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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:NKDA_______
                                                                                                                                                                                                                                  (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
	140-400
	164
	177
	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
	21-31
	31
	37

	CHOLESTROL
	
	
	
	BUN
	8-25
	10
	5
	MG
	
	
	

	TRIGLYCERIDE
	
	
	
	CREATININE
	
	0.4
	0.4
	TSH
	
	
	

	HDL/LDL


	
	
	
	BNP
	
	
	
	
	
	
	

	Phenobarbital level
	
	21.8
	
	Levetiracetam 
	
	17.9
	
	MVC
	78-100
	94.0
	95.1


	Arterial Blood Gas

   pH

   PCO2

   HCO3
   P02

   O2 sat.


	7.35-7.45
35-45

21-28

80-100

90-100%


	7.37

52
30.1

82

87%
	7.46
50
35.6
86

95%


	
	
	
	
	
	
	
	


	DIAGNOSTICS:  Test & Results  
    Blood Cultures showed no growth.

    Bronchial washings showed the growth and normal flora present.
    MRSA screening of the nares was negative. 
    Pt’s Urinalysis and UA were negative for UTI (which the pt. gets frequently)                                                                                                                                                              
   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-Due to aspiration pneumonia
Low lymphocytes on admission-Low due to bacterial pneumonia infection
Low RBC on most recent lab-Pt. is wheelchair bound and uses a PEG Tube for feeding.  Dietary deficiency due to the fact that the pt. is on tube feeds for nutrition could lead to the patient’s anemia.
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-The patient is wheelchair bound and receives total care, which could cause a drop in Ca due to poor bone health.  The patient is also taking anti-convulsants for his seizure disorder, which is proven to lower serum calcium.
Blood Gas Values: High pCO2 due to impaired gas exchange from not expiring CO2.  Upon admission, the pt. was in visible respiratory distress (fast, shallow breathing) and had an O2 sat. of 87% and a PCO2 of 52.  The patient was placed on a ventilator for 5 days to bring blood gasses WNL.  The most recent ABG (taken after a short time off the ventilator) shows a slightly elevated pH, and elevated PCO2 and HCO3.  These values, while not within normal limits, are expected for a patient just coming off the ventilator with previous respiratory issues.  An additional ABG was not obtained by the doctor due to the fact that the patient was not showing signs of distress (pt. showed no cyanosis, had improved breath sounds, had an acceptable O2 sat., and was not using accessory muscles to breath) and is in the beginning stages of recovering off of the ventilator.  All elevated levels are high due to the fact that the patient is/was not breathing off enough CO2.  
(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)
Detailed info on Asp. Pneumo, should I include vent. Pneumo?
Should specifics on co-morbidities be explained –obviously some of his previous resp. issues led to this, but should CP/MR/Seizures be explained at the cellular level?

 MEDICATIONS: (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).

	Diazepam 2mg tablet

Give 2mg per PEG tube @ 0900, 1600,  2100

Usual Dose:

Docusate Sodium 50mg/5mL (Diocto Liquid)

Give 6mL per PEG Tube @ 2100
Usual Dose:

Glycopyrrolate 1mg tablet

Give 2mg per PEG Tube @ 0900, 1600, 2100

Usual Dose:

Guaifenesin 100mg/5mL

Give 20 mL per PEG Tube @ 0900, 1600, 2100

Usual Dose:

Levetracetam 100mg/1mL

Give 500mg (5mL) per PEG Tube @ 0900, 1600, 2100

Usual Dose:
Metoclopramide HCl 5mg/5mL

Give 10mg/10mL per

PEG Tube  0600, 1400, 2200

Usual Dose: 

Multivitains Therapeutic 1mL

Give 5mL per PEG Tube @0900

Usual Dose:

Pantoprazole Sodium 40 mg vial

Give 40 mg IVP @ 0900

Usual Dose:

Phenobarital Elix 20 mg/5mL 

Give 90 mg per PEG Tube @ 0900 and 2100

Usual Dose:

Travoprost 0.004% Opthalmic Solution

Give drop to both eyes once daily

Usual Dose:
	
	Anti-Seizure medication
Pt. suffers from chronic constipation; prophylactic medication for bowel program
	Do not suddenly stop medication; do not take with grapefruit juice; can become habit forming; can cause severe allergic reaction

	Patient has not had any recorded seizures during this admission-Drug is effective
Pt.’s abdomen is soft upon palpation, pt’s last BM was 1 day ago (medium, formed, brown), and pt. has active bowel sounds


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

96% @1000

99% @1200

On humidified 40% FiO2 via trach mask
	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:normal 
Rhythm: normal
	Temp:
98.6 @ 0800
100.7@1200
Route: Tympanic
	Pain:

Rating: Cannot assess/10    
Characteristics: Cannot assess
*Pt.is smiling/laughing. His mother presents later and confirms that his appearance shows he is feeling much better.

