 

If patient develops muscle tenderness during therapy, CK levels should be monitored 
	Reduce external stimuli and provide comfort measures to increase effectiveness of medication 

Limit amount of drug available to the patient 

	Monitor daily weights 

Monitor I & O’s
	Assess pain: type, location, intensity, and duration 

Monitor I & O: decreased output could indicate renal failure 

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Liver function tests 

Serum magnesium 
	Serum cholesterol and triglyceride levels 

Liver function tests 
	Mental status, sleep patterns, and potential for abuse 

Assess alertness 
	Assess vital signs (B/P) before administration
	Assess hepatic, renal and blood studies 

	Client Teaching needs (2)

	Avoid alcohol, salicylates, and NSAIDS

Report severe diarrhea; black, tarry stools; abdominal pain
	Blood work and eye exam will be necessary during treatment 

Report blurred vision, severe GI symptoms, headache, muscle pain, and weakness

Avoid alcohol 
	Dependence is possible after long-term use 

Complex sleep-related behaviors may occur 

Avoid driving or other activities until you know how the medication affects you 

Avoid alcohol ingestion 
	Discuss need for high potassium diet 

Rise slowly from lying or sitting position
	Educate client on signs of chronic overdose: bleeding, bruising, malaise, fever, and sore throat 

Do not exceed maximum daily amount 



Hospital Medications (5 required)
	Brand/Generic
	Precedex 
(dexmedetomidine)

(F. A. Davis company, 2015, pg. 1-2)

	Zofran 
(ondansetron)

(Skidmore, 2018, pg. 879)
	Merrem
(meropenem)

(Skidmore, 2018, pg. 754)
	Vancocin (vancomycin)

(Skidmore, 2018, pg. 1191)
	Lovenox
(enoxaparin)

(Skidmore, 2018, pg. 435)

	Dose
	1mcg/kg/hr 

(Titration orders are 
0.4-1.4mch/kg/hr)
	4 mg
	1000 mg
	1000 mg
	40 mg

	Frequency

	Continuous
	Q8H, PRN
	Q12H, PRN
	Q12H
	Once daily

	Route
	IV

	IVP
	Peg tube
	IV
	Subcutaneous injection

	Classification
	Sedative 
	Antiemetic
	Anti-infective
	Anti-infective 
	Anticoagulant; antithrombotic

	Mechanism of Action
	Acts as a relatively selective alpha-androgenic agonist with sedative properties 
	Blocks serotonin peripherally, centrally, and in the small intestine
	Interferes with cell-wall replication of susceptible organisms 
	Inhibits cell-wall synthesis, blocks glucopeptides 
	Binds to antithrombin III, inactivating factors Xa/IIa

	Reason Client Taking 
	Sedation of intubated patients during treatment in an intensive care setting 
	Nausea and vomiting
	Staphylococcus aureus 
	Staphylococcus aureus 
	Prevention of DVT

	Contraindications (2)
	Hypersensitivity 
	Hypersensitivity

Torsades de pointes 
	Hypersensitivity to this product or carbapenems 

Hypersensitivity to cephalosporins or penicillin
	Hypersensitivity to this product or corn 
	Thrombocytopenic purpura

Active major bleeding

	Side Effects/Adverse Reactions (2)
	Hypotension

Bradycardia 

Anemia 
	Headache

Dizziness

Drowsiness
	Headache 

Rash 

Pruritis 
	Ototoxicity 

Permanent deafness

Increased BUN, creatinine, or albumin 
	Hemorrhage from any site

Ecchymosis


	Nursing Considerations (2)
	Titrate as needed 

Assess level of sedation throughout therapy 

Monitor ECG and blood pressure continuously throughout therapy 




	Monitor ECG for signs and symptoms of QT prolongation or torsades de pointes

Monitor patient for EPS 
	Assess for infection 

Assess injection site for phlebitis, pain, and swelling periodically 

May cause positive direct or indirect Coomb’s test 
	Monitor blood pressure throughout administration

Monitor for signs of hypersensitivity reactions 

Ensure patient is getting adequate hydration to prevent nephrotoxicity 
	Monitor for bleeding: gums; petechiae; ecchymosis; black, tarry stools; hematuria

