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Lakeview College of Nursing

Clinical Preparation Assignment

Name: Chelsey Clark and Marianne Miller Date/Week: Tuesday January 31, 2010 Adm. Diagnosis: Acute Aspiration Pneumonia Allergies:_____________
                                                                                                                                                                                                                                  (pts)



[image: image1]
  LAB DATA    (List all pertinent/current lab/diagnostic values)                                                                                                                        (  pts)
	TEST
	NORMS
	ON ADM
	NOW
	TEST
	NORMS 
	ON ADM
	NO W
	TEST
	NORMS
	ON 

ADM
	NOW

	WBC
	4.5-11
	15.2
	7.0
	RBC
	4.5-5.3
	4.68
	3.72
	K
	3.5-5.1
	4.0
	4.0

	DIFF: 

Monocytes

Lymphocytes
Neutrophils

Eosiniphils

Basophils
	4-11

16-46

0-8

0-3
	5.0

1.5
93.4

0.1

0
	10.7
25.7

62.6

0.8

0.2
	HGB

HCT
	13.0-18.0
37-49%
	15.0
44.0
	11.9
35.3
	NA
	136-145
	134
	142

	PT
	12-15
	13.2
	
	PLT
	
	164
	
	CL
	98-107
	94
	100

	INR
	
	1.3
	
	APTT
	25-37
	
	32.9
	CA
	9.0-10.5
	8.7
	8.7

	GLUCOSE
	
	110
	90
	A1-C
	
	
	
	CO2
	35-45
	52
	50

	CHOLESTROL
	
	
	
	BUN
	8-25
	10
	5
	MG
	
	
	

	TRIGLYCERIDE
	
	
	
	CREATININE
	
	0.4
	0.4
	TSH
	
	
	

	HDL/LDL


	
	
	
	BNP
	
	
	
	
	
	
	

	Phenobarbital level
	
	21.8
	
	Levtiretam 
	
	17.9
	
	MVC
	78-100
	94.0
	95.1


	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray: On admission (1/25) his chest x-ray showed his tracheostomy tip at T4, his left lung was clear, right lung shows infiltrates, x-ray also shows PICC of catheter in the superior vena cava by the right atrium.  Most recent X-Ray (1/30) shows curvature of the spine, shows no signs of fluid in the lungs                                                      

     EKG: NSR                                                                                                                                       



	CORRELATION: How does each abnormal test or lab relate to the diagnosis:  
High WBC on admission-

Low lymphocytes on admission-? 
Low RBC on most recent lab-
Low HCT on most recent lab-  May be due to over hydration of the patient which dilutes the blood into an increase volume
Low BUN on most recent lab- May be due to over hydration, increased plasma volume can dilute the BUN
Low CA on admission and most recent lab- ?
High CO2 on admission and most recent lab- Impaired gas exchange due to not expiring CO2
Was the CO2 via venous or arterial? I put the arterial range in the chart but if it was venous the range is 41-51.  Just let me know what you think.
(Corbett, 2008)


Pathophysiology:  Review all data collected and describe what is happening at the cellular, organ, & system level, may use admitting or secondary diagnosis depending on Instructor preference.

                                                         (pts)
 MEDICATIONS:   I don’t have a list of the medications because I forgot to copy it from you but if you fill in the first column I can fill in the rest or you can just give me the list of medication of Monday at school and I can do this whole chart, sorry if forgot!                                                                                                                                              (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.

	Name, dose & frequency of administration for this patient. Plus usual dose and frequency of prescription.
	Classification & mechanism of action. [Use your drug guide!]
	Why is medication ordered for THIS patient?
	 Nursing Precautions/ Considerations with this medication. 
	 Evaluate medication effectiveness for THIS patient (patient response).

	
	
	
	
	


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (pts)
	Vital Signs:
Pulse Ox %:
96% @0800

96% @1000

99% @1200
	BP:
116/51@0800
140/50@1000

178/89@1200
	Pulse: 
84 @0800
100@1000
104@1200
Rhythm: Regular 
	Respirations:

Rate: 30@0800

         32@1000
         26@1200
Depth: 
Rhythm: 
	Temp:
98.6 @ 0800
100.7@1200
Route: Tympanic
	Pain:

Rating: Cannot assess/10    
Characteristics: Cannot assess

	NEUROLOGICAL: 

 MAE:                PERLA:         

Strength Equal:   absent
Orientation, Mental Status, Speech, Sensory, LOC, 
	Glasgow coma scale: motor response-5, verbal-1, eyes open-4, leg movements/arm/grips=absent, pupils-3+/3+ =


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance           Fall Risk:  Yes     

Fall Score: Morse Score of 70
Activity/Mobility Status

	Patients need help with all activities of daily living.

