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Lakeview College of Nursing

Clinical Process Paper Assignment

Spring 2012
Name: Student's name_ Date: date of clinical___ Adm. Diagnosis: Medical diagnosis(s) that patient was admitted with__Allergies List all allergies (food, drug, enviroment: if N/A (not applicable) write N/A-Food or N/A- medications or N/A environmental)_________
                                                                                                                                                                                                                                  (2 pts)


[image: image1]
oxygen device (nasal cannula, trach, bi-pap, etc.)

Chest tube (location- right or left), Trach (size, cuffed or uncuffed, on oxygen/humidity?) Ostomy (type-colostomy, urostomy, location (transverse colon, ascending colon, etc.) Dressing (where are they at, type of dressing- wet to dry, gauze pad, ABD, etc.) TED/SCDs- location (knee high, thigh high?) Walker/Crutches (type of walker- rolling, etc./ crutches- hand crutches or arm pit) Wheelchair- normal sized, bariatric, folding, etc.) Other (some examples include Waffle boots/moon boots- have hole cut out for heels and is filled with air to keep pressure of heels; restraints, mits, etc. (other things the patient has in regards to equipment- maybe hoyer lift). 
  LAB DATA    (List all pertinent/current lab/diagnostic values)                                                                                                                        ( 7 pts)
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	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray:                                                     Other:                                                                         Other:

     EKG:                                                                Other:                                                                         Other:




Pathophysiology:  Review all data collected and describe what is happening at the cellular, organ, & system level.  Be sure to include rationale for lab and diagnostic results.  Alternative diagnosis  may use admitting or secondary diagnosis with  Instructor preference.

                                                         



List ALL normal lab values, regardless of your patient has the test or not. Need to put not applicable (N/A) if your patient did not have that lab. 

Under the diagnostics: Test & results list out CXR results (find under EMR then imaging, then report and look at indications, EKG results (may be found on paper chart under EKG tab and/or under  EMR then imaging or other reports). List any and ALL other diagnostic test/images done (e.g. Echo US, Knee x ray, colonoscopy, EGD, etc. whatever tests your patient has done. DO NOT PUT NORMAL as the result, list out the indications. 

Pathophysiology:  review the disease process of the diagnosis or multiple diagnosis your patient has and relate any abnormal labs/ diagnostic tests to the pathophysiology. IF you have any other ABNORMAL labs/diagnostic tests and it DOES NOT relate to your medical diagnosis pathophysiology, but say the patient is anemic (via HGB/HCT) and has a GI bleed now, but did not have on admit then you need to say patient has a low HGB/HCT due to (d/t) lower GI bleed or frequent blood stools..............whatever the case may be.  

Medication Concept Map:







(4pt.)
For medications list ALL medications patient has on their MAR that is active, INCLUDING the PRN medications. 
Be sure to include the route, dose, frequency, class of medications (Beta blocker, SSRI, etc.), why your patient is on it, any side effects and any nursing interventions (all this info can be found in your drug book). 

I do not care if you make a table for the medications or list out the med then label class, route, frequency, etc. 

**** Be sure to include both sets of vitals and the times you do them. 
PHYSICAL ASSESSMENT DATA (collect own data on clinical day)         (Use Taylor Chapter 25 & N201 materials as resources)               (5 pts)
	Vital Signs:
Pulse Ox %:room air or oxygen? If have oxygen, specify what type of oxygen and type of delivery device.
	BP: right or left ac? sitting? supine? lower arm? thigh? 

Semi-fowlers? 
	Pulse:

Rhythm: regular, irregular
	Respirations:

Rate:

Depth: 1 inch? more? Less?
Rhythm: regular, irregular? Hyperventilation? Hypoventilation? Non-labored? Apenic? Shallow? 
	Temp: Degrees Celcius or F?
Route: Tympanic, oral, axillary, rectal, etc?
	Pain:

Rating:         /10    
Characteristics:          Where is pain, again do OLDCART. 

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	A/O x4 (list out what they are A/O to..... person, place, time, situation)
Mental status: confused, awake, follows commands, , etc.

Speech: clear, unclear, garbled, muffled, aphasic, mouths words, etc.

