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Lakeview College of Nursing

Clinical Preparation Assignment

Name: Candace Blakey________________ Date/Week: 3/4/2010___ Adm. Diagnos: Ruptured Appendicitis________Allergies_NKDA________

                                                                                                                                                                                                                     (5 pts)



[image: image1]
  LAB DATA    (List all pertinent/current lab/diagnostic values)                                                                                                                     (5 pts)
	TEST
	NORMS
	ON ADM
	NOW
	TEST
	NORMS 
	ON ADM
	NO W
	TEST
	NORMS
	ON 

ADM
	NOW

	WBC
	4.0-12.0
	18.2
	
	RBC
	4-5.3
	5.2
	
	K
	3.3-4.7
	3.5
	3.9

	DIFF: 

Monocytes

Lymphocytes

Neutrophils

Eosiniphils

Basophils
	0-14

44-74

18-48
	2

8

78
	
	HGB/ HCT
	11.5-14.5
33-43
	14.5
41
	
	NA
	132-141

	135
	137

	PT
	
	
	
	PLT
	150-450
	408
	
	CL
	98-107
	97
	105

	INR
	
	
	
	APTT
	
	
	
	CA
	9.0-10.1
	10.2
	8.5

	GLUCOSE
	65-99
	118
	125
	A1-C
	
	
	
	CO2
	21-32
	22
	29

	CHOLESTROL
	
	
	
	BUN
	8-18
	15
	6
	MG
	
	
	

	TRIGLYCERIDE
	
	
	
	CREATININE
	.20-.80
	.70
	.60
	TSH
	
	
	

	HDL/LDL


	
	
	
	BNP
	
	
	
	OTHER
	
	
	

	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray: PICC    Chest                                            Other: CT- no significant findings                                             Other:

     EKG:                                                                Other:                                                                         Other:



	CORRELATION: How does each abnormal test or lab relate to the diagnosis:                                                                                          
The chest x-rat was ordered and there were lobar atelectasis of the right upper lobe.  Right arm PICC line tip projects over the right atrium.



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.

(5 pts)



“Appendicitis is due to closed-loop obstruction of the appendix.  It is thought that the obstruction is due to fecal material impacted into the relatively narrow appendix, though other causes such as ingested foreign bodies may exist. This causes a subsequent increase in the intraluminal pressure of the appendix, resulting in mucosal edema, bacterial overgrowth, and eventual perforation.  Due to the fecal material in the appendix, perforation causes inflammatory fluid and bacterial contents to leak into the abdominal cavity, resulting in peritonitis.  Diffuse peritonitis is more likely in younger children.   Older children and adolescents have a more developed omentum, which walls off the inflamed or perforated appendix, often causing a focal abscess”(Ricci and Kyle, 2009, p. 1354).  White blood cells elevated due to the immune system reacting to the infection being present.  And lymphocytes and neutrophils are low and the reasons can be because of bone marrow production or medication. Glucose levels are high because of the stress and dehydration, chloride low due to dehydration, and calcium high unknown in this specific situation, but some causes can be bone morrow or parathyroid hormone issues.(WebMD, 2005-2010) 
 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.

	Name, dose & frequency of administration for this patient. Calculate safe range for each med with child’s weight.
	Classification & mechanism of action. [Use your drug guide!]
	Why is medication ordered for THIS patient?
	 Nursing Precautions/ Considerations with this medication. 

(List 3-5)
	 Evaluate medication effectiveness for THIS patient (patient response).Even if you didn’t give it.

	Flovent
110 1 Puff inh

BID, 0900, 2100

Albuterol
2.5 mg inh QID

Zosyn 3.375 gm/50ml/IV 100mls/hr

Q 6 hour (500, 1100, 1700, and 2300) over 30 min
Toradol 20 mg IV q 6 h (0400, 1000, 1600, 2200) 20mg = 1.33ml

TPN @ 1600 Parent Nutrition 


	Anti-asthmatics

Bronchodilator

Anti-infective

Analgesic

Nutrition
	Decrease frequency of asthma attack

Controls and prevents reversible airway obstruction caused by asthma

Death of susceptible bacteria

Alleviates pain
Infuses nutrients 
	Agitation, headache, and hoarseness

Restlessness, tremors, and headache

Seizures, confusion, and lethargy

Drowsiness, abnormal thoughts, and dizziness

Depressed deep tendon reflexes, drowsiness, and arrhythmias
	Pt does not show any signs of respiratory distress.

