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Demographics (3 points) 
	Date of Admission
3/31
	Patient Initials
M..K.
	Age
27
	Gender
Female

	Race/Ethnicity
Caucasian
	Occupation
Elementary School Teacher
	Marital Status
Married
	Allergies
Sulfa drugs

	Code Status
Full
	Height
5’3”
	Weight
176



Medical History (5 Points)
Past Medical History:
· Pregnancy-induced hypertension
· Rheumatoid Arthritis
· Anemia
Past Surgical History:
· Cesarean Section
· Lithotripsy
Family History:
· Mother-DM
· Brother-DM
· Father-MI
Social History (tobacco/alcohol/drugs):
· Never smoked tobacco
· Casual drinker (1-2x per month
· Never used drugs
Assistive Devices:
No noted assistive devices 
Living Situation:
· She lives at home with husband and daughter.
Education Level:
· Bachelor’s degree in elementary education.
Admission Assessment 
Chief Complaint (2 points):
· Generalized “not feeling well”
History of present Illness (10 points):.
The onset of the symptoms is from “I ran for 50 miles over three days, and I was trying to beat my record.”  The patient stated, “not feeling well.”  The location wasn’t specific, and the patient noted a general “not feeling well.” The duration and character of the pain are unknown—no aggravating and relieving factors. The timing and severity of the discomfort are unidentified.
Primary Diagnosis
Primary Diagnosis on Admission (2 points):
· Rhabdomyolysis  
Secondary Diagnosis (if applicable):
NA
Pathophysiology of the Disease, APA format (20 points):
The patient that was in care was a 27-year-old female. She came in with the overall, not feeling well. The patient has been training for a marathon and ran over 50 miles over the past three days. She has a past medical history of pregnancy-induced hypertension, rheumatoid arthritis, and anemia. The admitting physician has diagnosed the patient with Rhabdomyolysis. 
           The pathophysiology of the syndrome causes damage to the muscle. “Rhabdomyolysis is a syndrome caused by injury to skeletal muscle and involves leakage of large quantities of potentially toxic intracellular contents into the plasma. Its common pathway may be a disturbance in myocyte calcium homeostasis” (“Rhabdomyolysis,” 2019, para. 1). The signs and symptoms vary from patient to patient. “The “classic triad” of rhabdomyolysis symptoms are muscle pain in the shoulder, thighs, or lower back; muscle weakness or trouble moving arms and legs; and dark red or brown urine or decreased urination” (Rhabdomyolysis: Symptoms, Causes, and Treatments, 2019, para. 5). Conversely, many patients don’t have interrelated muscle indications. “Half of the people with the condition may have not muscle-related symptoms” (Rhabdomyolysis: Symptoms, Causes, and Treatments, 2019, para. 5). There are some expected findings in the laboratory tested that key for diagnosing this syndrome. The physician will look at several different laboratory findings. Torres et al. (2015) explained:
CK blood levels remain increased longer than the concentration of myoglobin that has a half-life of 2-4 hours. Myoglobin concentrations tend to normalize within 6-8 hours following the muscle injury.2 Plasma myoglobin is not as sensitive as CK for diagnosis because of its short half-life, resulting in false-negative tests.16 Urine myoglobin will show erythrocyte positivity on urine dipstick because the orthotoluidine portion of the dipstick turns blue in the presence of myoglobin. (para. 28)
The laboratory levels show the critical element in rhabdomyolysis syndrome. The CK. levels are usually elevated since it is an enzyme found in the muscle. “The gold standard for laboratory diagnosis is the determination of plasma CK” (Torres et al., 2015, para. 28).  Myoglobin is also a consequence of protein found in the interruption of muscle or severe injury. Additionally, potassium excreted as a result of severe muscle or bone injury. This patient had an elevated creatinine with is another breakdown product that is usually removed by the kidneys. “Severe muscular damage may cause rhabdomyolysis, a toxic syndrome caused by a release of myoglobin for ischemia skeletal muscle, resulting in ATN” (Hinkle & Cheever, 2018, p. 2171). The creatine was elevated as a result of all the byproducts of the breakdown of the muscle. 
The patient’s treatment for the syndrome was treated with medications. The first medication was Normal Saline. “One of the most important treatment goals, when rhabdomyolysis is suspected, is avoiding acute kidney injury” (Torres et al., 2015, para. 3).  The IV fluids will ensure that the patient is hydrated. Then the patient gives NaCl tablet for her loss of sodium during the marathon training. Kayexalate was given for the hyperkalemia. The elevated potassium is due to the breakdown of the muscle and the release of potassium in the blood. This medication removed the potassium exchange and passed through the large intestine. Docusate was given because kayexalate can cause constipation or bowel obstructions. Also, acetaminophen was given for pain. The overall care and treatment consisted of balancing out the mineral and electrolyte levels and evading kidney damage.
Pathophysiology References (2) (APA):
Hinkle, J.L., & Cheever, K. H. (2018). Brunner & Suddarth’s Textbook of Medical-Surgical Nursing (14th ed.).Wolters Kluwer Health Lippincott Williams & Wilkins.
High potassium (hyperkalemia) Causes. (2018, January 11). https://www.mayoclinic.org/symptoms/hyperkalemia/basics/causes/sym-20050776
Rhabdomyolysis. (2019, November 8). https://emedicine.medscape.com/article/1007814-overview
Rhabdomyolysis: Symptoms, Causes, and Treatments. (2019, March 13). https://www.webmd.com/a-to-z-guides/rhabdomyolysis-symptoms-causes-treatments#1
Torres, P. A., Helmstetter, J. A., Kaye, A. M., & Kaye, A. D. (2015). Rhabdomyolysis: pathogenesis, diagnosis, and treatment. The Ochsner journal, 15(1), 58–69.


