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Demographics (3 points) 
	Date of Admission
6/21/2020
	Patient Initials
EG
	Age
94 yo
	Gender
female

	Race/Ethnicity
African american
	Occupation
House wife
	Marital Status
widowed
	Allergies
penicillins

	Code Status
Full code
	Height
5’7”
	Weight
124 lbs 6.4 oz



Medical History (5 Points)
Past Medical History:￼ diabetes mellitus, COPD, hypertension, falling
Past Surgical History: none listed
Family History: none listed
Social History (tobacco/alcohol/drugs): former smoker, no alcohol use currently or drug use ever.
Assistive Devices: walker, and gait belt in the room, currently chairfast, heavy 2 person assist
Living Situation: lives with son
Education Level: high school, no learning barriers
Admission Assessment 
Chief Complaint (2 points):￼ UTI, hyperkalemia
History of present Illness (10 points):. 94  year old female presented to Ed with altered mental status. She went to the bathroom and told her son she could not walk. Labs showed hyperkalemia with K- 5.7, EKG showing peaked T waves. UA showing signs of infection, physician states it is dirty (not sure what that is referring to). Repeat K was checked before receiving insulin, kayexalate, and Potassium improved to 5.5.
Primary Diagnosis
Primary Diagnosis on Admission (2 points):. hyperkalemia
Secondary Diagnosis (if applicable):. Altered mental status





















Pathophysiology of the Disease, APA format (20 points):
Hyperkalemia is a life-threatening condition in which the serum potassium level goes above 5.5 mmol/l. It can be causes by reduced renal excretion, excess intake or leakage of potassium from the intracellular space. In addition to acute and chronic renal failure, hypoaldosteronism, and massive tissue breakdown as in rhabdomyolysis, are typical condition leading to hyperkalemia. (Capriotti, 2016)
Symptoms are usually muscular and cardiac related. Including palpitations, nausea, muscle pain, or paresthesia. Some more moderate symptoms include, cardiac rhythm disturbances- peaked t waves and a widened QRS and depression of the ST segment. 
Assessment should include cardiac function, kidneys and urinary tract, as well as hydration status. As well as a neurological evaluation. 
A laboratory workup should be comprehensive. Including CBC, CMP, urine analysis. Blood gas will show acidosis. Urine test will show salt wasting, possible proteinuria.
Therapeutic therapies will be individualized, taking into account the degree and cause of hyperkalemia. Treatment will be faster and more aggressive the higher and faster the rise of potassium. Most therapies will shift the potassium into the intracellular space rather than getting rid of it completely.
The steps go as follows: step 1-  evaluate patient for toxicity and monitor ECG (if ECG changes transfer to ICU), Ca-gluconate 10% can be used for patients with cardiac symptoms. Step 2- identify and immediately eliminate sources of potassium intake, review medications, and monitor diet. Step 3- increase potassium shift from extracellular space to intracellular space, dextrose or insulin infusion, beta- adrenergic agonists. Step 4- increase potassium excretion, lop diuretics (Lasix), ion- exchange resins(containing calcium or sodium), renal replacement therapy (hemodialysis for severe cases).
	Nursing considerations for hyperkalemia include telemetry monitoring. Watch closely for any changes in EKG, and transfer to ICU if any changes occur. Makes sure to have emergency medications ordered in case of a hyperkalemic event. Monitor serum fluid and electrolytes. Measure intake and output closely. Make sure to education patient on food high in potassium ( bananas, oranges, dried fruits, cooked spinach and broccoli, leafy greens). (Lehnhardt, 2011)

Pathophysiology References (2) (APA): 
Capriotti, T., & Parker Frizzell, J. (2016). PATHOPHYSIOLOGY : introductory concepts and clinical perspectives. F A Davis.

Lehnhardt, A., & Kemper, M. J. (2011). Pathogenesis, diagnosis and management of hyperkalemia. Pediatric nephrology (Berlin, Germany), 26(3), 377–384. https://doi.org/10.1007/s00467-010-1699-3

Laboratory Data (15 points)
[bookmark: _Hlk529864599]CBC Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	Admission Value
	Today's Value
	Reason for Abnormal Value

	RBC
	3.90-4.98
	4.66
	4.51
	normal

	Hgb
	12.0-15.5
	12.5
	12.2
	normal

	Hct
	35-45
	35.8
	35.2
	normal

	Platelets
	140-400
	198
	205
	normal

	WBC
	4.0-9.0
	8.6
	9
	Normal, slightly elevating indicating a possible rise of infection, monitor closely 

	Neutrophils
	40-70
	71.6
	72.4
	Slightly elevated indicating infection

	Lymphocytes
	10-20
	20.9
	22.1
	Normal, slightly elevated indicating some infection

	Monocytes
	5
	0.60
	0.4
	Cannot figure out what was used for the measurement, but possible infection

	Eosinophils
	1-4
	0
	0
	

	Bands
	??
	0
	0.1
	




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-
	135-145
	138
	141
	Normal

	K+
	3.5-5.1
	5.5
	4.9
	Initially elevated, but monitored through treatment and keeping at therapeutic level.

