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Lakeview College of Nursing

Clinical Preparation Assignment

Name: __Thuy Mai___ Date/Week: __9/13/2012___ Adm. Diagnosis:______ Lower Abdominal Distension (suspected case of C-diff)  and Urinary Retention ________Allergies:____Sulfa______
                                                                                                                                                                                                                                




  (pts)
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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
	4.5-11.0
	5.0
	
	RBC
	4.5-5.3 M
4.1-5.1 F
	3.46 L
	
	K
	3.5-5.0
	3.2 L
	

	DIFF:

Monocytes

Lymphocytes

Neutrophils

Eosiniphils

Basophils
	4-11

16-46

45-80

0-8

0-3
	8.4
22.0
67.3
1.5
0.8
	
	HGB/ HCT
	13-18 M

12-16 F

37-49 M
36-46 F
	11.3 L

32.4 L
	
	NA
	135-145
	137
	

	PT
	10-12
	
	
	PLT
	150-450
	111 L
	
	CL
	98-107
	102
	

	INR
	102
	
	
	APTT
	21-35
	
	
	CA
	9.0-10.5
	8.9
	

	GLUCOSE
	70-105
	101
	
	A1-C
	4-6%
	
	
	CO2
	23-29
	26
	

	CHOLESTROL
	<2000
	
	
	BUN
	6-23
	
	
	MG
	1.8-3.0
	
	

	TRIGLYCERIDE
	<150
	
	
	CREATININE
	0.6-1.5
	
	
	TSH
	0.5-5.0
	
	

	HDL/LDL
	>60 and <100
	
	
	BNP
	<100
	
	
	GFR
	90-120
	62 L
	

	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray:  normal                                        CT scan of abdomen/pelvis:  thickened cecal wall                           

	CORRELATION: How does each abnormal test or lab relate to the diagnosis:                                                                                          
1. Diminished RBCs may originate from a lack of needed elements as found in Vitamin B or folic acid needed for stimulation of erythropoiesis. For this patient, RBC is reduced to 3.46 while the minimum normal is 4.1 for female. Decreased RBCs coupled with Hgb may be indicative of anemia or a sign of malnutrition. However, iron deficiency anemia cases show a RBC count of close to normal but less Hgb than normal. Patient is recommended to take folic acid supplement to replace indeficiency. 
2. Lower than normal Hgb and Hct is caused by the decrease in the RBC. The relationship between Hct and RBC is a direct correlation. 
3. PLT or platelet count for this patient is significantly low, if it gets to below 100, then it could a great risk to the patient such as bleeding. In some cases, clotting can also occur but in more rare cases. Despite the fact that patient has a low platelet count but she was prescribed Heparin prophylactically. Low-molecular-weight heparin (LMW) has minimal effect on platelets than conventional ones. Patient was indeed prescribed low-molecular-weight fragment of heparin (Porcine) for the prevention of clotting due to bedrest or inactivity.
4. Decreased in potassium in this patient maybe largely due to loss of fluid from the gastrointestinal tract as seen in repeated episodes of diarrhea. Hypokalemia has detrimental effect on cardiac arrhythmias and muscle weakness if not appropriately treated. However, patient show no sign of muscle weakness of arrhythmias as seen in cases of bradycardia or tachycardia. Patient is ordered Klor-con or potassium sodium for replacement of electrolyte imbalance. 
5. Glomerular filtration rate (GFR) determines how well the kidneys are filtering creatinine (waste from muscle), normal values range from 90-120. GFR decrease with age but a value of less than 60 for 3 months or longer may signify chronic kidney disease. This may associate with her inability to urinate or produce urine (oliguria) for a period of 2 or 3 days. Continual decrease in urine output may be indicative of renal disease, urinary blockage or UTI. However, WBC differential does not indicate patient has an infection at the time lab was drawn.


