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N433 Care Plan

Demographics (3 points) 
	Date of Admission
6/24/2020
	Patient Initials
C.S.
	Age (in years & months)

6 years 1 month

	Gender
Male

	Code Status
Full
	Weight (in kg)
21 kg

Height
120 cm
	BMI

14.6
	Allergies/Sensitivities (include reactions)
Peanuts: anaphylaxis
Perfumes: no reaction noted.
Dyes: no reaction noted.



Medical History (5 Points)
Past Medical History: No past medical history was noted by relatives or in EMR.
	Illnesses: No past illnesses were noted by relatives or in EMR.
	Hospitalizations: No past hospitalizations were noted by relatives or in EMR.
Past Surgical History: No past surgical history was noted by relatives or in EMR.
Immunizations: All immunizations are up to date.
Birth History: 
	Complications (if any): No birth complications noted.
Assistive Devices: No assistive devices needed.
Living Situation: The patient currently lives with his aunt and uncle while his parents are serving in the military overseas. 

Admission Assessment 
Chief Complaint (2 points): Difficulty breathing
Other Co-Existing Conditions (if any): N/A
Pertinent Events during this admission/hospitalization (1 point): 
While in the emergency department, the patient received oxygen via nasal cannula at 2 liters. 

History of present Illness (10 points): The patient presented to the emergency department with difficulty breathing. A relative noted that the difficulty breathing began 30 minutes ago after eating a cookie containing peanuts. The child has a known peanut allergy. No intervention was utilized to improve breathing. The relative did not administer an epi-pen. The patient had increased respirations, dyspnea, tachycardia, wheezing, and mild stridor when he presented to the E.D. No facial edema, rashes, or complete airway obstruction noted. 


Primary Diagnosis
Primary Diagnosis on Admission (2 points):.Anaphylaxis
Secondary Diagnosis (if applicable):.
Pathophysiology of the Disease, APA format (20 points):
Anaphylaxis occurs when a foreign object triggers an abnormal immune response. The allergen triggers mast cells to release inflammatory immune mediators such as histamine, prostaglandins, and leukotrienes (Peavy et al., 2008). Histamine causes vasodilation of blood vessels, increased heart rate, and contractility, and increased mucous production, resulting in hypotension and tachycardia. Prostaglandins cause bronchial and pulmonary constriction, resulting in airway closure, increased respiration, and difficulty breathing. Leukotrienes also contribute to bronchoconstriction. Common symptoms of anaphylaxis include tongue and airway inflammation, wheezing, stridor, difficulty breathing, decreased SpO2 levels, rapid pulse, low blood pressure, and rash (Mayo Clinic, 2019). Anaphylaxis is considered a medical emergency, and immediate treatment is necessary. If not treated promptly, complications of anaphylaxis include brain damage, kidney failure, cardiac arrest, suffocation, and death. During anaphylaxis, complete airway constriction can occur.
Prolonged airway constriction prevents the adequate exchange of oxygen and carbon dioxide, resulting in hypoxia and suffocation. Prolonged hypoxia can also cause brain damage because the tissues are deprived of oxygen, resulting in cell death. Due to this, stabilization of the airway is a priority action to promote oxygen exchange.  The patient should also be on cardiac monitoring and have their vitals continually assessed to monitor for oxygenation and cardiac changes. Common allergens causing anaphylaxis include milk, soy, peanuts, tree nuts, and shellfish, medications, and bee stings (Peavy et al., 2008). This condition is commonly diagnosed based on the history of illness, presenting symptoms, and interview of events leading up to the event. Blood tests can be performed to determine the presence of tryptase, an enzyme associated with anaphylaxis (Mayo Clinic, 2019). Anaphylaxis is typically treated with epinephrine, supplemental oxygen, antihistamines, bronchodilators, IV fluids, and glucocorticoids (Better Health, 2014). 
	This patient presented with dyspnea, tachypnea, tachycardia, wheezing, and stridor. During assessment, it was found that the patient's SpO2 levels were 89%, respirations were 27, and heart rate was 145 bmp. The patient did not have a rash, did not have complete airway constriction, and could communicate. A health history provided by the patient’s caregiver indicated that the patient had a peanut allergy. The caregiver also noted that the child consumed a cookie that may have contained peanuts before the event. Based on the patient’s symptoms, health history, and actions leading up to the event, the child was diagnosed with anaphylaxis. The physician ordered a nonrebreather mask with oxygen at 15 L/minute to increase the patient's SpO2 levels. The patient received 0.3 mg of intravenous epinephrine, 25 mg of diphenhydramine, 10 mg of methylprednisolone, and 20 mg of ranitidine to reduce inflammation, relax bronchial muscles, dilate blood vessels, and prevent the further secretion of inflammatory mediators (Jones & Bartlett Learning, 2019). The physician also ordered 240 mL of IV 0.9% normal saline to increase blood volume, raising the patient's blood pressure, and improving cardiac output. 