	CARDIOVASCULAR: 

Heart sounds:  S1, S2
Peripheral Pulses, Capillary refill: Brisk
Neck Vein Distention:  No       Edema: +1
Location of Edema: Pedal edema

	Left/Right Dorsalis Pedis= 2+
Left/Right Posterior Tibial= 2+

	RESPIRATORY:

Accessory muscle use:        

Breath Sounds: Location, character
	Left Lower Lobe= rhonchi/diminished 

Left Upper Lobe = rhonchi/diminished
Right Lower Lobe = rhonchi/diminished

Right Upper Lobe= rhonchi/diminished



	GASTROINTESTINAL:

Diet at home : Jevity via G-tube  Current Diet: Jevity via G-tube 
Height:      48 inches     Weight: 46.6 Kg
Auscultation: Bowel sounds, other sounds

Last BM, character &  freq of stools 

Palpation: Pain, Mass etc

Inspection: distention, incisions, scars, drains, wounds

Ostomy:  No             Nasogastric:  No     

Feeding tubes/PEG tube           Type: G-tube

	Active bowel sounds in all quadrants, soft abdomen,  2 scars from previous G-tube placement 

	INTEGUMENTARY: 

Skin color, character, turgor, rashes, bruises, wounds: character, drainage, approximation etc.

Braden scale: 11
Drains present:             Type______
	PICC right upper arm, 2 scars from previous G-tube placement, Braden scale score of 11 puts him at risk for skin breakdown, warm and dry skin at the beginning of the day but at 1200 the patient had a fever and was moist to the touch.

	EENT: 
Ears:              Eyes: nystagmus 
Nose:                        Teeth:  

                               
	Patient had own teeth with no dentures or dental appliances.  The client had not hearing aids.

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis = Yes
Inspection of genitals

Catheter:   Yes     Type: Foley 16F

	Yellow hazy, urine culture had no growth

	PSYCHOSOCIAL/CULTURAL:

Coping methods,          Educational level

Developmental level,       Ethnicity, 

Religion & what it means to pt.

Occupation (previous if retired)

Personal/Family Data    (Think about home environment, family structure, and available family support)
	Caucasian 20 y/o male living at the Swann Center due to mental/physical impairments. Supportive mother.


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

List ANY DATA/ FINDINGS i.e. Signs & Symptoms, Family Info, History etc. that have or could have any impact on the care for this client/patient.




                     (pts)
[image: image2]

What do we put on this page?

	  Problem List                                            (pts)
                                                    
	Nursing Concern/Diagnosis                                                               (pts)
One diagnosis may represent several problems
	 Priority of  List          (pts )
  Use numbers

	· Respiratory rate of 26
· Rhonchi and diminished lung sounds over both lung fields.

· Braden Score of 11 puts him in the “at risk” category for skin break down.

· Ineffective communication

· Temperature of 100.7°F @1200

· Immobile

· Increased respiratory secretions
· Chronic constipation

· Increased oral secretion
	· Ineffective airway clearance r/t ineffective cough and increased respiratory secretions as evidence by rhonchi and diminished lung sounds over both lung fields, also the patient needs suction at least every 2 hours.
· Risk for impaired skill integrity r/t decreased mobility and incontinence as evidence by inability to reposition self.

· Impaired verbal communication r/t inability to talk as evidence by smiling in response to name and other voices.

· Constipation r/t immobility secondary to cerebral palsy as evidence by decreased bowel movements.

·  Risk for aspiration r/t impaired swallowing and decreased orientation as evidence by inability to control oral secretions.
	#1
#4

#5

#3

#2




1st Priority Nursing Diagnosis:  (  pts)
Ineffective airway clearance related to ineffective cough and increased secretions as evidence by rhonchi heard over the lung fields and need for tracheostomy suction every 2 hours.










2nd priority Nursing Diagnosis:  
Risk for aspiration related to impaired swallowing and decreased orientation as evidence by inability to control oral secretions.
Nursing Diagnosis (restated): Ineffective airway clearance related to ineffective cough and increased secretions as evidence by rhonchi heard over the lung fields and need for tracheostomy suction every 2 hours.
(Carpenito-Moyet, 2010)
	What does the patient/client need to accomplish?

GOALS/OUTCOMES

Nurse or client perspective


	What can the nurse do to help resolve the problem?

IMPLEMENTATION

Nursing Interventions  
	Why will the nurse do these actions?

SCIENTIFIC RATIONALE

Be sure to include source using APA format
	How did the patient/family respond to the nurse’s actions? 
EVALUATION

Client Response, Status of Goals & Outcomes, Modifications to Plan

	1. By end of shift on January 31, 2012 the patient will have a respiratory rate within the normal limits of 12-20 breaths per minute.
2. By the end of the shift on January 31, 2012 the patient will have no adventitious lung sounds.
	 1. Turn patient every 2 hours.  
 2. Assess respiratory rate at least every hour.
 3. Elevate the head of the bed at least 30°.