Monitor for signs and symptoms of anaphylaxis or angioedema



	Key Nursing Assessment(s)/Lab(s) Prior to Administration 
	Obtain baseline EKG 


	Assess patient for nausea, vomiting, abdominal distention, and bowel sounds prior to administration
	Obtain specimens results of culture and sensitivity 

Obtain a history to determine previous use or reactions to penicillin 

	Obtain specimen results of culture and sensitivity

Assess peak/trough before administering next dose 

Ensure emergency equipment is nearby 
	Monitor blood studies prior to administration

Monitor renal studies periodically

	Client Teaching needs (2)
	Explain to patient and family the reason for treatment 

Possible side effects of the medication

	Educate client that a headache is common

Report diarrhea, constipation, rash, changes in respirations, serotonin symptoms, or EPS symptoms 
	Report severe diarrhea 

Report sore throat, bruising, bleeding, or joint pain 

Report overgrowth of infection; Including black furry tongue, vaginal itching, foul smelling stools or seizures 
	Culture may be taken after completed course of medication

Report sore throat, fever, or fatigue 

Emphasize need to finish the entire course of therapy 

	Use soft bristled toothbrush 

Report any signs of bleeding



Medications Reference (APA):
F. A. Davis Company. (2015). dexmedetomidine. Retrieved April 2, 2020, from https://davisplus.fadavis.com/3976/meddeck/pdf/dexmedetomidine.pdf
L. Skidmore. (2018). Mosby’s 2018 Nursing Drug Reference, (31st ed.). St. Louis, MO: ELSEVIER
Assessment 
Physical Exam (18 points) 
	GENERAL (1 point):
Alertness:
Orientation:
Distress:
Overall appearance: 
	Patient is a 75-year-old female. Client is medically sedated. No signs of distress present. Patient appears well-nourished. 

	INTEGUMENTARY (2 points): 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds: .
Braden Score: 
Drains present:  Y☐         N ☐      
     Type:
	Client is Caucasian and presents with a normal skin tone. Skin has normal elasticity with no abnormal texture. Skin is grey, warm, and dry. No rashes, bruises, or wounds visible. Client has a peripheral IV in the RAC and a port in the left chest used for medication administration. It was accessed on 03/20/2020. Pleural drain in place on the left side. Patient’s Braden scale is 13. 

	HEENT (1 point): 
Head/Neck:
Ears: 
Eyes: 
Nose: 
Teeth:  

	
Patient’s head is rounded, normocephalic and symmetrical. Hair is gray in color and distributed evenly. Neck lymph nodes not palpable. Ears are symmetrical and have the same color as client’s facial skin. No drainage present. PERRLA is noted. EOMI. Nose is straight and shows no signs of deviation. No noted drainage or flaring. Oral mucosa is pink and moist. Dentures were removed prior to intubation. They are sitting in a container at bedside. Uvula is midline. No discoloration noted. Trach is present. 


	CARDIOVASCULAR (2 points): 
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: 

	Client is being continuously monitored by telemetry and presenting as normal sinus rhythm at 78 beats per minute. Heart sounds auscultated x 5. S1 and S2 heart sounds noted. No noted murmurs or rubs. Radial and pedal pulses assessed. Pulses graded at +3 bilaterally. Capillary refill is less than 3 seconds. Patient has +1 pitting edema in the bilateral lower extremities. Negative for neck vein distention.

	RESPIRATORY (2 points):
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:

	No accessory muscle use noted. Trachea midline with no deviations. Client denies shortness of breath. Normal breath sounds without dyspnea. Anterior and posterior lung sounds auscultated. Diminished sounds in the right middle and lower lobes. Left side is clear. 

Patient is intubated with a 7.5 fr ETT. Placement is indicated by 20 cm mark at the lip. The client’s current respiratory rate is 22 breaths per minute. Current settings on the ventilator include FiO2: 60, TV: 250, PEEP: 8. VAP prevention measures include frequent suctioning and oral care, optimal positioning, and adequate staffing. 

