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Lakeview College of Nursing
Clinical Preparation Guide and Process Paper
61 Points Total
Student Name: Gretchen Olmsted Date: 03/28/13 Client Initials: P.H. Allergies: Simvastatin           Primary Diagnosis: Chest pain rule out myocardial infarction  
Current Medical Issues:
· History of Physical Illness
· Patient Initials: P.H.  Age: 65 Date of Admission: 03/27/13
· Tell the story of how your patient ended up in the hospital:
The patient came in with shortness of breath and chest pain
· Medical History
· Depression, thyroid disease, anemia, influenza vaccine, pressure ulcer, dementia, cerebrovascular accident, urinary retention, UTI, urinary catheter, benign prostatic hyperplasia, HTN, cardiac disorders, muscle weakness, sleep apnea, diabetes, endocrine disorders 
· Surgical History
·  None found in chart 
· Social History – 
· Occupation: retired
· Lives with: Palm Terrace Nursing Home 
· Habits: does not currently smoke, drink, or use illicit drugs
· [bookmark: _GoBack]Any other Family members: noncontributory 
Nursing Note
	Dr. Climaco called to obtain orders and review medications and diet. Dr. Climaco states I am on my way in to see him and will take care of anything that needs done.
	The patient, P.H., 65 y/o, M admitted by Climaco Ramon, was given information regarding hospital policies, unit procedures, and contact persons  
Nursing Care
Code Status –  no Isolation: no    Fall Risk: yes  Pain – level  0 /10 source:      Hygiene-  dependant                                         Activity:  BRT   # to assist: 1   Diet: tube feeding      IV or heplock: yes   Type of fluid: none at this time                  Foley catheter:  yes






Laboratory Testing
Hematology
	Type of Lab
	Pt. Value
	List normal value
	If not, why? Please relate to disease process if possible.

	White Blood Cell
	129 High
	4.0-11.7
	Fight off infection

	Red Blood Cell
	3.03 Low
	4.19-5.74
	Anemia

	Hematocrit
	26.8 Low
	38.1-48.9
	Anemia

	Hemoglobin 
	8.8 Low
	13.7-17.0
	Anemia

	Platelet count
	252
	149-442
	

	Mean corpuscular volume
	88.3
	78.5-98.1
	

	Mean corpuscular hemoglobin
	29.1
	23.0-33.0
	

	Mean corpuscular hemoglobin concentration
	32.9
	32.7-35.3
	

	Red cell distribution width
	14.7
	12.0-16.4
	

	Mean platelet volume
	8.6
	6.9-10.2
	

	Neutrophil %
	87.1 High
	37.2-80.2
	Infection or anemia

	Lymphocyte %
	10.0 Low
	12.1-49.4
	Infection

	Monocyte %
	2.5 Low
	4.4-12
	Infection

	Eosinophil %
	0.2
	0.0-6.3
	

	Basophil %
	0.2
	0.0-1.0
	



Chemistry
	Type of Lab
	Pt. Value
	Normal values
	If not, why? Please relate to disease process of patient

	Sodium
	135
	135-145
	

	Potassium
	4.3
	3.3-3.5
	

	Chloride
	92 Low
	95-110
	Kidney is not removing enough chloride effectively

	Blood urea nitrogen
	34 High
	6-20
	Kidney is not removing enough urea from the blood effectively

	Creatinine
	0.84
	0.5-1.2
	

	Glucose
	230 High
	< = 100
	Diabetic

	Carbon Dioxide
	34 High
	21-31
	Shortness of breath; ineffective breathing

	Estimated GFR (African-American) 
	>60
	>60
	

	Estimated GFR (Non-African American)
	>60
	>60
	

	Total Bilirubin
	0.4
	0.2-1.2
	

	Total creatinine kinase
	52
	5-250
	

	AST
	17
	15-41
	

	ALT
	12 Low
	13-63
	UTI

	Alkaline Phosphatase 
	57
	30-105
	

	Creatine Kinase MB
	1.3
	0-10
	

	Creatine Kinase MB – relative index history
	2.5
	0.0-4.0
	

	Total Protein
	6.2
	6.0-8.0
	

	Albumin
	2.8 L
	3.5-5.0
	Severe infection, can indicate CHF (chest pain)

	Troponin
	0.12 high, 0.11, 0.11, 0.10
	<0.12
	Cardiomyopathy


Urine testing – abnormal
	Lab
	Pt. Value
	Normal Value
	If not, why? Please relate back to disease 

	Urine protein
	1+ High
	Negative
	Kidney did not effectively filter protein out of urine

