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Lakeview College of Nursing

Clinical Preparation Assignment

Name: __Thuy Mai___ Date/Week: __10/18/2012___ Adm. Diagnosis:____ Altered mental status (AMS), Atrial-fibrillation (new onset), hyponatremia ( NA = 119) ___Allergies:____Sulfa______
                                                                                                                                                                                                                                




  (pts)


[image: image1]

LAB DATA    (List all pertinent/current lab/diagnostic values)                                                                                                                        (pts)
	TEST
	NORMS
	ON ADM
	NOW
	TEST
	NORMS
	ON ADM
	NOW
	TEST
	NORMS
	ON

ADM
	NOW

	WBC
	4.5-11.0
	7.3
	10.3
	RBC
	4.5-5.3 M
4.1-5.1 F
	3.38 L
	3.76 L
	K
	3.5-5.0
	Value not available
	Value not available

	DIFF:

Monocytes

Lymphocytes

Neutrophils

Eosiniphils

Basophils
	4-11

16-46

45-80

0-8

0-3
	10.7
3.1 L

86.2 H
0 

0
	6.4
2.3 L

91.2 H
0

0
	HGB/ HCT
	13-18 M

12-16 F

37-49 M
36-46 F
	10.2 L
29.4 L
	11.3 L

33.9 L
	NA
	135-145
	119 L
	148 H

	PT
	10-12
	16.5 H
	21.8 H
	PLT
	150-450
	154
	171
	CL
	98-107
	Value not available
	104

	INR
	1-2
	1.6 
	2.2 H
	APTT
	21-35
	Value not available
	
	CA
	9.0-10.5
	Value not available
	9.6

	GLUCOSE
	70-105 fasting for non-diabetic
80-120 for for diabetic
	195 H
	208 H
	A1-C
	4-6%
	6.0
	
	CO2
	23-29
	Value not available
	37 H

	CHOLESTROL
	<200
	158
	Value not available
	BUN
	6-23
	26 H
	
	MG
	1.8-3.0
	Value not available
	Value not available

	TRIGLYCERIDE
	<150
	113
	Value not available
	CREATININE
	0.6-1.5
	0.5
	
	TSH
	0.5-5.0
	0.35 L
	Value not available

	HDL/LDL
	>60 and <100
	45/90
	Value not available
	BNP
	<100
	Value not available
	
	GFR
	90-120
	Value not available
	Value not available


	DIAGNOSTICS: 
Echocardiogram revealed mild to moderate regurgitation of the mitral, triscupid and aortic valves.

Electrocardiogram showed atrial fibrillation with rapid ventricular response but previous EKG showed MI and left bundle heart block

Head CT scan without contrast was normal

Bilateral carotid Doppler ultrasound showed right/left carotid arteries filled with calcified plaque, causing 40 to 59% stenosis.
Chest X-Ray showed mild pulmonary vasculature and decreased lung airway bilaterally
Abdomen X-Ray was obtained to confirm the placement of nasogastric tube (in the esophageal and not in trachea)