Pt does not show any signs of respiratory distress.

Current labs were not charted.

Not effective for patient

Current labs were not charted.

	
	
	
	
	


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)  DAY 1&2    5 points per day                                ( 10 pts)
	Vital Signs:
Pulse Ox %:
93%   

92%
	BP: 123/70
132/73
	Pulse: 87
92
Rhythm: regular
	Respirations: 
Rate: 23, 26
Depth: regular
Rhythm: regular
	Temp:

101.4
99.5
Route:O
	Pain: 
Rating:     10, 10 /10    
Characteristics: Sharp      

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	Alert and Oriented times 3. Very tired and unmotivated.  Very whiny and sore.


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score_9______

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk
	Pt has FROM, Pt needs assist with walking to the bathroom, and getting to the chair. Neurological status is responsive and appropriate.


	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.

Peripheral Pulses, Capillary refill: >3___

Neck Vein Distention:   Y   N      Edema  Y    N
Location of Edema____________________
Cardiac Monitor______________________

	Heart sounds are bounding, and regular.

	RESPIRATORY:

Accessory muscle use:    Y     N
Breath Sounds: Location, character
Apnea & RR Monitor__________________
	Lung sounds are clear throughout bilaterally


	GASTROINTESTINAL:

Diet at home :  Regular              Current Diet:  NPO 

Height:  147.3                        Weight: 47
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:___________


	There are two Jackson Pratt drains at the incision. (4-5 ccs). BS are present in all 4 quadrants.  Last BM unknown. Pain is at 10 and the NG time is in place draining 100 ccs.  And TPN is running.  

	INTEGUMENTARY: 

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

Braden scale: __2____

Drains present:  Y         N       Type JP___
	Skin color is even, warm to touch and the incision site dressing are dry. The Jackson Pratt drain is present on the abdomen. 

	EENT: 
Ears: clear and clean                     Eyes: glasses
Nose:  clear and clean                   Teeth: present and clean        

                               
	Lips are dry, with complains of sore throat due to NPO.


	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals

Catheter:  Y    N      Type__Foley_____


	600 ccs of clear yellow urine.  And genitals have no abnormalities and the foley is intact with no signs of infection.


	PSYCHOSOCIAL/CULTURAL:

Coping methods,          Educational level

Developmental level (List one G/D level),       Ethnicity, 

Religion & what it means to pt/family

Elements of Play.

Personal/Family Data    (Think about home environment, family structure, and available family support)
	C.C is Roman Catholic; he attends St. Elizabeth Ann Seton. And he is currently in the industry vs. inferiority stage according to Erickson. Concrete operational according to Piaget. And conventional interpersonal stage according Kohlberg. 



CONCEPT MAP:  Draw a picture or list items in boxes based on your assessment and patient’s history

You must include the following items:  Abnormal Labs, At least one medical dx for patient, psychosocial element, 3 areas noted in the assessment,  play



( 5 pts)


                                                                                         










	  Problem List    
     List 5 here                                     ( 1 pts)
                                                    
	Nursing Concern/Diagnosis                                                           (    2  pts)
One diagnosis may represent several problems (include R/T for each)
	 Priority of  List      (  1   pts )
  Use numbers

	1) Pain

2) Risk for Infection

3) Risk for ineffective gas exchange 
4) Anxiety

5) Activity Intolerance
	-Abdominal pain related to ruptured appendix as evidence by patient complaining of abdominal pain 

-Anxiety related to medical and personal issues as evidence by aggregated nerves


	1
3

2

4

5




1st Priority Nursing Diagnosis:  (1 pts)

Nursing Diagnosis_Abdominal Pain _________________________________R/T_Ruptured appendix __________________________

AEB Patient complainin of abdominal pain_______________________________________________________________________________________

	What does the patient/client need to accomplish?

GOALS/OUTCOMES

Nurse or client perspective
List @ least 3 goals


	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

	Client will not have pain on 3/4/2010 by 1130
Client will develop coping skills on 3/10/2010 by 1200

Client will walk on his own with a good tolerance level on 3/ 15/ 2010 by 1130

	Nurse will manage pain on 3/4/2010 by medicating the patient around the clock. Along with providing distractions such as movies, games, and ect. during shift.