Sensory: intact, if not, decreased on bilat feet/soles of feet, face? arms? etc.

Loss of consciousness (LOC)? 

Then fill out the Yes and No questions to left. 


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score______________

Activity/Mobility Status:  __________________  
            Needs assistance with equipment   

            Needs support to stand and walk
	Range of motion (ROM) intact. If not, decreased ROM to legs, right arm, bilat legs, knee.........if decreased ROM specify where and how many degrees patient can move say shoulder........40 degrees, etc. 
Strenght of paitent: generalized (overall?whole body), right leg, bilat legs,arm, hand, etc. So you would say strength is equal bilat hands/legs, etc.

If assistive devices used, what assistive device is used? Cane (4 point, single, etc.), walker (rolling), crutches, wheelchair, etc.

Need assistance to stand and walk? 

Need assistance with equipment? 


	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.
Peripheral Pulses, Capillary refill: _________

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


	List what heart sounds are present.....so...... e.g. S1, S2, no murmurs or gallops. No carotid bruits. No JVD (jugular vein distention). Where you do capillary refill (toes, fingers, etc.) Grade pulses (posterior tibial, radial, dorsalis pedis, etc.... so Bilat posterior tibial +2, even. Edema present? If so, grade (trace, +1, +2, etc.; pitting or not-pitting).Also specify where edema is located. You can have generalized edema and you need to grade it.  Can list out radial pulse numerical value.... eg. 82 beats per minute. 


	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character
	Retractions? Accessory muscle used? (abdomen, etc.). Lungs CTA (clear to ausculataiton). Bilat posterior bases crackles, otherwise remaining lung fields CTA. Can have wheezes, crackles, rales, clear, etc. Need to specify what lung fields you listen to and what they sound like. Can have some that are clear and others that are diminished or have crackles. Can put numeric value of patients respirations (so 14 breaths per minute). 


	GASTROINTESTINAL:

Diet at home :                 Current Diet:   

Height:                           Weight:

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:___________


	Bowel sounds active x 4 quadrants? absent? hyperactive? hypoactive? 
Last BM? Soft, formed? hart? brown? Liquid? etc. 

Palpation of abdomen- pain? masses? 

Does patients abdomen distended? have any incisions? Scars? drains? wounds? If patient does have anything specify where wound or incision is and what type of wound/ what incision is from. 

Patient have ostomy? Peg tube? Feeding tube? If so, how does stoma appear (color), site around peg/feeding tube (red, warm to touch, consistent with ethnicity), etc. 

	INTEGUMENTARY: 

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

Braden scale: _________

Drains present:  Y         N       Type_______________
	Skin color- consistent with ethnicity, flushed? pale? edematous? tight? tenting? rashes? bruises? wounds? if no, specify no wounds, bruises, etc. (list out everything, never put etc.). 
Braden scale (number, you get from doing braden during clinical)

Drains present? What type? Location? 

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                             
	Eyes: size of pupils- indicate if grade constriciton or dilation. PERRLA? drainage? glasses? 
Ears: hearing aides. drainage? pain on palpation? if so, where- tragus, auricle?

Nose: drainage? nostrils patent? nostrils flare with breathing? 

Teeth: dentures? partials? Braces? missing teeth? cavitis? fillings? chipped teeth? 


	GENITOURINARY: 

Color, character, quantity of urine, pain, 
Dialysis   Y      N 
Inspection of genitals

Catheter:  Y    N      Type_____________


	Urine clear/cloudy, no sediment, normal/foul smelling- via foley? urinal? toilet? 
Patient on dialysis? if so what type and how often? 

Have a foley? if so what size, what type? 

Inspection of genitals: skin consistent with ethnicity (caucasion, asian, etc.), no drainage noted, no lesions or rashes, etc. 


	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)
	How does patient cope.........patient states that he is being optimistic about future despite his recent diagnosis of cancer........patient is taking one day at a time.....leaning to family/daughter/son/friend for support, etc.
Education level: look at first page- stick man for example.

Developmental level- no developmental delay, mentally impaired? High IQ? Bipolar disorder, etc.

Ethnicity: see first page for example.

