Lakeview College of Nursing
Clinical Preparation Assignment
N308
Name: Kayla Blackburn        Date: 5/30/2012        Adm. Diagnosis: Omphalitis       Allergies: NKA
                                                                                                                                                                                                                                     (5 pts)
 (
Initials: N.F.     Age: 19 days
   
 Date of Admission: 5/25
/2012
Gender:   
M
     
F
    Ethnicity:
 African American
Occupation: 
N/A infant
(Former work if retired)
Education: 
N/A infant
Where do I live?    
House
       Farm       Apt.      
Long-term Care facility
     (circle one)
                                
Group Home
   Other_______________________
I live with: My mother
Do I have any other family?
 Father and
 
Grandparents
Adm. Date: 5/25
/2012
 
   
Adm. History: (What brought me to hospital?)
 
Crying/fussy, screaming, and irritability for 3 days
I have had these procedures while I have been here: 
IV fluids, pain meds & antibacterials
I need help with:   
Hygiene      Moving        Eating       Dressing
I need help:         Not at All        Some           
Lots
             
Totally
I have a     DNR       POA       Living Will       None
  
FULL RESUSCITATION
Activity Level: 
Baby is enjoying time with dad
) (
Medical History: 
NICU for meconium staining
 
Surgical History: 
)



 (
What equipment am I using? 
 (Circle all that apply)
Incentive Spirometer     Foley    NG     
IV
 
  Cast   Splint    Drain     Telemetry     Oxygen
 Chest Tube    Trach      Ostomy       
Dressing
TED/SCS      Walker/Crutches      Wheelchair
Other_______________________________    
         I am rating my pain as a    
       
0
/10     I describe it as:
Baby isn’t fussy, screaming, or crying
)[image: ]
All data is collected and is recorded using the appropriate terminology.  All sections are complete. 
Any data that is not collected is adequately explained in the blank spaces ie NA or unavailable. 


Fall 2010-Draft


References using APA 6th edition
2

LAB DATA (List all pertinent/current lab/diagnostic values and highlight which one(s) are abnormal)      These were the only labs found!			  (1pts)                                                                               
	TEST
	NORMS
	BEFORE
	NOW
	TEST
	NORMS 
	BEFORE
	NO W
	TEST
	NORMS
	BEFORE
	NOW

	WBC
	4.0-12.0
	15.93↑
	
	RBC
	4.0-5.3
	3.91↓
	
	K
	
	
	

	DIFF: 
Monocytes
Lymphocytes
Neutrophils
Eosiniphils
Basophils
	
0 - .13
5 - 40
1.8 - 7
0 - 8
0 - 2
	
1.75↑
5.26
8.28↑
0.64
0↓
	
	HGB/ HCT
	12.0-17.0/
38-51
	11.9/34.5 ↓
	
	NA
	
	
	

	PT
	
	
	
	PLT
	150-450
	467↑
	
	CL
	
	
	

	INR
	
	
	
	APTT
	
	
	
	CA
	
	
	

	GLUCOSE
	70-105
	61↓
	
	A1-C
	
	
	
	CO2
	
	
	

	CHOLESTROL
	
	
	
	BUN
	
	
	
	MG
	
	
	

	TRIGLYCERIDE
	
	
	
	CREATININE
	
	
	
	TSH
	
	
	

	HDL/LDL

	
	
	
	BNP
	
	
	
	OTHER
	
	
	

	OTHER

	
	
	
	OTHER
	
	
	
	OTHER
	
	
	


	DIAGNOSTICS:  Test & Results     -    Did not find any diagnostics                                                                                                                                                                
   Chest X-Ray:                                                     Other:                                                                         Other:
     
     EKG:                                                                Other:                                                                         Other:




PATHOPHYSIOLOGY:  4 parts, answer all 4 questions in a thorough manner using own words and appropriate medical terminology, use additional paper if necessary.

1. Identify the primary disease(s) that will be explained in this paper.    Omphalitis (1pt)

“Omphalitis is an infection of the umbilical stump. Omphalitis typically presents as a superficial cellulitis that may spread to involve the entire abdominal wall and may progress to necrotizing fasciitis, myonecrosis, or systemic disease. Omphalitis is uncommon in industrialized countries; however, it remains a common cause of neonatal mortality in less developed areas. Omphalitis is predominantly a disease of the neonate. Only a few cases have been reported in adults” (Gallagher, 2012). 

