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Lakeview College of Nursing

Clinical Preparation Assignment

Name:   A.P.      Date/Week: 01-31-12       Adm. Diagnosis:  Chest Pain        Allergies:  Penicillin 
                                                                                                                                                                                                                                  (pts)



[image: image1]
  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
	4.3-11
	8.70
	7.70
	RBC
	4.2-11
	4.43
	4.51
	K
	3.5-5
	3.8
	3.6

	DIFF: 

Monocytes

Lymphocytes

Neutrophils

Eosiniphils

Basophils
	0.0-13.0

2.9-4.9
38-70
0-7
0-1
	6.6

2.6

59.3

4.0

0.3
	5.2

2.4

60.9

2.7

0.4


	HGB/ HCT
	12-16
38-47
	12.6
38.0
	12.8
38.8
	NA
	137-145
	137
	135

	PT
	10-13
	10.2
	NA
	PLT
	NA
	NA
	NA
	CL
	98-107
	104
	101

	INR
	0.8-1.2
	1.0
	NA
	APTT
	25-39
	25.9
	NA
	CA
	8.4-10.2
	9.4
	9.7

	GLUCOSE
	60-30
	87
	127
	A1-C
	NA
	NA
	NA
	CO2
	22-30
	23
	25

	CHOLESTROL
	NA
	NA
	NA
	BUN
	7-17
	6.0
	6.0
	MG
	1.2-2.4
	2.0
	NA

	TRIGLYCERIDE
	NA
	NA
	NA
	CREATININE
	0.52-1.04
	0.6
	0.6
	TSH
	0.3-0.5
	NA
	0.71

	HDL/LDL


	NA
	NA
	NA
	BNP
	NA
	NA
	NA
	OTHER
	NA
	NA
	NA

	
	
	
	
	
	
	
	
	
	
	
	


	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray: 01/30/12 @ 1103 Hours- PA and Lateral Chest - Heart size and mediastinal contours are within normal limits.  Negative for focal consolidation, pleural effusion or preomothorax.  Negative for acute radiographic abnormality of the chest.                

     EKG: 01/30/12 – Normal sinus rhythm with sinus arrhythmia.                                                               



	CORRELATION: How does each abnormal test or lab relate to the diagnosis: 
 This client does not have any alarming abnormal labs however she does have a few borderline.  Her last lab for lymphocytes indicates a 2.4, which is 0.5 below the normal range which is not alarming but does mean that her immune system is slightly low right now.  This could easily be caused by being stressed about her relationship with her boyfriend and being in the hospital does not decrease that anxiety.

The client also has a slightly elevated blood glucose level which increased by 40 more after being in the hospital for several hours.  This could be caused by, again, stress.  The client is stressed about her relationship with her boyfriend which can increase blood glucose, and then being in the hospital could increase that stress as well which further increases her blood glucose level.

The client’s BUN is below normal by 1.  This is not alarming at all and is actually pretty common.  Low BUN levels may be seen in severe liver disease, malnutrition, and sometimes when a patient is over-hydrated, but the BUN test is not usually used to diagnose or monitor these conditions.

The Client also has an elevated TSH level of 0.21.  This is not a concern because the patient has hypothyroidism and is on hormones to correct that.  It is common that by taking TSH for hypothyroidism the TSH level may become slightly elevated.  Although the TSH level right now is not a concern, it is still a lab that should be monitored continuously while taking TSH for hypothyroidism.



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)
This patient was admitted to the hospital after being directed there by her primary care physician’s office for complaints of chest pain.  The patient has had the diagnosis of hypertension for the past 10 years which runs in her family, and hypothyroidism for the past 7 years.  The patient reports this pain as being a dull ache in her chest that has lasted for about one week.  The pain is in the substernal area and throat and lasts 10-20 minutes when she is anxious.  The patient reports nausea but never felt dizzy or sweaty.  The patient reports being relieved of the pain after she relaxes and takes deep breathes.  The patient is also in an abusive relationship with her live-in boyfriend.  He has pushed her and put his hands around her neck.  She has had the police involved and knows she can obtain an order of protections.  The patient is in the process of ending the multiple hear relationship and has girlfriends who will be her safety net if needed.  Her family is also aware of her plan.