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 11/10
	Today's Value
11/11
	Reason for Abnormal Value

	RBC
	Females: 4.2 to 5.4 million/uL
Males: 4.7 to 6.1
	NA
	NA
	

	Hgb
	Females: 12 to 16 g/dL
Males: 14 to 18 g/dL
Elderly: levels slightly decreased 
	8.8
Low
	NA
	The client could have been anemic and lower due to RA (Pagana & Pagana, 2011).

	Hct
	Females: 37 to 47%
Males: 42 to 52%
Elderly: Levels slightly decreased 
	NA
	NA
	

	Platelets
	150,000 to 400,000 mm^3
	NA
	NA
	

	WBC
	5,000 to 10,000/mm^3
	7.4

	NA
	

	Neutrophils
	45%75%
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	

	Lymphocytes
	20%-40%
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	

	Monocytes
	4.4-12%
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	

	Eosinophils
	Less than 7%
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	

	Bands
	< x 10^9/L
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	




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

	Na-
	136 to 145 mEq/L
	123
Low
	NA
	This patient could have had deficient dietary intake (Pagana & Pagana, 2011).

	K+
	3.5 to 5.0 mEq/L
	5.5
High
	NA
	The patient has been diagnosed with rhabdomyolysis and which there is an increased break down in muscle. As a result, there is a release in potassium into the bloodstream (High potassium (hyperkalemia) Causes, 2018)

	Cl-
	98 to 106 mEq/L 
	NA
	NA
	

	CO2
	21-34
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	

	Glucose
	70-105 mg/dL
	86
	NA
	

	BUN
	10-20 mg/dL
	10
	NA
	

	Creatinine
	Females: 0.5-1.1 mgdL
Males: 0.6-1.2 mg/dL (ATI)
	1.67
High
	NA
	The patient has elevated creatinine because of the excretion of the byproduct of muscle breakdown causing damage to kidneys (Hinkle & Cheever, 2018, p. 1577).

	Albumin
	3.5 to 5 g/dL 
	NA
	NA
	

	Calcium
	9.0-10.5 mg/dL (ATI)
	NA
	NA

	

	Mag
	1.3 to 2.1 mEq/L 
	NA
	NA
	

	Phosphate
	2.5-4.5 (ATI)
 (Cleveland Clinic Cancer).
	NA
	NA
	

	Bilirubin
	0.3 to 1 mg/dL
	NA
	NA
	

	Alk Phos
	30 to 120 units/L
	NA
	NA
	

	AST
	0 to 35 units/L
	NA
	NA
	

	ALT
	4 to 36 units/L 
	NA
	NA
	

	Amylase
	30 to 220 units/L 
	NA
	NA
	

	Lipase
	0 to 160 units/L
	NA
	NA
	

	Lactic Acid
	0.4-2.3
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	

	Troponin
	0-0.4 ng/mL
(ATI)
	NA
	NA
	

	CK-MB
	3-5% or 5-25 IU/L
(Cabaniss CD. Creatine Kinase)
	NA
	NA
	

	Total CK
	22-198 u/L
(ATI)
	3568
High
	NA
	The total CK was elevated because she has rhabdomyolysis syndrome with CK will be increased due to severe muscle damage (Torres el al., 2015, para. 28). 



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
	0.8 to 1.1 (desired goal of 2 to 3 on warfarin therapy)
	NA
	NA
	

	PT
	11 to 12.5 seconds, 85 to 100% or 1:1.1 client-control ratio
	NA
	NA
	

	PTT
	30 to 40 seconds (1.5 to 2.5 times the control value if receiving heparin therapy 
	NA
	NA
	

	D-Dimer
	Less than 0.4 mcg/mL 
	NA
	NA
	

	BNP
	>125 pg/mL for patients aged 0-74 years
Less than 450 pg/mL if older
(NT-proB-type Natriuretic Peptide)
	NA
	NA
	

	HDL
	More than 45 mg/dL (ATI)
	NA
	NA
	

	LDL
	Less than 100mg/dL (ATI)
	NA
	NA
	

	Cholesterol
	3-5.5
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	

	Triglycerides
	50-150 (ATI)
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	

