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Lakeview College of Nursing

Clinical Preparation Assignment

Name: _Greg Cahill___ Date/Week: _9/25/12________ Adm. Diagnosis:__cardiopulmanary arrest_______Allergies:__Codiene___________

                                                                                                                                                                                                                                  (pts)
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  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
	5-10
	4.8
	15.3
	RBC
	
	4.12
	3.81
	K
	3.5-5
	4.2
	3.9

	DIFF: 

Monocytes

Lymphocytes

Neutrophils

Eosiniphils

Basophils
	4-6

20-35

50-71

1-3

0.4-1
	2.4

12.1

85.2

0.1

0.2
	5.1

21.5

67.0

0.1

0.3

	HGB/ HCT
	
	13/ 38.4
	12.1/ 36.4
	NA
	135-145
	138
	139

	PT
	
	12.6
	11.4
	PLT
	
	196
	308
	CL
	95-105
	90
	99

	INR
	
	1.2
	1.1
	AST
	<40
	44
	22
	CA
	8.5-10.5
	8.2
	9.1

	GLUCOSE
	
	
	
	ALT
	<40
	34
	17
	CO2
	24-32
	59
	33

	CHOLESTROL
	
	
	
	BUN
	10-20
	64.0
	60.0
	MG
	
	2.4
	2.6

	TRIGLYCERIDE
	
	
	
	CREATININE
	.3-.5
	11.5
	7.9
	Phosphorus
	
	6.7
	3.2

	HDL/LDL


	
	
	
	Troponin T
	
	
	0.351
	Amylase
	
	288
	

	Ptt
	
	31.2
	34.2
	CK-2
	
	14.47
	
	GFR
	
	6
	9


	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray:  shows cardio megaly                    Other: CT with no contrast- no abnormalities seen                                                                        Other:

     EKG:  PVC’s                                                              Other:                                                                         Other:



	CORRELATION: How does each abnormal test or lab relate to the diagnosis:                                                                                          



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:                                                                                                                                                                       (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).

	Protonix
40mg IV q 24hours

usual dose: 40 mg per day
Levophed
Usual dose; 0.5-1 mcg/min initially, followed by maintenance infusion of 2-12 mcg/min titrated by blood pressure response
Rocephin

1g  -1oo ml/hour
usual dose: 1-2 g every 12-24 hr
asa

325 mg q am

usual dose: 300-325 mg/day
Heparin

5000 units subcutaneous q 12hours

usual dose: 10,000 units, followed by 5000-10,000 units q 4-6 hr
Reglan

5mg iv BID

Novolin R

Sliding scale

Amiodarone

450 mg/9ml vial, 16.6 ml/hour IV q 16hours

Carvedilol

6 25mg tablets BID

Intralipid 20% 10.5 ml/hour IV

TPN 60 ml/hour 
	antiulcer agents
Pharmacologic: gastric acid pump inhibitors
binds to enzymes to make stomach acid not as acidic

vasopressor

alpha-adrenergic receptors agonist in blood vessels, causing constriction 
Therapeutic: anti-infectives
Pharmacologic: third-generation cephalosporins
Binds to cell walls- bactericidal 

antipyretics, nonopioid analgesics 
 salicylates
decreases platelet aggregation  

anticoagulant 

Potentiates the inhibitory effect of antithrombin on factor Xa and thrombin
	To prevent ulders
To raise blood pressure 

To treat infection

To prevent clots
To prevent DVT
	May cause Hyperglycemia, May ↑ risk of bleeding with warfarin
Monitor blood pressure

May increase AST, ALT, hemolytic anemia
Increased risk of bleeding

Increased risk of bleeding, thrombocytopenia, and anemia 


	No ulcers present throughout shift
Blood pressure was 134/86

WBC count of 15300, infection still present 




PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (pts)
	Vital Signs:
Pulse Ox %: 96
	BP:  134/86
	Pulse:  84
Rhythm:  PVC’s
	Respirations:

Rate: 20
Depth: 
Rhythm: 
	Temp:

99.8
Route: ear
	Pain:

Rating:    0     /10    
Characteristics:  

	NEUROLOGICAL: 

 MAE:                PERLA:         

Strength Equal:   
Orientation, Mental Status, Speech, Sensory, LOC, 
	MAE, PERL, equal strength, patient had wrist restraints until 930am,  pt has trouble speaking- pt extubated himself, may have damaged voice box, alert and oriented x3


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance           Fall Risk:       

Fall Score__________

Activity/Mobility Status

	Pt bedridden for past week, full ROM, needs help with all ADL’s, assist to chair, 

	CARDIOVASCULAR: 

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

Peripheral Pulses, Capillary refill: _____

Neck Vein Distention:         Edema    

Location of Edema____________________


	S1, S2 present, frequent PVC, begemeny at time, edema +1 in legs, capillary refill less than 3 seconds, pt undergoing dialysis every other day

	RESPIRATORY:

Accessory muscle use:        

Breath Sounds: Location, character
	Pt extubated himself and then went from a rebreather mask to nasal canula, O2 % is 96 on nasal canula at a 30% rate, 

	GASTROINTESTINAL:

Diet at home :  diabetic diet     Current Diet:    TPN
Height:                 Weight: 
Auscultation: Bowel sounds, other sounds

Last BM, character &  freq of stools 

Palpation: Pain, Mass etc

Inspection: distention, incisions, scars, drains, wounds

Ostomy:               Nasogastric:       

Feeding tubes/PEG tube           Type:___________


	Diet=TPN, pt is NPO, bowel sounds active x4, stomach is flat, nontender, no masses or pain present

	INTEGUMENTARY: 

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

Braden scale: _12_____

Drains present:             Type______
	Skin is dry and color is appropriate for age and ethnicity,  risk for skin breakdown, pt was sitting up and moving by end of shift, drain present

	EENT: 
Ears:              Eyes: 

Nose:                        Teeth:  

                               
	Nose: septum even, nostrils patent, ears: even, well shaped, no signs of HOH, Teeth: present, no sings of decay,  Eyes: pt has reading glasses but does not ware them all the time. 

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis      

Inspection of genitals

Catheter:        Type______


	Urine: yellow, clear; pt undergoes dialysis every other day

	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)
	


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]

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

	
	

	


1st Priority Nursing Diagnosis:  (  pts)

2nd priority Nursing Diagnosis:

Nursing Diagnosis (restated):

	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

	
	
	
	



                     pts                                                    pts                                                                 pts                                                             pts

Reference(s): List all on back page or attach additional page. Use APA format.    

(pt)




Initials: _OB____Age: _56_____    Ht._____ Wt.______





Gender:  M    Ethnicity: _black__________





Occupation: _____________________





Education: ____________________





Where do I live?     In the city with wife      





Do I have any other family?  Mother and sisters visit frequently 





Admission Info: (why and how did I come to hospital):  passed out while driving and hit a truck





I have had these procedures while I have been here:  





I need help with:  all ADL’s  





I need help:                





I do not have a  DNR, POA, or Living Will. 





Activity Level:  non ambulatory, confined to bed 





Medical History:  heart attack in march 2012, angioplasty, high cholesterol, HTN, sleep apnea, ulcers, renal disease, gout, DM 2, hepatitis C 





Surgical History:  


Shunts for dialysis angioplasty 





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





Foley       


 IV         


Telemetry   


  Oxygen- ventilator to nasal canula 


 


Arterial line in L arm





I am rating my pain as a    


       ________/10. I describe it as











6

2
4

