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Lakeview College of Nursing

Clinical Preparation Assignment

Name: Linda Barselow   Date/Week: 27 Sept 2012   Adm. Diagnosis:  Accelerated Asthma    Allergies: None Known                                                                                                                                   (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
	8.3
	
	RBC
	4.5-5.3
	3.66
	
	K
	3.5-5.1
	3.3
	3.9

	DIFF: 

Monocytes

Lymphocytes

Neutrophils

Eosiniphils

Basophils
	4-9 
24-40
47-63
0-3
0-2
	7.2

41
46
4.3
0.7
	
	HGB/ HCT
MCV

MCH

MCHC

Total protein
	13-18
37-49

80-100

26-34

31-37

6-8.5
	11.8
34.6
94.5

32.2

34.0

  7.1
	
	NA
pH

HCO3


	135-145
7.35-7.45
18-22
	137

	136

	PT
MPV
	10-12
6.4-11
	9.8
7.8
	
	PLT
Albumin
	100-450
3.2-5
	248
 4.1
	
	CL
	98-107
	104
	97

	INR
	1-2
	0.9
	
	APTT
	21-35
	23.4
	
	CA
	9-10.5
	9
	9.2

	GLUCOSE
	80-140
	127
	67
	A1-C
	< 6
	
	
	CO2
	35-45
	27
	28

	CHOLESTROL
	< 200
	
	
	BUN
	7-20
	15.6
	20
	MG
	1.8-3
	2.1
	

	TRIGLYCERIDE
	< 150
	
	
	CREATININE
Total CK, fem
	0.6-1.5
90-140
	0.9
101
	  1
91
	TSH
	0.25-4.30
	
	

	HDL/LDL


	30-70/
65-180
	
	
	BNP
AP
	< 100
30-100
	51
	
	CK-MB
Total Bilirubin
	0-3
0.1-1
	0.9
0.2
	

	AST/ALT
MRSA
	< 35
	11/6
Neg
	
	CK-MB Index
Women

Est.  GRF
	0-2.5
85-125
	80
	71
	Troponin
D-Dimer

VTE
	0-0.1
<500
	<0.10
51
	<0.10


	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray:  Cardiomegaly, LVH change secondary to HTN.                                                

     EKG: Normal sinus rhythms, T wave abnormal, consider lateral ischemia, prolonged QT. 
    Chest CT: Negative for acute abnormality of chest. No evidence of pulmonary embolism.

Cardiac enzymes negative X 3, unknown chest pain


	CORRELATION: How does each abnormal test or lab relate to the diagnosis:  Dx: Acute Asthma:  
Differentials-Lymphocytes slight increase possibly due to initiating the asthma attack. Neutrophils slight decrease indicates a slight prone to infection, possibly causing the asthma attack. Eosinophil elevation is due to an antigen-antibody reaction, possible trigger for asthma attack. 

Slight decreased PT could be caused by Aspirin usage.

Glucose was marked high by the hospital, probably from stress, because it go up to 192, so I did an Acu-ck, before her meal, and that is why her glucose is slightly low, she needed to eat and her stress level was down because she recovered from the asthma attack.

Red blood cells are low due to bronchial epithelium destruction during the asthma attack, decrease in HCT and HGB is due to decreased RBCs. 
Decreased Estimated GRF may be from HTN, which has caused cardiomegaly, so there may be possible renal damage as well. 
Low Potassium and Chloride was caused by her diuretic, she was taking potassium replacement meds to increase the value of Potassium, and she was also on a low salt diet.

Low CO2 was a reaction to hyperventilation causing a hypoxia state during her asthma attack. No pH values were given to assess respiratory alkalosis. 
EKG: Prolonged QT increased time for ventricular repolarization due to left ventricular enlargement.   




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)
 Asthma is a chronic inflammatory disease of the airways characterized by airway hyper-responsiveness to a variety of stimuli, reversible airflow limitation, and chronic inflammation of the airway submucosa. The airway obstruction either resolves spontaneously or after bronchodilator administration (Morton & Fontaine, 2009).  Inflammation may be present throughout the bronchial tree.  The inflammation is characterized by mast cell activation, inflammatory cell infiltration, edema, denudation and disruption of the bronchial epithelium, collagen deposition beneath the basement membrane, goblet cell hyperplasia, and smooth muscle thickening.