	Urine occult blood
	2+ High
	Negative
	Can indicate serious disorder, due to infection 

	Urine Leukocyte esterase
	2+ High
	Negative
	Possibility of UTI

	Urobilinogen
	4.0 High
	Normal
	Anemia

	Urine mucous
	Trace High
	Negative
	UTI

	Urine Yeast
	Trace High
	Negative
	UTI

	Urine RBC
	>100 High
	<4
	UTI

	Urine WBC
	8 High
	<6
	UTI

	
	
	
	

	
	
	
	

	
	
	
	
















Diagnostic Imaging – 
· Chest x-ray 03/27/13 0309. Indication was a cough. Findings included no acute cardiopulmonary abnormality 

Pathophysiology
1. Identify the primary disease that will be explained in this paper.
	 
2. Describe the pathology of the disease; include and causative factors/etiologies that can be identified, relate back to patient symptoms.
	 
3. Relate the abnormal lab values and/or specific labs and diagnostics to disease processes. If all tests are WNL, then indicate which values are important to monitor and explain why. Include probable conclusions and outcomes for this patient. 
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	Name (generic) prescribed dose & frequency, usual dose & frequency
	Classification/ Mechanism of action
	Why use this medication for this patient?
	Nursing precautions/safety considerations to administer this medication
	Evaluation patient response

	Albuterol
3 ML INH Q6H
	Produces bronchodilation, CNS, cardiac stimulation, increased diuresis and gastric acid  secretion 
	Prevention of acute bronchospasm, bronchitis, bronchiectasis, or other reversible airway obstructions 
	Palpitations, wheezing, paradoxical bronchospasm 
	No wheezing heard on breath sounds, no dyspnea 

	Ferrous sulfate
300 MG 
PO daily
	Replaces iron stores needed for RBC development as well as energy and O2 transport and use 
	Anemia
	Nausea, constipation, can cause false positive for occult blood
	Patients Hct and Hbg were still low

	Metformin 
250 MG 
GT BIDWM
	Inhibits hepatic glycose production and increases sensitivity of peripheral tissue to insulin 
	Type 2 diabetes
	Heart failure, lactic acidosis, thrombocytopenia 
	Blood glucose WNL

	Tamsulosin
0.4 MG BIDPC
	Binds preferentially to adrenoceptor subtype, which is located mainly in the prostate
	Symptoms of benign prostatic hyperplasia 
	Priapism, angioedema, chest pain, dizziness
	Decreased symptoms of benign prostatic hyperplasia

	Finasteride
5MG
GT TID
	Prevent development of benign prostatic hyperplasia
	Symptoms of benign prostatic hyperplasia
	Secondary malignancy, impotence
	Increased urinary output 

	Metoprolol
12.5 MG
GT Daily
	Beta blocker 
	Elevated troponin levels
	Bradycardia, cardiac arrest, bronchospasm
	Troponin levels were brought down to normal limits

	Aspirin 
81 MG
GT Daily
	Block pain impulses in CNS, reduce inflammation
	Block pain and reduce inflammation and fever 
	Seizures, GI bleeding, neutropenia 
	Patient was not in any pain and did not have fever 

	Acetaminophin
500 MG
GT TID
	Block pain impulses, antipyretic, anti-inflammatory
	Mild to moderate pain
	GI bleeding, Leukopenia, neutropenia, anemia
	Patient was not in any pain

	Levothyroxine
0.1 MG
GT D@07
	Increase metabolic rate, control protein synthesis, increase cardiac output
	Hypothyroidism
	Thyroid storm, cardiac arrest
	Patient still had peripheral edema, absence of constipation 

	Escitalopram
10 MG
GT Daily
	Inhibit CNS neuron uptake of serotonin but not of norepinephrine
	Depression
	Social ideation, seizures, bradycardia, trachycardia
	Patient slept most of day and was nonresponsive

	Risperidone
1MG
GT Daily
	Irritability associated with autism, bipolar disorder, mania, schizophrenia 
	Acute psychosis
	Seizures, neutropenia, heart failure
	Decreased excitement; patient was very calm and sleepy all day

	Ipratropium bromide 
2.5 ML 
INH Q6H, PRN for SOB 
	Beta-adrenergic and anticholinergic bronchodilator
	Shortness of breath
	Dizziness, blurred vision, dry mouth
	Patient had oxygen on, but breathing pattern was normal

	Vitamins
1 Tablet
GT Daily
	Supplement diet
	Not getting enough nutrients in diet alone
	Could cause false blood stool tests, don’t take large doses
	No adverse effects 