	GASTROINTESTINAL (2 points):
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:

	Client is NPO due to intubation. No noted abnormalities noted upon inspection. No ascites present. Bowel sounds auscultated in all four quadrants. Client denies pain or tenderness upon light and deep palpation. No noted distention, incisions, scars, drains, or wounds. No ostomies or nasogastric tubes present. PEG tube is present. Client has been receiving Jevity 50/mL since being hospitalized. This is her norm at home as well. Client’s last bowel movement was 03/22/2020. 
	GENITOURINARY (2 Points): 
Color:
Character:
Quantity of urine: 
Pain with urination:  Y ☐     N ☐
Dialysis:  Y ☐     N ☐
Inspection of genitals: 
Catheter: Y ☐    N ☐    
     Type:
     Size:
     CAUTI prevention measures:
	Client is bedrest due to being intubated. A 14 fr Foley catheter was placed upon admission. Peri care has been completed every shift. Urine is light yellow in color. No odor or sediments present. Client has adequate output. Client’s input and output is being recorded diligently. External genitalia is present and unmarkable. 

	MUSCULOSKELETAL (2 points): 
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|_|

	Client is bedridden while intubated and receiving mechanical intubation. Full assistance is required at this time. Passive range of motion in all extremities. No noted tenderness or swelling. Strength is equal bilaterally. Client’s fall score is 55. At home, the patient ambulates with the assistance of a walker. 
	NEUROLOGICAL (2 points): 
MAEW:   Y ☐       N☐           
PERLA:    Y  ☐       N☐
Strength Equal:   Y ☐   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
	Client is a pleasant 75-year-old female. Client is sedated. When awake, client’s attitude is appropriate, calm, and cooperative. Client is alert and oriented to person, place, time and situation. Normal cognition. Client speaks English. Speech is clear, but impaired due to ETT. CN II-XII grossly intact and exhibited. Client’s strength is equal bilaterally. PERLA. 
	PSYCHOSOCIAL/CULTURAL (2 points):
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 is sedated but presents calm and cooperative when awake. Husband is at bedside. Client lives at the Villas of Hollybrook in Charleston, IL. Client identifies her husband as her support system. Client shows effective coping skills. Developmental level is appropriate for age. Client identifies as Catholic and states that religion and is very important to her. Family is very important to the patient. She has 4 kids that live across the country. The closest child lives an hour away.  


Vital Signs, 2 sets (5 points)
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	Oxygen

	0800
	78BPM
	106/62
	20/min
	36.8
	99%

	1245
	82 BPM
	101/59
	18/min
	36.6
	99%



Vital Sign Trends/Correlation: 
All vital signs are within defined ranges. 



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

	0800
	Critical-care pain observation tool (CPOT)
	· 
	0
	· 
	No interventions needed 

	1245
	Critical-care observation tool 
	· 
	4
	· 
	Patient repositioned

650 mg acetaminophen administered via PEG tube 



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

	Size of IV: 22 gauge
Location of IV: RAC
Date on IV: 03/20/2020
Patency of IV: Catheter patent, flushes easily
Signs of erythema, drainage, etc.:
No signs of erythema, drainage, or phlebitis
IV dressing assessment: Transparent, dry, and intact
	Saline locked 

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

	Type: Port 
Size: Unknown
Location: Left chest 
Date of insertion: Accessed 03/20/2020
Patency: Catheter present, flushes easily
Signs of erythema, drainage, etc.:
No signs of erythema, drainage, or phlebitis
Dressing assessment:
Transparent, dry, and intact
Date on dressing: 03/20/2020
CUROS caps in place: Y ☒     N ☐
CLABSI prevention measures: Ordered 
	CLABSI prevention measures include: 

· Using appropriate hand hygiene 
· Using chlorohexidine for skin preparation
· Use full-barrier precautions during central venous catheter insertion
· Remove unnecessary catheters 