This patient is already being treated for hypertension (which runs in her family) and hypothyroidism, therefore the primary nursing diagnosis for this patient is impaired psychological ability related to manifestations of abuse as evidenced by police documentation because this is the number one stressor in her life and her labs and information all point to the anxiety causing her chest pain, nausea, slight increase in her glucose levels and depression.  Anxiety does have the ability to make your chest hurt and it does this in generally five ways; 1. GERD causes your stomach to create excess acid which is “backed” up into your esophagus which in turn creates heart burn and chest pain 2. Esophageal spasm causes the lower esophagus to contract and also disturbs the muscles in your chest wall (this is a random and involuntary contraction of a series of muscles 3. High levels of stress over a prolonged period of time can cause muscle tightness and tension leading to all kinds of aches and pains all over, including the chest area 4. It is very common to feel chest pain and shortness of breath when experiencing a panic attack 5. Precordial Catch Syndrome is usually seen and teens but can affect adults (McCance & Huether, 2009).  This is a seemingly mysterious condition that causes sharp pains for short durations, normally under the left breast or arm pit.  
In addition to the primary symptoms of irrational and excessive fear and worry, other common emotional symptoms include feelings of apprehension or dread, trouble concentrating, feeling tense and jumpy, anticipating the worst, irritability, restlessness, watching for signs of danger and feeling like your mind’s gone blank (McCance & Huether, 2009).  Anxiety is much more than just a feeling, it is the product of the body’s fight-or-flight response which involved a range of physical symptoms.  Because of the numerous physical symptoms, anxiety sufferers often mistake their disorder for medical illness.  Some common physical symptoms include a pounding heart, sweating, stomach upset or dizziness, frequent urination or diarrhea, shortness of breath, tremors and twitches, muscle tension, headaches, fatigue or insomnia (McCance & Huether, 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).

	Levothyroxine

(Levothyroxine Sodium)

137 mg daily 

Norm- PO 1mcg/kg/day 137 tab form

Omeprazole
(Prilosec)

20 mg QAM PO

Norm- PO 1 delayed rel tab 20 mg/day before AM meal with water

Lisinopril

(Prinivil, Zestril)

20 mcg QAM PO

Norm- PO 10-40 mg/day.  Max 80 mg/day

Heparin Sodium

(Porcine)

5000 units Q8 HR  SubQ

Norm- SubQ 5000 units Q8 -12 HR
	Thyroid agent. (Hormone)

Antiulcer agent.

(Protein pump inhibitor)

Angiotensin converting enzyme. (ACE inhibitor). Antihypertensive agent.

Anticoagulant
	Patient has hypothyroidism for past 7 years.  This med is a replacement therapy for patients who do not have enough of the thyroid hormone.  This med helps metabolize nutrients, promoting cell growth and increase protein synthesis.

This patient has reported anxiety and being in the hospital can cause even more anxiety, resulting in stomach ulcers.  This medication treats duodenal ulcers by decreasing gastric acid by binding to an enzyme on gastric parietal ulcers.

This patient is on this medication for her high blood pressure.  Patient has been diagnosed with hypertension last 10 years (runs in the family) and this medication is used for management of hypertension.
Patient has high blood pressure and experiencing chest pain.  This medication inhibits the effect of antithrombin on thrombin helping with treatment of various thromboembolic disorders.
	Pt. may have irritability, nervousness, tachycardia, cardiovascular collapse, cramps, hyperthyroidism.  Monitor glucose, weight, and increase of physical and mental energy.  Full effect may take several weeks. Take med in morning.

Abdominal pain, rash.  Report diarrhea or black tarry stool.  Avoid alcohol, ASA, NSAIDS, smoking, caffeine, and changes in blood glucose may occur.

Always take blood pressure prior to administering.  Monitor for signs of anioedema.  Assess for signs of CHF.  Medication may cause drowsiness.

Adverse reactions include rash, bleeding, anemia, thrombocytopenia.  Do not take with antiplatelet agents.  Use soft toothbrush and electric razor.  Assess client for bleeding and hemorrhage.
	Patient’s med is working for her as evidenced by her not feeling sluggish and metabolism working at an adequate rate as evidenced by her eating and height/ weight within normal limits at 60 inch and 58.96 kg.

This medication is working for this patient as evidenced by the patient not having any stomach/abdominal pain (“heart burn”).

This medication is working for this patient as evidenced by her blood pressure within normal limits at 105/69.

This medication is working for this patient as evidenced by her blood pressure at 105/69.


