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Lakeview College of Nursing

Careplan N403
Student: Holly Robson
 Date/Week: August 28, 2012
 Adm. Diagnosis: Hypotension, tachycardia
Allergies: None                                                                                                                                                                                                                                  (3 pts)
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    LAB DATA     (15 pts) Highlight abnormal values and make a key to explain colors
	Lab Test
	Normal values
	Date/time of test

	Reason for Abnormal value         

	
	
	Admission
	Day prior
	Day of care


	

	Na+
	135-145
	138
	141
	142
	

	K+
	3.3-5.3
	5.3
	4.4
	4.5
	

	Cl-
	95-110
	111
	111
	115
	Patient is dehydrated which can result in hyperchloremia

	CO²
	21-31
	21
	24
	21
	

	Glucose
	<100
	193
	140
	185
	Patient is a diabetic 

	BUN
	6-20
	27
	35
	41
	Patient is dehydrated which can cause a elevated BUN

	Creatinine
	.5-1.2
	1.57
	1.39
	1.17
	Patient is dehydrated which can cause an elevated creatinine

	Pre-albumin
	16-35
	NF
	NF
	NF
	

	Albumin
	3.5-5
	2.5
	NF
	NF
	Low albumin can be caused by dehydration

	Calcium
	8.4-10.5
	7.8
	NF
	8.2
	Could be due to poor diet

	Magnesium
	1.8-2.3
	NF
	NF
	1.6
	Could be due to poor diet

	Phosphate
	2.5-4.5
	NF
	NF
	NF
	

	Bilirubin
	.2-1.2
	1.0
	1.1
	NF
	

	Alk phos
	30-105
	NF
	60
	73
	

	AST
	8-40
	NF
	32
	31
	

	ALT
	5-35
	37
	39
	NF
	Along with yellowing of the eyes, could indicate problems with liver function

	Amylase
	28-35
	NF
	NF
	NF
	

	lipase
	0-160
	NF
	NF
	NF
	

	Cholesterol
	<200
	NF
	NF
	NF
	

	Triglycerides
	45-155
	NF
	NF
	NF
	

	RBC
	4.5-5.5
	NF
	NF
	NF
	

	Hgb
	13-17
	9.9
	NF
	5.9
	Low hemoglobin is cause by anemia

	Hct
	38.1-48.9
	29.0
	NF
	17.4
	Low hematocrit can be caused by anemia

	Platelets
	149-442
	231
	NF
	212
	

	WBC
	4.0-11.7
	14.5
	NF
	20
	Elevated white blood cells indicate an infection

	    Neutrophils
	37-80
	90.5
	NF
	89.1
	Elevated neutrophils indicate an infection

	    Lymphocytes
	12-50
	4.8
	NF
	5.3
	Could be due to chronic infection or poor nutrition

	    Monocytes
	4.4-12
	4.6
	NF
	5.6
	

	    Eosinophils
	0-6.3
	.1
	NF
	NF
	

	    Bands
	0-1
	0
	NF
	NF
	

	PT
	22.6-35.3
	NF
	NF
	NF
	

	INR
	.86-1.14
	1.32
	NF
	NF
	Patient is on Coumadin and aspirin 

	PTT
	22-35
	34.9
	NF
	NF
	

	D dimer
	0-.62
	NF
	NF
	.37
	

	CK
	40-175
	NF
	NF
	NF
	

	CKMB
	0-10
	NF
	NF
	NF
	

	Troponin
	<0.12
	NF
	NF
	NF
	

	BNP
	<100
	NF
	NF
	NF
	

	A          pH
	7.35-7.45
	NF
	NF
	NF
	

	B          pCO2
	35-45
	NF
	NF
	NF
	

	G’s      pO2
	75-85
	NF
	NF
	NF
	

	            HCO3
	22-26
	NF
	NF
	NF
	

	Base excess
	-3-3
	NF
	NF
	NF
	

	Lactic acid
	4.5-19.8
	NF
	NF
	NF
	

	C Reactive protein
	Negative
	NF
	NF
	NF
	

	Urine analysis
	
	
	