	Calcium Carbonate
500 MG
GT daily
	Neutralize gastric acidity
	Antacid, calcium supplement
	Milk-alkali syndrome, calculi, anorexia
	Absence of pain and gastric acidity

	Tramadol
50 MG
Q6H, PRN for moderate pain
	Inhibits reuptake of norepinephrine, serotonin
	Management of moderate to severe pain, chronic pain
	Seizures, anaphylaxis, toxic epidermal necrolysis
	Patient denied pain
















Physical Assessment Data
	Pulse Ox %: 
100
	BP:
141/72 

	Pulse:
Rate: 77 
Rhythm: +1 
	Temp: 
36.7 C
Route:
tympanic  
	Pain: 
0/10
	Ht: 187.96 cm
Wt: 85.91 kg
	Respirations: 
Rate: 20
Rhythm: regular 


	Neurological:
MAE:     PERLA:     Strength Equal:  
Orientation, Mental Status, Speech, Sensory, LOC
	Patient doesn’t respond when spoken to. Patient doesn’t answer when asked his name, place or time. He could say that he wasn’t in pain. At the end of the shift he was mumbling things I couldn’t understand. Patient’s eyes were not reactive to light and there was no accommodation. No h/o cataracts. The patient was asleep most of the day and was not aroused very easily. 

	Musculoskeletal:
Neurovascular status: ROM, Supportive devise/strength
ADL Assistance:     Fall Risk: yes Fall Score: 60
Activity/mobility status: needs assistance needs support to walk and stand
	ADL assistance was dependent. Patient did not try to get up during shift. He was turned from side to side Q2H – could not lay on back due to pressure ulcer on bottom. He slept most of the day and was not very responsive. During bath, patient needed assistance with ROM. 

	Cardiovascular:
Heart sounds: S1, S2, S3, S4, murmur, etc.
Peripheral Pulses, Capillary refill
Neck Vein distention: no     Edema: 
	Heart sounds S1 & S2 were normal. No S3, S4, or murmur heard. Capillary refill was less than 3 seconds. Peripheral pulses were +1. Patient is wearing telemetry. Patient is weak. Patient has +1 edema on both ankles. No neck vein distention. 

	Respiratory:
Accessory muscle use: 
Breathe sounds: Location, Characteristics
	Patient is on 3 L oxygen with humidity via nasal cannula.  His pulse ox stayed at 100 %. Breath sounds were clear on inspiration and expiration throughout all lobes. 

	Gastrointestinal:
Diet at home    Current Diet: 
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: 
	Current diet is tube feeding through a PEG tube. Patient was unable to explain what his diet at home is like. There was some stool cleaned during bath. It was soft, normal stool. Incontinent – not an extreme amount. The patient did not say he felt any pain during palpation and there was no grimacing or groaning observed. There was a large scar on his stomach. There was a PEG tube insertion site on the upper part of his stomach. Site was covered but it was not tender. Bowel sounds were active in all four quadrants. 

	Integumentary: 
Skin color, character, turgor, rashes, bruises, wounds:
Character, drainage, approximation, etc. 
Braden scale: 15 
Drains present: no
	Skin is pale, pink, and moist. Hands are feet are dry. He has a large scar on his stomach and a scar on his neck. He has a pressure ulcer on his bottom that is covered by a bandage. He also has a wound on his left heel. Heels are being floated. He has a heplock inserted on his right arm above his wrist. There is no redness, infiltration, or approximation. Turgor test was tight with no tinting. 

	EENT:
Ears:      Eyes:
Nose:     Teeth: 
	Patient does not have any teeth. Mouth gets very dry and needs frequent oral care. Eyes are very dry and keep getting build up – need wiped often. Patient’s chart said he has glasses or contacts but there are none present. Patient does not have hearing aids. Nose is occupied by nasal cannula. 

	Genitourinary:
Color, character, quantity of urine, pain
Dialysis: 
Inspection of genitals
Catheter: Yes 
	Patient has chronic foley catheter. Urine is yellow, no dialysis. 400 ML output. Genitals are not red or irritated. There is a bandage his butt due to pressure ulcer that does not look saturated. 

	Psychosocial/Cultural:
Education Level 
Developmental level
Coping methods
Health beliefs
Occupation
Religion and what it means to patient
Personal/family data
	The patient was unresponsive when asked anything. I do think the patient was in despair because he would not respond to anything. He would contract when I would try to help him with things. He did not seem to be positive about his situation. 



	Pulse Ox %:
100
	BP:
110/50

	Respirations: Rate: 20
Rhythm: regular
	Temp: 36.9 
Route:
Tympanic 
	Pulse: 
Rate: 76
Rhythm:  +1

	Pain: 10/10
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