2. Describe the pathology of this disease; include any causative factors/etiologies that can be identified.     (5 pts)

“The umbilical stump represents a unique but universally acquired wound, in which devitalized tissue provides a medium that supports bacterial growth. Normally, the cord area is colonized with potential bacterial pathogens during or soon after birth. These bacteria have the potential to invade the umbilical stump, leading to omphalitis. If this occurs, the infection may progress beyond the subcutaneous tissues to involve fascial planes (necrotizing fasciitis), abdominal wall musculature (myonecrosis), and the umbilical and portal veins (phlebitis). The factors that cause colonization to progress to infection are not well understood” (Gallagher, 2012).

3. Relate the abnormal labs and diagnostics to the disease process.  If all tests are WNL then indicate which values 
    are important to monitor and explain why.       (3 pts)

“Obtain a CBC count with manual differential. Neutrophilia or neutropenia may be present in acute infection. An immature-to-total neutrophil ratio greater than 0.2 may be a useful indicator of systemic bacterial infection in the first few days of life. Thrombocytopenia may be present” (Gallagher, 2012). In this patient’s case, she had a neutrophil count of 8.28 which is incredibly high.


4. Relate the medications to the disease process or patient situation; include any precautions to be aware of when administering.        (3 pts)

“Treatment of omphalitis (periumbilical edema, erythema, and tenderness) in the newborn includes antimicrobial therapy and supportive care” (Gallagher, 2012). The patient is currently taking an antidiarrheal and antibacterial drug. This helps the infant to build her immunity back and not lose electrolytes and hydration through diarrhea. 


















































MEDICATIONS:                                                                                                                                                                               (5 pts)                  
List all medications ordered for your patient. Complete first four columns prior to clinical; last column MUST be completed at end of clinical session.
Include PRN meds only if they are administered during clinical time. 
	Name, prescribed dose and frequency; plus usual dose and frequency of administration. 
	Classification & mechanism of action. [Use your drug reference]
	Why is medication ordered for THIS patient?
	 Nursing Precautions/ Considerations needed to safely administer this medication. 
	 Evaluate medication effectiveness for THIS patient (patient response).

	Lactobacillus rhamnosus (gg) (Culturelle) Capsule 10 billion cell (1 capsule, oral, daily 0900)
Usual dose: 1 capsule, PO, daily



cefoTaxime 208 mg syringe NEON (5.2mL = 208mg of 40mg/mL, IVPB, 98h 1300 for 30 min)
Usual dose: Neonates ages 1 to 4 weeks -50 mg/kg IV every 8 hours












































	Antidiarrheal Microorganisms agent







Antibiotic/ Cephalosporins – 3rd generation


	Prevents diarrhea. Patient is having a lot of fluids put in body and this medication helps prevent the medication from leaving in the stool

Patient has an infection in her umbilicus (Omphalitis)
	Keep the infant hydrated. Large doses could put the infant into shock





If large doses are given, therapy is prolonged, or patient is at high risk, monitor patient for superinfection
	Baby had a small bowel movement. It was not watery and diarrhea like.






Patient has not been fussy since being admitted. Patients umbilicus is looking better (less red, tender, and swollen).










Priority Nursing Diagnosis:	Risk for infection r/t inadequate primary defenses (e.g., broken skin, traumatized tissue) 
(2pts)
(Use NANDA format)	             Risk for impaired skin integrity r/t moisture/ excretions and or secretions
														
	What does the patient/client need to accomplish?
GOALS/OUTCOMES


Measurable patient centered goals 
are identified realistic and contain 
time element.  
	What can the nurse do to help resolve the problem?
IMPLEMENTATION
Nursing Interventions

Specific nursing actions can easily be linked to the outcomes.  The interventions are realistic and appropriate to the patient's current status.
	Why will the nurse do these actions?

SCIENTIFIC RATIONALE
Be sure to include source using APA format

Rationales for each intervention contain comprehensive scientific reasoning that succinctly identifies why the intervention was selected.  Citation is provided.
	How did the patient/family respond to the nurse’s actions? 
EVALUATION
Client Response 

Includes all the following: 1.Client’s response to the intervention(s),
 2. Status of goals and outcomes, (ie goal met, in progress or revised) 3. Modifications to the plan of care.

	
1. Prevent/manage infection










2. Skin Integrity/ wound healing





	
Continue to give patient Antidiarrheal & cephalosporin










Zinc to site with every diaper change
	
[bookmark: noreveal]“When you take antibiotics, follow the directions carefully. It is important to finish your medicine even if you feel better. Antibiotics are powerful medicines that fight bacterial infections. Used properly, antibiotics can save lives. They either kill bacteria or keep them from reproducing. Your body's natural defenses can usually take it from there” (Antibiotics: MedlinePlus, 2012).   