	Cl-
	98—107
	106
	106
	normal

	CO2
	22-29
	22
	29
	normal

	Glucose
	70-99
	148
	100
	Elevated, can be due to imbalanced fluid and electrolytes, stress, and history of diabetes.

	BUN
	6-20
	35
	31
	Elevated, without creatinine elevation is cause to consider dehydration, due to hyperkalemia and fluid and electrolyte imbalances. 

	Creatinine
	0.50-1.00
	0.83
	0.83
	normal

	Albumin
	3.5-5.2
	3.6
	--
	normal

	Calcium
	8.4-10.5
	9.6
	9.5
	normal

	Mag
	1.7-3.4
	1.7
	--
	normal

	Phosphate
	2.5-4.5
	3.1
	--
	normal

	Bilirubin
	0.0-1.2
	0.2
	--
	normal

	Alk Phos
	44-147
	138
	--
	normal

	AST
	10-40
	15
	--
	normal

	ALT
	7-56
	15
	--
	normal

	Amylase
	23-85
	--
	--
	--

	Lipase
	0-160
	--
	---
	--

	Lactic Acid
	4.5-19.8
	--
	--
	--


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

	INR
	1
	--
	--
	--

	PT
	11-13.5
	--
	--
	--

	PTT
	30-40
	--
	--
	--

	D-Dimer
	negative
	--
	--
	--

	BNP
	Less than 100
	--
	--
	--

	HDL
	Less than 40-50
	--
	--
	--

	LDL
	Less than 100
	--
	--
	--

	Cholesterol
	125-200
	--
	--
	--

	Triglycerides
	Less than 150
	--
	--
	--

	Hgb A1c
	Less than 5.7
	--
	--
	--

	TSH
	0.4-4
	--
	--
	--



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
	Clear yellow
	Straw, clear
	--
	Normal

	pH
	5-9
	7
	--
	normal

	Specific Gravity
	1-1.060
	1.011
	--
	normal

	Glucose
	negative
	3+
	--
	Abnormal, due to high blood sugar, insuffcient renal excretion due to diabetes

	Protein
	negative
	negative
	--
	normal

	Ketones
	negative
	negative
	--
	normal

	WBC
	negative
	6-10
	--
	Possible infection present

	RBC
	negative
	 negative
	--
	normal

	Leukoesterase
	negative
	1+
	--
	Possible infection present





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
	negative
	--
	--
	--

	Blood Culture
	negative
	--
	--
	--

	Sputum Culture
	negative
	--
	--
	--

	Stool Culture
	negative
	--
	--
	--



Lab Correlations Reference (APA):
Diagnostic Imaging
All Other Diagnostic Tests (5 points):
CT head or brain w/o contrast- no acute intracranial hemorrhage or acute abnormality is demonstrated. Moderate generalized cerebral and cerebellar atrophy. No significant change from 5/29/2020.
XR chest single view portable- scattered infiltrates in both lungs, most prominent in the upper lungs bilaterally. There is a small consolidated area in the right upper lung which appears to be stable as far back as 6/29/2019. Lungs appear to be hyperinflated. No pneumothorax or effusion is identified. The heart size and pulmonary vascularity’s are within the normal limits.
Diagnostic Test Correlation (5 points): Want to make sure patient is not experiencing any life-threatening problems that would increase need for immediate care. Other than hyperkalemia. Chest x-ray expected to be abnormal with  COPD. 
Diagnostic Test Reference (APA): Capriotti, T., & Parker Frizzell, J. (2016). PATHOPHYSIOLOGY : introductory concepts and clinical perspectives. F A Davis.