	CORRELATION: How does each abnormal test or lab relate to the diagnosis:   
1. Since the WBC cell is within normal limits with the exception of increased neutrophils and decreased decreased lymphocytes, this is not highly predicative of infection but merely an inflammatory response that may occur as a result of physical stress, tissue necrosis due to cardiovascular problems. “Shift to the left” or bands with increased in neutrophils and decreased in lymphocytes may determine the possibility of infection with concurrent increased in WBC. Otherwise, this patient has this pattern of blood count due to inflammation, cell death or damage, and cardiovascular disease. Low lymphocytes can be attributable to one of the known common side effects with the continuous use of corticosteroid methylprednisolone for the control of osteoarthritis.
2. High blood glucose level is a common occurrence in patients that are hospitalized with critical diseases due to overwhelming amount of stress. Plus, this is a diabetic who already have higher blood sugar than usual from the start. Stress, coupled with an existing diabetes condition will further impair the normal functioning of the system. Hence, the increase in blood sugar is imminent.  The goal for a diabetic with comorbidities is to control blood sugar to maintain the normal range of preferably less than 200 at any given time. 
3. Hct is the proportion or the cell volume of RBC’s. A decrease in Hct directly correlates in a decrease in RBC’s. Hgb is found in the RBC’s for the purpose of oxygen delivery throughout.   RBC, Hct and Hgb all directly link to each other in the same direction by if one decrease and so are the rest.  Typically, decreases in these values most likely indicate a nutritional deficiency in folate acid or B12 in female patients. Since this patient has COPD, CHF and a new onset of atrial fibrillation, it is also possible that there is not an adequate gas exchange at the alveoli level.
4. Low serum sodium is anything less than 135 but this patient has an extremely low sodium level with 119. This can be caused to diabetic acidosis with the absence of ketones in the urine. Patient may have been given excess salt-free fluid by oral intake or intravenously. The use of loop diuretic with the absence of potassium-sparing meds can further deplete the sodium level in patients with CHF. 
5. High carbon dioxide in blood serum is often seen in COPD or other pulmonary diseases. This patient has high CO2 in blood because she’s not exhaling enough of the CO2 out of the respiratory system. It’s possible that the supplemental oxygen may reduce her stimulus to effectively breathing out to reduce the excess. 
6. INR for this patient is slightly higher than desire but this is acceptable because patient had lovenox for prophylactic for blood clotting causing DVT, CVA, PE due to a new onset of a-fib. It is acceptable for her given her condition.



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)
It is not uncommon for patients to get admitted to the hospital for not just one but a multitude of problems given the change in disease patterns and demographic populations of the aging. Among the many problems this patient was admitted, the most notable one was the new onset of atrial fibrillation. This is one of the most common types of dysrhythmia that affect about 2.2 million Americans. Most people with the condition experience multiple symptoms of a-fib such as heart palpitations, fatigue, syncope, angina, and dyspnea.  Some of the known risk factors that predispose people into developing the condition are: HTN, CAD, valvular problems, COPD, and CHF (WebMD, 2012).
The pathophysiology of the heart starts with a system consisting of four chambers, which are the right and left atria and ventricles. The sinoatrial (SA) node is located at the right atrium, also known as the primary pacemaker. The SA node is capable of discharging and being an electrical impulse causing a heart rate or contraction of 60 to 100 per minute.  The AV node is secondary to the SA node in case of impairment, and it has the potential of producing heart rate of 40 to 60 per minute. The Purkinje fibers are the last in-lined to aid with starting electrical impulse of a rate of 20 to 40 per minute.  Typically, the primary pacemaker is the one responsible for the normal heart rhythm and rate. Automaticity is a property of the myocardinal cells with the capability of causing contractions to occur simultaneous as triggered by the pacemaker. The path of electrical impulse starts at the SA node when it’s triggered, an impulse of electrical activity spreads from the node through the intermodal pathways to the atrioventricular (AV) node. The firing of the SA node causes the atria to contract at the simultaneously, this phase is also known as the depolarization on the EKG. This is the phase where blood is being forced from the atria to the ventricles. Then the electrical impulse travel to the Bundle of His, which is located at the midpoint between the ventricles and atria. The spontaneous electrical impulse sends signal to through the right and left bundle branches and then to the Purkinje fibers. As the electrical impulse travel through its path in the ventricles, the ventricular depolarization also takes place with the QRS complex as seen in the EKG. The repetitive of this rhythm is done in an automacity manner with all the myocardium from all chambers working simultaneously. That’s the normal function of the heart (WebMD, 2012).
With the atrial fibrillation occurs, the order of the electrical impulse starting from the SA node has been compromised. Instead of having one electrical impulse starting at the right atrium where the SA node is located, many impulses begin simultaneously and spread through the atria and compete for the AV node. Thus, these impulses results in rapid and disorganized heart beat that can range from 300 to 600 beats per minute. However, the AV node limits the electrical impulses that only allow less than 150 per minute.  People with A-fib will have irregular rate and rhythm as It can range from 100-150 bpm and the absence of P-wave on the EKG (WebMD, 2012).
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).