	Hgb A1c
	5.7% or less indicates not DM
7% indicated good control
8% to 9% fain DM control
9% or greater indicates poor control 
	NA
	NA
	

	TSH


	0.4-5.5
(Thyroid Blood Tests)
	NA
	NA
	

	T4


	4-12 mcg/dL.
(ATI)
	NA
	NA
	



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
	Straw
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	

	pH
	4.6 to 8 (ATI)
	NA
	NA
	

	Specific Gravity
	0.003-0.040
(Normal Lab Values - Common Laboratory Values)
	NA
	NA
	

	Glucose
	Less than 0.5 g/day(ATI)
	NA
	NA
	

	Protein
	0.8 mg/dL (ATI)
	NA
	NA
	

	Ketones
	None
	NA
	NA
	

	WBC
	Males: 0-3
Females: 0-5
High-power field (ATI)
	NA
	NA
	

	RBC
	0-5
(Urinalysis)
	NA
	NA
	

	Leukoesterase
	None
(Urinalysis)
	NA
	NA
	




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
(MedlinePlus Medical Encyclopedia)
	NA
	NA
	

	PaO2
	75-100 mm hg
(MedlinePlus Medical Encyclopedia)
	NA
	NA

	

	PaCO2
	38-42 mm hg
(MedlinePlus Medical Encyclopedia)
	NA
	NA
	

	HCO3
	22-26 mEq/L
(ATI)
	NA
	NA
	

	SaO2
	94%-100%
(MedlinePlus Medical Encyclopedia)
	NA
	NA
	



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
	4.5 - 7.2 normal range
(Laboratory Test Interpretation, n.d.).
	NA
	NA
	

	Blood Culture
	None
(Blood Culture)
	NA
	NA
	

	Sputum Culture
	None
(Bacterial Sputum Culture)
	NA
	NA
	

	Stool Culture
	Negative
(Stool Culture)
	NA
	NA
	



Lab Correlations Reference (APA):
Assessment Technologies Institute, LLC. (2017). RN adult medical surgical nursing: content mastery series review module. 
Bacterial Sputum Culture. (n.d.). https://labtestsonline.org/tests/sputum-culture-bacterial
Blood Culture. (n.d.). https://labtestsonline.org/tests/blood-culture
Blood gases: MedlinePlus Medical Encyclopedia. (n.d.). https://medlineplus.gov/ency/article/003855.htm.
Cabaniss CD. Creatine Kinase. In: Walker HK, Hall WD, Hurst JW, editors. Clinical Methods: The History, Physical, and Laboratory Examinations. 3rd edition. Boston: Butterworths; 1990. Chapter 32. Available from: https://www.ncbi.nlm.nih.gov/books/NBK352/
Cholesterol Levels: What You Need to Know. (2019, April 18). https://medlineplus.gov/cholesterollevelswhatyouneedtoknow.html.
High potassium (hyperkalemia) Causes. (2018, January 11). Retrieved from https://www.mayoclinic.org/symptoms/hyperkalemia/basics/causes/sym-20050776
Laboratory Test Interpretation. (n.d.). https://www.nurseslearning.com/courses/nrp/labtest/course/section5/index.htm.
Normal Lab Values - Common Laboratory Values. (n.d.). https://www.meditec.com/resourcestools/medical-reference-links/normal-lab-values/
NT-proB-type Natriuretic Peptide (BNP). (n.d.). https://my.clevelandclinic.org/health/diagnostics/16814-nt-prob-type-natriuretic-peptide-bnp
Pagana, K. D., & Pagana, T. J. (2011). Mosbys diagnostic and laboratory test reference (14th ed.). Elsevier Mosby.
Stool Culture. (n.d.). https://www.uofmhealth.org/health-library/hw5738.
Thyroid Blood Tests. (n.d.). https://my.clevelandclinic.org/health/diagnostics/17556-thyroid-blood-tests.
Torres, P. A., Helmstetter, J. A., Kaye, A. M., & Kaye, A. D. (2015). Rhabdomyolysis: pathogenesis, diagnosis, and treatment. The Ochsner journal, 15(1), 58–69.
Troponin. (n.d.). https://www.urmc.rochester.edu/encyclopedia/content.aspx?contenttypeid=167&contentid=troponin.
Diagnostic Imaging
All Other Diagnostic Tests (5 points):
The patient’s diagnostics testing was an EKG and chest x-ray due to the patient’s hyperkaliemia. The EKG was used for the hyperkaliemia because of the adverse effects this condition has on the heart. “Serum potassium levels and ECG changes are crucial to the diagnosis of hyperkalemia” (Hinkle & Cheever, 2018, p. 271). This patient had a level of 5.5 potassium, which is considered a mild case of hyperkalemia. It’s important to verify there aren’t any abnormalities, which there were not any shown with EKG.  Because of the increase in the incidence of shortened repolarization and peaked T waves from this electrolyte imbalance. “Shortened repolarization and peaked T waves are seen initially” (Hinkle & Cheever, 2018, p. 272). This patient also had a chest x-ray that showed negative for any acute abnormalities. “The image helps your doctor determine whether you have heart problems, a collapsed lung, pneumonia, broken ribs, emphysema, cancer, or any of several other conditions “(Chest X-rays, 2020, para. 2). Using the chest x-ray will further assist the diagnosing physician with a image of the chest cavity to verify if there is or isn’t any heart issues.
Diagnostic Test Correlation (5 points):
The labs for the patient was the diagnosing element needed. This patient had CK elevated to 3568.  “Serum Ck levels are elevated when these muscle or nerve cells are injured” (Pagana & Pagana, 2011, p. 297).  The CBC was relevant to show that there was an increase in CK at a level to verify muscle damage. “The gold standard for laboratory diagnosis is the determination of plasma CK” (Torres et al., 2015, para. 28). The patient’s serum potassium was elevated to a level of 5.5. The patient has been diagnosed with rhabdomyolysis and which there is an increased break down in muscle. As a result, there is a release in potassium into the bloodstream (High potassium (hyperkalemia) Causes, 2018). Lastly, the patient’s creatinine was elevated to 1.67, which is from the excretion of myoglobin and muscle breakdown that causes damage to kidneys. “Severe muscular damage may cause rhabdomyolysis, a toxic syndrome caused by a release of myoglobin for ischemia skeletal muscle, resulting in ATN” (Hinkle & Cheever, 2018, p. 2171). Creatine show if the patient’s kidney function, and this helps determine all the needed information to diagnose rhabdomyolysis syndrome.
Diagnostic Test Reference (APA): 
[bookmark: _Hlk36902896]Chest X-rays. (2020, February 1). https://www.mayoclinic.org/tests-procedures/chest-x-rays/about/pac-20393494.
Hinkle, J.L., & Cheever, K. H. (2018). Brunner & Suddarth’s Textbook of Medical-Surgical      Nursing (14th ed.). Wolters Kluwer Health Lippincott Williams & Wilkins.
High potassium (hyperkalemia) Causes. (2018, January 11). https://www.mayoclinic.org/symptoms/hyperkalemia/basics/causes/sym-20050776
Pagana, K. D., & Pagana, T. J. (2011). Mosbys diagnostic and laboratory test reference (14th ed.). Elsevier Mosby.
Torres, P. A., Helmstetter, J. A., Kaye, A. M., & Kaye, A. D. (2015). Rhabdomyolysis: pathogenesis, diagnosis, and treatment. The Ochsner journal, 15(1), 58–69.
	
