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Lakeview College of Nursing

Clinical Preparation Assignment

Name: __XXXX ___ Date/Week: __9/27/10__ Adm. Diagnosis:_Intractable Vomiting, Pneumothorax____Allergies:_Unknown antibiotic__
                                                                                                                                                                                                                                  (2.5 pts)



[image: image1]

  LAB DATA    (List all pertinent/current lab/diagnostic values)  (10 pts)     ** Highlighted labs assigned by Ms. Wollin
	TEST
	NORM
	ON ADM


	NOW


	TEST
	NORM
	ON ADM


	NOW



	WBC (K/uL)
	4.5-11
	11.2 H
	5.2
	PLT  (K/uL)
	150- 400
	228
	147 L

	Mono  (%)
	4- 11
	3.6
	9.7
	Bili, total  (mg/dL)
	0.1- 1.0
	0.9
	NF

	Lymp (%)
	16- 46
	15.9 L
	23.8
	Tot. Protein (g/dL)
	6.0- 8.3
	5.6 L
	NF

	Neutro  (%)
	45- 75
	79.9 H
	65.1
	BUN  (mg/dL)
	8- 25
	16
	5 L

	Baso  (%)
	0- 3
	0.6
	0.4
	Creatinine  (mg/dL)
	0.6- 1.5
	1.0
	0.7

	Eos  (%)
	0- 8
	0
	1.0
	MPV  (µm3)
	6.4- 11.0
	9.0
	9.3

	PT (sec)
	11.2- 13.2 (± 2 sec)
	12.8
	NF
	BNP  (pg/mL)
	0- 99
	NF
	NF

	INR (ratio)
	2-3
	0.96
	NF
	K  (mmol/L)
	3.5 -5.1
	3.1 L
	2.9 L

	Glucose (mg/dL)
	70-99
	122 H
	221 H
	Na  (mmol/L)
	135-145
	141
	139

	Globulin  (g/dL)
	2.6- 4.1
	NF
	NF
	Cl  (mmol/L)
	98- 107
	111 H
	108 H

	Alk Phos (U/L)

Men: 45- 115
	Women: 

30- 100
	54
	NF
	Ca  (mg/dL)
	8.6- 10.0
	9.0
	8.5 L

	HDL/ LDL

(mg/dL)/ (mg/dL)
	40-60/  
0-99
	42/ 95
	NF
	CO2  (mmol/L)
	21- 28
	24.2
	26.5

	RBC (M/mm3)
	4.5- 5.3
	4.71
	3.24 L
	Mg  (mg/dL)
	1.8- 3.0
	NF
	NF

	Hgb  (g/dL)
	12- 16
	14.2
	9.9 L
	APTT  (sec)
	22.1- 34.1
	NF
	NF

	Hct  (%)
	36- 46
	43.1
	28.9 L
	Albumin  (g/dL)
	3.1- 4.3
	3.1
	NF

	MCV  (µm3)

	78-100
	91.3
	89.2
	MCH  (pg)
	25- 35
	NF
	NF

	MCHC  (%)
	31- 37
	33.0
	34.3
	RDW (%)
	11.5- 14.5
	13.1
	13.5

	CKMB  (ng/mL)
	0- 7.5
	NF
	NF
	Trop I  (ng/dL)
	< 0.6
	NF
	NF

	CK  (U/L) 
Men: 

60- 400
	Women: 
40- 150
	NF
	NF
	AST (U/L) Men:
10- 40
	Women:
9- 25


	14
	NF

	Phos  (mg/dL)
	2.7- 4.5
	NF
	NF
	ALT  (U/L)

Men: 

10- 55
	Women: 

7- 30

	13
	NF

	D Dimer  (ng/mL)
	< 500
	NF
	NF
	Anion Gap  (mEq)
	7- 16
	8.9
	7.4


                                                               ( 5  pts)
	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray (s):  
9/23/10 @ 1526- Central venous catheter in good position.
9/24/10 @ 0540- Large left pneumothorax, new from 9/23/10 exam.

9/24/10 @ 1515- Persistent pneumothorax on the left side with no improvement which is estimated around 30% with partial collapse of left lung. 

                            No shift in mediastinum.

9/25/10 @ 0000- Further increase in left-sided pneumothorax. Approximately 50- 60%.
9/25/10 @ 0930- Successfully inserted left chest tube with satisfactory expansion of left lung. Perhaps minimal residual pneumothorax remaining. 

                            Small amount of air along the left lateral chest wall.

9/26/10 @ 0000- Left-sided chest tube seen. Tip of left-sided chest tube approximately at left 3rd rib, essentially the same, consider difference in patient

                            positioning. No obvious pneumothorax. Left lung base, small atelectasis and perhaps effusion is developing. Trace of air in subcutaneous

                            tissue along the left lateral chest wall. Right lung and the mediastinum are stable.