	
	

	   Color & Clarity
	Yellow
	Yellow
	NF
	NF
	

	   pH
	5-8
	5.5
	NF
	NF
	

	   Specificgravity
	1-1.020
	1.018
	NF
	NF
	

	   Glucose
	Normal
	Norm
	NF
	NF
	

	   Protein
	Negative
	Trace
	NF
	NF
	due to kidney damage due to diabetes

	   ketones
	Negative
	Trace
	NF
	NF
	due to kidney damage due to diabetes

	   WBC
	<6
	9
	NF
	NF
	

	   RBC
	<4
	1
	NF
	NF
	

	   Leuko-esterase
	Negative
	1+
	NF
	NF
	Indicates an infection, possible UTI

	Cultures
	
	
	
	
	

	   Urine
	Negative
	No growth
	NF
	NF
	

	   Nares (MRSA)
	Negative
	NF
	NF
	NF
	

	   Wound
	Negative
	NF
	NF
	NF
	

	   Stool
	Negative
	NF
	NF
	NF
	

	Therapeutic Drug Levels
	
	
	
	
	

	Vancomycin
	P: 10-20 T: 10-20
	NF
	NF
	NF
	

	Digoxin
	.8-2.0
	NF
	NF
	NF
	

	Dilantin
	10-20
	NF
	NF
	NF
	

	Tegretol
	4-12
	NF
	NF
	NF
	

	Theophylline
	10-20
	NF
	NF
	NF
	

	Key
	
	
	
	
	

	HIGH
	
	
	
	
	

	LOW
	
	
	
	
	


 (5 pts)
	DIAGNOSTICS:  List all diagnostic tests & their brief results (x-rays, CTs, MRI’s, Speech evils, EKG’s etc.)                                                                                                                                                                 
   Urinalysis was taken on admission (8/26) and on 8/27 along with urine culture on the 25th.  The culture came back negative showing no UTI.  The urinalysis shows protein and ketones in the urine.  These traces in the urine can be related to past medical history of diabetes.  The white blood cells are elevated as well as the leuko-estrase, which indicates an infection.
   The patient had a chest x-ray done on the 26th.  The results were un-remarkable, with no noted abnormalities.


	CORRELATION: Discuss (in your own words) how the abnormal labs & diagnostic tests relate to at least one of the following: the medical diagnosis, past medical history and/ or current condition.          (10 points)                                                                          
A lot of the abnormal lab values can be related to the patient’s dehydration.  His reason for hospitalization is poor urine output and hypotension which can be caused by dehydration (Smeltzer, Bare, Hinkle, & Cheever, 2010).  When there is less water in the blood the more concentrated it becomes which can account for several of the high lab values.  The other lab values are due to a lot of different factors.  It appears as though the patient has a UTI, which can account for the elevated white blood count.  He has an indwelling urinary catheter and this can increase the risk for developing at UTI (Smeltzer, Bare, Hinkle, & Cheever, 2010).  Most of the other lab values can be explained by his past diagnosis of anemia and diabetes.



	Pathophysiology: (in your own words supported by scholarly nursing references)                                        (5 points)
Dehydration is a deficit of water in the body.  Often times it occurs with sodium loss as well.  Water can be lost through urination and the skin and it is not compensated by adequate fluid intake.   This can cause urine output to drop.  This can cause dry skin, headache, elevated temperature, tachycardia and hypotension.  Lab values are run to help determine the severity of the dehydration. To treat this water is given and the fluid loss is stopped.  The fluids need to be given slowly enough to prevent water on the brain, and is often given initially with 5% dextrose to prevent lyses of the red blood cells. (McCance, Huether, Brashers, & Rote, 2010)



MEDICATIONS (List all current meds, include IV drip medications)                                                                       (15 points)
	Brand name
	Warfarin
	Ceftriaxone
	Enoxaparin
	Atorvastatin

	Generic
	Coumadin
	Rocephin 
	Lovenox
	Lipitor

	Dose
	5 mg
	50 mls
	80 mg
	20 mg

	Route
	PO
	IV
	SubQ
	PO

	Classification
	Anticoagulant 
	Broad spectrum antibiotic
	Anticoagulant
	Antilipidemic