	



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

Home Medications (5 required)
	Brand/Generic
	Claritin/Loratadine
	Imuran/Azathioprine
	Plaquenil Sulfate/Hydroxychloroquine
	Folacin/Folic Acid

	Prenatal Multivitamins
(Prenatal multivitamins Uses, Side Effects & Warnings, n.d.)

	Dose
	10 mg 

	50 mg
	200 mg
	1 mg
	2 Chewable 

	Frequency

	Daily 
	Daily
	Daily
	Daily
	Daily


	Route
	PO

	PO
	PO
	PO
	PO/CTB

	Classification
	Nonsedating antihistamine
	Immunosuppressant Disease-Modifying Rheumatic Drug (DMARD) 
	Response Modifier; Antimalarial; Disease Modifying Rheumatic Drug
	Vitamin B9
	Multivitamins for prenatal.

	Mechanism of Action
	Long-acting nonsedating antihistamine with selective peripheral H1 receptor antagonism, thus blocking histamine release. Loratadine diminishes capillary permeability, edema formation, and constriction of respiratory, GI, and vascular smooth muscle. Effective in relieving allergic reaction related to histamine release. 

	Antagonizes purine metabolism and appears to inhibit DNA, RNA, and normal protein synthesis in rapidly growing cells. Suppresses T cell effects before transplant rejection, Has immunosuppressant and anti-inflammatory properties. 
	Antimalarial activity results from forming complexes with DNA of parasite, thereby inhibiting replication and transcription to RNA and DNA synthesis of the parasite. Effective against Plasmodium vivax and Plasmodium malaria, Also is effective as second line of defense for treatment of rheumatoid arthritis and SLE. 
	Vitamin B9 essential for nucleoprotien synthesis and maintenance of normal erythropoiesis. Acts to correct folic acid deficiency that results in production of defective DNA that leads to megaloblast formation and arrest of bone marrow maturation. Stimulates production of RBCs. WBCs, and platelets in patients with megaloblastic anemias. 
	Multivitamins are used to provide vitamins that are not taken in through the diet. Multivitamins are also used to treat vitamin deficiencies (lack of vitamins) caused by illness, pregnancy, poor nutrition, digestive disorders, and many other conditions. (Multivitamins Uses, Side Effects & Warnings, n.d., para. 2)

	Reason Client Taking 

	Allergies 
	Rheumatoid Arthritis 
	Rheumatoid Arthritis 
	Pregnancy/ Inadequate dietary intake
	To provide vitamins that are not provided through diet.