 1. Maintain adequate humidity of inspired air via tracheostomy mask.
 2. Maintain adequate hydration of the patient via G-tube if not contradicted. 
 3. Suction the client every 2 hours.
	1.  Lying flat causes the abdominal organs to shift toward the chest, making it difficult for the lungs to expand.
2.  Regularly monitoring the patient’s respiratory rate will allow the RN to track the patients progress.  
3.  The upright position uses gravity to reduce the risk of aspiration and regurgitation. 
1. Humidity allows the mucus to thin making the mucus easier to expel out of the base of the lung. 
2. Maintaining and restoring hydration thins the secretions to increase expulsion via coughing or suction.
3.  Suctioning will remove secretions that are at the trachea down to the carina. 
	1. Goal not met.  At the end of the shift the client had a respiratory rate of 26.  The patient was turned every 2 hours during the shift with the head of the bed elevated at least 30°.  The respiratory rate was monitored throughout the shift.  Even thought the respiratory rate was not within the normal limits of 12-20 breaths per minute, the patient’s oxygen saturation was 99%.
2. Goal not met.  The patient was receiving humidified air via the tracheostomy mask at 40%.  The patient was receiving G-tube flushes to maintain hydration.  The patient secretions were thin during suction but lung sounds were not clear by the end of the shift.



                     pts                                                    pts                                                                 pts                                                             pts

Nursing Diagnosis (restated):  Risk for aspiration related to impaired swallowing as evidence by inability to control oral secretions.
(Carpenito-Moyer, 2010)
	What does the patient/client need to accomplish?

GOALS/OUTCOMES

Nurse or client perspective
	What can the nurse do to help resolve the problem?

IMPLEMENTATION

Nursing Interventions
	Why will the nurse do these actions?

SCIENTIFIC RATIONALE

Be sure to include source using APA format
	How did the patient/family respond to the nurse’s actions? 
EVALUATION

Client Response, Status of Goals & Outcomes, Modifications to Plan

	1.  Patient will not aspirate on Jevity or secretions during shift on January 31, 2012.

2.  Client will not aspirate for 6 months after being discharged from the Provena Covenant Medical Center.
	1. Suction the patient’s oral secretions every 1-2 hours and PRN.

2.  Confirm placement of the G-tube by radiography or greenish aspiration.

3.  Elevate head of bed for 30-45 minutes during feedings and 1 hour after to prevent reflux.

1.  Instruct the client’s family and Swann Center about the causes and prevention of aspiration.

2.  Instruct the client’s family and friends to reevaluate the client’s positioning frequently.

3.  Maintain side lying position when patient is lying in bed.


	1.Oral suction will decrease the amount of saliva in the mouth.

2. Correct placement prevents administration of Jevity and medications into esophagus. 

3.  Elevating the head of the bed prevents reflux by using gravity to prevent regurgitation.

1. After discharge the patient is at an increased risk for aspiration due to less supervision.

2.  Patient will need frequent checks due to his depressed mental state which puts him at risk for silent aspiration.

3.  Intragastric pressure is increased due to bolus tube feeding which contributes to regurgitation and aspiration, so a side lying position would prevent choking on the aspirate.


	1.  Goal met.  Patient did not aspirate during the shift.  The interventions were implemented and were successful.  

2.  Goal not met.  Goal is not met since it has not be at least 6 months since discharge.  The staff at PCMC has been frequently checking the patient and reevaluating his position.  Education to the Swann staff or family did not take place during our shift on January 31, 2012.


Reference(s): List all on back page or attach additional page. Use APA format.   (pt)
Carpenito-Moyet, L.J.,(2010). Nursing diagnosis: application to clinical practice. Philadelphia: Wolters Kluwer/Lippincott Williams & Wilkins.

Corbett, J. (2008). Laboratory tests and diagnostic procedures : with nursing diagnoses. Upper Saddle River, N.J: Pearson/Prentice Hall.



Initials: CP   Age: 20    Ht.: 48 inches  Wt.: 46.6 kg





Gender:  Male      Ethnicity: Caucasian 





Occupation: none 





Education: ____________________





Where do I live?  Swann Center         





Do I have any other family?  Mother, Father, and brother





Admission Info: (why and how did I come to hospital): Came to the hospital on Wednesday January 25th with a fever of 105°F.  





I have had these procedures while I have been here:  





I need help with:  Everything   





I need help: all the time               





I have an DNR


 


Activity Level: 





Medical History:  Cerebral Palsy, tracheostomy, nystigmus, chronic constipation, GERD, profound mental retardation, enterococcus UTI, spastic quad


Surgical History:  Baclofen pump instillation into RLQ





What equipment am I using?  (Circle all that apply)








 Foley       


 IV- PICC in right arm         


Telemetry   


 Oxygen set at 40% via trach mask


G-tube


 





 








I am rating my pain as a    


       Cannot assess /10. I describe it as- Could not assess patients pain score due to his inability to verbally communicate.  Patient’s facial expression did not show pain, patient was smiling.
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2
1