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)
Lower abdominal pain can be attributed to a number of things from infectious disease such as C-diff, urinary retention, or recurring diverticulitis (history within 4 months).  Patient admitted to ED with complaints of lower abdominal pain and urinary retention lasting 3-4 days. Patient had diarrhea and was thought to have been caused by Clostridium-difficile and was put in isolation as a precaution while waiting for multiple confirmation of stool cultures. C-diff being the cuprit for the cause of diarrhea in elderly patient is a common occurrence.  Patient also has a history of acute diverticulitis within the last 3-4 months which may contribute to diarrhea (Lee, 2012). 
C-diff colitis is an infectious disease that is caused by Clostridium difficile bacteria. C-diff spores remain dormant in body and cause the illness when number of active spores increases in a immune-compromised person. Most people carry the bacteria in the intestines but do not have symptoms. Bacteria can invade and attack the mucosa wall of the intestine by producing toxins and releases it into the colon and cause an inflammatory response and consequently damage it. The inflammation cause a hike in an increase of white blood cells, however, this was seen in this patient as seen in lab results. The severity of the colitis caused by C-diff differs from one person to another but in more severe cases, the toxins from the active spores can kill the tissue of the inner lining of the colon and cause tissue to fall off or necroses. The tissue is mixed with WBC which forms pus-like appearance that pass along with feces during episodes of diarrhea. This can be detected from stool culture. The severe form of C-diff colitis is also known as pseudomembranous colitis (Lee, 2012).

It is important for patient to finish the regimen with antibiotics to prevent recurrence in a more resistant strain which makes it harder to treat the next time around. 

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).

	Levofloxacin w/ Dextrose

150 ml@100 ml/hr q48h IV

Usual dose: 500 mg by slow inf over 1 hr q24h x 7-14 days 

Metronidazole/Sodium Cl

100 ml@ 100 ml/hr IV
Usual dose: 15 mg/kg over 1 hr, then 7.5 mg/kg IV not exceeding 4 g/day


Levothyroxine Sodium

50 mcg qam ac PO

Usual dose: 50 mcg/day


Aspirin

325 mg qam PO

Usual dose: 325-650 mg/day or bid

Folic acid

1 mg daily
Usual dose: 1 mg daily


Acetaminophen (Tylenol)

650 mg q6h prn PO

325-650 mg q4h prn, max 4g/day

Ducosate Sodium (Colace)

100 mg BID PRN PO

Usual dose: 50–400 mg in 1–4 divided doses 


Zolpidem Tartrate (Ambien)

5 mg qhs prn PO 
Usual dosage:  5 mg to 10 mg at bedtime


Hydrocodone/Acetaminophen
(Norco) 5/325 q6h prn PO

Usual dose: 2.5–10 mg q 3–6 hr prn

Heparin Sodium (Porcine) 

5000 units TID SQ

Usual dosage: 8,000-10,000 units q8h or 15,000-20,000 units q12h

Ondansetron (Zofran)
4 mg once IV

Usual dose: 0.15 mg/kg infused over 15 mins


Potassium Chloride (Klor-Con)

BID PO
	Antibiotic, quinolone – interfere with conversion of DNA fragments in bacteria
Antiprotozoals, antibacterial – directing acting agent that binds and degrades DNA in organism
Thyroid hormone replacement – increases metabolic rate, controls  protein synthesis, increases cardiac output, renal blood flow, oxygen, consumption, growth, etc
Nonsteroidal anti-inflammatory agent (NSAID’s), antiplatelet, antipyretic - 
Vitamin B Complex – necessary for erythropoiesis or creation of RBC, WBC, and platelet
Nonopiod analgesic & Antipyretic – block pain impulses peripherally that occur in response to prostaglandin synthesis, 
Laxative (stool softener), Cathartic - Promotes incorporation of water into stool, resulting in softer fecal mass
Anxiolytic, sedative & hypnotic – produces CNS depression by binding to GABA receptors. 
Opiate agonist - bind to opiate receptors in the CNS, which alter the perception of and response to painful stimuli while producing generalized CNS depression.
Anticoagulant - potentiates the inhibitory effect of antithrombin and thrombin. In low doses, prevents the conversion of prothrombin to thrombin.
Antiemetic – prevent nausea/vomiting by mechanism of blocking serotonin peripherally, centrally, and in small intestine.
Electrolyte and mineral replacement – necessary for transmission of nerve impulses and cardiac contraction, renal function, and intracellular maintenance.
	UTI from urinary retention (prophylactic)
Possible C-diff (hospital treatment protocol for suspect C-diff infection unless rule otherwise
Hypothyroidism

Prophylactic for DVT or thromboembolic disorders due due to bedrest
Low RBC (3.46 while normal range 4.5-5.3)

Abdominal pain or fever
Constipation - prophylactic due to bedrest while in hospital.
Insomnia/anxiety
Management of moderate to severe pain.