	Contraindications (2)

	1.Hypersensitivity to loratadine.
2.Structureally related antihistamines 
	1.Clinically active infection 
2. Pregnancy

	1.Known hypersensitivity to retinal or visual field changes associated with quinoline compounds
2.Psoriasis

	1.Normocytic
2.Neonates 
 
	1.There are some food interactions and I would need to consult the doctor further. 
2. Too much Iron can lead to poisoning.

	Side Effects/Adverse Reactions (2)

	1.CV: Hypotension, hypertension, palpitations, syncope, tachycardia
2.Skin: Rash, pruritus, photosensitivity

	1.Hematologic: Bone marrow depression, thrombocytopenic, leukopenia, anemia agranulocytosis, pancytopenia. 
2. Secondary infection (Immunosuppressant). 
	1.GI: Anorexia, nausea, vomiting, diarrhea, abdominal cramps, weight loss.
2.Hematologic: Hemolysis in patients with G6PD deficiency, agranulocytosis (rare), thrombocytopenia

	1.Reportedly nontoxic
2.Slight flushing and feeling of warmth following IV administration. 
 
	1.Black tarry or bloody stools
2. Fever

	Nursing Considerations (2)

	1.Assess carefully for and rep distressing or dangerous S&S that occur after initiation of the drug. 
2.Monitor cardiovascular status and report significant changes in BP and palpitations or tachycardia. 
	1.Monitor vital signs, Report sign of infection
2.Monitor I&O ratio; not color character, and specific gravity of urine. 

	1.Monitor: lab tests Periodic blood cell counts with long-term.
2.Withhold drugs and notify prescriber if weakness, visual symptoms hearing loss, usual bleeding, bruising, or sing eruptions occur. 


	1.Keep prescriber informed of patient’s response to therapy.
2.Monitor patients on phenytoin for subtherapeutic plasma levels. 

	Check the minerals before giving to the patient to verify the patient will not overdose. Specifically check the IRON labs: H & H.

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Check if the patient is pregnant. Check the renal and hepatic labs. Check if the patient has eaten because it’s supposed to be given on an empty stomach. 
	Monitor for infection/ Lab test: baseline CBC with differential and platelet count. 
	Check the CBC and specifically the blood cell count. 
	 Obtain a careful history of dietary intake and drug and alcohol usage prior to start the therapy. 
	Check the minerals before giving to the patient to verify the patient will not overdose. Specifically check the IRON labs: H & H.

	Client Teaching needs (2)

	1.Drug may cause significant drowsiness in patients that have liver or kidney impairment. 
2. Concurrent use of alcohol and other CNS depressants may have an additive effect. 

	1. Avoid contact with anyone who has a cold or other infection and report sings of impending infection. 
2.Chronic use of this drug has been associated with development of blood cancers in patients with inflammatory bowel disease.
	1.Learn about adverse effects and their symptoms when taking prolonged therapy.

	1.Remain under close medical supervision while taking folic acid therapy.
2.Adjustment of maintenance dose should be made if there is threat of relapse. 

	1.Know the signs and symptoms of an allergic reaction.
2. Take as suggested so you don’t overdose. 






Hospital Medications (5 required)
	Brand/Generic
	Thermotabs/Sodium Chloride Tablets
(Sodium Chloride Monograph for Professionals, n.d)
	Kayexalate/Sodium Polystyrene Sulfonate 

	Colace/
Docusate

	Tylenol/Acetaminophen
	Normal Saline/
Sodium Chloride (Normal Saline (Sodium Chloride Injection): Uses, Dosage, Side Effects, Interactions, Warning, 2010)

	Dose
	750 mg/ 150 mL

	30 g
	100 mg 
	650 mg
	250 mL/hr


	Frequency

	Daily
	Daily
	BID PRN
	Q6H/PRN
	250 mL/hr


	Route
	IV piggyback

	PO
	PO
	PO
	IV

	Classification
	Mineral and electrolyte replacement
	Electrolyte and water balance; Cation exchange 
	Stool softener
	Nonnarcotic analgesic, Antipyretic
	Nonpyrogenic solution for fluid and electrolyte replenishment.

	Mechanism of Action
	Mode of action: Sodium chloride is the principle salt involved in maintaining the osmotic tension of blood and tissues, changes in osmotic tension influence the movement of fluids and diffusion of salts in cellular tissue. Slow Sodium provides a source of sodium (in the form of sodium chloride) where a deficiency exists. (Slow Sodium, n.d.).
	Sulfonic cation-exchange resin that removes potassium by exchange in sodium ion for potassium, particularly in large intestine; potassium containing resin is then excreted through the bowel. Removes potassium by exchanging sodium ion for potassium through the large intestine. 
	Anionic surface-active agent with emulsifying and wetting properties. Detergent action lowers surface tension, permitting water and fats to penetrate and soften stools for easier passage.

