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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
	4.0-11.0
	12,000 H
	N/A
	RBC
	4.6-6.2
	5.2
	N/A
	K
	3.5-5
	3.9
	N/A

	DIFF: 

Monocytes

Lymphocytes

Neutrophils

Eosiniphils

Basophils
	5-11

20-35

55-65

2-4

0-1
	5

13.9L

74.7H

0.1L

0.2
	N/A
	HGB/ HCT
	4.6-6.2/40-54
	5.4/49
	N/A
	NA
	135-145
	139
	N/A

	PT
	8.9-11.9
	11.7
	N/A
	PLT
	150-400
	348
	N/A
	CL
	101-111
	102
	N/A

	INR
	Less than 1
	1.1 H
	N/A
	APTT
	21-35
	No lab available
	N/A
	CA
	8.5-10.5
	8.6
	N/A

	GLUCOSE
	60-99
	140 H
	N/A
	A1-C
	Less than 7
	No lab available
	N/A
	CO2
	21-31
	18L
	N/A

	CHOLESTROL
	Less than or equal to 199
	No lab available
	N/A
	BUN
	6-21
	15
	N/A
	MG
	1.5-2.4
	No lab available
	N/A

	TRIGLYCERIDE
	0-150
	No lab available
	N/A
	CREATININE
	0.5-1.2
	1.0
	N/A
	TSH
	0.5-4.7
	No lab available
	N/A

	HDL/LDL


	40-60/less than or equal to 99
	No lab available
	N/A
	BNP
	0-100
	No lab available
	N/A
	PTT
	20-36
	25.8
	N/A

	CK total
	20-200
	314
	N/A
	CK-MB
	0-3
	48
	N/A
	Troponin I
	Less than 10
	1.54
	N/A


	DIAGNOSTICS:  Test & Results                                                                                                                                                                     

   Chest X-Ray: The lungs look normal in size and shape and the lung tissue is normal.  No growths, masses, or infiltrates detected.  The heart is normal in size, shape, and appearance.  The blood vessels leading to and from the heart are normal in size, shape, and appearance.  Conclusions: normal radiographic exam.

Chest X-Ray: an endotracheal tube is present and situated above the carina.  Otherwise the radiographic exam is unchanged from previous study.

     EKG:  sinus tachycardia rate 110.  ST depression anterior leads.  Consider ischemia.            



	CORRELATION: How does each abnormal test or lab relate to the diagnosis:           
The diagnosis is acute myocardial infarction.  The high CK-MB and the high CK total are indicative of myocardial damage.  These are the labs that are drawn to diagnose a MI.  Having a history of Hypertension is usually an underlying cause of having a myocardial event like an MI.  So the history of HTN would certainly be an indicator of heart problems which lead to MI.  The body releases glucose when in the fight or flight stage.  The sympathetic nervous system allows for the release of glucose so that the body has lots of available energy.  Now, being in a stressful, scary, and life threatening situation like having an acute MI would lead to this type of response.  ST changes on the rhythm strip indicate heart events.  Therefore having a depression on the ST segment of the EKG would indicate myocardial problems requiring further investigation.  His INR is slightly elevated; this would indicate a tendency for bleeding.  Neutrophils are the WBC component that is the first responders to inflammatory events.  Having an MI, which damages the heart, would release histamine and would then elevate the neutrophil count.  This could lead to a high WBC count.  A low eosinophil count is often due to alcoholic intoxication (not applicable in this particular scenario) and high levels of steroids in the body, such as cortisol.  Cortisol is released during the fight or flight response discussed above.  Therefore, this would be an expected abnormal lab value given this particular situation.



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.