	Action
	Depresses hepatic synthesis of vit-k
	Inhibits bacterial cell wall synthesis
	Binds to antithrombin inactivating  factors
	Inhibits HMG-CoA reductase enzymes, which reduces cholesterol syntheses

	Reason this client receiving
	To prevent blood clots while in the hospital.
	To get rid of infection
	To prevent blood clots while in the hospital
	To prevent elevated cholesterol levels

	Contraindications (2)
	Malignant hypertension, peptic ulcer disease
	Hypersensitivity to cephalosporins, Age less than 1 month
	Hypersensitivity to this drug, active bleeding, peptic ulcer disease
	Hypersensitivity, active hepatic disease

	Major side effects/adverse rxns (2)
	Bleeding, angina.
	Heart failure, leukopenia
	Hemorrhage, confusion
	Headache, abdominal cramps

	Nursing Considerations (2)
	Assess blood studies, give at the same time every day
	Always check for anaphylaxis, assess for nephrotoxicity  
	Assess blood studies, assess for bleeding or black tarry stools
	Assess diet, monitor cholesterol levels

	Client teaching need
	Use soft toothbrush, avoid unusual change in vitamin intake
	Check glucose levels, report any diarrhea 
	Avoid OTC products containing aspirin, use soft toothbrush
	Report blurred vision, use sunscreen when out in the sun


MEDICATIONS (List all current meds, include IV drip medications)                                                                       (15 points)
	Brand name
	Furosemide
	Aspirin 
	Clopidogrel
	Omeprazole

	Generic
	Lasix
	Aspirin
	Plavix
	Prilosec

	Dose
	40 mg
	325 mg
	75 mg
	20 mg

	Route
	IV
	PO
	PO
	PO

	Classification
	Loop diuretic
	Nonopioid analgesic
	Platelet aggregation inhibitor
	Antiulcer

	Action
	Inhibits reabsorption of sodium and chloride at proximal and distal tubule and in the loop of Henle
	Blocks pain impulses in CNS
	Inhibits ADP-induced platelet aggregation
	Suppresses gastric secretion by inhibiting enzyme systems.

	Reason this client receiving
	Unknown
	Reduce pain related to UTI
	Reducing the risk of clots while in the hospital
	To prevent gastric ulcers

	Contraindications (2)
	Hypersensitive to sulfonamides, hypovolemia
	GI bleed, Vit K deficiency
	Hypersensitivity, actively bleeding
	Hypersensitivity, no others listed

	Major side effects/adverse rxns (2)
	Circulatory collapse, renal failure
	GI bleeding, seizures
	Bleeding, dizziness
	Heart failure, hepatic failure

	Nursing Considerations (2)
	Assess for signs of metabolic alkalosis, assess for confusion
	Assess pain, monitor renal function
	Assess for thrombocytopenia, check for symptoms of stroke or MI
	Assess for GI bleeds, monitor hepatic enzymes

	Client teaching need
	Discuss need for high potassium diet, rise slowly from seated position 
	Report any symptoms of renal toxicity, do not take with other aspirin products
	Report any bleeding or unusual bruising, take with food
	Report severe diarrhea, know your blood sugar as hypoglycemia may occur


MEDICATIONS (List all current meds, include IV drip medications)                                                                       (15 points)
	Brand name
	Metoprolol
	Morphine
	
	

	Generic
	Toprol
	Morphine sulfate
	
	

	Dose
	25 mg
	4 mg
	
	

	Route
	PO
	IV
	
	

	Classification
	Antianginal
	Opioid analgesic
	
	

	Action
	Reduces elevated renin plasma levels
	Depresses pain impulse by interfering with opioid receptors
	
	

	Reason this client receiving
	Patient has angina
	To lessen pain
	
	

	Contraindications (2)
	Cardiogenic shock, heart block
	Hypersensitivity, bleeding
	
	

	Major side effects/adverse rxns (2)
	Bradycardia, agranulocytosis
	Seizures, respritory depression
	