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (pts)
	Vital Signs:
Pulse Ox %: 98 
Room Air
	BP: 105/69
Left Arm
	Pulse: 89
Rhythm: Regular
	Respirations: 
Rate: 16
Depth: Normal
Rhythm: Regular
	Temp:

98.4 
Route: Oral
	Pain:

Rating:       0  /10    
Characteristics:  NA

	NEUROLOGICAL: 

 MAE:                PERLA:         

Strength Equal:   YES
Orientation, Mental Status, Speech, Sensory, LOC, 
	Patient demonstrates equal strength through out body.  Mental status intact. Alert and oriented times ten. Clear speech. Senses intact. Patient was content and ready to be discharged.  Patient was able to get out of bed and get ready (dressed and groomed) for discharge. Negative for headache, dizziness, focal weakeness.


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance; NO         Fall Risk: NO  

Fall Score__0___

Activity/Mobility Status

	The patient does not need any help getting out of bed or with her ADLS.  Patient has no fall risk.  Patient does not need any supportive equipment. Patient is capable of full activity and mobility. Negative for joint swelling, joint pains.


	CARDIOVASCULAR: 

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

Peripheral Pulses, Capillary refill: __<2 sec___

Neck Vein Distention:  NO        Edema : None   

Location of Edema__NA__


	S1 and S2 sounds present.  No S3, S4 or murmurs present.  There was no irregular heart beat at Erb’s point.  Patient’s capillary refill was between 1 and 2 seconds, within normal range.  Patient’s radial pulse was 89 in her left arm, a peripheral pulse of 3+ present.  Pulse rate’s rhythm was regular.  No edema or neck vein distention present.  Patient does report chest pain and is positive for palpitations


	RESPIRATORY:

Accessory muscle use:  None      

Breath Sounds: Location, character
	Patient did not use accessory muscles to breathe.  No crackles or adventitious breathe sounds heard.  No heaves or lifts.  The patient was not coughing or showed difficulty breathing.  Patient is on room air with a respiratory rate of 16 which is within the normal range.



	GASTROINTESTINAL:

Diet at home :  Reg              Current Diet:  Reg.
Height: 60 inch                Weight: 58.96 kg
Auscultation: Bowel sounds, other sounds

Last BM, character &  freq of stools 

Palpation: Pain, Mass etc

Inspection: distention, incisions, scars, drains, wounds

Ostomy:  None             Nasogastric:   None    

Feeding tubes/PEG tube    NONE       Type:__NA___


	Patient reports having a bloating sensation.  Patient is on regular diet.  Patient last BM was PM or 1-30-12.  Bowel sounds active in all four quadrants.  No pain or masses felt upon abdominal palpitation.  No scars, drains, ostomy, wounds, incisions present.  No feeding tube present.  

	INTEGUMENTARY: 

Skin color, character, turgor, rashes, bruises, wounds: None  character, drainage, approximation etc.

Braden scale: __NA____

Drains present:  None           Type__NA__
	Skin color of patient is consistent with her ethnic background, Asian.  Patients nail beds were pink in color with no clubbing or spoon shape. There were no visible rashes, bruises or wounds present.  Patient bruises easily from her antihypertensive medication.  Skin turgor implies she is hydrated.  No drains present.



	EENT: 
Ears: Clear hearing             Eyes: No vision problems Nose: No drainage              Teeth:  Natural teeth, white.
                               
	Negative for visions problems. Negative for hearing problems, nasal drainage and throat pain.  

	GENITOURINARY: 

Color, character, quantity of urine: NA 

Pain: None
Dialysis : None     

Inspection of genitals: NA
Catheter:  None      Type__NA____


	Patient is able to void on her own.  No catheter present. Urine color is dull, light yellow, uncertain of quantity.

	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)
	Pt is pos. for anxiety.  Has friends who are good support system. Mother is only living family close by and is available for support.  Father died of stroke at 54.  Patient finished culinary school in Las Vegas. Currently a bartender. Developmental level consistent with age. Ethnicity of patient is Asian.  Patient is not religious/has no religion.  


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.