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

Home Medications (5 required)
	Brand/Generic
	
Acetaminophen (TYLENOL)
	AmLODIPine (NORVASC)
	cyanocobalamin
	Enoxaparin (LOVENOX)
	hydroCHLOROthiazide

	Dose
	
650 mg
	10 mg
	1000 mcg
	40 mg
	25 mg

	Frequency

	Every 6 hours PRN
	daily
	daily
	daily
	daily

	Route
	
oral
	oral
	oral
	subcutaneous
	oral

	Classification
	
Anlageisc, antipyretic
	
Calcium  channel blocker
	
vitamins
	anticoagulant
	Thiazide diuretic

	Mechanism of Action
	
Reduces prostaglandins, that cause inflammation and swelling
	Dilates and widens blood vessels to improve blood flow
	Enters the mucosal cell for absorption
	Thin blood to prevent clots
	Gets rid of water, na , K ,cl , and retains Ca

	Reason Client Taking 

	Mild pain or more severe pain
	HTN
	Low B12
	Immibiltiy
	HTN

	Contraindications (2)

	Allergic, do not take with alcohol
	Liver disease, aortic stenosis
	Allergic reaction, Leber’s optic atrophy 
	NSAIDS, other drugs that affect blood clotting, hemorrhagic stroke
	Loss of too much K, low blood pressure

	Side Effects/Adverse Reactions (2)

	Nausea, upper stomach pain, ithcing
	Worsening chest pain, swelling ankles or feet
	Dizzy, headache, feeling of nervous/excited
	Nosebleed, hemorrhage, cold extermities, anemia
	Weakness, tingling, muscle pain/ twitching

	Nursing Considerations (2)

	Maximum 4000 mg from all sources in 24 hours, reassess pain before and after
	Seek emergency medical attention if you have chest pain/pressure, nausea, sweating, watch for allergic reaction
	Watch for signs of allergic reaction, lab work to reevaluate serum levels
	Upon new order verification, pharmacy to adjust enoxaparin dose for creatinine less than 30 ml/min, wtch for bleeding
	Monitor fluid and electrolytes, monitor blood pressure  before and after









Hospital Medications (5 required)
	Brand/Generic
	Insulin lispro (HumaLOG)

	Sulfamethoxazole-trimethoprim DS (BACTRUMDS,SEPTRA DS)
	Dextrose 50% solution 
	Glucagon injection SOLR
	Glucose (GLUTOSE) 40% gel

	Dose
	
100 unit/ml injection 2-12
	800-160 mg
	12.5 g
	1 mg
	15 g

	Frequency

	4 times daily with meals
	2 times daily
	PRN
	PRN
	PRN

	Route
	subcutaneous

	oral
	IV
	IM
	oral

	Classification
	Rapid acting insulin

	antibiotic
	carbohydrate
	Amino acid hormone 
	carbohydrate

	Mechanism of Action
	Lowers blood glucose

	Treats bacterial infections 
	Increases blood sugar
	Increases blood sugar
	Increases blood sugar

	Reason Client Taking 
	High blood sugar
	UTI
	Low blood sugar
	Low blood sugar
	Low blood sugar

	Contraindications (2)
	Liver or kidney disease, low levels of potassium
	Allergic, low platelet, taking seizure medication
	Intracranial hemorrhage, delirium
	Intracranial hemorrhage, delirium
	Intracranial hemorrhage, delirium

	Side Effects/Adverse Reactions (2)
	Low blood sugar, weight gain, swelling in hands and feet
	Low blood sugar, numbness, dizziness, tachycardia
	Hyperosmolar syndrome, mental confusion, hypervolemia
	Confusion, tachycardiac
	Confusion, tachycardiac

	Nursing Considerations (2)
	If BS is greater than 400 give 12 units and call physician, 70-180 give no correction insulin
	Dose based on trimethoprim component, have blood work checked regularly to ensure treatment is effective, take without food, take entire course of medication
	If IV in patient with blood glucose of 50 or less, or unconscious, conscious but unbale to swallow regardless of blood glucose, administer 1 dose of dextrose 50% solution
	If patients has no IV access and blood glucose is 50 or less, or unconscious, or conscious but NPO or unable to swallow regardless of blood glucose administer 1 dose of glucagon, may cause vomiting position patient on side
	Dose is based on glucose. 37.5 g tube= 15 rams of GLUCOSE. For 15 GRAM GLUCSOE dose give entire tube. Administer 1 dose if patients is unable to take food, but conscious and able to swallow



Medications Reference (APA):
Jones and Bartlett Learning. 2020 Nurse's Drug Handbook. 19th ed., Jones & Bartlett Learning, 2020

