Prophylactic of blood clotting seen in PVT or embolism due to bedrest and lack of ambulation.
Nausea/vomiting 

Hypokalemia (K = 3.2 while normal should be 3.5-5.0)

	Seizures, pseudomembranous colitis, hemolytic anemia, Stevens-Johnson syndrome. Superinfection if symptoms of vaginal itching with fouling stools, furry tongue occur. 
May cause diarrhea, CNS, neurotoxicity – urine may turn dark-reddish brown. Always remember to finish the whole regimen as prescribed for any type of antibiotics.
Thyroid storm, cardiac arrest, hypertension, cardiac disease. Take B/P, pulse periodically and weight daily.

Watch for signs of bleeding, overdose symptoms (dehydration, vertigo, headache, confusion, vomiting, diarrhea), and avoid caffeine.
Bronchospasm and assess for fatigue, dyspnea and weakness as these may suggest megaloblastic anemia.
Hepatoxicity, renal failure from prolonged high doses, leukopenia, neutropenia, hemolytic anemia, thrombocytopenia, delirium.
Avoid administering if patient has diarrhea or undiagnosed abdominal pain without knowing its origin. Risk for dependence with prolonged use.
Assess LOC due to potential for abuse prior to administration. Prolonged use of >7–10 days may lead to physical and psychological dependence. Treat pain if present since it can reduce the effect of sedative.
Avoid chronic use and use with alcohol which can further depress the respiratory system. Can cause dizziness, hypotension, and confusion.

Assess for hemorrhage or bleeding from gums, bruising or petechiae, black tarry stools,  epitastaxis (nosebleed).
Effect on CNS, EPS, bronchospasm, urinary retention

Cardiac depression, dysrhythmias, arrest, peaking T-waves, prolonged PR interval, widened QRS complex

	Effective – patient urine shows light yellow or straw yellow but no presence of sediments or cloudiness – WBC did not indicate patient has UTI since her WBC count was within the normal limit (5,000 cells/mcl)
On-going evaluation but improvements were seen – symptoms have subsided with less frequent episodes of diarrhea and patient feeling better. Lab results did not show an elevation of WBC, no imiment sign of infection yet.
Effective – absence of symptoms associated with hypothyroidism such as depression, weight loss, cold intolerance and so forth.
Effective – no signs of DVT or thromboembolic disorder seen in patient as characterized by negative Homan’s sign, absence of calf pain and warmth.

Partially effective and inconclusive - due to lack of 2nd or 3rd CBC showing an increase in RBC. Patient shows signs of well-being and absence of fatigue.
Not given – patient reported 3-4 on pain scale from 0-10 and already normal temperature of 97.9 and 97.4 Patient has a tolerable pain level of 5. Initial report indicated that patient came in with chills and fevers. This must be effective in controlling and maintain normal body temperature.
Not given as prn – due to patient having diarrhea, which is a contraindication to laxative
Effective – patient reported restful sleep and full of energy and in good mood while in my care.

Not given by me as prn due to patient did not report moderate or severe pain from 7-10 consistently or at rest. Effectiveness should be characterized by absence of pain and increase comfort.

Patient refused this – she stated that she will walk around in her room to avoid taking this.

Not given as prn – expected therapeutic response if administered should be absence of nausea/vomiting.

Inconclusive – labs have not been taken to reveal the K level in patient. Initial lab work reveals that patient has potassium lower than normal, 3.2 vs. 3.5 in the lower range of normal. Patient remained asymptomatic.


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (pts)
	Vital Signs:
Pulse Ox %: 96 on room air
0800/1100
	BP: 
124/80 (LA) 
126/84 (LA)
0800/1100
	Pulse: 76, 80
Rhythm: normal 
0800/1100
	Respirations: 
Rate:  16

Depth: normal
Rhythm: regular
0800/1100
	Temp:

97.9 F, 97.7 F
Route:
Oral

0800/1100
	Pain:

Rating:       (3-4) /10    
Characteristics:    dull, aching pain in abdominal increasing in intensity on palpation by 7  
0800/1100

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	Patient is alerted and oriented x 3 (person, place, time). Her speech is clear and coherent. She is very sharp and pleasant lady that loves to talk and share about her personal life. Her sensory intact and neurological are overall immaculate. Strength in arms bilaterally.