Pathophysiology References (2) (APA):
Better Health. (2014). Anaphylaxis. Department of Health and Human Resources. 
https://www.betterhealth.vic.gov.au/health/conditionsandtreatments/anaphylaxis
Jones & Bartlett Learning. (2019). 2019 Nurse’s drug handbook. Burlington, MA.
Mayo Clinic. (2019). Anaphylaxis. https://www.mayoclinic.org/diseases-
conditions/anaphylaxis/diagnosis-treatment/drc-20351474
Peavy, R. D., & Metcalfe, D. D. (2008). Understanding the mechanisms of anaphylaxis. Current
opinion in allergy and clinical immunology, 8(4), 310–315. https://doi.org/10.1097/ACI.0b013e3283036a90


Active Orders (2 points)
	Order(s)
	Comments/Results/Completion

	Activity: No activity order provided.
	

	Diet/Nutrition: No diet order provided.
	

	Frequent Assessments: 
Continuous pulse ox, Place patient on cardiac/apnea monitor.
	
Continuous pulse ox placed on left finger.
Cardiac monitor placed.

	Labs/Diagnostic Tests: 
No labs or diagnostic tests ordered.
	

	Treatments: Nasal cannula 2 L O2/minute. May switch to nonrebreather, titrating O2 to maintain SpO2 >94%
	Patient placed on a nonrebreather mask at 15 L O2/minute at 0815 due to decreased SpO2 of 89%

	Other:
	

	New Order(s) for Clinical Day

	Order(s)
	Comments/Results/Completion

	Monitor vital signs every 5 minutes
	Vital signs last obtained at 0825

	Give 20 mL/kg normal saline over 30 minutes now
	Infusion started at 0815

	Give 0.3 mg epinephrine IV stat
	Administered at 0815

	Give 25 mg diphenhydramine IV stat
	Administered at 0815

	Give Ranitidine 20 mg IV stat
	Administered at 0815

	Give 10 mg methylprednisolone IV now
	Administered at 0815







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 (specific to the age of the child)
	Admission or Prior Value
	Today's Value
	Reason for Abnormal Value

	RBC

	4.1-5.2 
	No labs were drawn.
	
	

	Hgb

	11.5-14.3 g/dL
	No labs were drawn.
	
	

	Hct

	34-42%
	No labs were drawn.
	
	

	Platelets

	187-400 10^9/L
	No labs were drawn.
	
	

	WBC

	3.8-10.4 10^9/L
	No labs were drawn.
	
	

	Neutrophils

	1.5-6.5 x10^9/L
	No labs were drawn.
	
	

	Lymphocytes

	1.4-3.9 x10^9/L
	No labs were drawn.
	
	

	Monocytes

	.2-.8 x10^9/L
	No labs were drawn.
	
	

	Eosinophils

	0 - 0.5 x10^9/L
	No labs were drawn.
	
	

	Basophils

	0 – 0.1 x10^9/L
	No labs were drawn.
	
	

	Bands

	0.0-1.0%
	No labs were drawn.
	
	



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

	Na-
	133-143 mEq/L
	No labs were drawn.
	
	

	K+
	3.6-4.6 mEq/L
	No labs were drawn.
	
	

	Cl-
	101-111 mEq/L
	No labs were drawn.
	
	

	Glucose
	65-140 mg/dL
	No labs were drawn.
	
	

	BUN
	8-23 mg/dL
	No labs were drawn.
	
	

	Creatinine
	0.8-1.4 mg/dL
	No labs were drawn.
	
	

	Albumin
	3.5-5 g/dL
	No labs were drawn.
	
	

	Total Protein
	6.3-7.9 m/dL
	No labs were drawn.
	
	

	Calcium
	8.5-10.9 mg/dL
	No labs were drawn.
	
	

	Bilirubin
	<1.0 mg/dL
	No labs were drawn.
	
	

	Alk Phos
	142-335 U/L
	No labs were drawn.
	
	

	AST
	8-50 U/L
	No labs were drawn.
	
	

	ALT
	7-45 U/L
	No labs were drawn.
	