Saline locked 

Port accessed with a 1inch needle on 03/20/2020



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

	+500 mL IV vancomycin 
	-1100 mL urine



Nursing Care
Summary of Care (2 points)
	Overview of care: 
If this was my client, my first priority would be to protect her airway. I would perform frequent oral care and suctioning to clear secretions. Next, I would perform frequent assessments on the client to ensure their status has not changed. The client is unable to move do to being intubated and receiving mechanical ventilation. Because of this, she is at an increased risk of developing a pressure ulcer or a DVT.  I would perform passive of range of motion exercises and reposition the client every 2 hours in an effort to prevent these complications. I would administer mediations in a timely manner and be available to the family if needed. I would provide the patient with emotional support and address any questions or concerns that she had. 
	Procedures/testing done: 
There were no procedures or testing completed. 
	Complaints/Issues: 
During the shift, the client’s daughter called the unit to discuss her mother’s condition. She demanded she be allowed to visit the client in the intensive care unit. However, due to the COVID-19 pandemic, the hospital’s visitor policy has been changed. As her nurse, I would advocate for the staff and patients at the facility. I would empathize with caller and acknowledge her frustration. Nevertheless, I would set boundaries and limits by informing her of the current restrictions. I would educate the client on the novel coronavirus and explain the importance of social distancing. 
	Vital signs (stable/unstable): 
Patient is stable. All vital signs are within defined ranges. 
	Tolerating diet, activity, etc.: 
Patient has no issues with her current diet. 
	Physician notifications: 
No provider notifications were necessary during the shift.
	Future plans for patient:
The patient is currently receiving palliative care. The husband informs staff that immediately prior to this visit, the patient was contemplating going on hospice. Due to the patient’s condition, I believe hospice is a good option to consider. As her nurse, I would discuss this in depth with the patient and her husband. If they decided to pursue hospice care, I would notify the physician. Once hospice has been consulted, they will assume care of the patient upon discharge. They will assess her needs and modify her medication regimen. Potential equipment needs for the client include supplemental oxygen, wheelchair, hospital bed, or a bedside commode. While in the hospital, the client’s future needs include frequent assessments, pain management, and fluid replacement. 
Discharge Planning (2 points)
	Discharge location: 
Villas of Hollybrook in Charleston, IL. 
	Home health needs (if applicable): 
Addressed in the patient’s future plans. 
	Equipment needs (if applicable): 
Addressed in the patient’s future plans. 
	Follow up plan: 
Patient should follow up with PCP within 5 day of discharge. 
	Education needs: 
Education needs will be addressed by the hospice nurse. 


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
	Rational
· Explain why the nursing diagnosis was chosen
	Intervention (2 per dx)
	Evaluation
· How did the patient/family respond to the nurse’s actions?
· Client response, status of goals and outcomes, modifications to plan.

	Ineffective airway clearance related to increased sputum production in response to respiratory infection as evidenced by abnormal breath sounds and infiltrates seen on chest x-ray film (Gulanick & Myers, 2014)
	Patient is admitted with healthcare-associated pneumonia. A CXR, CT of the chest and a sputum culture confirmed the diagnosis. There is a collection of mucus and inflammation in the airways. This can result in dyspnea. The patient has a history of laryngeal cancer. As a preventative measure, the patient was intubated. 
	1.Assess respirations, noting the rate, rhythm, depth and use of accessory muscles 

2. Assist with suctioning if necessary 

3. Maintain adequate hydration 

	Patient complied with all nursing interventions. Frequent respiratory assessments were performed on the client. The client is receiving mechanical ventilation. The rate, rhythm, and depth of respirations were all within defined limits. No accessory muscle use noted. Frequent oral care and suctioning was performed to clear secretions and protect airway. Client is adequately hydrated and is receiving IV fluid replacement. 

	Impaired gas exchange related to collection of mucus in the airways as evidenced by dyspnea (Gulanick & Myers, 2014) 
	Patient is admitted with healthcare-associated pneumonia. There is a collection of mucus and inflammation in the airways. This can result in dyspnea.  
	1. Monitor for changes in BP and HR 

2. Use pulse oximetry to monitor oxygen saturation and assess ABG’s 
	Client complied with all nursing interventions. Frequent respiratory and cardiovascular assessments were performed on the client. The patient’s vitals remained stable and within defined limits. The patient is intubated and receiving mechanical ventilation. Oxygen saturation is at 99%. Will continue to monitor. 

	Infection related to invading bacteria or viral organisms as evidenced by positive sputum report (Gulanick & Myers, 2014)
	The patient presented to the ED with manifestations congruent with pneumonia. A CXR and CT of the chest confirmed the diagnosis. A sputum sample was collected and indicated the pathogen was staphylococcus aureus. 
	1. Administer prescribed antimicrobials 

2 Assess the patient’s hydration status 

3. Keep the patient away from other patients who are at high risk for developing pneumonia by careful room assignments 

	Patient cooperated with all nursing interventions. Patient is receiving adequate hydration and is not showing any manifestations of dehydration. Patient also received IV fluid replacement. Vancomycin and meropenem were administered to the client. The client was given a private room to keep other patients who are at risk for developing pneumonia safe. 