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N
Fall Score_____2_______
Activity/Mobility Status:    Independent (up ad lib)     
            Needs assistance with equipment   

            Needs support to stand and walk
	Patient is in remarkable condition with no impairments on mobility. She is very active and sporadically walks long distance. She’s independent and does not require any assistance with ADL or other activities. (Fall risk in this patient is questionable since she has no history of falls or taking any medications interfering with her blood pressure or CNS. However, she does take other medications which can still increase her risk. Patient has been having diarrhea since admission and is suspected of having C-diff. Diarrhea can cause fluid loss which can lead to an array of problems. Since she is an elderly patient in her 70’s, it’s safer to take extra precautions to prevent falls). 


	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 regular rate and rhythm of 76 bpm with no gallops or murmurs on auscultation. Bilateral pulses on brachial, radial, and pedal areas were 2+ with no JVD or edema.  Capillary refills in less than 3 seconds. 


	RESPIRATORY:

Accessory muscle use:    Y     N
Breath Sounds: Location, character – clear
	Patient is not in distress and her breathing is normal with 16 breaths per minute. She does not use any accessory muscle to aid with breathing. She has clear lung sounds in throughout all regions. She denies chest pain, coughing, and any symptoms of respiratory distress or dyspnea.   


	GASTROINTESTINAL:

Diet at home : vegan      Current Diet:   liquid only diet
Height:    65 in                       Weight:  60.3 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 consume a vegan diet at home but currently, she’s allowed a strictly clear liquids diet. She is thin and has exposed that she lost 17 pounds within one year from her husband’s death.  She did not show sign of depression as a result and has a wide support of friends and family members surrounding her. Her abdomen is soft, flat, nontender and no distension. She has hyperactive bowel sound all 4 quadrants. Pain was indeed present in her lower portion of the abdomen so palpation was avoided on assessment. He has been going to the restroom due to diarrhea since admission. MD suspected patient may be afflicted with a case of C-diff colitis, which has yet to be confirmed by stool culture and increase in WBC. Patient’s history shows that she had an episode of acute diverticulitis within 4 months, which usually accompany with bout of diarrhea and constipation.  


	INTEGUMENTARY: 

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

Braden scale: ____21_____
Drains present:  Y         N       Type_______________
	Patient skin is thin, dry and wrinkly with some venous varicosities in the legs with presence of senile purpura alongside. She contributed the varicosities from her occupation as a waitress on her feet. Skin turgor performed on her sternum shows elasticity. She rarely moist and active and all sensory intact, low risk for unnoticed open sores associated with pressure ulcer as seen in elderly patients.


	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                               
	EENT show no signs of edema, bruising, drainage, or any abnormalities. Hearing, smelling, eyesight, and ability to swallow are intact. Patient has spectacles for correction of presbyopia but no hearing aid. She has her own teeth. 

	GENITOURINARY: 

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


	Patient complained of urinary retention or hesitancy at the time of admission as she claimed that she has difficulty with urinating within the last 2 days. While in the hospital, she has been voiding with no difficulties. Urine shows light yellow with no sediments or cloudiness.


	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 is resilient in her social skills and coping abilities. She has a side a good support system that consists of her two daughters who are in the nursing professionals, granddaughter who resides with her, and friends in the community. She leads a very active lifestyle that involves walking in her regular routine along with being a member of the Christian faith. Her daughter from out of town was at her bedside.


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)

[image: image2]

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

	· Diarrhea

· Abdominal Distension

· Acute Diverticulitis (Past history w/in 4 months)

· Urinary retention

· C-diff (suspect case)

· Arthritis (non-debilitating at the moment)

· Hypothyroidism

· Hypokalemia

· Thrombocytopenia (low platelet count)
· Venous varicosities


	· Acute Pain 
· Constipation

· Nausea

· Imbalanced nutrition: less than body requirements

· Diarrhea

· Risk for deficient fluid

· Urinary retention

· Activity intolerance

· Chronic pain

· Impaired gas exchange

· Impaired skin integrity

· Ineffective health maintenance
· Decreased cardiac output

· Ineffective protection

· Risk for injury
· Ineffective tissue perfusion

· Risk for bleeding



	1. Risk for deficient fluid volume

2. Acute pain
3. Diarrhea
4. Urinary retention
5. Imbalanced nutrition: less than body requirements
6. Risk for deficient fluid

7. Chronic pain

8. Activity intolerance

9. Ineffective health maintenance

10. Risk for injury

11. Decreased cardiac output

12. Impaired skin integrity

13. Impaired gas exchange

14. Ineffective protection

15. Constipation

16. Nausea

17. Risk for bleeding



	
	