	Produces analgesia by elevation of the pain threshold. Reduces fever by inhibiting the action of endogenous pyrogens on the heat -regulation centers in the brain by blocking the formation and release of prostaglandins.
	Is a sterile, nonpyrogenic solution for fluid and electrolyte replenishment in single dose containers for intravenous administration. It contains no antimicrobial agents. The nominal pH is 5.5 (4.5 to 7.0). Composition, osmolarity, and ionic concentration are shown below:

	Reason Client Taking 
	Low sodium/ Hyponatremia  
	Elevated potassium/ Hyperkalemia 
	Constipation/Kayexalate causes constipation 

	Severe Pain.
	Electrolyte replenishment. 

	Contraindications (2)
	1.    Sodium/water imbalance
2.Acidosis

	1.Hypokalemia
2.GI obstruction 

	1.Atonic constipation, 
2.Use of docusate sodium inpatients on sodium restriction

	1.Intolerance to opiate agonists.
2.Severe respiratory depression.
	1.Diuresis
2.Corticosteroids

	Side Effects/Adverse Reactions (2)
	1.Fever
2.Hives, itching, or rash.

	1.GI: Constipation, fecal impaction
2.Sodium retention

	1.GI: Occasional mild abdominal cramps, diarrhea, nausea, bitter taste.
2.Throat irritation, rash
	1.GI: Nausea, vomiting, constipation.
2. CNS: Euphoria, dizziness, drowsiness.
	1.Fibrile
2.Hypervolimia

	Nursing Considerations (2)
	1.Only administer sodium chloride during pregnancy if it is clearly needed
2. It is important that the tablets should be swallowed whole with water.

	1.Serum potassium levels do not always relict intracellular potassium deficiency. Observe patient closely for early clinical signs of severe hypokalemia.
2.Consult prescriber about restricting sodium content from dietary and other sources since drug contain approximately 100 mg of sodium. 

	1.Withhold drug if diarrhea develops and notify prescriber
2.Therapeutic effectiveness: Usually apparent 1-3 days after first dose. 

	1.Monitor for respiratory distress. 
2.Assess effectiveness of pain relief 30 min after medication administration. 
	1.Assess fluid balance.
2.Assess symptoms of hyponatremia.

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Check the dosage because it can cause damage if the wrong amount is administered.  
	Check the Potassium level to verify that the K+ is needed to be administered.  
	Listen and check the activity of the bowel sounds.

	Check the respiratory status.
	Look at the all electrolyte labs. Specifically, sodium. Also, listen to the lungs to verify there isn’t fluid volume overload. Also, check the extremities for edema.  

	Client Teaching needs (2)
	1. Take with food if it causes an upset stomach. 2.You may dissolve the tablet in water and drink.
 
	1.Check bowel functions daily.
2.Use laxative or stool softener to prevent constipation.
 
	1.Do not take concomitantly with mineral oil.
2.Do not take for prolonged periods in lieu of proper dietary management or treatment of underlying causes of constipation. 

	1.Request medication at the onset of the pain and do not wait until pain is severe. 
2.Avoid alcohol and other CNS depressants while taking this drug. 
	1.Explain to the client why they are taking the intravenous solution. 
2. Explain the signs & symptoms of hypervolemia. 



Medications Reference (APA):
Multivitamins Uses, Side Effects & Warnings. (n.d.). https://www.drugs.com/mtm/multivitamins.html
Normal Saline (Sodium Chloride Injection): Uses, Dosage, Side Effects, Interactions, Warning. (2010, December 2). https://www.rxlist.com/normal-saline-drug.htm#description
Prenatal multivitamins Uses, Side Effects & Warnings. (n.d.). https://www.drugs.com/mtm/prenatal-multivitamins.html
Shields, K. M., Fox, K. L., & Liebrecht, C. (2018). Pearson nurses drug guide 2018. Pearson.
Slow Sodium. (n.d.). Retrieved from https://www.medicines.org.uk/emc/product/960/smpc

Sodium Chloride Monograph for Professionals. (n.d.). 

https://www.drugs.com/monograph/sodium-chloride.html



Assessment 
Physical Exam (18 points) 
	GENERAL (1 point):
Alertness:
Orientation:
Distress:
Overall appearance: 
	Patient exhibits no signs of impaired memory and is oriented to person, place, time, and situation. A & O x 4. Patient is awake and alert.
Patient is responsive to stimuli. The Patient's speech is clear and regular.

	INTEGUMENTARY (2 points): 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds: .
Braden Score: 
Drains present:  Y☐         N ☐      
     Type:
	The skin was normal pale pink and warm — no noted edema. Pulses were felt and were strong at 3+ each. The extremity pulses were all detected at 3+. No abnormal dermal sensations detected. Her handgrip strength was normal equal bilateral. The lower extremity flex strength was normal equal bilateral. No rashes or drainage noticed during the inspection of the skin. The skin was dry — Braden scale on 22. The skin had good turgor with some tenting.

No drains or ports were present on this patient. 