Pt. was directed from her primary care physicians office for complaints of chest pain.  Pt had dull ache in her chest for about a week.  It was in her substernal area and throat.  This occurs for about 10-20 minutes and happens when she is anxious.  Pt. reports nausea but never dizzy or sweaty.  Pt is relieved after she relaxes and takes a deep breathe.  Pt can walk two blocks without chest pain or being short of breathe.  NO orthopnea, PND or dyspnea.  Pt. is depressed about relationship with her boyfriend but has no suicidal/ homicidal ideation. Patient is in a physically and emotionally abusive relationship with her live in boyfriend.  When he drinks it is particularly bad and it has gotten progressively worse in the last week.  He has pushed her and put his hands around his neck.  Police have been involved before and she knows she can obtain an order of protection.  Patient is in process of ending the multiple year relationship with her boyfriend.   Patient has girlfriends who will be her safety net if needed and family is aware of her plan.  Pt. has been to counseling with boyfriend and is open to returning after leaving boyfriend.
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	  Problem List                                            (pts)
                                                    
	Nursing Concern/Diagnosis                                                               (pts)
One diagnosis may represent several problems
	 Priority of  List          (pts )
  Use numbers

	A. Anxiety

B. Abusive Relationship with boyfriend

C. Chest Pain

D. Hypertension

E. Hypothyroidism

F. Nausea

G. Depressed

H. Elevated glucose
	A. Feelings of being overwhelmed related to situational crisis as evidenced by chest pain, expression of nausea and relief by relaxation/deep breathing.

B. Impaired psychological ability related to manifestations of abuse as evidenced by police documentation.

C. Acute pain in substernal area and throat related to anxiety as evidenced by pt’s verbalization of increased anxiety.

D. Ineffective tissue perfusion related to decreased hemoglobin concentration as evidenced by hypertension (familial).

E. Risk for disturbed energy related to hypothyroidism as evidenced by low TSH levels (now normal because on medication)

F. Risk for fluid/nutrition imbalance related to feelings of anxiousness as evidenced by patient statement of feeling nauseous.

G. Feelings of worthlessness related to abusive boyfriend as evidenced by verbalization of leaving relationship but feeling depressed about having to do so and her situation.
H. Risk for unstable blood glucose related to anxiety as evidenced by a slight increase in her blood glucose levels.


	1. B

2. A

3. D

4. C

5. E

6. G

7. F

8. H




1st Priority Nursing Diagnosis:  Impaired psychological ability related to manifestations of abuse as evidenced by police documentation.
2nd priority Nursing Diagnosis: Feelings of being overwhelmed related to situational crisis as evidenced by chest pain, expression of nausea and relief 




  by relaxation/deep breathing.


Nursing Diagnosis (restated): Impaired psychological ability related to manifestations of abuse as evidenced by police documentation.
	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.  After 12 hours of nursing intervention patient will appear relaxed and the level of anxiety will be reduced to a manageable level.

2.  The patient will verbalize that she feels more in control of her current situation before discharge.  The patient will verbalize and elaborate on three ways she plans on helping her current state.

1. Patient verbalizes her plan of action leaving her boyfriend within 12 hours of admittance.

2.  Patient schedules two therapy sessions with her psychologist, before she is discharged, in the next 7 days.


	1.  Listening actively and focusing on pt., discussing her personal feelings.

2. Nurse will use appropriate touch with patient’s permission.

3. Nurse will speak in brief statements, using simple words.

4. Nurse will have patient use deep breathing exercises as needed.

1. The nurse will assess how the patient feels about her current state within 12 hours of being admitted.  The nurse will help the patient think of 3 ways she can help the client’s current state within the 12 hours and ask the client to verbalize them back before discharge.

2.  The nurse will demonstrate two non-pharmacological techniques to help with anxiety with in 12 hours and have patient reciprocate.

3.  The nurse will assess patient’s vital signs every four hours and report any abnormal results to the MD within 15 minutes.

1. The nurse should listen actively and focus on the patient discussing her personal feelings.

2.  Tell the patient about resources she has available to her to keep her safe from her abusive boyfriend.

3.  Help the patient establish a plan of action regarding leaving her home and/or kicking her boyfriend out of her home and keeping her safe while doing so.

1.  Ask patient if she would like to call her psychologist and schedule her appointments or if the client would like the nurse to do it for her.

2.  Listen to the patient actively and focus patient on discussing her feeling about going back to see her therapist after leaving her boyfriend.

3.  Motivate the client for seeing her therapist by discussing the benefits of talking with a non biased professional.
	1. Active listening and focusing on the patient and her concerns/feelings will establish trust between the client and the nurse which allows for better nursing care (Taylor, Lillis, Lemone, Lynn, 2008).