	


1st Priority Nursing Diagnosis:  (  pts)
Nursing Diagnosis_________ Risk for deficient fluid volume______R/T____excessive loss of fluid and decreased urine output___ AEB____ consistent episodes of diarrhea and 

urinary retention of 3-4 days while at home (sign of possible dehydration) _______________
2nd priority Nursing Diagnosis:

Nursing Diagnosis_____Acute pain______R/T_______potential inflammation of gastrointestinal tissue and infection from recurring diverticulitis ____
AEB_______abdominal distension and pain rating of 7 on palpation _________________________________________________________________
1st  Nursing Diagnosis (restated): Risk for deficient fluid volume R/T excessive loss of fluid and decreased urine output AEB consistent episodes of diarrhea and urinary retention of 3-4 days while at home (sign of possible dehydration).
	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 maintain electrolyte balance by exhibiting normal blood pressure (average 120/80 for elderly), pulse (60-100), and body temperature (97.9-99) consistent with age.

2. Patient will maintain urine output of more than 30 ml/hr or at least 1300 ml/day by end of shift

	· Monitor for early signs of hypovolemia such as restlessness, weakness, muscle cramps, headaches, inability to concentrate and postural or orthostatic hypotension.

· Assess LOC and note new onset of weakness, dizziness, or dry mouth with longitudinal furrows. 

· Check orthostatic hypotension by obtaining B/P of patient lying, sitting, and standing.
· Monitor for signs inelastic skin turgor, thirst, dry tongue and mucous membranes, longitudinal furrows, sunken eyeballs, weakness, fever, and dry skin.
· Encourage fluid intake by offering fluids equate to 1500 ml if not contraindication or on fluid restriction. 

· Monitor total intake and output every 8 hours for stable patients (or regularly for unstable patients).
	· Assess for early signs of deficient fluid can prevent complications leading to chest pain, oliguria, cyanosis, cold clammy skin, and confusion (Kasper et al, 2005).

· Elderly are more at risk for deficient fluid volume as they have less of total body fluid, decreased thirst mechanism, and decreased ability to concentrate urine due to deteriorating renal system (Suhayda and Walton, 2002).

· A drop of either 20 mm Hg in B/P or a increase of 15 in pulse rate may be indicative of deficient fluid volume (Kasper et, 2005).

· These are some of the various signs of moderate to severe dehydration (Dehydration in the elderly, 2012).

· 6-8 glasses of fluid intake would sufficient for the body to replenish itself as recommended by providers for elderly (Matte, 2011). 

· Adequate fluids yielding less than 30 ml/hr is indicative of renal malfunction or if consistent oliguria may be a sign of renal failure or hypovalemia (Methany, 2000).
	Partially effective - patient has remained hydrated with electrolyte balance as shown by average B/P (124/80 and 126/84), pulse (76, 80) body temperature (97.9, 97.7) which defined limits per hospital protocol.
Effective – patient has exceeded urine output by 50 ml/hr per and reported urination with ease. Patient has made as significant progress from the time of initial admission where she was unable to urinate leading up to potential urinary retention of 3-4 days. 


2nd Nursing Diagnosis (restated): Acute pain R/T potential inflammation of gastrointestinal tissue AEB abdominal distension and pain rating of 7 on palpation.
	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 verbalize reduced pain from a level 4/7 at rest and on palpation, respectively, to a pain rating of 2 or less by the end of shift (on numerical pain scale of 0-10).


2. Patient will maintain periods of pain symptom-free and potential effects of medications for the duration of hospital by stay (next 2-3 days).

	· Assess pain intensity using a self-report of 0-10 (numerical rating) and include other factors in OPQRST (onset, provocation or palliation, quality, region or radiation, Severity, and time in history). 


· Determine current’s medications of nonopiods and opioids of patient and explore to see what’s most appropriate for patient with defined type of pain.

· Teach and implement nonpharmalogical strategies to help control pain such as techniques of distraction, imagery and relaxation
· Assess pain at regular intervals to ensure patient’s for the duration of stay

· Keep pain under control with medication administration and asses for respiratory depression every 2 hours or regularly per facility’s protocol

· Relax abdomen by maintaining a comfortable position for patient such as head raised at 30 to 45 degree angle 


	· Single-item ratings of pain intensity are valid and reliable as measures of pain intensity (Jensen, 2003). Pain assessment should include the different variables to distinguish different sensation of pain.