	4. Risk for impaired skin integrity related to immobility (Gulanick & Myers, 2014)
	Patient is intubated and receiving mechanical ventilation. Due to this, patient is bedridden and unable to reposition herself. 
	1. Assess the general condition of the skin

2. Use an objective tool for pressure risk assessment 

3. Encourage the implementation and posting of a turning schedule, restricting time in one position to 2 hours or less 

	Patient complied with all nursing interventions. Patient does not show any signs of skin breakdown. Objective took for pressure risk assessment was completed. Braden scale score is a 13. This indicates that the patient is at risk of developing a pressure ulcer. Patient was turned every 2 hours. The nurse utilized wedges and pillows to reposition the patient. Barrier cream was applied to the coccyx to prevent breakdown from incontinence. The nurse will frequently perform skin assessments. 

	5. Acute pain related to medical problems as evidenced by patient reports of pain (Gulanick & Myers, 2014)
	Patient presented to the ED with chest pain and shortness of breath. Patient stated the pain was a 10 out of 10 on the numeric pain scale. 
	[bookmark: _Hlk21206364]1. Assess pain characteristics 

[bookmark: _Hlk21206391]2.Evaluate the patient’s response to pain and pain management strategies 

	Patient cooperated with all nursing interventions. Frequent pain assessments were performed using the critical-care pain observation tool (CPOT). Analgesics were administered at 1245 and the patient was repositioned in an attempt to relieve the pain. Patient will continue to be monitored. 



Other References (APA): 
Gulanick, M. & Myers, J. L. (2014). Nursing Care Plans. (8th ed.). Philadelphia, PA: ELSEVIER 



Concept Map (20 Points):
2

See below 
Nursing Diagnosis/Outcomes
· Chief complaint: Shortness of breath and chest pain 
· Patient rates pain 10/10 on numeric pain scale 
· Patient states pain is worse when laying down 
· Patient states nothing alleviates the pain 
· Patient denies 

· CT of the chest: Unremarkable. No evidence of pulmonary embolism. 
· CXR: 1st- Right lung has increased peripheral and basilar opacities related to the disease process of pneumonia. Interstitial thickening of pulmonary edema also noted. 
· 2nd- ETT in place 2 cm above carina 
· EKG: NSR at 78/bpm
· Sputum culture: Positive for staphylococcus aureus 
· Assess respirations, noting rate, rhythm, depth, and accessory muscle use 
· Assist with suctioning if necessary 
· Maintain hydration status 
· Monitor BP and HR for changes 
· Use pulse ox to monitor oxygen sat and assess ABG’s 
· Administer prescribed antimicrobials 
· Keep the patient away from other patients that are at high risk of developing pneumonia 
· Assess the general condition of the skin
· Use an objective tool for pressure risk assessment 
· Encourage the implementation of a turning schedule 
· Assess pain characteristics 
· Evaluate the patient’s response to pain and pain management strategies 
Patient is a 75-year-old female with a PMHx of CAD, CHF, anemia, DVT, Stage 4 laryngeal cancer, hypothyroidism, insomnia, dyslipidemia, and respiratory failure. The patient is admitted with healthcare-associated pneumonia and acute on chronic respiratory failure. Surgical history includes PEG tube, pleural drain, and tracheostomy placement and lung and laryngeal excision. 
1. Ineffective airway clearance 
Outcome: Patient will maintain clear, open airways
while hospitalized  

2. Impaired gas exchange 
Outcome: Patient maintains optimal gas exchange as evidenced by ABG’s within normal range, O2 sat above 90%, relaxed breathing, and baseline HR and BP while hospitalized 

3. Infection
Outcome: Patient experiences improvement in infection as evidenced by normal body temperature, normal WBC count, and negative sputum culture reports within the next 72 hours

4. Risk for impaired skin integrity 
Outcome: Patient’s skin remains intact while hospitalized 

5. Acute pain 
Outcome: Patient exhibits increased comfort such as baselines for HR, BP, and respirations, and relaxed muscle tone or body posture within the next 6 hours
Patient Information
Nursing Interventions
Objective Data
Subjective Data