Assessment 
Physical Exam (18 points) 
	GENERAL (1 point):
Alertness:
Orientation:
Distress:
Overall appearance: 
	Disoriented to self, time ,place, situation. Opens eyes spontaneously, alert but lethargic. Follows speech commands, arouses to voice and touch, speech logical  and clear, purposeful motor response. Dementia= baseline

	INTEGUMENTARY (2 points): 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds: .
Braden Score: 
Drains present:  Y☐         N ☒      
     Type:
	Warm, no signs of cyanosis, skin color normal, legs are dry and flaky, leathery, quick return to normal state, pain from flaky legs, no tenting , no rashes, no bruises, possible foot wounds between toes too scaly and dry to see properly. 
BRADEN SCORE- 14

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

	Head and neck symmetrical no lesions or deformities,  states wears glasses none present at bedside,  dentures on person, nose symmetrical, no drainage
.

	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: 

	 .s1 and s2 present no murmur
Normal sinus rhythm 
All peripheral pulse presetn and 2+
Cap refill less than three seconds
No neck vein distension
 No edema present







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

	Respiratory:
Regular depth and pattern, unlabored, expansion symmetrical, breath sounds clear, diminished in bases equal bilaterally, no cough

	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:

	Gastrointestinal:
Regular diet at home, soft
Mechanical soft, advanced dysphagia
Abdomen soft nondistended, bowel sounds audible normoactive in 4 quadrants, no reported/ observed nausea , no vomiting diarrhea, or constipation, no drains, incisions, or scars, no ostomy, no NG, no feeding tubes, incontinent of urine and stool
Height- 5'7”
Weight- 124 lb 6.4 oz

	GENITOURINARY (2 Points): 
Color:
Character:
Quantity of urine: 
Pain with urination:  Y ☐     N ☒
Dialysis:  Y ☐     N ☒
Inspection of genitals: 
Catheter: Y ☐    N ☒    
     Type:
     Size:
	Incontinent, yellow, odorous, unmeasurable output, no pain with urination, not on dialysis, no genital deformities, no Foley



200 output


	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|_|

	


Musculoskeletal:
Capillary refill less than 3 seconds on all extremities, extremities warm with 2+ pulses, legs are flaky and pain notes on surface of skin, no reported numbness or tingling
Patient is a heavy 2 assist, moderately impaired, has fallen in the past, can lift legs and arms independently but ambulating is difficult. Pt came and we transferred to the chair. Minimal assistance with ADL’s just needs help with hard to reach areas. Uses gait belt and walker with two people
FALL SCORE: 27



	NEUROLOGICAL (2 points): 
MAEW:   Y ☐       N☐           
PERLA:    Y  ☐       N☐
Strength Equal:   Y ☐   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
	Maew- YES
Perla- YES
Strength is weaker in legs, minimal weight bearing but can lift and moved on own
Disoriented x4
Confused
Speech is clear and spontaneous
LOC- confused
Psychosocial/cultural:
No coping methods present, too confused, unable to obtain due to dementia, lives with son but not able to obtain the amount/level of care he is giving in home environment
	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):
	No coping methods present, too confused, unable to obtain due to dementia, lives with son but not able to obtain the amount/level of care he is giving in home environment


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

	0709
	91
	127/69 Left arm
	18
	97.1 temporal
	97%, RA

	1120

	94
	143/66 right arm
	18
	97.4 temporal
	98% RA



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

	0735
	Numeric, verbal
	Legs, ankle, foot bilaterally
	4/10, moderate pain
	Constant soreness, on top of skin
	Tylenol, elevate feet, float heels

	1120
	Numeric, verbal
	Legs, ankle, foot bilaterally 
	3/10, mild pain
	Constant soreness, on top of skin

	Tylenol, elevate feet, float heels




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

	Size of IV: 22 gauge
Location of IV: basilic vein, medial side of arm, LA
Date on IV: 06/21/2020
Patency of IV: flushed easily 
Signs of erythema, drainage, etc.: no signs of infiltration
IV dressing assessment: dry and intact clear dressing, secure dwith tape
	Medication therapy, nothing currently running



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

	200 oral fluid (juice, coffee, water)
	200 (urine)