	

	Nursing Considerations (2)
	I & O daily, daily weights
	Assess pain, monitor breathing and B/P
	
	

	Client teaching need
	Take after meals, monitor blood glucose closely
	Change position slowly, avoid alcohol
	
	


IV Drips











(5 points)
	Medication
	Concentration
	Rate
	Site
	Line

	Normal Saline
	0.9%
	125 mls/hr
	Antecubital R or L
	20 gauge pheripheral IV

	
	
	
	
	

	
	
	
	
	


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (10 pts)
	Vital Signs:
Pulse Ox %: 100
	BP:
96/50
	Pulse:100
Rhythm: regular
	Respirations:

Rate: 20 
Depth: shallow
Rhythm: regular
	Temp:

36.6
Route: tymp
	Pain:

Rating:       0  /10    
Characteristics:          

	NEUROLOGICAL: 

 MAE:   Y                PERLA:    Y         
Strength Equal:   Y        if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	Person is oriented to person, place, and time.  Keeps asking what he is doing at the hospital.  Speech is mumbled and difficult to understand at times. 

	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y         Fall Risk:    Y  
Fall risk ___Y    __

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk
	Patient is in no pain, pulses are present and 1+ in all extremitas.  Full range of motion.  Patient uses wheel chair to get around.  Fall score is 25.  Needs support to be moved to chair, and can be move around in bed with assistance from a nurse.


	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable)
Peripheral Pulses, Capillary refill: __3 seconds_______

Neck Vein Distention:   N      Edema  N    
Location of Edema____________________


	Hears sounds S1 & S2. No extra heart sounds. Rhythm is regular and pulse is elevated. Pulses in extremities are 1+.

	RESPIRATORY:

Accessory muscle use:    Y     
Breath Sounds: Location, character
Vent settings (if applicable)
	Lungs have crackles and rales at the base of the lungs.  Patient is on a non-rebreather mask.  Using accessory muscles to breathe after psychical exertion of getting patient up in bed.


	GASTROINTESTINAL:

Diet at home : regular   Current Diet: Regular  

Height:      175.26 cm          Weight: 80 kg
Auscultation: Bowel sounds, other sounds

Last BM, character &  freq of stools 

Palpation: Pain, Mass etc

Inspection: distention, incisions, scars, drains, wounds

Ostomy:          N         Nasogastric:          N  

Feeding tubes/PEG tube       N      Type:___________


	Bowel sounds are hypoactive.  While patient is on a regular diet the past day and a half he has not been eating well and only has had his milk from meals, and has not eaten anything for lunch of dinner today.  Last bowl movement was on Sunday.  No pain or masses on palpation. And no markings on the abdomen besides a surgical scar. Patient states he does not remember what surgery it was, most likely appendectomy as it is located in the lower right area of the abdomen.

	INTEGUMENTARY: 

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

Braden scale: ____16_____. Also date & location of IV’s
Drains present:          N       Type_______________
	Skin is warm and dry.  Skin is pale in color. There is severe bruising around the IV site in his right arm antecubital.  Braden scale score is 16. Location of IV is right antecubital (date was not observed at date of clinical). 

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                               
	Lots of cerumen in ears. Sclera of the eyes has a bloodshot and yellow color to them.  Nose and teeth show no variation from normal.


	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   N 

Inspection of genitals

Catheter:  Y         Type_____________


	Urine is dark yellow in color with drainage of 325.  Foley cath is present. Genitals appear normal. 


	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)
	Coping methods were unable to be assessed.  Educational level was unable to be assessed.  Developmental level was unable to be assessed. Patient was Caucasian and catholic. Patient is retired, previous occupation unable to be assessed.  Has wife at home with him for support and a son nearby who comes over and checks on him.