	

	Amylase
	21-110 U/L
	No labs were drawn.
	
	

	Lipase
	13-60 U/L
	No labs were drawn.
	
	



Other Tests Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Admission or Prior Value
	Today’s Value
	Reason for Abnormal

	ESR
	3-13 mm/h
	No labs were drawn.
	
	

	CRP
	<2.0 mg/L
	No labs were drawn.
	
	

	Hgb A1c
	<7%
	No labs were drawn.
	
	

	TSH
	0.6-4.8 mIU/L
	No labs were drawn.
	
	



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

	Color & Clarity
	Yellow/Clear
	No labs were drawn.
	
	

	pH
	4.6-8.0
	No labs were drawn.
	
	

	Specific Gravity
	1.005-1.030
	No labs were drawn.
	
	

	Glucose
	Negative
	No labs were drawn.
	
	

	Protein
	0-8 mg/dL
	No labs were drawn.
	
	

	Ketones
	Negative
	No labs were drawn.
	
	

	WBC
	0-4
	No labs were drawn.
	
	

	RBC
	0-2
	No labs were drawn.
	
	

	Leukoesterase
	Negative
	No labs were drawn.
	
	



Cultures Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Test
	Normal Range
	Admission or Prior Value
	Today’s Value
	Explanation of Findings

	Urine Culture
	Negative
	No labs were drawn.
	
	

	Blood Culture
	Negative
	No labs were drawn.
	
	

	Sputum Culture
	Negative
	No labs were drawn.
	
	

	Stool Culture
	Negative
	No labs were drawn.
	
	

	Respiratory ID Panel
	Negative
	No labs were drawn.
	
	



Lab Correlations Reference (APA):
Mayo Clinic Laboratories. (2020). Pediatric test reference values. Mayo Foundation for Medical 
Education and Research. https://www.mayocliniclabs.com/test-info/pediatric/refvalues/reference.php


Diagnostic Imaging
All Other Diagnostic Tests (5 points): No diagnostic imaging performed.
Diagnostic Test Correlation (5 points): N/A
Diagnostic Test Reference (APA): N/A
Current Medications (8 points)
**Complete ALL of your patient’s medications**

	Brand/Generic
	Epinephrine,
Adrenalin

	Diphenhydramine hydrochloride, Benadryl
	Ranitidine
	Methylprednisolone,
Medrol

	Dose
	0.3 mg

	25 mg
	20 mg
	10 mg

	Frequency

	Once Stat
	Once Stat
	Once Stat
	Once Stat

	Route
	IV

	IV
	IV
	IV

	Classification
	Antianaphylactic, bronchodilator

	Antihistamine,
Antianaphylactic adjunct
	Gastric acid secretion inhibitor
	Anti-inflammatory

	Mechanism of Action
	Acts on alpha and beta receptors to dilate arteries, relax bronchial muscles, and prevent histamine secretion

	Binds with receptors preventing histamine from reaching action centers
	Inhibits action of histamine at H2 receptors
	Bind to glucocorticoid receptors inhibiting synthesis of inflammatory response mediators

	Reason Client Taking 

	To treat anaphylaxis
	To treat hypersensitivity/anaphylaxis
	To treat allergic reaction/anaphylaxis
	To treat inflammatory response/anaphylaxis

	Concentration Available
	300 mcg
	50 mg/mL
	2.5mg/mL
	40 mg/mL

	Safe Dose Range Calculation
	10 mcg/kg
	21 – 31.5 mg
	42 – 84 mg
	8.8 – 35.1 mg

	Maximum 24-hour Dose
	630 mcg
	300 mg
	200 mg
	35.1 mg

	Contraindications (2)

	Hypersensitivity 
To epinephrine
Coronary insufficiency
	Respiratory tract conditions
Hypersensitivity to diphenhydramine
	Hypersensitivity to ranitidine

Acute porphyria
	Fungal infection
Idiopathic thrombocytopenic purpura

	Side Effects/Adverse Reactions (2)

	Palpations
Blurred vision
	Dizziness
Drowsiness
	Diarrhea
Headache

	Tachycardia
Hyperglycemia


	Nursing Considerations (3)

	Dilute parenteral epinephrine with normal saline before administration.

Do not use epinephrine if solution is pink or brown.

Monitor patient for electrolyte imbalances, specifically potassium. 
	Only give parenteral form with oral ingestion is not an option.

Discontinue drug 72 hours before allergy skin tests.

Monitor the patient for signs of CNS depression.
	Medication must be diluted using normal saline before administration.