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

	   
Hair is thick, Black, and evenly distributed. Eyes: Conjunctiva is pink; sclera is white. Pupils are 3 mm equal, round, and reactive to light with 2 step method bilaterally. Accommodation with convergence and constriction bilaterally. EOMs are intact bilaterally. Patient eyes had normal conjunctiva, no scleral icterus bilaterally. Ears: Soft and no cerumen noticeable in both ears bilaterally. Nose: No deviations present. The mucosa is pink and moist. The patient reports no nose bleeds. Mouth: Lips are symmetrical and dry. Oral mucosa is moist and pink. All teeth were visible. Neck: Trachea appears midline. Thyroid was not palpable along with tonsillar, submandibular, and submental lymph nodes. No pulsations present bilaterally.  
.

	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: 

	Heart sounds were heard while auscultating in the aortic, mitral, tricuspid, Erb's point, and pulmonic. Heart sounds were heard clearly as Lub Dub. There wasn't a murmur or gallop detected. Capillary refill is less than 3 seconds on all extremities bilaterally. Radial, Brachial, carotid, popliteal, dorsal pedal, and tibialis posterior pulses were all felt and strong bilateral at 3+. No abnormal neck distention. No edema on all extremities bilaterally.

	RESPIRATORY (2 points):
Accessory muscle use:    Y☐     N ☐
Breath Sounds: Location, character

	 Breathing is regular, with normal expansion seen bilaterally. Posterior and anterior lung sounds were clear bilaterally. No accessory muscles were used.

	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:

	[bookmark: _GoBack]The patient is on a regular diet. However, caution K+ and Na use because of the medications prescribed. The abdomen is flat, soft, and non-tender when palpated — no masses or abnormalities. Bowel sounds were active in all four quadrants. The patient was obese being 5'3," weighing 176. The abdomen was distended and had no pain. No scars drain, or wounds seen at the time of assessment. The patient's last BM was in the morning and was normal. 

No incisions, scars or wounds were visible. 

No ostomy or drains were present. 

No feeding or nasogastric tubes were implemented.

	GENITOURINARY (2 Points): 
Color:
Character:
Quantity of urine: 
Pain with urination:  Y ☐     N ☐
Dialysis:  Y ☐     N ☐
Inspection of genitals: 
Catheter: Y ☐    N ☐    
     Type:
     Size:
	Urine color is unknown. No pain when urinating. No Dialysis. No catheter was implemented.

	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|_|

	Her hand grip was normal bilateral. Foot flex was normal bilateral. She is mobile with no assistance needed and has a good ROM. However, she classifies as a Morse fall risk of 25. The patient is independent. The patient does not need assistance or equipment. No support needed to stand or walk. 


	NEUROLOGICAL (2 points): 
MAEW:   Y ☐       N☐           
PERLA:    Y  ☐       N☐
Strength Equal:   Y ☐   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
	Patient exhibits no signs of impaired memory and is oriented to person, place, time, and situation. A & O x 4. Patient is awake and alert.
Patient is responsive to stimuli. The Patient's speech is clear and regular.

 Pupils are 3 mm equal, round, and reactive to light with a 2-step method bilaterally.  Accommodation with convergence and constriction bilaterally.  EOMs are intact bilaterally. Patient eyes had normal conjunctiva, no scleral icterus.

Arms and legs were equal strength bilaterally. 

Speech was normal. Mental status was normal.


	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):
	 The patient coping methods were healthy. However, she overexerted herself, trying to train for the marathon. The patient is not religious and a normal to above-average developmental level. She has a sound support system and lives at home with her husband and daughter.



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

	0700
	76
	126/68
The patient has an elevated BP because pain.
	16
	36.5
	98%

	1100
	68
	118/62
	16
	36.8
	97%



Vital Sign Trends: 
The vital sign trend showed that the BP was elevated at 0700 and then lowered to the normal range at 1100. The pulse, respirations, temperature, and oxygen saturation were all within normal limits with both times of getting the vital signs. BP was likely elevated because of the stated pain level. Therefore, the medication was able to lower the pain and, as a result, lower the blood pressure by 1100 VS.
Pain Assessment, 2 sets (2 points)
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	0700
	Numeric
	NA
	6/10
	Generalized Pain
	Tylenol administration

	110
	Numeric
	NA
	2/10
	Generalized Pain
	No intervention at that time. 




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:
	20g on the left AC dated 3/30/2020. The IV site was clear, dry, intact, and patent. There were no signs of erythema or drainage at the IV site.
18g on the right hand dated 3/30/2020. The IV site was clear, dry, intact, and patent. There were no signs of erythema or drainage at the IV site.



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

	NS 1000/mL 4 hr-250 per hr
240 PO Tea with breakfast
120 mL PO with breakfast
= 1360 mL over 4 hr
	1750 mL of urine voided in 4 hr
X2 stools. 