2. Using appropriate touch with the client demonstrates support (Taylor, Lillis, Lemone, Lynn, 2008).

3. Speaking briefly and using simple terms avoids confusion between the nurse and the client and makes everything easier to understand for the client (Taylor, Lillis, Lemone, Lynn, 2008).
4. Using deep breathing will help the client relax (Taylor, Lillis, Lemone, Lynn, 2008).
1.  By the nurse helping the client think of three ways to help the client’s current state the nurse can help assist the client in her different options she has in bettering her situation and allows the client to know she is not alone in her situation (Taylor, Lillis, Lemone, Lynn, 2008).
2. By the client having to demonstrate back the ways to reduce her anxiety, it guarantees the nurse that the client knows how to utilize her learned relaxation techniques (Taylor, Lillis, Lemone, Lynn, 2008).
3.  The nurse assessing the client’s vital signs every four hours is very important so the nurse will be able to stop anxiety from escalating if the nurse notices any abnormal vitals (Taylor, Lillis, Lemone, Lynn, 2008).
1.  By listening actively and focusing on the patients feelings established a trusting client/nurse relationship and shows the client that the nurse is truly interested in helping her (Taylor, Lillis, Lemone, Lynn, 2008).
2.  Giving the client available resources allows the client to feel safe because she is not alone in her situation and gives her the back up to leave her boyfriend as she wants (Taylor, Lillis, Lemone, Lynn, 2008).
3.  Establishing a plan of action allows the client to go over all of her options of leaving her boyfriend and establishing a support group for her and the importance of knowing her plan of action (Taylor, Lillis, Lemone, Lynn, 2008).
1. Giving the client the option of calling and making her own appointment or having the nurse do it allows the client to have a choice in her plan of care as well as guarantees that the appointments will be made (Taylor, Lillis, Lemone, Lynn, 2008).
2. Discussing the patient’s feelings and actively listening to her establishes a trust between the nurse and client by showing the client that the nurse genuinely cares about her well being (Taylor, Lillis, Lemone, Lynn, 2008).
3.  Talking about benefits of therapy motivates the patient to talk with a professional and not just ignore or reschedule the appointments made (Taylor, Lillis, Lemone, Lynn, 2008).

	1.  By the time of the patient’s discharge, the patient was focus, appeared relaxed and showed a good response by participating well in the activities she was asked to perform.

2.  The client verbalizes she feels much more in control of her situation which leads her to feel less anxious.  She plans on leaving her boyfriend who is abusive and causing her anxiety.  The client also made two follow up appointments with her psychologist in the next one week.

1. Patient being discharged demonstrates confidence of leaving her boyfriend because she understands the severity of the abuse has escalated.  Patient has made two appointments with her psychologist and was given by the nurse the phone number to her doctor appointment for a follow-up visit.
2.  The client stated she would like to make the therapist appointments and were given the phone number to the patient to make her two appointments within the next seven days.



                     pts                                                    pts                                                                 pts                                                             pts

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

(pt)
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Initials:  A. P.      Age: 29       Ht.  60 inch    Wt.  58.96 kg





Gender:   Female     Ethnicity: Asian





Occupation: Bartender





Education: Culinary School





Where do I live?  With boyfriend         





Do I have any other family?  Mother





Admission Info: (why and how did I come to hospital):  Directed to hospital from primary care physician’s office for complaints of chest pain.  Patient had friend drive her to hospital.





I have had these procedures while I have been here:  None





I need help with:  Emotional support with abusive boyfriend.





I need help:  Patient is open to returning to therapy after leaving emotionally and physically abusive boyfriend.              





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





Activity Level: Fully capable of ADLs independently. 





Medical History:   10 years hypertension. 7 years Hypothyroidism.





Surgical History:  None.





Social Hx: Bartender. Does not smoke, uses alcohol, red wine, 1 glass 2-3x per week.  Currently on oral contraceptives.  Last menstrual was 1 month ago.





Family Hx: Paternal grandma Alzheimers, hypertension.  Mom hypertension.  Maternal grandma diabetes.  Dad died from stroke at age 54,





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





Incentive Spirometer    


 Foley       


 IV – removed 1-31-12 @ 1100        


Telemetry   


 Oxygen –Room air


 Introducer in R jugular


Arterial line in L arm


 Chest Tube 


TED/SCS 





I am rating my pain as a    


       _0_/10. I describe it as
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