“Zinc oxide is often mixed with various other ingredients to create a waterproof ointment. The soothing properties of the mineral mixed with the moisture barrier of the ointment can treat diaper rash and protect against future diaper rashes” (Irene, 2011).



	
Infant’s umbilical cord had hardly any signs of swelling and redness. Carle will continue to distribute antibiotics until they are all the way finished. There are no modifications - Just continue antibiotics.







Baby’s rash has decreased in size and zinc is helping reduce it. Patient should continue having zinc on diaper rash and parents should be taught to change diapers more frequently.


	                             (2pts)                                                                    (2 pts)                                                                                (2 pts)                                                                                    (2 pts)

PHYSICAL ASSESSMENT DATA (collect own data on clinical day)     (USE  KYLE BOOK AS RESOURCE OR ASSESSMENT BOOK)              (5 pts)
All subjective & objective data is collected and recorded using appropriate terminology. Data not collected or requiring elaboration is explained in the blank spaces.  
	Pulse Ox %:
97%
	BP:
102/42
	Pulse: 153
Rate: Regular
Rhythm: Regular
	Respirations: 44
Rate: Regular
Rhythm: Regular
	Temp: 98.3

Route: Axillary
	Pain: 
Rating:       0  /10    Characteristics:   
No Pain        
	Ht: 19 inches
Wt: 8 lbs 15.2 oz

	NEUROLOGICAL: 
 MAE:   Y        N           PERLA:    Y         N
Strength Equal:   Y      N   if no -   Legs   Arms    Both 
Orientation, Mental Status, Speech, Sensory, LOC, 
	Head is normocephalic, atraumatic. Patient is awake and alert





	MUSCULOSKELETAL: 
Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N
Fall Score______0________
Activity/Mobility Status:    Independent (up ad lib)     
            Needs assistance with equipment   
            Needs support to stand and walk
	Normal range of motion. No joint swelling, tenderness, or decreased ROM. Spinal curvature is normal.



	CARDIOVASCULAR: 
Heart sounds:  S1, S2, S3, S4, murmur etc.
Peripheral Pulses, Capillary refill: Brisk 1-2 seconds
Neck Vein Distention:   Y   N      Edema  Y    N
Location of Edema____________________
	 No cardiac symptoms. S1 & S2 heard. Regular rate and rhythm for heart rate (153). 

	RESPIRATORY:
Accessory muscle use:    Y     N
Breath Sounds: Location, character
	No respiratory conditions or symptoms. Regular rate and rhythm for respirations (44). 




	GASTROINTESTINAL:
Diet at home & Current diet: Age appropriate  
Auscultation: Bowel sounds, other sounds
Last BM, character &  freq of stools 
Palpation: Pain, Mass etc
Inspection: distention, incisions, scars, drains, wounds
Ostomy:    Y       N         Nasogastric:    Y      N  
Feeding tubes/PEG tube   Y      N      Type:___________
	Bowel sounds are active. Abdomen is soft and non tender. Infant is tolerating oral intake well. Patient is steadily gaining weight and no emesis.

	INTEGUMENTARY: 
Skin color, character, turgor, rashes, bruises, wounds: character, drainage, approximation etc.
Braden scale: _________
Drains present:  Y         N       Type:
	Skin is warm and dry. Good Turgor. Rash on bottom.

	EENT: 
Ears:                            Eyes:
Nose:                          Teeth:            
                             
	Eyes: pupils equal, round and responsive to light. Extra ocular motion intact. Ears: TM’s pearly bilaterally. Nose: Mild edema, clear drainage.


	GENITOURINARY: 
Color, character, quantity of urine, pain, 
Dialysis   Y      N       DIAPERS     Y      N
Inspection of genitals
Catheter:  Y    N      Type_____________
	Normal external genitalia, no masses or hernia




	PSYCHOSOCIAL/CULTURAL:
Educational level

Developmental level       

Coping methods          

Health Beliefs
 Child/Parent Bonding
: 
Religion & what it means to pt.

Personal/Family Data    (Think about home environment, family structure, and available family support)
	The infant has been introduced to life services.  Infant is developing well.  Assessed family needs and level of involvement in patient care.  Explanation given and utilized during procedure provided for patient and parents with tools to manage health care experience.

-Mother at bedside 
-Not religious
-Parents are seperated. Father seems very attached to infant



USE THE BACK OF THE SHEET FOR ADDITIONAL SPACE FOR DETAILS. EXPECTATIONS MAY VARY FOR DIFFFERENT COURSES




CONCEPT MAP (10 PTS)


[image: ]












Reference List for all references used in this document.    Use APA format.          			                 (2 pts)	
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