	Dronedarone HCL (Multaq)
PO 400 mg BID
Usual dose: 400 mg BID 

Diltiazem HCL (Cardizem)
125 mg/25 ml vial

Continuous IV drip (10 ml/hr)

Usual dose:  5-15 mg/hr for up to 24 hr

Insulin Regular (Humulin R)

100 units/ml vial

Sliding scale: BSv@ 6AM 

208 = 6 units Subcut

Albuterol-ipratropium 
0.5 – 3 mg in 3 ml vial 2 INH
Usual dose: 2.5 – 5 mg INH

Methylprednisolne 
40 mg vial

30 mg IV q8hr
Usual dose: 10-250 mg

Pantoprazole Sodium (Protonix)
40 mg IV QAM dilute w/ 10 ml NS over 2 minutes
Usual dose: 40 mg daily 
Haloperidol Lactate (Haldol)
5m/ml AMP

1 mg IV q6hr, prn 

Usual dose:  0.25 – 1 mg

	Class III antiarrhythmics – suppresses a-fib
Calcium channel blocker – inhibits calcium ion influx across cell membrane during cardiac depolarization; produces relaxation of coronary vascular smooth muscle, dilates coronary arteries, slows SA/AV node 
Antidiabetic, pancreatic hormone – decrease blood glucose by transport glucose into cells and conversion of glucose to glycogen
Bronchodilator, anticholinergic  – inhibits interaction of acetylcholine at receptor sites on the bronchial smooth muscle which resulting in bronchodilation to allow easier breathing. 
Corticosteroid – decrease inflammation by suppression of leukocytes and fibroblasts, reversal of increased capillary permeability
Proton-pump inhibitor (PPI) – suppresses gastric secretion by deterring hydrogen and potassium ATPase engzyme in gastric parietal cell, blocks final step of acid production
Antipsychotic, neuroleptic – depresses cerebral cortex, hypothalamus, limbic system, which control activity and aggression; blocks neurotransmission produced by dopamine at synapse 

	Atrial fibrillation
Hypertension, angina
Diabetes mellitus (type 2)
Chronic obstructive pulmonary disease (COPD)
Osteoarthritis (OA)
Gastroesophageal reflux disease (GERD)
Altered mental status/psychosis

	Med not recommended for patients with permanent A-Fib. Hepatotoxicity (anorexia, malaise, jaundice), pulmonary toxicity (dyspnea/nonproductive cough), hypokalemia and hypomagnesemia, QT prolongation
Headache, drowsiness, hypotension, dysrhythmia, heart block, acute renal failure. Hold med if B/P <90 for systolic or HR <60 and notify provider. 
Hypoglycemia, blurred vision, dry mouth, rebound hyperglycemia
Anxiety, dizziness, nausea, vomiting, cramp, cough, worsening of symptoms, bronchospasm
Circulatory collapse, thrombophlebitis, embolism, GI hemorrhage, thrombocytopenia, osteoporosis
Headache, diarrhea, abdominal
EPS, pseudoparkinsonism, akathisia, tardive diskinesia, seizure, neuroleptic malignant syndrome, orthostatic hypotension, cardiac arrest, ileus, hepatitis

	Ineffective as the time of assessment  - irregular rate and rhythm persist. Hopefully, after continual use of the meds, the a-fib slowly cease to a more tolerable level.
Partially effective – systolic pressure of 144 is slightly on the higher side but the diastolic of 70 is favorable. Due to the advanced age, this may be considered as controlled or effective even.
Partially effective – even though blood sugar of 208 is on the higher end but given the situation, it can still be maintain in the more normal range of less than 200.
Inconclusive – patient on oxygen therapy so albuterol may be observable. The expected effectiveness of med would to help dilate bronchial muscle and alveoli to allow unlabored breathing.
Effective – patient has no pain as she rated her pain level of 0 on a numeric scale of 0-10.
Effective – patient reported absence of common signs of reflux or discomfort.
Effective – patient not hallucinating and compliant with nurse by following commands and not acting erratically. Patient appeared calm and more rested.



PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (pts)
	Vital Signs:
Pulse Ox %: 96 on bipap mask and later changed to high flow nasal cannula
	BP: 
144/70 

	Pulse: 105 - 120
Rhythm: irregular 
	Respirations: 
Rate:  41
Depth: deep
Rhythm: tachypnea

	Temp:

95 F
Route:
tympanic
	Pain:

Rating:       0 /10    
Characteristics:    


	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y    size 3- 4    N

Strength Equal:   Y      N   if no -   LA < RA
Orientation, Mental Status, Speech, Sensory, LOC, 
	Per nurse, patient made some significant progress with LOC from being lethargic and confused on the previous day to being alert and oriented to people. She was reminded that she’s in the hospital by the nurse to increase her orientation. She has slurred speech and very hard to understand. She repeatedly asking for water since the oxygen from the bipap may have dried her up.  EOM of the eye indicates no abnormalities as the eye able to follow command with the 6 cardinal fields of gaze at bedside. Pupils are equal and reactive to light and (PERLA). Pupil size is between 3 and 4.  Patient has total weakness in the lower extremities as she was not able to lift up as directed.  Other simple commands of raising arms are performed and achieved with increased weakness on left side. On admission, her condition was deteriorated to the point where her mental status warranted Haldol to calm her down. She also was reported to have pulled out her IV’s and other physiologic monitoring devices.


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score____10________
Activity/Mobility Status:    bed-ridden     
            Needs assistance with equipment   

            Needs support to stand and walk
	Patient has near total weakness in musculoskeletal and limited passive ROM of motion. She has a history of osteoarthritis and has been bed-ridden for an unknown amount of time. She is of advanced age and with comorbid diseases such as COPD and CHF which further restrict her ability to perform any activities or ROM without SOB. She’s a high risk for fall due to the antipsychotic, confusion, and inability to rise without assistance.

	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.
Peripheral Pulses, Capillary refill: ___< 3 sec___

Neck Vein Distention:   Y   N      Edema  Y    N
Location of Edema____________


	Patient has irregularly regular rate and rhythm with S1 and S2 heard on auscultation and apical impulse ranging from 100 to 120 with less than 5 PVC’s per minute. Heart rate of 105 is more solid as it’s being controlled with Multaq. Even though echocardiogram revealed regurgitation of various heart valves but murmur are barely audible.  No rubs or gallops. Capillary refill in about 3 seconds. Bilateral pulses on brachial, radial, and pedal are 1+ with some difficulties of palpating the pedal pulses.  No jugular vein distension or edema is noted.


	RESPIRATORY:

Accessory muscle use:    Y     N
Breath Sounds: both lobes of anterior, character – very diminished, bilateral crackles and wheezes heard on base of lungs
	Patient is not in respiratory distress since she’s has switched from bipap to high flow nasal cannula. She has diminished lung sounds, and not notably during expiratory phases and while sleeping. She also some accessory muscle to aid with breathing, more prominent with abdomen and less prominent with scalene, sternomastoid and trapezium. Respiratory rate is consistently in the 40’s per minute. Crackles and wheezes are faint on auscultation. This is a COPD patient who also has CHF, who has been breathing with the use of accessory muscle leading to a bit of a barrel chest.  When asked if she has any pain, she said “no”. Due to her condition, it is not certain whether she has intact senses to feel any pain sensation. However, her objective signs of pain such as facial grimacing or guarding are not observed. Vitals are within normal limit for her condition. 


	GASTROINTESTINAL:

Diet at home :        Current Diet:   NPO (fluid restriction)
Height:    65 in                       Weight:  72.6 kg
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:___________


	Patient is on NPO with fluid restriction due to risk of aspiration and other pending lab tests. Her abdomen is soft, round, nontender and some distension due to swollen air from oxygen therapy. She has hypoactive bowel sounds in all 4 quadrants. Pain was indeed present in her lower portion of the abdomen so palpation was avoided on assessment.  Last BM was not noted in the system and she has not seen to have a BM at the time of assessment. NG tube was put in place for feeding since she has a functioning GI system. She does not have any ostomy or drainage. 