Religion- Christian, Catholic, Jehovah Witness, etc.............What it means to patient- patient states she prays everyday and attends church every Sunday.............patient does not attend church but still has faith in a higher power. 

Occupation- see first page.

Personal/family data- address to left of this, home environment (live alone, with others, have pets- what is their home environment like; family structure-patient is bread-winner in family, depends on children/wife/husand/daughte/son for financial resources/care, etc.; Family support- what family do they have to help support them with their illness/help @ home?  




USE THE BACK OF THE SHEET FOR ADDITIONAL SPACE FOR DETAILS. EXPECTATIONS MAY VARY FOR DIFFFERENT COURSE

*****Be sure to include a r/t (related to) and AEB (as evidence by) as part of  your nursing diagnosis. 
NURSING DIAGNOSIS AND/OR OUTCOME CONCEPT MAP TOOL (19 pts)
	System-Specific Assess
	Outcome Desired
	Interventions (Nursing)

	1. Respiratory- Respirations 44
	1. Patient will decrease respirations to 12-24 per minute or decrease respirations from 44 to a less frequent amount, by the end of clinicals.
	1. Pace activities (take breaks), educate patient to use pursed lip breathing when sob or with activity. 

	2. Cardiovascular/Integumentary+2 lower extremity pitting edema
	2. Patients edema will decrease/disappear before discharge. 
	2. Elevate legs on two pillows (when laying in bed)  to promote circulation/return of fluid overload to heart/body to be excreted through kidneys. 

	3.
	3.
	3.

	4.
	4.
	4.
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	Outcome Desired
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	1.

	2.
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	3.
	3.
	3.

	4.
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	System-Specific Assess
	Outcome Desired
	Interventions

	1. For this section- use specifically what system- say u are want to use cardiovascular, put cardiovascular- Heart rate 125 bpm. 
	1. Use your system specific assess to help guide you,  but be sure to include a time frame with outcome.
	1. List a few interventions as a RN that you can do to help problem identified in system-specific assess. 

	2.
	2.
	2.

	3.
	3.
	3.

	4.
	4.
	4.

	System-Specific Assess
	Outcome Desired
	Interventions

	1.
	1.
	1.

	2.
	2.
	2.

	3.
	3.
	3.

	4.
	4.
	4.





NURSING DIAGNOSIS AND/OR OUTCOME CONCEPT MAP TOOL, PAGE 2

1.  Outcome: Patient will exhibit decreased s/s of fluid overload by discharge. 


Patient response to interventions:


1.  Patient was able to effectively pace activities to minimize sob at rest and with exertion.  When patient was getting sob, he  would start focusing on his breathing, using pursed lip breathing. 

2.  After being up on feet, patient placed his legs up on two pillow when at rest, without having to be cued to do so. 

3. 


4.


Clinical Judgment:  Was overall outcome met?  Yes__X___     Partially _____     Not at all ______


Why? (Rationale, explain your judgment):  What would you do differently? The outcome for this patient was met because he was able to take the nursing interventions I explained to him and provided examples  to him and use them to help with decreasing his fluid overload or help alleviate his s/s of fluid overload.  I would not do anything differently as the patient's overall outcome was met. 
2.  Outcome: Use from previous page...........your big outcome under the nursing diagnosis. 

Patient response to interventions:


1. How did patient respond to #1 intervention on the other page.....did they listen to what you educated/helped them with  (all time? Some? Not at all?)? Were they able to initiate the intervention without being cued to do so? 

2. 


3. 


4.


Clinical Judgment:  Was overall outcome met?  Yes_____     Partially _____     Not at all ______


Why? (Rationale, explain your judgment):  What would you do differently?
3.   Outcome:


Patient response to interventions:


1.


2. 


3. 


4.


Clinical Judgment:  Was overall outcome met?  Yes_____     Partially _____     Not at all ______


Why? (Rationale, explain your judgment):  What would you do differently?
4.  Outcome:


Patient response to interventions:


1.


2. 


3. 


4.