	NEUROLOGICAL: 

 MAE: N/A                PERLA:  Yes        

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-due to patient’s CP, he lacks the musculoskeletal coordination and mental capacity to follow directions;  pupils-3+/3+ bilaterally reactive
Patient is nonverbal and without orientation to time, person, or place due to existing comorbidities (CP and MR).  He is alert and reactive to touch on all extremities.  Patient is lying in bed watching cartoons upon assessment.


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance: Yes           Fall Risk:  Yes     

Fall Score: Morse Score of 70
Activity/Mobility Status

	Patient requires assistance with all activities of daily living, including ROM, turning in bed, hygiene, feeding, and up to wheelchair (pt. is wheelchair bound).  He has severe contractures of his arms and legs, and also presents with the “windswept” appearance due to his CP.  Pt. can be up with assist but requires a max assist to an assistive device.
-Patient was turned every 2 hours (right @0800, Left @1000)

-Head of bed 40°@0800



	CARDIOVASCULAR: 

Heart sounds:  S1, S2
Peripheral Pulses, Capillary refill: Brisk
Neck Vein Distention:  No       Edema: none
Location of Edema: Pedal edema

	-Dorsalis Pedis/Posterior Tibal 2+ bilaterally

-Regular rhythm

- No pallor

-No cyanosis

-Skin warm, pink, and moist

-Normal sinus rhythm

-HR 84 @ rest, 104 @ stimulation

-Shows sufficient tissue perfusion via cap refill at < 2 seconds

	RESPIRATORY:

Accessory muscle use:        

Breath Sounds: Location, character
	-O2 saturation from 96-99% on humidified 40% FiO2

-Respiratory Rate- 26-32 

-Regular rhythm

-Lung sounds diminished bilaterally

-Crackles bilaterally (more in right lung)

-ABG on 1/30: pH 7.46, pCO2-50, pO2-86, bicarbonate stand-35.6

-Pt. has long term trach which requires suctioning Q1° which produces clear sputum



	GASTROINTESTINAL:

Diet at home : Jevity via G-tube  Current Diet: Jevity via G-tube 
Height:      48 inches     Weight: 46.6 Kg
Auscultation: Bowel sounds active in all quadrants

Last BM, 1/29; medium, brown, formed 

Palpation: Pt.’s abdomen is soft upon palpation with no masses
Inspection: Pt has a PEG Tube placed in the RUQ with evidence of two previous sites that have been revised
Ostomy:  No             Nasogastric:  No     

Feeding tubes/PEG tube           Type: PEG-tube

	-Active bowel sounds x 4

-soft abdomen

-regular BM pattern 

-PEG tube with Jevity @ 50mL/hour

-PEG tube clogged=order for more frequent flushes

-Patient is on Jevity at Swann Center 



	INTEGUMENTARY: 

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

Braden scale: 11
Drains present:  No           Type______
	-PICC in upper right arm

-Braden score of 11= risk for skin breakdown

-Pink, warm, and dry

-Lower extremities moist @1200 due to temperature of 100.7

-no signs of skin break down

-moist mucus membranes

-no tenting of the skin

	EENT: 
                               
	-Patient responds to voices-hearing intact

-Ears free of cerebrum

-Nystagmus 

-Possible glaucoma

-Patient will follow voice with eye tracking

-Patient usually wears glasses

-Nostrils patent

-No dentures or dental appliances

-Teeth appear clean and clear of caries



	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis = No
Inspection of genitals: Pt. has a patent urethra/external urethral meatus which shows no redness or signs of infection from the catheter
Catheter:   Yes     Type: Foley 16F

	-Hazy yellow

-400 mL

-Foley catheter

-Urine specimen- 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 years old male

-Resident at Swann Center

-Supportive mother-visited him during admission

-Profound mental retardation

-Smiles in response to name and voices




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

	  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 

· Ineffective communication

· Fever

· Immobile

· Increased respiratory secretions

· Chronic constipation

· Increased oral secretion

· Tracheostomy

· Pneumonia

· Bed fast

· Hypoxia

· Tachypnea
	· Ineffective airway clearance r/t ineffective cough and increased respiratory secretions as evidence by crackles and diminished lung sounds over both lung fields, also the patient needs suction at least every 2 hours.

· Impaired gas exchange r/t pneumonia and copious secretions as evidence by respiratory rate of 30 and requirement of 40% FiO2 via a tracheostomy mask.