Care Map     (20 pts)





                     

     Evaluation (10 points)

	Problem #1:

General Goal: Get fluid volume replaced


	Predicted Behavioral Outcome Objective: Patient’s will no longer be dehydrated within 24 hours


	Nursing Interventions
	Client Responses to Interventions

	1. Run fluids through IV
	1. Patient tolerated fluids

	2. Encourage oral intake of fluids
	2. Patient would not take oral floods

	3. Patient will eat to gain fluid from food
	3. Patient would not take food

	4. Keep patient at a comfortable temperature to avoid sweating.
	4. Patient was not sweating as much as the nurse reported he was earlier in the day

	5. Provide ice-chips
	5. Patient would take occasional ice-chip and tolerated well

	Evaluation: Summarize client progress toward outcome objective:

The patient is having trouble with oral intake, but fluids were running all night and he was able to get some fluid volume replaced through that



	Problem #3:

General Goal: Patient will have no skin breakdown 


	Predicted Behavioral Outcome Objective: Patient will report any discomfort and report no breakdown by end of hospital stay


	Nursing Interventions
	Client Responses to Interventions

	1. Turn every two hours
	1. Patient moans when moved, gets worn out. Is able to maintain new position

	2. Keep patient as hydrated as possible
	2. Patient is tolerating IV fluids and ice-chips

	3. Keep encouraging patient to eat
	3. Patient still would not eat, but does not get upset when nurses try to encourage feedings

	4. Monitor for skin breakdown every shift
	4. Not present for assessment this shift

	5. Apply moisture barrier if patient is incontinent
	5. Was not needed during shift

	Evaluation: Summarize client progress toward outcome objective: Patient has been immobile in the hospital for three days now with no sign of any skin break down.


References (2 pts)
McCance, K. L., Huether, S. E., Brashers, V. L., & Rote, N. S. (2010). Pathophysiology: The biologic basis for disease in adults and children. Maryland Heights, MO: Mosby Elsevier.
Skidmore-Roth, L. (2011). Mosby’s nursing drug reference. St. Louis, MO: Elsevier Mosby.
Smeltzer, S.C., Bare, B.G., Hinkle, J.L, & Cheever, K.H. (2010). Textbook of Medical-Surgical Nursing (12th ed.). Philadelphia, PA: Lippincott Williams & Wilkins.



Rm # 8 Age: 83    Ht. 175 cm Wt. 80 kg





Gender:   M             Ethnicity: Caucasian 





Occupation: Retired





Education: Unable to obtain





Where do I live?          Asst. Living


     (circle one)


                     





I live with my wife





Do I have any other family? Son that lives nearby





Admission Info: (why and how did I come to hospital) Was transferred from hilltop medical because of poor urine output and hypotension





I have had these procedures while I have been here: Chest X-ray, urinalysis








I need help with:   Hygiene      Moving        Eating       Dressing





I need help: Totally





I have a     DNR      





Activity Level: Inactive





Medical History:  Neurological disorder, cerebral vascular attack, myocardial infarction, angina, anemia, cardiac cath, hypertension, diabetes 


______________________________


Surgical History:  Vascular surgery, prostate surgery, appendectomy, skin removal from nose





_______________________________





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





Foley      IV     Telemetry     Oxygen   Wheelchair








I am rating my pain as a    


       0/10 I describe it as


_____________________


__________________________________________



































Diagnosis





Dehydration

































































Fluid Volume Deficit (1)


Elevated Chloride, BUN, & Creatinine


Dark color of urine


Hypovolemia


Low Blood Pressure


Tachycardia


Normal Saline, encourage oral fluids


























Risk For Impaired Skin Integrity (3) 





Low albumin, hemoglobin, and hematocrit


Generalized weakness 


Turn patient every two hours


Assess skin every shift


Encourage fluid intake















































 








Self Care Deficit (5)





Unable to move in bed or stand alone


Poor hygiene caused by confusion and weakness


Provide care with ADLs


Turn every two hours


Provide frequent mouth care






































Decreased Cardiac Output (2)








Cool pale skin


Tachycardia as a compensation measure


Generalized weakness


Fluid volume replacement to increase cardiac output


Encourage oral fluids
































 








Acute Confusion (4)





Patient cannot state why he is in the hospital


Lasix can cause confusion


Dehydration can cause confusion


Continuously orientate client as to why he is here


Replace fluid volume
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