Nursing Care
Summary of Care (2 points)
	Overview of care:
The patient came in with the overall, not feeling well. I helped get ready for breakfast and got her order. I got two sets of VS. I also administered the medications in the morning at around 0900.
	Procedures/testing done:
No procedures and testing were done at the time of care. 
	Complaints/Issues:
When I got my first set of VS, the patients had a pain level of 6/10. I then administered acetaminophen. The pain was decreased on the second set of VS 2/10. 
	Vital signs (stable/unstable):
The vital sign was stable. However, the patient has had an elevated BP. In the second set of VS, the patient's BP was normal.
	Tolerating diet, activity, etc.:
The patient is on a normal diet and activity. 
	Physician notifications:
I wasn’t aware of any physician notifications orders. 
	Future plans for patient:	
The patient is planning on returning home tomorrow. 
Discharge Planning (2 points)
	Discharge location:
The client will be discharged at home with her husband and child. 
	Home health needs (if applicable):
The client is no in need of home health services. 
	Equipment needs (if applicable):
The patient will need a pcp to manage the pain.
	Follow up plan:
The facility will follow up with the patient about a PCP 1 week after discharge.
	Education needs:
The patient needs education on the exercise and how much is appropriate for the client. 
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.

	At risk for acute kidney injury related to increased creatine as evidenced by rhabdomyolysis.
	The highest risk for rhabdomyolysis is AKF or ANI.
	1.Continulally assess renal function when appropriate. 

2.Maintian hydration. 

	Restore kidney function to optimal state by the time of discharge.  
Patient will maintain hydration for the duration of the hospital stay. 

	1.      At risk for impaired cardiovascular function related to electrolyte imbalance as evidenced by hyperkalemia. 
	Serum K+ levels can cause dysrhythmias if they are not within 3.5-5.  
	1. Monitor patient laboratory date. 

2.Monitor patients BP to make sure it’s within normal limits. 

	[bookmark: _Hlk36918152]The treatment will lower the patient serum potassium levels. 
The BP will continue to be within normal limits. 

	3.	Ineffective Electrolyte imbalance related to elevated potassium as evidence by the diagnosis rhabdomyolysis.
	The patient had elevated K+ and decreases Na.
	1.Observe for muscle weakness and dysrhythmias  

2. Administer the prescribed medications 

	The patient will feel stronger and there will be no EKG abnormalities. 
The treatment will lower the patients K+ and increase the Na within normal limits. 

	4.
At risk for acute confusion related to electrolyte imbalances as evidence by hyperkalemia

	The patient has electrolyte imbalance and this can cause confusion. 
	1.Administer the cation exchange resins. 

2. Assess for and alert the patient to indication of alternation of electrolyte balance. 

	The patient K+ labs with be with in normal in a week.

The patient will remain alert and oriented for the duration of the hospital stay. 



Other References (APA): 
Swearingen, P. L. (2015). All-In-One Care Planning Resource. Mosby.
Concept Map (20 Points):

2


· The patient rated her pain as a 6/10 and then 2/10 on a numeric scale.
· The patient stated she was generally “not feeling well.”


· The EKG showed normal sinus rhythm with no abnormalities. 
· The chest x-ray was negative for any abnormalities.
· The hgb showed that the patient was anemic at 8.8. 
· The potassium showed that she was hyperkalemic at 5.5.
· The CK showed that she had muscle damage at 3568.
· The creatinine showed that her kidneys were affected at 1.67.
· He first set of VS showed verified she was in pain at 6/10 being 126/68
· At risk for acute kidney injury
· Continually assess renal function when appropriate. 
· Maintain hydration.
· At risk for impaired cardiovascular function
· The treatment will lower the patient serum potassium levels. 
· The BP will continue to be within normal limits.
· Ineffective Electrolyte imbalance
· The patient will feel stronger and there will be no EKG abnormalities. 
· The treatment will lower the patients K+ and increase the Na within normal limits.
· At risk for acute confusion
· The patient K+ labs with be with in normal in a week.
· The patient will remain alert and oriented for the duration of the hospital stay.
The onset of the symptoms is from “I ran for 50 miles over three days, and I was trying to beat my record.”  The patient stated, “not feeling well.”  The location wasn’t specific, and the patient noted a general “not feeling well.” The duration and character of the pain are unknown—no aggravating and relieving factors. The timing and severity of the discomfort are unidentified.
· At risk for acute kidney injury related to increased creatine
· Restore kidney function to optimal state by the time of discharge.  
· Patient will maintain hydration for the duration of the hospital stay.
· At risk for impaired cardiovascular function related to electrolyte imbalance
· Monitor patient laboratory date. 
· Monitor patients BP to make sure it’s within normal limits.
· [bookmark: _Hlk36918691]Ineffective Electrolyte imbalance related to elevated potassium
· Observe for muscle weakness and dysrhythmias  
·  Administer the prescribed medications
· At risk for acute confusion related to electrolyte imbalances
· Administer the cation exchange resins. 
· Assess for and alert the patient to indication of alternation of electrolyte balance. 


Nursing Diagnosis/Outcomes
Subjective Data
Objective Data
Patient Information
Nursing Interventions