· 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.
	#2

#1

#6

#3

#4

#5


1st Priority Nursing Diagnosis:  (  pts) Impaired gas exchange related to pneumonia and copious secretions as evidence by a respiratory rate of 30 and requirement of 40% FiO2 via tracheostomy mask.
2nd priority Nursing Diagnosis:  Ineffective airway clearance related to ineffective cough and increased secretions as evidence by Bilateral rhonchi and Frequent suction of tracheostomy every 2 hours.


Nursing Diagnosis (restated): Ineffective airway clearance related to ineffective cough and increased secretions as evidence by Bilateral rhonchi and Frequent suction of tracheostomy every 2 hours.


	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 discharge the patient will have no adventitious lung sounds.
	 1. Turn patient every 2 hours.  

 2.  Inspect sputum for quality, odor, color, and consistency.

 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.  Monitoring, documenting, and reporting changes and sputum will alert the nurse of changes in the sputum due to the cause (bacteria) of the respiratory infection (Swearingen, 2008)

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

(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.  During admission at Provena Covenant Medical Center patient will remain free of signs of respiratory distress.

2.  By discharge the patient will demonstrate improved ventilation and adequate oxygenation as evidence by blood gas levels within the normal parameters for this patient.


	1.  The staff will cluster patient care.

2.  Position the client with the head of the bed in a 45° angle as tolerated by the patient.

3.  Closely monitoring the patient’s behavior-assessing for restlessness, agitation, or changes in mood/behavior.

1.  Turn the patient every 2 hours and monitor changes in O2 saturation due to position change.

2.  Administer humidified O2 to aim for an O2 saturation of at least 90%.  

3.  Administer supplemental oxygen before and after endotracheal suction.
	1.  The hypoxic client has limited reserves so when unnecessary activity is preformed, hypoxia can occur.

2.  When patients are sitting upright it will increase oxygenation and ventilation of the patient due to an increased tidal volume.

3.  Changes in behavior can be an early sign of impaired gas exchange; this can alert the nurse to modify the current plan of care. 

1.  Position changes increases oxygenation and ventilation of the patient compared to the supine position.

2. Oxygen saturation should be at a minimum of 90%.  Any change in oxygen saturation below 90% needs to be addressed for a change in care plan.

3.  Providing supplemental oxygen before, during, and after endotracheal suctioning prevents the patient from experiences a decrease in PO2 as a result from suctioning.


	1.  We cannot fully evaluate this goal because we do not have any patient assessment information after our shift on January 31, 2012.  The interventions were implemented and were successful during our shift.  The head of the bed was elevated 30° because the patient could not tolerate it any higher.

2.  We cannot fully evaluate this goal because we do not have any patient assessment information after our shift on January 31, 2012.  Interventions were implemented during our shift and have been successful since admission.  On admission the patient on 1/25 his pH went from 7.37 to7.46

pCO2 from 52 to 50

PO2 from 82 to 86


Nursing Diagnosis (restated):  Impaired gas exchange related to pneumonia and copious secretions as evidence by a respiratory rate of 30 and requirement of 40% FiO2 via tracheostomy mask. (Ackley & Ladwig, 2010)
Reference(s): List all on back page or attach additional page. Use APA format.   (pt)

Ackley, B.J.,  Ladwig, G.B. (2010). Nursing diagnosis handbook: an evidence-based guide to planning care. St. Louis, Mo: Mosby-Elsevier.
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.

Swearingen, P.L., (2008).  All-in-one: care planning resource.  St. Louis, MO:  Mosby-Elsevier.




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





Gender:  Male      Ethnicity: Caucasian 





Occupation: none 





Education: Pt. attends Urbana Public High School in the special education department





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: Diagnostic tests such as CXR and lab draws, but no procedures.  Pt. was put on the ventilator via trach and was weaned the previous day. 





I need help with:  Everything   





I need help: all the time               





I have an DNR-Parents have a legally signed co-guardianship of the patient as well.  Per the wishes of the co-guardians (the patients mother and father), pt. may remain on a ventilator via trach only for short term situations.


 


Activity Level: At home, pt. is wheelchair bound due to his severe CP.  He is unable to bear weight and has little use of his limbs.  Pt. does not have any restrictions pertinent to his current hospital stay, however, do to his previous medical history, he will be able to have activity as tolerated with max assist.  





Medical History: Born at 35 weeks gestation as a twin (traumatic delivery), developed seizure disorder at 5 mo., (100-200 seizures daily), Pt. also developed an infection at that time with fevers of 105°F+; Since then has had known profound MR, Cerebral Palsy, tracheostomy, nystigmus, cortical visual impairment, suspected glaucoma, chronic constipation, GERD, enterococcus UTI, Asthma, Bronchospasms, Reactive Airway disease, Spastic Quadriplegia, Muscle Spasms, and hypersecretions


Surgical History: Tracheostomy,  PEG Tube insertion with 3 revisions, 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
11