	INTEGUMENTARY: 

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

Braden scale: ____12_____
Drains present:  Y         N       Type_______________
	Patient skin is thin and dry in the arm but moist in the back and posterior side. She has bruising in areas where IV catheter site as well as her abdomen (covering about ½ side on the left where Lovenox was said to have been given).  She has diabetic neuropathy in the lower extremities, more prominent in the feet.  Skin turgor performed on her sternum shows elasticity (a bit sluggish). She has no pressure ulcer in the rear or any bony prominence. She is frequently turned q2hrs to reduce risk of skin breakdown due to her limited mobility, sensory, and activity.

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                               
	EENT do not indicate any sign of edema, bruising, drainage, or any abnormalities. Hearing and eyesight are diminished as this is a common sign of aging. She has her own teeth.  

	GENITOURINARY: 

Color, character, quantity of urine, pain, 
Dialysis   Y      N 
Inspection of genitals: no
Catheter:  Y    N      Type_____________


	Patient has an indwelling Foley catheter with production of more than 30 ml of urine per hour. Urine shows clear yellow with no sediments or cloudiness. Odor cannot be detected with the presence of Foley. 


	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)
	This patient has limited coping abilities since she has altered mental status on admission as well as hyponatremia with 119 and a new onset of a-fib. Patient denies smoke or alcohol according to records. Her faith in religion was not noted on the chart. At this point, family members gathered in the patient room briefly and left for the waiting area. The family decided to withdraw further treatment on this patient with advanced age and myriad of other diseases. She is now being treated for palliative care only. Due to her inability to speak and the fact that she was a transferred patient, very limited information can be obtained on patient. Family members are prepared for this emotionally and mentally as they appeared calm and collected.



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)
 SHAPE  \* MERGEFORMAT 




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

	· A-fib
· Electrolyte imbalance from severe hyponatremia on admission to hypernatremia (mild)
· Altered mental status
· Respiratory failure/dyspnea
· Hypoxia
· Comorbid diseases: 

-   Chronic obstructive pulmonary disease (COPD)
-   Hypertension (HTN)
-   Diabetes mellitus type 2 (DM type 2)
-   Congestive heart failure (CHF)
-   Gastroesophageal reflux disease (GERD)
-   Osteoarthritis (OA)

	· Decreased cardiac output 
· Ineffective tissue perfusion
· Activity intolerance

· Anxiety/fear

· Disturbed thought processes

· Acute confusion
· Impaired gas exchange

· Ineffective breathing pattern

· Ineffective airway clearance

· Powerlessness

· Disturbed sensory perception
· Risk for impaired skin integrity

· Risk for infection

· Imbalanced nutrition: more or less than body requirements

· Risk for aspiration
· Acute pain



	1. Decreased cardiac output
2. Acute confusion

3. Ineffective tissue perfusion
4. Impaired gas exchange

5. Ineffective airway clearance

6. Ineffective breathing pattern
7. Acute confusion

8. Disturbed thought processes

9. Risk for impaired skin integrity

10. Risk for aspiration
11. Risk for infection

12. Acute pain

13. Imbalanced nutrition

14. Acute pain

15. Disturbed sensory perception

16. Activity intolerance

	
	
	


1st Priority Nursing Diagnosis:  (pts)
Nursing Diagnosis_____Decreased cardiac output______R/T______alterations of heart rate/rhythm, stroke volume, preload, afterload, and contractility_________________ 
AEB______________________dysrhythmias (A-fib), CHF and COPD___________________________________
2nd priority Nursing Diagnosis:

Nursing Diagnosis_____Acute confusion______R/T______hypoxia, advanced age, delirium, hospitalization, fluctuation in sleep-wake cycle from prolonged hospital stay___
AEB_______altered mental status, hyponatremia, and comorbid diseases such as (CHF and COPD)______________________________
1st  Nursing Diagnosis (restated): Decreased cardiac output R/T alterations of heart rate/rhythm, stroke volume, preload, afterload, and contractility AEB dysrhythmias (A-fib), CHF and COPD
	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 demonstrate adequate cardiac output within normal parameters for blood pressure, heart rate/rhythm WDL as defined by 60 to 100 bpm and blood pressure below 110-130 for systolic and 70-80 for diastolic by day 2. 