According to Morton and Fontaine, having a cardiac event is usually precipitated by cardiovascular risk factors that potentiate heart attacks (2009).  Often having a history of hyperlipidemia, high cholesterol, hypertension, obesity, cigarette smoking, and alcohol/drug abuse can be risk factors for AMI.  During a heart attack, part of one of the arteries feeding the heart gets occluded to a varying degree, leading to ischemia, and if bad enough, infarction of heart tissue.  This would be indicated by the lab values, (high CK-MB, high CK-total), abnormalities on the EKG lines, and pain described by the patient.  An MRI can also indicate myocardial damage.  During ischemia, (manifested on the EKG as changes in the ST, usually depression, and a widening QRS complex, irregular rhythms and abnormal rhythms) the heart has suffered damage in at least one region, possibly several, but the damage is still reversible if quick management of the problem occurs.  If ischemia lasts long enough, infarction occurs to the myocardial tissue.  Once infarction occurs, the cells that have infracted are permanently damaged and will no longer function.   The cellular changes involved with MI include necrosis (cell death due/infarction) infarct expansion (thinning in some portions of the myocardial tissue and abnormal growth in others) and ventricular remodeling (which includes thinning and dilation of the ventricle) (Morton & Fontaine, 2009).                                             

 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).

	Morphine 2 mg 
2.5-15 mg IV

Amiodarone 300mg IV
150 mg over 10 minutes then 360 mg over the next 6 hours and then 560 mg maintenance dose given over the remaining 18 hours

Aspirin 325 mg PO
160-325 mg PO chewed and swallowed immediately.  Maintenance 75-162 mg PO daily

Epinephrine 1mg IV

1 mg q3-5 minutes

Nitroglycerin 0.4 mg SL

Dissolve tab under tongue, no more than 3 in 15 minutes.


	Opioid analgesic
Uses: moderate to severe pain

Mechanism: depresses pain impulse transmission at the spinal cord level by interacting with opioid receptors

Antidysrhythmic class III
Uses: severe ventricular tachycardia, supraventricular tachycardia, ventricular fibrillation not controlled by first-line agents

Mechanism: prolongs duration of action potential and effective refractory period, noncompetitive lpha and beta adrenergic inhibition.  Increases PR and QT interval, decreases sinus rate, decreases peripheral vascular resistance.

Nonopioid analgesic, NSAID, antipyretic, antiplatelet.

Uses: mild to moderate pain or fever including RA, osteoarthritis, thromboembolic disorders, TIAs, rheumatic fever, postmyocardial infarction, prophylaxis of MI, ischemic stroke, angina, acute MI

Mechanism: blocks the pain impulses in CNS, reduces inflammation by inhibition of prostaglandin synthesis; antipyretic action results from vasodilation of peripheral vessels; decreases platelet aggregation.
Bronchodilator, nonselective adrenergic agonist, vasopressor
Uses: acute asthmatic attacks, hemostasis, bronchospasm, anaphylaxis, allergic reactions, cardiac arrest, adjunct in anesthesia, shock

Mechanism: alpha and beta2 agonist causing increased levels of cAMP producing bronchodilation, cardiac, and CNS stimulation; high doses can cause vasodilation via beta2-vascular receptors.

Coronary vasodilator, antianginal

Uses: chronic stable angina pectoris, prophylaxis of angina pain, CHF associated with AMI, controlled hypotension in surgical procedures
Mechanism: decreases preload, afterload, which is responsible for decreasing left ventricular end-diastolic pressure, systemic vascular resistance, dilates coronary arteries, improves blood flow through coronary vasculature, dilates arterial, venous beds systemically.
	Morphine is a major vasodilator as well as analgesic and my patient was suspected as having an AMI.  Being part of the protocol treatment of MONA, morphine was prescribed for its vasodilating effects and for the added bonus of decreasing pain felt by the patient.
My patient was not responding to other efforts to control his heart rhythm.  We even shocked him. 
Aspirin is part of the MONA protocol for treatment of heart attack.  This patient was experiencing a heart attack; therefore the aspirin was a necessarily part of the initial treatment.

My patient was having a heart attack, this medication was prescribed because of its vasopressive, cardiac and CNS stimulating factors.  
Nitro is one of the MONA protocol first-line MI treatments utilized by hospitals all over the nation.  My patient was having a heart attack therefore; administering Nitro was very much a necessary medication for him.  
 
	Side effects: seizures, bradycardia, shock, cardiac arrest, tachycardia, thrombocytopenia, respiratory depression, apnea, respiratory depression.
Side Effects: sinus arrest, CHF, dysrhythmias, SA node dysfunction, corneal microdeposits, hepatotoxicity, toxic epidural necrolysis, pulmonary fibrosis, ARDS.
Side Effects: seizures, coma, GI bleeding, hepatitis, thrombocytopenia, agranulocytosis leucopenia, neutropenia, hemolytic anemia, anaphylaxis, laryngeal edema.