Clinical Judgment:  Was overall outcome met?  Yes_____     Partially _____     Not at all ______


Why? (Rationale, explain your judgment):  What would you do differently?
PRIORITY LAB/PROCEDURES

RESULTS/INTERPRETATIONS

NURSING INDICATIONS (PRE & POST)

1.Colonoscpy

2  suspicous polyps removed-sent to lab for pathology analysis. Nursing indicaitons: assess vital signs (V/S). Evaluate patients emotional status- encourage to remain optomistic until results are back (so do not worry  until we have results). 
2.Potassium level

potassium via labs (date)= 7.8 (high)

Monitor urine output, lab electrolyte values, telemetry, V/S. Educate patient about foods high in potassium/low in potassium........list can go on and on for any lab/procedure...........what would you as a nurse monitor? (nursing interventions)
3.________________________

_________________________

________________________________
References 3 pts.
References need to be in APA format and typed on this page, not ONLY on journal page. List ALL references used...........Med/Surg book, Drug book, Lab book, etc. 
Initials: 1st and last initial only Age: in years    Ht. e.g. 5' 2" Wt.125 lbs.





Gender:   M or    F        Ethnicity: Caucasian, Hispanic, African American, Chinese, Japanese 





Occupation: Retired- if so, what are they retired from? Unemployed? Currently working as? 





Education: High School Diploma? 9th grade? 3rd grade? College degree?- If yes, in what? Some college work? 








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


     (circle one)


                                Nursing Home   Other_(Condo)______________________





I live with: Parents, roommates, other residents, alone? 





Do I have any other family? Son, daughter, Brother(s), Sister(s), Mother, Father, Grandparents?





Adm. Date: Date they were admitted to hospital (ask patient or look in ER visit notes)_________ Adm. History: (What brought me to hospital?)			


 Put patients chief complaint in this section in quotes--- e.g. "I was having difficulty breathing and running a fever for 2 days before I came in to the ER.......The fever was 105 degrees F, so I thought I would seek further medical care." It is whatever the patient says or if they are aphasic, look on EMR, then ER visit note (other reports) or physicians H&P and click report to view.  





I have had these procedures while I have been here: e.g. Chest x ray (CXR), Echocardiogram (EKG), Echo Ultrasound (US), Picc line placement (listed under special procedure)... the list goes on and on and is specific to your patient.........HINT... look under imaging tab and you will find everything there for this section.








I need help with:   Hygiene      Moving        Eating       Dressing





I need help:         Not at All        Some           Lots             Totally





I have a     DNR      POA      Living Will- if have HCPO list out who it is.





Activity Level: ________________________________________





I am rating my pain as a    


       ________/10     I describe it as:


If patient has pain, use OLDCART. If no pain, write: patient denies pain at this time. Be sure to write times of pain and to re-assess WHETHER OR NOT the patient has pain......so have at least 2 times with pain assessment and results. The goal if patient has pain and you treat it with medications is for the pain to decrease numbers by 2 after meds given, so say patient is reporting pain 7 out of 10, goal is at least 5 out of 10  one hour after pain medications given. 











Medical History: ___________________________





______________________________________________


List medical/surgical history with dates of diagnosis/surgeries if possible. 


______________________________________________





______________________________________________





______________________________________________





Surgical History: ______________________________





______________________________________________





______________________________________________





______________________________________________





______________________________________________





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





Incentive Spirometer     Foley(size, date of insertion (Can find size on insertion of foley intervention and date of insertion there)    NG (size and what nare is it in? Is it on low intermittet suciton (LIS), continuous suction, or clamped (no suction)?     IV ( size, date of insertion, location, if have multiple IV's list ALL iv sites) (#22= blue, #20 = pink, #18 = green)


 Cast (where is it)    Splint (where is it?)    Drain (what kind of drain (jp, hemovac, etc., where is it?     Telemetry     Oxygen (how many liters, type of 





 Chest Tube    Trach      Ostomy       Dressing





TED/SCS      Walker/Crutches      Wheelchair





Other_______________________________    








































































































Nursing Diagnosis: Risk for edema r/t fluid retention AEB +2 pitting edema in bilateral lower extremities, sob at rest.  


Outcome: Patient will exhibit decreased s/s of fluid overload by discharge. 





Nursing Diagnosis:


Outcome:





Nursing Diagnosis:


Outcome:





Nursing Diagnosis:


Outcome:





CHF
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