2. Patient will demonstrate adequate tissue perfusion and oxygenation by decreasing labored respiratory rate from 45 to < 20 by day 2.

	· Monitor laboratory work such as CBC, sodium level, and serum creatinine. 
· Check blood pressure, pulse, and all other conditions before administer cardiac meds and notify provider before holding meds if heart rate and blood pressure fall below the defined limits.
· Titrate inotropic and vasoactive medication within defined parameters to maintain contractility, preload, and afterload per provider’s advice.
· Work collaborative with the respiratory therapist to monitor appropriate level of oxygenation for patient without suppressing the alveoli from losing its stimulus to breathe own per provider’s order.
· Adjusting the bed to place the patient in a semi-Flower’s position or position of comfort 
· Assess for presence of anxiety and provide comfort for patient.
	· Routine blood can provide information on the extent of heart compensation. For example, a low serum sodium level is indicative of advanced heart failure which leads to a poor prognosis (Kasper et al, 2005). 
· Monitoring B/P, pulse and other condition are some of the ways to determine how well the patient is tolerating the side effects of the meds before administering cardiac meds. Always remember notify the physician before planning to hold cardiac meds because some physician may advise to give it anyway (Ackley & Ladwig, 2006).
· By closely following parameters specified by the provider, maintenance of balance of the meds can stimulate the heart to increase contractility, which leads to adequate perfusion of the body (Ackley & Ladwig, 2006).
· Administering the bare minimal amount of supplemental oxygen will assist in the increase of oxygen availability to the myocardium (Ackley & Ladwig, 2006).
· Elevating the bed will decrease the increased effort of breathing and possibly decreasing the rate of breathing, and also decrease venous return and preload (Ackley & Ladwig, 2006). 
· Anxiety can exacerbate the condition by consuming more energy which requires an increased in cardiac output and increase heart rate as well as respiratory rate to compensate for the situation (Ackley & Ladwig, 2006). 

	Goal is partially met with blood pressure within acceptable range of 140/70 for her age but the heart rate/rhythm still has not been well controlled. Signs of major weakness still persist.
Goal has not been met – mild labored breathing with the use of accessory muscle still persists despite the fact that supplemental oxygen is being used. Goal may need to modify of 20 breaths per to starting out with 30 per minute and gradually work down is more achievable for patient.



2nd Nursing Diagnosis (restated):  Acute confusion R/T hypoxia, advanced age, delirium, hospitalization, fluctuation in sleep-wake cycle from prolonged hospital stay AEB altered mental status, hyponatremia, and comorbid diseases such as (CHF and COPD
	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 demonstrate a restoration of cognition to baseline where patient will be fully alert and oriented x3 by end of shift.

2. Patient will maintain demonstrate appropriate motor behavior by following simple commands and remain compliant with the regimen of care by end of shift.  

	· Use orientation technique to constantly remind the patient that she’s in the hospital to avoid removing IV’s or nasal cannula as well as orientating her to people and time.  
· Treat the underlying causes of a possible delirium due to electrolyte imbalance such as hyponatremia or hypernatremia.
· Recognize that delirium or altered mental status is frequently treated with antipsychotic such as Haldol, watch for side effects of the medication and changes in heart rhythm.
· Assist in providing active and passive ROM with other activities with tolerated.
· Use appropriate communication techniques when working with altered mental status patients and be clear and provide simple explanations as needed. 
· Monitor patient every periodically per protocol and remind patient to keep compliance their plan of care.

	· The use of orientation technique can help remind that they’re in a safe environment and reduce the confusion (Ackley & Ladwig, 2006).