Administer at a rate of no less than 4 mL/min.

Stop primary IV infusion during piggyback administration.
	Do not use discolored parenteral solutions. 

Discard the remaining solution in the vial after administering the proper dose.

Monitor blood glucose levels.

	Client Teaching needs (2)

	Educate family on how to administer subcutaneous for use in emergencies.

Educate family to inject medication into the anterior lateral thigh.
	Avoid activities that require alertness following medication administration due to CNS effects.

Use sunscreen and protective clothing to prevent photosensitivity when outside.
	Take antacids 2 hours before or after ranitidine administration.

Report signs of chest pain, stomach pain, and increased shortness of breath to the provider.
	Do not undergo allergy skin testing while on this medication, the reaction may be suppressed.

Notify provider of any dark, tarry stool, fever, or fatigue.



Medication Reference (APA):
Jones & Bartlett Learning. (2019). 2019 Nurse’s drug handbook. Burlington, MA.

Assessment 
Physical Exam (18 points) 
	GENERAL (1 point):
Alertness: Alert
Orientation: Oriented to person, place, time, and situation
Distress: The patient is having difficulty breathing. 
Overall appearance: Well-groomed, well developed, well-nourished
	

	INTEGUMENTARY (2 points): 
Skin color: Pink
Character: Dry
Temperature: Warm
Turgor: Intact
Rashes: No rashes
Bruises: No bruises
Wounds:  No wounds
Braden Score: 23
Drains present:  Y☐         N ☒      
     Type: N/A
	


	HEENT (1 point): 
Head/Neck: Normal cephalic, atraumatic, no lesions, edema, or redness noted. Airway is patent.
Ears: No redness or drainage noted.
Eyes: Sclera white, conjunctive pink, pupils 4 mm, PERRLA, EOE intact
Nose: No drainage or redness noted. Septum midline.
Mouth: Mucous membranes pink, moist, intact
Thyroid: Information not available.

	
.

	CARDIOVASCULAR (2 points): 
Heart sounds: S1, S2 noted. No murmurs, gallops, or rubs.
Cardiac rhythm (if applicable): Sinus tachycardia
Peripheral Pulses: palpable 2+
Capillary refill: Less than 2 seconds
Neck Vein Distention:   Y ☐   N  ☒    Edema Y ☐    N ☒
Location of Edema: N/A

	 .

	RESPIRATORY (2 points):
Accessory muscle use:    Y☒     N ☐
Breath Sounds: Location, character
Bilateral audible wheezes, retractions, prolonged expiration, and increased respiratory effort noted.
	.
	GASTROINTESTINAL (2 points):
Diet at home: The patient consumes a regular diet at home with no changes in intake.                 
Current diet: Regular diet, avoid consumption of peanuts due to allergy.
Height (in cm): 120
Auscultation Bowel sounds: Hyperactive bowel sounds noted.
Last B.M.: Not available.
Palpation: Pain, Mass etc.: No pain, organomegaly, or masses noted upon palpation.
Inspection: Abdomen intact with no abnormalities noted.
     Distention: No distension
     Incisions: No incisions
     Scars: No scars
     Drains: No drains
     Wounds: No wounds
Ostomy:    Y ☐      N  ☒       
Nasogastric:    Y  ☐    N  ☒
     Size: N/A
Feeding tubes/PEG tube   Y  ☐    N  ☒
     Type: N/A

	.
	GENITOURINARY (2 Points): 
Color: Not available.
Character: Not available.
Quantity of urine: Not available.
Pain with urination:  Y ☐     N ☒
Dialysis:  Y ☐     N ☒
Inspection of genitals: Not available.
Catheter: Y ☐    N ☒    
     Type: N/A
     Size: N/A
	

	MUSCULOSKELETAL (2 points): 
Neurovascular status: Intact
ROM: Full active ROM
Supportive devices: No supportive devices needed.
Strength: Adequate and equal
ADL Assistance:   Y☐   N ☒      
Fall Risk:    Y ☐  N☒
Fall Score: 2
Activity/Mobility Status:    
Independent (up ad lib) ☒
[bookmark: Check2]Needs assistance with equipment |_|  
[bookmark: Check3]Needs support to stand and walk|_|

	.
	NEUROLOGICAL (2 points): 
MAEW:   Y ☒       N☐           
PERLA:    Y  ☒       N☐
Strength Equal:   Y ☒   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation: Oriented to person, place, time, and situation.
Mental Status: Competent
Speech: Clear and intact
Sensory: Intact
LOC: Alert
	.
	PSYCHOSOCIAL/CULTURAL (2 points):
Coping method(s) of caregiver(s): Caregivers have adequate coping methods and support through family members and Catholic church.              
Social needs (transportation, food, medication assistance, home equipment/care): N/A
Personal/Family Data (Think about home environment, family structure, and available family support): Patient lives with aunt and uncle while parents are overseas serving in the military. 
	.