Nursing Care
Summary of Care (2 points)
	Overview of care: got vitals, did my assessment passed meds, Pt came and we moved pt. To the chair, review eligibility for d/c
	Procedures/testing done: no procedures today
	Complaints/Issues: no complaints, pt says she will need to stay until she is able to move around enough to go home
	Vital signs (stable/unstable): stable
	Tolerating diet, activity, etc.: tolerating diet, eats at own pace and feeds self, moved to chair with 2 assist and walker and was struggling, needs shoes with a back
	Physician notifications: no notifications from physician, patient will not be discharged due to unknown hoem life
	Future plans for patient: possible nursing home placement	
Discharge Planning (2 points)
	Discharge location: home/ nursing home
	Home health needs (if applicable): N/A
	Equipment needs (if applicable): N/A
	Follow up plan: need to assess mobility and turn frequently because of incontinence 
	Education needs: educate family on dementia and need for extra help at home, or nursing home placement





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.

	1.      Disturbed thought process related to dementia as evidenced by disorientation x4

	The patient does not know where she is, how old she is, what year it is, or how she got here
	1.     Assess patient’s ability for thought processing every shift. Observe patient for cognitive functioning, memory changes, disorientation, difficulty with communication, or changes in thinking patterns.

2.Click here to enter text.Assess the level of cognitive disorders such as change to orientation to people, places and times, range, attention, thinking skills.

	Goal met
Patient was redirected and reassessed frequently

	Impaired mobility related to leg pain and weakness as evidenced by needing a two assist to transfer to the chair

	The patient has a history of falls and is a falls risk, she is weak and does not move well even with the 2 people assisting her.
	1.      Assess patient’s surroundings for hazards and remove them.

2.     
Maintain adequate lighting and clear pathways.
	Goal met- all hazards removed and room kept clean to remove any hazards, shade up to let the light in and make seeing easier

	Electrolyte imbalance related to hyperkalemia as evidence by abnormal lab values

	The patient presented to the ED with abnormal labs and EKG showing peaked T waves, characteristic of K+ electrolyte imbalance
	1. Assess the level of consciousness and neuromuscular function, including sensation, strength, and movement.

2. Monitor respiratory rate and depth. Encourage deep breathing and coughing exercise. Elevate the head of the bed.

	
LOC remained confused but that is base line, pt transferred to chair with myself and PT

Respirations remained normal throughout day



Other References (APA): 

Capriotti, T., & Parker Frizzell, J. (2016). PATHOPHYSIOLOGY : introductory concepts and clinical perspectives. F A Davis.

Taylor, Carol, et al. Fundamentals of Nursing: the Art and Science of Person-Centered Care. 9th ed., Wolters Kluwer, 2019.

2

[bookmark: _GoBack]Concept Map (20 Points):
Nursing Interventions
Patient Information
Objective Data
Nursing Diagnosis/Outcomes
Subjective Data

Patient states that she is 50 years old , not oriented to day, time, or year. Pleasantly confused. She states a superficial pan in legs rates it 3-4/10, resolves with tylenol
Time
Pulse
B/P
Resp Rate
Temp
Oxygen
0709
91
127/69 Left arm
18
97.1 temporal
97%, RA
1120

94
143/66 right arm
18
97.4 temporal
98% RA
3-4/10 pain relieved with Tylenol
FALL SCORE: 27
BRADEN SCORE- 14
22 G IV LA- no infusion currently running
1.     Assess patient’s ability for thought processing every shift. Observe patient for cognitive functioning, memory changes, disorientation, difficulty with communication, or changes in thinking patterns.

2.Click here to enter text.Assess the level of cognitive disorders such as change to orientation to people, places and times, range, attention, thinking skills.

1.      Assess patient’s surroundings for hazards and remove them.

2.     
Maintain adequate lighting and clear pathways.
1. Assess the level of consciousness and neuromuscular function, including sensation, strength, and movement.

2. Monitor respiratory rate and depth. Encourage deep breathing and coughing exercise. Elevate the head of the bed.


. 94  year old female presented to Ed with altered mental status. She went to the bathroom and told her son she could not walk. Labs showed hyperkalemia with K- 5.7, EKG showing peaked T waves. UA showing signs of infection
2.      Disturbed thought process related to dementia as evidenced by disorientation x4

3. Impaired mobility related to leg pain and weakness as evidenced by needing a two assist to transfer to the chair

4. Electrolyte imbalance related to hyperkalemia as evidence by abnormal lab values

Goal met
Patient was redirected and reassessed frequently
Goal met- all hazards removed and room kept clean to remove any hazards, shade up to let the light in and make seeing easier

LOC remained confused but that is base line, pt transferred to chair with myself and PT

Respirations remained normal throughout day