· Recognize that the patient’s fluctuations of mental status are the hallmark of delirium (Foreman et al., 2004).
· Be on the alert for known side effects from antipsychotic meds such as EPS, agitation, arrhythmias and exacerbation of the current condition (Schwartz & Masand, 2002).
· Older patients with low level of physical activity before hospitalization are at increased risk for acute confusion (Inouye, 2000).
· Communicate clearly and effectively with simple explanations and command reduce the possibility for further confusion (Inouye, 2000).
· If possible, place patient in a room that is within eye contact from work desk to better monitor patient from risk of injuring self by removing IV’s or nasal cannula or other devices in placed.
	Goal is met – patient able to articulate fully with the orientation x3 and able to stay alert and awake longer during the day.
Goal is met – payment able to follow commands appropriately and remained compliant with the care regimen by leaving IV’s in place as well as other monitoring devices.



                    pts                                                   pts                                                           

    pts                                                           

 pts

Reference(s): List all on back page or attach additional page. Use APA format. 
  (pts)
1. Ackley, B. & Ladwig, G (2006). Nursing diagnosis handbook – A guide to planning care (7th ed.). St. Louis, MO: Mosby Elsevier.
2. Corbett, J. V. (2008). Laboratory tests and diagnostic procedures with nursing diagnoses (7th ed.). New Jersey: Pearson Education, Inc. 
3. Foreman, M., Mion, L, Tryostad, L et al (2004). Standard of practice protocol: Acute confusion/delirium. Geriatrics Nursing, 20(3).
4. Inouye, S. (2000). Prevention of delirium in hospitalized older patients: Risk factors and targeted interventions strategies, Annals of Internal Medicine, 32(4).
5. Kasper, D. et al., (2005). Harrison’s principle of internal medicine (16th ed.). New York, McGraw-Hill.

6. Morton, P.G. & Fontaine, D.K. (2009). Critical care nursing – A holistic approach (9th ed.). Philadelphia, PA: Lippincott Williams & Wilkins.

7. Schwarts, T & Masand, T. (2002). The role of atypical antipsychotics in the treatment of delirium, Psychosomatics, 43: 171.
8. Skidmore-Roth, L. (2007). Mosby’s nursing drug reference (20th ed.). St. Louis, MO: Mosby Elsevier.
9. WedMD.com (2012). Atrial fibrillation and heart disease. Assessed online on 10/25/2012 from http://www.webmd.com/heart-disease/atrial-fibrillation/heart-disease-atrial-fibrillation-basics.




Initials: ___BM___Age: ___79___    Ht.__65 in___ Wt.__72.6 kg____





Gender:   M     F        Ethnicity: _____Caucasian__________________





Occupation: ____retired___________





Education: ___unknown_________





Where do I live?    House       Farm       Apt.      Asst. Living


     (circle one)


                                Nursing Home   Other_______________________





I live with_________middle son_________________________





Do I have any other family? ____patient has sons and daughters as well 





as their spouses who showed up at the hospital for visitation_________  





Admission Info: (why and how did I come to hospital)_______________





_Patient was transferred from Danville Provena USMC_____________ 





_________________________________________________________





I have had these procedures while I have been here: __no data shown___








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: _____bedrest_______





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    


___0/10_____patient stated no pain 





when asked on a couple of_______ 





occasions______________________





____________________________














Medical History: __chronic obstructive pulmonary disease (COPD), hypertension (HTN), diabetes mellitus (DM Type II), gastroesophageal reflux disease (GERD), congestive heart failure (CHF), osteoarthritis (OA)_________________________ 


________________________________________





Surgical History:_hysterectomy, cataract removal on both eyes ______________________________


___________________________________________________________________________________________________________________________




































































Weak peripheral pulses





Multaq





Haldol





Protonix





GERD





79 YO white female





A-Fib





COPD





Foley Catheter, NG, IV, SCD, telemetry








Diabetes Type 2





Osteoarthritis





High flow oxygen therapy





Peripheral neuropathy





HTN





119 (low) on admission





CHF





High systolic pressure of 144





Irregular heart rate/rhythm with PVC’s on telemetry monitor








Tachypnea and irregular 





Hyponatremia





Heart valves stenosis and regurgitation





Hypoxia with increased agitation on admission





Methylprednisolone





Altered mental status





Insulin regular





Shortness of breath or dyspnea





Dehydration





Immobility/fatigue





Respiratory failure





Cardizem





Crackles at bases and diminished lung sounds 





Albuterol-ipratropium
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