· Obtaining a complete history of meds and their side effects can help determine what’s effective and what’s not, which assist providers to make better choice (American Pain Society, 2004).

· Nonpharmalogical medications can be used as supplements for pain but is not a substitute for pain medications (American Pain Society, 2002).

· When opiods are used, it’s especially important for pain to be assessed at regular intervals per protocol as well as keeping a vigilant eye on the side effects of respiratory depression (Pasero, 2002). 

· Positioning a certain way can help alleviate pain without the use of analgesics if patient keep their stomach relaxed.


	Effective – patient verbalized reduced pain to 2 where her tolerable level is 5 on palpation. She able to rest comfortably and in good mood.

Effective – patient remained pain-free from abdomen and rest of body with no complications as characterized by unpleasant effects of pain medications such as constipation or respiratory depression.



                     pts                                                    pts                                                                 pts                                                             pts

Reference(s): List all on back page or attach additional page. Use APA format.   
1. Ackley, B. and 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. Dehydration in the Elderly. Assessed online on 9/20/2012 from http://www.caring-for-aging-parents.com/dehydration-in-the-elderly.html

4. Lee, D. (2012). Clostridium difficile colitis. Assessed online 9/20/2012 from http://www.medicinenet.com/clostridium_difficile_colitis/article.htm

5. Kasper, D.L et al. (2005). Harrison’s principles of internal medicine (16th ed.). New York, NY: McGraw-Hill.
6. Jensen, M.P. (2003). The validity and reliability of pan measures in adults with cancer. Journal of Pain, 4(1):2

7. Matte, M. (2011). Water intake & urination frequency in the elderly. Assessed online on 9/20/2012 from


http://www.livestrong.com/article/475228-water-intake-urination-frequency-in-the-elderly/#ixzz274dU68wR

8. Methany, N. (2000). Fluid and electrolyte balance: nursing considerations (ed. 4). Philadelphia, Lippincott.

9. Pasero, C (2002). Monitoring opioid-induced sedation.  American Journal of Nursing, 102(2): 67-68

10. Suhayda, R. and Walton, J.C. (2002). Preventing and managing dehydration. Medsurg Nursing 11(6):267

11. The American Pain Society. Pain: current understand of assessment, management and treatments. Assessed online from 

http://www.ampainsoc.org/education/enduring/




Initials: ___BK___Age: ___72___    Ht.__65 in___ Wt.__60.3 kg____





Gender:   M     F        Ethnicity: _____Caucasian__________________





Occupation: ______waitress_________





Education: ____Less than high school education__________





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


     (circle one)


                                Nursing Home   Other_______________________





I live with_________granddaughter_________________________





Do I have any other family? ____2 daughters who are nurses from Champaign and Bloomington___________________





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





_Family dropped off at the hospital due to significant abdominal pain and urinary retention lasting 2-3 days_______________________ 





_________________________________________________________





I have had these procedures while I have been here: ______chest x-ray and CT scan, bloodwork, and stool culture for possible C-diff_______








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: __ active lifestyle with minimal limitations___





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_______________________________    





Medical History: ____hypothyroidism, arthritis, acute diverticulitis, thickened cecal wall segment scheduled for colonoscopy within the week_____


________________________________________


________________________________________





Surgical History:_hysterectomy_______________


___________________________________________________________________________________________________________________________








I am rating my pain as a    


   ___(3-4) __/10 I describe it as


___dull, aching pain that increase in intensity  to a 7 per patient on palpation___________________________























Low platelet count (thrombocytopenia)





Metronidazole/Sodium Cl








Zolpidem (Ambien) - sleeping





Hydrocodone/Acetaminophen, acetaminophen 325 mg








Low GFR - 63





Telemetry





Incomplete emptying of bladder





Pain (4 at rest and up to 7 on palpation), fever and chills








Waiting for stool culture for C-diff





Folic Acid (Vit B)





Bedrest





Urinary retention





Low RBC





Levothyroxine Sodium





Potassium sodium (Klor-con)
































Hypothroidism





Ondansetron (Zofran)








Scheduled colonoscopy





Constipation





72 year old female





LMW Heparin, Aspirin (325 mg), Docusate sodium





Diarrhea








Hypokalemia – 3.2





Abdominal Distension with possible exacerbation of diverculitis





Inability to urinate 3 days
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