The inflammatory response leads to airway hyper-responsiveness, airflow limitation, pathological damage, and associated respiratory symptoms such as wheezing, shortness of breath, and chest tightness.  Factors contributing airflow limitation include acute bronchoconstriction, airway mucosal edema, chronic formation of mucus plugs, and airway remodeling.  The T lymphocytes are believed to play a role in inflammation process. Th1cells play a protective role against airway inflammation, and Th2 cells promote development of airway inflammation. Recent studies discovered that it is possible that childhood bacterial and viral infections may contribute to Th2 cell stimulation and result in asthma pathogenesis (Morton & Fontaine, 2009).  The most common cause for acute asthma attacks is an upper respiratory viral infection. 
Hypertension is the most common health problem in adults and the leading risk factor for cardiovascular disorders. Hypertension is diagnosed when the systolic pressure is consistently elevated above 140 mm Hg, or the diastolic blood pressure is 90 mm Hg or higher. Stage 2 hypertension is systolic blood pressure at or above 160 and diastolic at or above 100.   Primary hypertension has no known cause, but is more prevalent in blacks, and also blacks tend to have more cardiovascular and renal damage at any pressure (Porth, 2011).  Lifestyles may contribute such as increased salt intake, excessive calorie intake and obesity, and excessive alcohol consumption. 
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!]

(Skidmore-Roth, 2011).
	Why is medication ordered for THIS patient?
	 Nursing Precautions/ Considerations with this medication. 
	 Evaluate medication effectiveness for THIS patient (patient response).

	Al/Mg Simethicone Susp 30 ml UDC

30 ml 1 unit dose container PO Q6HR 
Advair Diskus
250/50 mcg 14 doses

Salmeterol 50 mcg /Fluticasone 250 mcg Diskus 14 doses

1 inhalation, 0.071429

Diskus INH id

Aspirin

325 mg tab

325 mg tab PO Q AM

Demerol

Meperidine HCl

50 mg/ml syr

50 mg/ml IM stk once 

Ambien

 Zolpidem Tartrate

10 mg tab

10 mg tab PO Q HS

Hydrochlorothiazide
25 mg tab

25 mg tab PO Q AM 

Lisinopril

20 mg tab 
40 mg  2 tabs 

PO Q AM

Klor-Con M-20

KCl Sa 20 MEQ tab CR 

20 meq  tab CR 

PO Q AM

Toprol XL equivalent Metrprolol Succinate

100 mg tab

100 mg tab CR 

PO Q AM

Proventil 

Albuterol Sulf 0.083%

Nebu soln 3 ml vial

None INH As Directed
Benadryl Diphenhydramine HCl

50 mg/ml vial

25 mg 0.5 ml IV 

Q 6 HR PRN 


	Anti-flatulent 
Disperses, prevents mucus gas pockets in GI system, lowers surface tension of gas bubbles
(Skidmore-Roth, 2011).
Corticosteroid, bronchodilator

Decreases inflammation by inhibiting mast cells, macrophages, and leukotrienes

(Skidmore-Roth, 2011).
Non-opioid analgesic, nonsteroid anti-inflammatory, anti-pyretic, antiplatelet
Blocks pain to CNS, inhibits prostaglandin synthesis, vasodilation of peripheral vessels, decreases platelet aggregation

(Skidmore-Roth, 2011).
Opioid Analgesic
Controlled substance II

Depresses pain impulse transmission at the spinal cord level by interacting with opioid receptors

(Skidmore-Roth, 2011).
Sedative-hypnotic

Nonbenzodiazepine of imidazopyridine class 

Controlled Schedule IV

Produces CNS depression at limbic, thalamic, hypothalamic levels of CNS; may be mediated by GABA; results are sedation, hypnosis, skeletal muscle relaxation, anticonvulsant activity, anxiolytic action
(Skidmore-Roth, 2011).
Thiazide diuretic, anti-hypertensive

Acts on distal tubule and ascending loop of Henle by increasing excretion of water, sodium, chloride, potassium  

(Skidmore-Roth, 2011).
Antihypertensive, ACE inhibitor

Selectively suppresses RAAS, inhibits ACE, preventing conversion of angiotensin I to angiotensin II  
(Skidmore-Roth, 2011).
Electrolyte, mineral replacement

Needed for adequate transmission of nerve impulses and cardiac contraction, renal function, intracellular ion maintenance
(Skidmore-Roth, 2011).
Anti-hypertensive, anti-anginal
Lowers BP by beta blocking effects, reduces elevated renin plasma levels, blocks beta2-adrenergic receptors in bronchial, vascular smooth muscle only at high doses, negative chronotropic effect 

(Skidmore-Roth, 2011).
Adrenogic Beta2 Agonist, sympathomimetic, bronchodilator

Causes broncho-dilation by action on B2 (pulmonary) receptors by increasing levels of cAMP, which relaxes smooth muscle, produces broncho-dilation, CNS, cardiac stimulation, as well as increased diuresis and gastric acid secretion 

(Skidmore-Roth, 2011).
Antihistamine 

1st generation  non selective 
Acts on blood vessels, GI, respiratory system by competing with histamine for H1-receptor site; decreases allergic response by blocking histamine   (Skidmore-Roth, 2011).
   