Vital Signs, 1 set (2.5 points)
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	Oxygen

	0805
	145 bpm


	99/68

Supine
	27 


	99 F
Tympanic
	89%
2 L nasal cannula

A nonrebreather mask was applied with 100% oxygen flow at 15 L. 



Normal Vital Sign Ranges (2.5 points)
**Need to be specific to the age of the child**

	Pulse Rate
	65-110 bpm

	Blood Pressure
	Systolic: 89-112
Diastolic: 46-72

	Respiratory Rate
	20-25 

	Temperature
	97 F – 99 F

	Oxygen Saturation
	94% - 100%



Normal Vital Sign Range Reference (APA):
Ricci, S., Kyle, T., & Carman, S. (2017). Maternity and pediatric nursing (3rd ed.). Wolters Kluwer.

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

	0805
	FACES
	N/A
	0
	N/A
	No interventions needed at this time.

	Evaluation of pain status after intervention
	FACES
	N/A
	0
	N/A
	No interventions needed at this time.

	Precipitating factors: No precipitating factors noted.
Physiological/behavioral signs: Patient is calm, with no physical or behavioral indications of pain.



Intake and Output (1 points)
	Intake (in mL)
	Output (in mL)

	30 mL of juice
	Patient had no output during this shift.



Developmental assessment (6 points)
*Be sure to highlight the achievements of any milestone if noted in y our child. Be sure to highlight any use of diversional activity if utilized during clinical. There should be a minimum of 3 descriptors under each heading*

Age Appropriate Growth & Development Milestones
1.    The patient can tie his own shoes. 
2.   The patient can use the restroom on his own.
3.   The patient can answer questions using “why” and “when”.
Age Appropriate Diversional Activities
1.  Provide the child with crayons and paper to draw and color during treatment.
2.  Have the mother read a book out loud to the child.
3.  The child was given a stuffed animal to decrease anxiety and promote comfort.

Psychosocial Development:
	Which of Erikson’s stages does this child fit?
Initiative vs. Guilt
	What behaviors would you expect?
Children between the ages of 3 and 6 begin acting out the roles of others, exploring new things, developing a conscience, and feeling remorse for bad behaviors. They develop a sexual identity, initiate play and cooperate with other children, enjoy shopping, sports, and cooking, like to please their parents, and negotiate solutions to conflicts (Ricci et al., 2017). 
	What did you observe?
This patient was cooperative with all assessments and medication administrations. He was receptive to education about helping him prevent the consumption of peanuts in the future.
Cognitive Development:
	Which stage does this child fit, using Piaget as a reference?
Preoperational intuitive stage
	What behaviors would you expect?
During this stage, children between the ages of 4 and 7 years old begin to use intuitive thought, understand the concept of time,  are interested in facts, is able to classify and relate objects, tolerates others’ differences, begin to question parents’ values, knows acceptable cultural rules,  and has a more realistic sense of causality (Ricci et al., 2017). 
	What did you observe?
The patient was able to tell me what he was doing before his difficulty breathing began. The patient was receptive to learning about ways to prevent peanut consumption in the future. 
Vocalization/Vocabulary:
Children at this age should have a vocabulary of 2100 words (Ricci et al., 2017). They should speak in full sentences and be grammatically correct. Their speech should be articulate, but some stuttering is normal. This patient spoke in complete, grammatically correct sentences. His speech was clear and with good articulation.

Development expected for child’s age and any concerns?	
The child is at the expected stages of growth and development. There are no concerns for this patient’s development. 
Any concerns regarding growth and development?
The average weight for a child of this age is 20.9 kg, and the average height is 122 cm (Ricci et al., 2017). The patient is within the expected height and weight for his age at 120 cm tall and weighing 21 kg. There are no concerns at this time.


References:
Ricci, S., Kyle, T., & Carman, S. (2017). Maternity and pediatric nursing (3rd ed.). Wolters Kluwer.

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.

	Dyspnea related bronchospasms as evidenced by increased respirations, accessory muscle use, and increased effort.
	The patient is experiencing anaphylaxis with a constricted airway and difficulty breathing.
	1.Assess respirations, heart rate, SpO2, and blood pressure every 5 minutes until stable.