Side Effects: cerebral hemorrhage.

Side Effects: collapse.


	This patient did not die of his heart attack; therefore I would count this as a successful intervention.  It is difficult to assess the effectiveness on Meti-Man.
My patient eventually went back into a life sustaining rhythm.  So this was a very therapeutic intervention with a positive outcome.

The heart attack was correctly diagnosed and resolved, with the help of this medication.  Yes this was a therapeutic intervention and positive outcome.
 The vasodilating effects voupled with the cardiac and CNS stimulation helped to improve the cardiac condition of this patient.  He came in with a heart attack and with this medication, we were able to control his symptoms and reduce the damage done to his myocardium.
The nitro, along with the other MONA medications were very effective in reversing or at least stopping the effects of the AMI experienced by the patient.  His MI was resolved.


                                                                          (Skidmore-Roth, 2011)                                                                                                      
PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (pts)

	Vital Signs:
Pulse Ox %: 98%
	BP: 116/51
	Pulse: 73
Rhythm: normal sinus rhythm
	Respirations: 14
Rate: regular
Depth: deep
Rhythm: normal rhythm
	Temp:

98.6
Route: oral
	Pain:

Rating:     10 /10    
Characteristics:  severe substernal chest pressure 

	NEUROLOGICAL: 

 MAE:                PERLA:         

Strength Equal:   
Orientation, Mental Status, Speech, Sensory, LOC, 
	Alert and oriented to person, place, and time.  Pupils are equal and reactive to light.  His speech is normal and coherent.  His mental status is adequate and normal.  He was alert and made sense.  His strength was equal bilaterally with both his arms and his legs.  


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance           Fall Risk:       

Fall Score__________

Activity/Mobility Status

	This patient has no history of falls and is therefore not at a risk for falls at this time.  He does not require the use of supportive devices or of strength-enhancing/promoting devices.  He does not require the assistance of others during ADLs at this time.  He does have a history of arthritis which will make activity a little more difficult for him.

	CARDIOVASCULAR: 

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

Peripheral Pulses, Capillary refill: _____

Neck Vein Distention:         Edema    

Location of Edema____________________


	There was no edema present on the patient at this time.  There was no neck vein distention.  Upon inspection, the peripheral pulses were 2+ and regular.  There were no adventitious heart sounds.  S1 and S2 present.  He has a history of HTN, however, his BP was normal (116/51) .

	RESPIRATORY:

Accessory muscle use:        

Breath Sounds: Location, character
	There was not accessory muscle use for respiration.  Upon inspection, no adventitious lung sounds were present.  His lungs rose equally and his chest movement looked easy and unpressed.  His lung sounds were deep and clear bilaterally.

	GASTROINTESTINAL:

Diet at home :                Current Diet:    

Height: 6.0 ft                Weight: 70 kg
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:___________


	This patient eats a normal diet at home.  He had active bowel sounds in all four quadrants.  There were no masses drains, or ostomies upon admission.  There was a wound from the appendectomy he had two weeks ago.  His bowel movements are normally regular and passed with no difficulty.  He had no feeding or PEG tubes in place upon admission.

	INTEGUMENTARY: 

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

Braden scale: ______

Drains present:             Type______
	Upon admission, this patient had no drains present.  He had no bruises, rashes, and other than the appendectomy, no scars.  His skin was patent and intact.  His skin color was pink and warm to the touch.  His fingernails exhibited some pallor upon investigation.  He had no drains or drainage from his skin.

	EENT: 
Ears:              Eyes: 

Nose:                        Teeth:  

                               
	He had all his own teeth, no dentures.  His vision was good however; he had a history of cataract surgery.  He might have potential difficulty with vision in the future.  He required no assistive devices such as glasses.  His ears were patent, no hearing aids, no apparent difficulty hearing or communicating with the nurses or his family.  His nose was midline and patent.  No difficulty smelling.

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis      

Inspection of genitals

Catheter:        Type______


	This patient does not have any difficulty passing his urine.  No dialysis or catheters in place upon admission.  Patient reported no difficulty, frequency, urgency, itching or burning during urination.  No catheter present.