	Flatulence
Asthma

Prophylaxis for angina
Given in the ED

For chest pain

Short term treatment of insomnia

Hypertension
Hypertension

(
Losing potassium with hydrochlorothiazide

Prevention and treatment of hypokalemia 

Hypertension

Acute asthma
Comfort from itching from CT dye


	Abdominal pain, fistula, hiatal hernia
(Skidmore-Roth, 2011).
Active infections, glaucoma, diabetes, immocompromised

Fever, headache, nervousness, dizziness, migraines, numbness in fingers, eosinophilic conditions, angioedema, Churg-Strauss syndrome, bronchospasm 

(Skidmore-Roth, 2011).
CNS stimulation, drowsiness, dizziness, headache, flushing, hallucinations, confusion, seizures, coma, GI bleeding, hepatitis, thrombocytopenia, agranulocytosis, leukopenia, neutropenia, hemolytic anemia, anaphylaxis, laryngeal edema 
(Skidmore-Roth, 2011).
Drowsiness, dizziness, confusion, headache, sedation, euphoria, increased cranial pressure, seizures, serotonin syndrome, respiratory depression, anaphalaxis, increased intracranial pressure, acute MI, respiratory depression, renal/hepatic disease, seizure disorder, addictive personality, severe heart disease

Assess mental status, mood, sensorium, affect, long/short memory, excessive sedation, impaired coordination, type of sleep problem
(Skidmore-Roth, 2011).
Drowsiness, paresthesia, depression, headache, dizziness, fatigue, weakness, fever, hepatitis, uremia, glucosuria, aplastic anemia, hemolytic anemia, leukopenia, agranulocytosis, thrombocytopenia, neutropenia, hypokalemia, renal/hepatic disease, gout, COPD, LE, DM, hyperlipidemia, CCr < 25 ml/min
(Skidmore-Roth, 2011).
Assess Blood studies, WBC with differential, BP, Electrolytes, P before admin, edema, skin turgor, symptoms of CHF
(Skidmore-Roth, 2011).
Confusion, Bradycardia, 

Cardiac depression, dysrhythmias, arrest, peaking T waves, lowered R and depressed RST, prolonged P-R interval, widened QRS complex

(Skidmore-Roth, 2011).
Insomnia, dizziness, mental changes, hallucinations, depression, anxiety, headaches, nightmares, confusion, fatigue, bradycardia, cardiac arrest, AV block, pulmonary/peripheral edema, chest pain, agranulocytosis, eosinophilia, thrombocytopenia, purpura, DM, thyroid/renal/hepatic disease, COPD, CAD, non-allergic bronchospasm, CHF, bronchial asthma, CVA
(Skidmore-Roth, 2011).
Tremors, anxiety, insomnia, headache, dizziness, stimulation, restlessness, hallucinations, flushing, irritability, broncho-spasm  

(Skidmore-Roth, 2011).
Dizziness, drowsiness, poor coordination, fatigue, anxiety, euphoria, confusion, paresthesia, neuritis, seizures, thrombocytopenia, agranulocytosis, hemolytic anemia, anaphylaxis, increased intraocular pressure, cardiac/renal disease, hypertension, bronchial asthma, seizure disorder, stenosed peptic ulcers, hyperthyroidism, prostatic hypertrophy, bladder neck obstruction 

(Skidmore-Roth, 2011).

	Effective client did not complain of gas or discomfort, 0 pain level 
Effective client did not experience another asthma attack, unlabored breathing, Respiration rate of 18
Effective client did not report chest pain, 0 pain level

Unable to determine, no notes from ED

Effective Client slept the night before and was well rested in the morning

Effective  Urine output 1400 ml, BP went from 178/101 to 140/75 in two hours
Effective  BP went from 178/101 to 140/75 in two hours, P 58, absence of edema, no crackles in lung sounds

Effective, K went from 3.3 to 3.9, which is within normal range; (QT was prolonged before treatment)

Effective, BP went from 178/101 to 140/75 in two hours 
Could this med have caused her asthma attack?
Effective client did not experience another asthma attack, unlabored breathing, Respiration rate of 18
Effective client reported no discomfort, dose was not given during clinical



PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (pts)
	Vital Signs:
Pulse Ox %: 93
Room air
	BP:178/101
Left arm
	Pulse: 58
Rhythm: regular 
	Respirations: 

Rate: 18

Depth: medium
Rhythm: regular
	Temp:

98.7
Route: 
oral
	Pain:

Rating:      0 /10    
Characteristics:  

	NEUROLOGICAL: 

 MAE:  + bilat              PERLA:  + bilat       

Strength Equal:  Bilateral 
Orientation, Mental Status, Speech, Sensory, LOC, 
	Pupil size 4, oriented to person, place and time. Appropriate speech, alert and looking forward to discharge, waiting on BP to go down. All senses intact. Cheerful and cooperative.


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance No          Fall Risk: No  
Fall Score_1_________

Activity/Mobility Status Fully mobile
	Requires no assistance, full ROM. No hx of falls, any deformities or presence of heat, swelling, masses. Well-developed muscle mass.

	CARDIOVASCULAR: 

Heart sounds:  S1, S2, 

Peripheral Pulses, Capillary refill: < 2
Neck Vein Distention:  No       Edema   No 

Location of Edema____________________


	S-1 and S-2 heart sounds at 58 beats per min. rate is regular. Pulse palpated at radial, brachial, and pedal locations + 2. No evidence of edema or neck vein distention. No pain, now, but was admitted with unknown chest pain. Hx of HTN. Negative Homan’s. Electrocardiogram-normal sinus rhythms, abnormal T wave, consider lateral ischemia. Prolonged QT, abnormal ECG, and no previous ECK available for comparison. Cardiac enzymes negative X 3, unknown chest pain upon admission. LVH change secondary to long standing HTN.

	RESPIRATORY:

Accessory muscle use:   No     

Breath Sounds: Location, character
	Respiratory rate of 18, unlabored breaths. Chest expansion symmetric. Lung sounds wheeze in left lung, diminished in right. Admitted with acute asthma attack.

	GASTROINTESTINAL:

Diet at home : no salt               Current Diet: 3 gm salt restriction   
Height:  67 in               Weight: 103.6 kg
Auscultation: Bowel sounds, other sounds active
Last BM, character &  freq of stools 

Palpation: Pain, Mass etc

Inspection: distention, incisions, scars, drains, wounds

Ostomy:               Nasogastric:       

Feeding tubes/PEG tube           Type: None
	Good appetite, report bowel movement this morning as “regular”. 3 gram salt restricted diet. Ate about 90% of breakfast. Transverse C-section scar, well appropriated, 25 years old. Abdomen is round and symmetric, active bowel sounds, all four quadrants, soft and non-tender. BMI 35. No masses, Acu ck of 67 before breakfast, but was reported as 127 H on admission, then 192 H later. No drains, wounds, no tubes.    

	INTEGUMENTARY: 

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

Braden scale: _20_

Drains present:             Type None
	Skin is dry, smooth, hydrated, elastic turgor. C-section scar well appropriated and transverse. No signs of redness, swelling or pain at IV site. Cap refill < 2 secs. Lips moist and pink.   

	EENT: 
Ears:              Eyes: 

Nose:            Teeth:  
	Wears glasses, PERLA pupil size 4, own teeth with good dentition. Nose patent. Ears patent.

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis      

Inspection of genitals

Catheter:        Type None
	No hx of kidney problems, hx of HTN. Clear yellow urine, no odor, no pain, 1400 mL 9/27. 

	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)
	African American, Baptist, some college, one daughter, one grandson. Works for the U of I as an admin assistant. Not married. Talked on the cell phone most of the time. Had one visitor. Intelligent, cooperative, relaxed.
Refused influenza, and pneumococcal vaccines. Organ donar.


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)
History of HTN
[image: image2]

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

	Asthma
HTN

Overweight
	Insufficient tissue profusion
Activity intolerance

Damage to alveoli

Abnormal lung sounds

Altered gas labs

Altered blood labs

Altered electrolyte labs

Altered differential labs

Knowledge deficit

Ineffective tissue profusion

Restructure of left ventricle

Abnormal EST GRF

Imbalanced nutrition, more than body requirements

Activity intolerance
Aggravation of HTN


	1
2

3




1st Priority Nursing Diagnosis:  (  pts)   Insufficient tissue profusion related to acute asthma attack as evidenced by Pulse Ox of  93.
2nd priority Nursing Diagnosis: Risk for injury related to complications of cardiac function as evidenced by BP of 178/101.
Nursing Diagnosis (restated): Insufficient tissue profusion related to acute asthma attack as evidenced by Pulse Ox of 93.
	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

	Client will not experience recurrent acute asthma attacks for one month.
Client will have a Pulse ox greater than 95 by discharge. 