Nurse will communicate therapeutically about personal and medical conditions and ways to cope with the pain. The nurse will also educate client about the importance of pain medications and some effects the medications can have on 3/4/2010 by 1130.

Nurse will ambulate client two to three times a day.  And with each time the nurse will encourage client to walk on his own starting a small distance, increasing the distance each time. 3/15/2010 by 1200. 
	“Proper pain management includes the use of pharmacological and non-pharmacological pain management therapies”(Assessment technologies institute, 2000-2007, p. 771).


“Factors influencing an individual’s ability to cope include the number, duration, and intensity of the stressors”(Assessment technologies institute, 2000-2007, p. 545).
Ambulating a client will increase the patients activity will decrease the exertion of activity. (Assessment technologies institute, 2000-2007) 
	Client reported having pain before the shift was over so the goal was not achieved.
Ongoing

Ongoing



                2    pts                                          2    pts                                                      2    pts                                                    2       pts

Reference(s): List all on back page or attach additional page. Use APA format. (2 pts) 
Lakeview College of Nursing

N308 Spring Semester 2008

Grading Guidelines for Concept Care Map

Patient history from chart & interview (5)







Complete


Used patient’s initials only


Information clearly presented

Laboratory/Diagnostics (5)








All normal values listed


Results of test clearly presented


Abnormal tests to correlate to diagnosis 


Pathophysiology (5)










Description of cellular, organ, and system level 

Medications (5)










Complete


Safe dosage calculated for individual patient


Clearly presented

Physical Assessment Data (10)








Complete


Description of each system clearly presented

Systems from chart & interview (5)








Patient in the center with medical diagnosis, an abnormal 


findings, medications, and any other pertinent information

Complete


Information clearly presented

Problem List, Nursing Diagnosis Prioritized, Nursing Diagnosis (5)



Nursing Process Care Plan (10)








Priority nursing diagnosis 





Goals & Expected Outcomes



Realistic



Measurable


Nursing Interventions



Individualized



Variety of activities listed


Scientific rationale



Accurate



Pertinent

Sources documented using APA format (written on the back of page 7 of care plan)

Evaluation









Relates to goals, expected outcomes & interventions



Includes modifications to plan as needed












Total:

/50




Initials: _C.C.___Age: __9____    Ht._147.3____ Wt._40.7 kg___





Birth Calculation:  9 yrs. 5 months 10 days





Gender:   M     F        Ethnicity: __South Asian/ India_______





Education: Elementary School_______





Where do I live? At Home





I live with Mom and Dad (Divorced)____________________





Do I have any other family? __Aunts, grandmother, grandfather_________





______________________________________


Admission Info: (why and how did I come to hospital)_Pt complained of abdominal pains. Rating pain at a 15 on a adult scale._________________________________________________ 


________________________________________________





_________________________________________________________





I have had these procedures while I have been here: _Nasogastric tube, foley catheter, appendectomy_________________________





__________________________________________________________








I need help with:   Hygiene      Moving        Eating       Dressing





I need help:         Not at All        Some           Lots             Totally





I have a     DNR      POA      Living Will





Activity Level: _Tolerates Fair_________





Medical History: _Asthma_______________________





______________________________________________





______________________________________________





______________________________________________





______________________________________________





Surgical History: _none_________________________





______________________________________________





______________________________________________





______________________________________________





______________________________________________





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  10__





Using this pain scale_Adult Scale_________





Location/Description_Abd, Sharp pain _______________________________________________________________  


      








Abdominal pain related to ruptured appendix as evidence by patient complaining of abdominal pain 





Coping/Stress: Pt has anxiety, and expresses pain consistently throughout shift. Family also exhibits signs of anxiety





Activity/Exercise: Risk for fall according to the fall risk chart. Pt needs assist to bathroom and chair. 





Pain:


-Abdominal pain


- FROM


- On Toradol 20mg, Morphine 2-4mg





Play: C.C. watches movies for play and for distraction from the pain. 





Abnormal Labs: WBCs, Neutrophils, glucose, and calcium are elevated. And lymphocytes are decreased





Elimination: At Risk for an Infection.  The Pt has a foley catheter in and he is in TPN. I and O is being assessed regularly.








 11 
2
10
10