	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’s education level is unknown, as is his occupation and religion.  He is married, with two adult children, all of whom were present upon the admission of this patient.  Therefore, the nurse student believes that family is extremely important to the patient and probably plays a big part in his coping as well.  


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.
History of arthritis

History of HTN

High WBC count

Low lymphocytes

High neutrophils

Low eosinophils

High INR

High Glucose

Low CO2

ST depression on EKG

ET tube

IV insertion

NG tube

High CK-MB

High CK total 

History of cataract surgery 2008

History of appendectomy 2 weeks ago

Decreased ability to fight off something else d/t recent surgery

	  Problem List                                            (pts)

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

	High CK-MB

High CK total

History of HTN

High WBC count

Low lymphocytes

High neutrophils

Low eosinophils

High INR

High Glucose

Low CO2

ST depression on EKG

Crushing left-sided chest pain 


	Acute pain related to myocardial infarction as evidenced by patient stating pain in chest as a 10/10.  

Decreased cardiac output : electrical factors affecting rate, rhythm, or conduction related to acute myocardial infarction as evidenced by changes to EKG rhythm strip, pallor, and tachypnea.


	1. ST depression on EKG

2. Crushing left-sided chest pain 

3. High CK-MB

4. High CK total

5. Low CO2

6. High INR

7. High Glucose

8. High WBC count

9. Low lymphocytes

10. High neutrophils

11. Low eosinophils

12. History of HTN




1st Priority Nursing Diagnosis: 
Acute pain related to myocardial infarction as evidenced by patient stating pain in chest as a 10/10.  
2nd priority Nursing Diagnosis:

Decreased cardiac output : electrical factors affecting rate, rhythm, or conduction related to acute myocardial infarction as evidenced by changes to EKG rhythm strip, pallor, and tachypnea.

Nursing Diagnosis (restated): Acute pain related to myocardial infarction as evidenced by patient stating pain in chest as a 10/10.  
Decreased cardiac output : electrical factors affecting rate, rhythm, or conduction related to acute myocardial infarction as evidenced by changes to EKG rhythm strip, pallor, and tachypnea.

	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

	Patient will experience a reduction in pain experienced during the nurse’s shift.  A reduction in pain significant enough to be considered a therapeutic response would be going from a 10/10 to at least a 7/10.  
Patient will be able to verbalize pain and ways to reduce it both pharmacologically and nonpharmacologically, by the end of hospitalization.
Patient will not develop evidence of congestive heart failure due to decreased cardiac output during hospitalization.

Patient will maintain no further myocardial dysfunction during hospitalization.

	The nurse will continuously monitor the patient for signs and symptoms of pain objectively i.e. increased temperature, increased pulse rate, decreased respirations, increased pain scale, restlessness exhibited by patient, and facial grimaces exhibited by patient.  
The nurse will instruct the patient to report pain immediately to her or to another HCP.  

Nurse will administer therapeutic oxygen to the patient to reoxygenate the myocardial tissue and to thereby help reduce the pain being experienced by the patient.

Nurse will make a pact with patient to determine what level of pain is tolerable by the patient and then encourage patient to verbalize pain experience to HCP.

Nurse will teach patient various ways to reduce pain experienced through relaxation techniques and meditation practices
Nurse will teach patient the various pain medication s that the patient is taking, what they do, how they interact with one another, how they are supposed to be taken, what not to take with medication, etc.  

Nurse will teach patient about the need to reduce dietary salt and restrict fluids to give the heart a chance to heal and then help the patient to begin to make those dietary changes.

The nurse will assess the patient every shift for neck vein distention, lung crackles, S3 and S4 heart sounds, increased preload parameters, elevated a wave of CVP, RAP, or PAWP waveform.

Nurse will monitor 12 lead EKG for patient throughout shift, and report changes that are indicative of heart failure, as soon as they are registered on the monitor.
Nurse will continue to monitor the patient’s VS, CBC, EKG, and patient pain to facilitate an environment that is conducive to the patient maintaining proper myocardial functioning and report changes to the physician.

Nurse will report and treat abnormalities discovered per protocol and the doctor’s orders for the patient.