	Consult with RT to instruct how to measure peak expiratory flow using the peak flow meter on a regular basis.
Recognize triggers

Test for allergies

Ensure admin of Bronchodilators as prescribed

Perform Vital signs on time

Ensure peak flow meter is used


	The overall goals of therapy are to prevent chronic and troublesome symptoms and prevent acerbations of symptoms, which include making decisions on peak flow results, knowing the early warning signs, and maintaining control of environmental triggers (Morton & Fontaine, 2009).

Allergy testing may be performed to ascertain precipitating allergies (Morton & Fontaine, 2009).

The overall goals of therapy are to prevent chronic and troublesome symptoms and prevent acerbations of symptoms, which include proper medication administration and understanding the need for maintenance of medications (Morton & Fontaine, 2009). 
	Unable to evaluate; insufficient time has passed.
Effective Pulse Ox went from 93 to 97 by end of shift.





                     pts                                                    pts                                                                 pts                                                             pts

	
	


Nursing Dx restated: Risk for injury related to complications of cardiac function as evidenced by BP of 178/101.

	Goals/Outcomes

	Implementation
	Scientific/Rationale
	Evaluation

	Client will not experience a reoccurrence of BP above 140/90 for one month.
	Encourage exercise
Control fat intake Encourage cardio drug compliance
Encourage cardio drug compliance

	A lack of physical activity plays a role in the development of heart disease (Morton & Fontaine, 2009).
Strategies focus on increasing client’s awareness of actions that contribute to excessive food intake (Carpentito-Moyet, 2010).
The main objective for treatment of HTN is to achieve and maintain arterial BP below 140/90 (Porth, 2011).

 
	Unable to evaluate; insufficient time has passed.

	BP will be below 140/90 prior to discharge.
	Ensure cardiac meds are given on time.
Assess BP and pulse hourly

Ensure compliance with salt restricted diet.


	The main objective for treatment of HTN is to achieve and maintain arterial BP below 140/90 (Porth, 2011).

Reduction of salt intake has been shown to lower BP (Porth, 2011).


	Effective, BP 140/75 at end of shift.



[image: image3]
Reference(s): List all on back page or attach additional page. Use APA format.    

(pt)
Carpentito-Moyet, L. (2010).  Nursing diagnosis: Application to clinical practice. (13th ed.).  Philadelphia PA: Lippincott Williams & Wilkins.

Morton, P. G.  & Fontaine, D. K.  (2009). Critical care nursing a holistic approach. (9th ed.).  Philadelphia PA: Lippincott Williams & Wilkins.
Porth, C. (2011).  Essentials of pathology. (3rd ed.).  Ambler, PA: Lippincott Williams & Wilkins.

Skidmore-Roth, L.  (2011). Mosby’s nursing drug reference. (24th ed.).  St. Louis, MO: Elsevier Mosby.  




Initials: JR Age: 51  Ht.67 in. Wt. 103.6 Kg.





Gender: Female         Ethnicity: Black





Occupation: Administrative Assistant





Education: Some College





Where do I live?  Champagne         





Do I have any other family?  Daughter and Grandson 





Admission Info: (why and how did I come to hospital):  Acute Asthma Attack, no ED departure information available.





I have had these procedures while I have been here: Electrocardiogram, no previous ECG available for comparison, Chest X-Ray, LVH change secondary to HTN , Chest CT, neg for abnormality, no evidence of pulmonary embolism 





I need help with: Nothing, Fully mobile    





           





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





Activity Level: Fully mobile





Medical History:   Asthma, Chest Pain, HTN, Over Weight, never smoked





Surgical History:  C-section





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





    


 IV Lock  Rt ante cubical  20 gauge (10-28) asymptomatic       





I am rating my pain as a    


       0/10. 





51 YOA black female

















INR 0.9


PT 9.8


LOW

















Overweight


BMI 35.8





Cl 97


LOW

















Cardiomegaly











Acute asthma attack

















Neutrophils 46 LOW


Eosinophils 4.3 HI


Lymphocytes 41 HI





 HTN











HGB 11.8 


HCT 34.6 RBC 3.66


LOW























CO2 28


LOW





Prolonged QT











Est GRF 71


LOW





Abnormal 


Twave








6

2
13