2.Provide supplemental oxygen by mask or nasal cannula.

	Outcome: The patient will breathe with ease.

Goal: The patient's respiratory rate is within the baseline range of 20-25 breaths per minute and exhibits no use of accessory muscles.


	Anxiety related to acute illness and loss of control as evidenced by difficulty breathing and expression of concern and worry.
	The patient is in anaphylaxis and expressed worry and concern about the inability to breathe.
	1. Explain all procedures, medications, and equipment used on the patient using age-appropriate terms and methods.

2. Encourage the caregivers to stay with the patient to promote security and decrease anxiety. 

	Outcome: The patient verbalizes or exhibits decreased anxiety.

Goal: The patient will exhibit relaxed, calm demeanor.

	Fatigue related to hypoxia and increased work of breathing as evidenced by SpO2 of 89%, retractions, and use of accessory muscles.
	 ‘
The patient has decreased SpO2 and requires significant effort to breathe, which can deplete energy.
	1. Provide a calm, quiet, dim environment to promote rest.

2 Cluster care for the patient to prevent frequent interruptions.

	Outcome: The patient demonstrates decreased fatigue.

Goal: The patient is less irritable and able to perform pre-condition activities.

	1.      Need for health teaching related to the unfamiliarity of precautions and medication use, as evidenced by a lack of knowledge on how to avoid triggers and failure to use epi-pen.
	The caregiver is unfamiliar with the severity of the patient’s allergy and the medical treatment needed. 
	1. Assess the caregiver’s current knowledge about the patient’s allergy and medication use.

2. Educate the caregiver on the proper use of an epi-pen and provide information on ways to avoid allergy triggers.

	Outcome: Caregiver has increased knowledge of how to provide care for the patient with an allergy.

Goal: The caregiver demonstrates proper use of an epi-pen and can verbalize 3 suggested ways to avoid allergy triggers.



References (APA): 
Swearingen, R & Wright, J. (2019). All-in-one nursing care planning resource medical-surgical, pediatric, maternity, and psychiatric-mental health (5th ed.). Elsevier.

Concept Map (20 Points):
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Subjective Data
Objective Data
Patient Information


The patient was brought to the emergency department with difficulty breathing. A relative noted that the difficulty breathing began 30 minutes ago after eating a cookie containing peanuts. The child has a known peanut allergy. No intervention was utilized to improve breathing. The relative did not administer an epi-pen. 
The patient lives with aunt and uncle while parents are serving in the military overseas.



Height: 120 cm
Weight: 21 kg

Vital signs:
Heart rate: 145 bpm
Temperature: 99 F
Respirations: 27
B.P.: 99/68
SpO2: 89% on 2 L nasal cannula
Repeat SpO2: 98% on 15 L nonrebreather  

1. Assess respirations, heart rate, SpO2, and blood pressure every 5 minutes until stable.
2. Provide supplemental oxygen by mask or nasal cannula.

1. Explain all procedures, medications, and equipment used on the patient using age-appropriate terms and methods.
2. Encourage the caregivers to stay with the patient to promote security and decrease anxiety.

1.Provide a calm, quiet, dim environment to promote rest.
2.  Cluster care for the patient to prevent frequent interruptions.

1. Assess the caregiver’s current knowledge about the patient’s allergy and medication use.
2. Educate the caregiver on the proper use of an epi-pen and provide information on ways to avoid allergy triggers
6-year-old Caucasian male
Full Code
Admitting Diagnosis: Anaphylaxis
Allergies: Chocolate, Perfume, 




1. Dyspnea related bronchospasms as evidenced by increased respiration, accessory muscle use, and increased effort.
· Goal: The patient's respiratory rate is within the baseline range of 20-25 breaths per minute and exhibits no use of accessory muscles.

2. Anxiety related to acute illness and loss of control as evidenced by difficulty breathing and expression of concern and worry.
· Goal: The patient will exhibit a relaxed, calm demeanor.
3. Fatigue related to hypoxia and increased work of breathing as evidenced by SpO2 of 89%, retractions, and use of accessory muscles.
· Goal: The patient is less irritable and able to perform pre-condition activities.
4. Need for health teaching related to the unfamiliarity of precautions and medication use as evidenced by a lack of knowledge on how to avoid triggers and failure to use epi-pen.
· Goal: Caregiver demonstrates proper use of an epi-pen and can verbalize 3 suggested ways to avoid allergy triggers.

Nursing Diagnosis/Outcomes
Nursing Interventions