Nurse will monitor the specific cardiac monitors that will affect cardiac function.  She will intervene during her shift if one falls out of the normal range. 


	By continuously monitoring the VS, the pain scale, and monitoring for patient responses to pain, the nurse can not only assess the pain being experienced by the patient but also will be able to therapeutically intervene both with pharmacological interventions and non-pharmacological interventions.
(Gulanick & Myers, 2007)

By reporting pain as it is experienced, the patient is allowing the nurse to respond therapeutically and to intervene in a timely manner, before the pain gets out of control.  Now, for this particular scenario, Meti-Man cannot actually speak and the scenario was only around 30 minutes.  Therefore, this particular intervention was not actually displayed by the student during the scenario; however, it would have been a key part in her intervention once the initial MI was under control.  
(Gulanick & Myers, 2007)

By administering oxygen via nasal cannula, the patient will receive higher percentage oxygen with each breath.  By doing so, the myocardium, as well as all other body systems, will receive more oxygen.  An increase in oxygen will help to reduce the pain experienced in the chest from the AMI by reoxygenating the myocardial cells that have been hypoxic during the AMI event.
(Morton & Fontaine, 2009)
It is entirely necessary to determine what level of pain is adequately tolerated by the patient.  Sometimes pain elimination is not possible, therefore, it is extremely important to have an understanding of what pain level IS tolerable to the patient and do all the below interventions to maintain a therapeutic pain level for the patient.  

By teaching the patient how to relax through methods of concentrated breathing, guided imagery, focusing on abstract things, etc., the nurse is giving the patient the power to control their own pain, both in the hospital but also when they are released and go home.  Additionally, meditation practices improve patient satisfaction, reduce the need for pharmacological interventions and ease the pain and suffering experienced by the patient.  
(Morton & Fontaine, 2009)

This is extremely important.  Likely, this patient will go home with many of these medications and knowledge of how they work, why they work, what they interact with, and how to take them is vital to medication compliance on the patient’s part.  Additionally, knowledge about the process of medication administration improves the patient’s ability to correctly take the pain medication and thereby reduce the pain experienced.
(Morton & Fontaine, 2009)

By reducing the fluids being consumed by the patient, the patient will not hold onto extra fluid volume in the body.  Additionally, reducing dietary salt will help to reduce the fluid being retained by the kidneys; sodium and water are closely linked during the filtration process in the kidneys.

(Morton & Fontaine, 2009)

By regularly and objectively assessing and monitoring for these changes in the patient, the nurse is helping to prevent the development of heart failure.  Neck vein distention, lung crackles, and adventitious heart sounds are all indicative of fluid overload and heart failure.  

(Morton & Fontaine, 2009)

Quick assessment and diagnosis of impending heart failure is key to promoting health and maintaining life in the hospital setting.  Constant monitoring of the EKG lines will lead to a thorough investigation of the potential or manifestation of heart failure.  

(Morton & Fontaine, 2009)

Monitoring these patient indicators gives a baseline for the nurse to assess and also allows for the proper monitoring of deviation from the established norm.  Noticing a slight change can make all the difference between life and death for the patient.
(Morton & Fontaine, 2009)

The nurse has to follow the protocols the hospital has set up for her.  Additionally, the nurse must follow the orders set down for her to follow for her patient from the doctor.  But, by following these protocols and orders ensures that the patient receives proper and therapeutic interventions for the MI.

(Morton & Fontaine, 2009)

Cardiac function is impossible if the magnesium, phosphorus, calcium, and potassium are not correct.  By monitoring, in particular, these four heart indicators, the nurse is ensuring that the patient is in the most conducive homeostatic environment, internally, for proper cardiac function.
(Morton & Fontaine, 2009)


	The scenario ended before nurse student was able to assess the pain experienced by the patient.  However, the student did administer ASA and Morphine, and resolved the MI the patient was experiencing.  Therefore, given the lack of objective data to assess the pain level reduction experienced by the patient, the student deduces that the pain was indeed reduced due to the normalization of the VS at the end of the scenario, back to pre-scenario levels, and the administration of pain medications to the patient.  The student evaluations this intervention as positive and therapeutic. 
This particular intervention was impossible to evaluate as there were no repeat questionings of Meti-man as to whether or not his pain was adequately managed.  He could not tell the student that his pain was either stagnant at a 10/10 or that it was improving.  However, given the fact that his symptoms were controlled the student would evaluate this as a positive therapeutic intervention since his pain was likely decreased.
This was a therapeutic intervention.  The patient did receive supplemental oxygen almost as soon as he came in the door.  He never took it off.  Therefore, with the increased oxygen being supplied to his body, this was a therapeutic response.
It would be very important for the nurse and the patient to have this pact made of what is tolerable pain by the patient.  Obviously, as I have stated, this patient was a robot, therefore, asking his tolerable pain was not really an option.  However, the only way this intervention would not be a positive and therapeutic one would be if the patient refused to state a tolerable pain experience.  Generally this pain level is between 3 and 4.  After a tolerable pain level was established, the reduction of pain and maintenance of tolerable pain level would the next intervention for evaluation.
This goal would definitely be one that would take a lot of time and attention to the patient’s needs to be therapeutic.  However, it is really worth it.  This is one of those goals that would be ongoing throughout the entire hospitalization of the patient.  Since my patient was meti-man, I was unable to actually perform this teaching.
This would be an intervention that was necessary to have been therapeutically carried out.  The patient cannot be discharged until knowledge about their home medication list is covered.  I did not actually have this interaction with Meti-Man but if I had, I would check for understanding by asking the patient to verbalize to me their knowledge of the teaching.  I would also, redundantly, tell the patient about their medications every time they were administered.  In order to improve the likelihood that knowledge was retained by the patient.
The student was unable to assess this as patient was a robot.  However, during the assessment of this intervention, I would monitor I/Os, check for edema, skin turgor, skin color, and color and consistency of urine.  Additionally, I would keep an eye on the heart monitor, as there would be changes if heart failure was beginning to develop.  Hopefully, if the patient continued to improve, this would become an unnecessary intervention and the patient could resume a normal diet, or at least normal hydration activities.  
Again, this patient does not exist, therefore, assessing these interventions is difficult.  However, I would make sure to do these interventions during every shift and try to make it as close to the same time every day as possible.  Additionally, I would have a more experienced nurse assess my patient if I suspected or questioned something sinister going on with my patient’s heart.  Ideally, the patient would never develop these complications and could go home and resume normal activities, however, for many patients this is not the case.  Therefore, it is extremely important for accurate assessment on the nurse’s part, so that she can accurately describe the situation to the physician and he can make the proper adjustments to the patient’s medication regimen and care plan. 

Whether or not there is a change on the EKG waveforms, monitoring it and closely assessing the changes, if any, would be a positive response.  
Evaluating effectiveness of this intervention would be done through the auditing of the patient notes.  If she documents that she monitored these indicators through the shift, there was a positive intervention.  If no documentation, there was no evaluation done.  However, if the patient experiences a change, another potential positive interaction would be the nurse passing the new changed indicators to the doctor.
Evaluation will be completed via monitoring the nurse’s efforts for her patient.  Whether the patient experienced a change or an abnormality in the EKG line will provide the medium for the nurse to intervene.

If the lab comes back and everything is within normal limits, this was a positive and successful intervention.  If the labs are abnormal but the nurse intervenes therapeutically, then this was still a positive intervention.  




                     pts                                                    pts                                                                 pts                                                             pts
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Initials: MM Age: 75 Ht 6.0 Wt70 kg





Gender: Male   Ethnicity: Caucasian





Occupation: unknown





Education: unknown





Where do I live?     At home with wife       





Do I have any other family?  Wife and two sons 





Admission Info: (why and how did I come to hospital): having chest pain wife brought him to the ED





I have had these procedures while I have been here:  


X-ray, endotracheal tube, EKG, IV, external pace making and defibrillation





I need help with: upon admission, no help required with ADLs





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





Activity Level: no restrictions upon admission, after hospital stay, ADLs





Medical History:  


HTN


arthritis





Surgical History:  


Cataract surgery 2008


Appendectomy two weeks ago





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





IV         


Telemetry   


 Oxygen 


 NG tube


 





I am rating my pain as a    


       10/10. I describe it as











6

2
18