9/27/10 @ 0000- Minimal atelectasis in left lung base. Left-sided chest tube and its tip in the left thorax at posterior end of 4th rib. No obvious

                            pneumothorax.

9/27/10 @ 1330- Left-sided chest tube and its tip is still in the left thorax at posterior end of 4th rib. No obvious pnuemothorax.

9/28/10 @ 0600- Left-sided chest tube. Slight increase in subcutaneous air along the left chest wall. No definite pneumothorax. Atelectatic changes are 

                            suggested in the left lung base where there may be minimal effusion. The right lung shows no acute disease. Mediastinum is stable. 

   Chest/Abdomen/Pelvis CT scan:   9/23/10                                                            
Chest: There was nearly 5-10% pneumothorax on the left side. Minimal shifting of the mediastinum towards the right side. Lungs demonstrate changes of COPD. Scattered calcified granulomas noted in right lung (old infection). No mass or consolidation in either lung. Heart within normal limits. 
Abdomen/Pelvis:  Distended gallbladder (8.6 x 5 cm). Distended bile duct (8 mm). Sutures in left upper abdomen adjacent to the stomach  (from gastric bypass surgery in 2005). Osteoporosis. 


	CORRELATION: How does each abnormal test or lab relate to the diagnosis:          (10 pts )                                                                                
** Assigned Lab Values to Correlate:

The patient’s hemoglobin upon admission was 14.2 g/dL and was considered within normal limits. Currently the patient’s hemoglobin is 9.9 g/dL which is considered below normal. This change in hemoglobin levels is likely due to the patient’s hydration status. When admitted the patient was severely dehydrated; therefore, her blood was more concentrated with hemoglobin. While hospitalized the patient was rehydrated and had maintained adequate hydration. This resulted in a “true reading” of the patient’s hemoglobin level, which was low. Another possible reason for her low hemoglobin level could be that she lost a significant amount of blood during the central line placement and/or chest tube placement. The patient’s hematocrit upon admission was 43.1%, and therefore within normal limits. However, currently the patient’s hematocrit level is below normal at 28.9%. The patient may have been over hydrated resulting in a decreased hematocrit level, or the patient may have lost a significant amount of blood during her hospitalization (central line and chest tube). Upon admission the patient’s potassium level was 3.1 mmol/L and considered below normal. Currently the patient’s potassium is even lower than it was upon admission measuring at 2.9 mmol/L. The likely cause of the patient’s low potassium level upon admission was that she had been vomiting for four weeks and she didn’t have much of an appetite during that time to replenish her loss of potassium. The patient’s potassium level still remains below the normal level and is likely due largely to the patient’s decreased appetite and increased hydration level (diluted serum). 



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.

                                                         (10 pts)



	     Pneumothorax is the presence of air or gas in the pleural space caused by a rupture in the visceral pleura (which surrounds the lungs) or the parietal pleura and chest wall. As air separates the visceral and parietal pleurae, it destroys the negative pressure of the pleural space. This disrupts the state of equilibrium that normally exists between elastic recoil forces of the lung and the chest wall, the lung fulfills its tendency to recoil by collapsing toward the hilus. Signs and symptoms of a pneumothorax includes a sudden, sharp chest pain on the same side as the affected lung, shortness of breath, tightness felt in your chest, and a rapid heart rate (McCance & Huether, 2006). 
     If the pneumothorax is large, decreased respiratory excursion on the affected side may be noticed, along with bulging intercostal muscles. The trachea may deviate away from the affected side. Percussion reveals hypperresonance with decreased or absent breath sounds over the affected area. Arterial blood gas analysis demonstrates hypoxemia and hypercapnia. A chest radiograph confirms the pneumothorax with increased translucency evident on the affected side ( Urden, Stacy, & Lough, 2010).


MEDICATIONS (10 pts)
	Name, dose & frequency of administration for this patient. Plus usual dose and frequency of prescription.
Actigall 300 mg PO BID
Usual: 300 mg PO BID
Antivert 25 mg PO TID
Usual: 25- 100 mg/ day PO div BID- TID

Pamelor 50 mg PO TID
Usual: 50- 150 mg PO QHS
Nexium 40 mg IVP (over no less than 3 min) Q24H
Usual: 20- 40 mg IVP (over no less than 3 min) Q24H

	Classification & mechanism of action. [Use your drug guide!]
Bile Acid. 

Dissolution of radiolucent, noncalcified gallstones <20 mm in diameter in patients who refuse cholecystectomy or are at increased risk during surgery. Prevention of gallstone formation in obese patients experiencing rapid weight loss.
Antiemetic, Antihistamine.

Has central anticholinergic, CNS depressant, and antihistaminic properties. Decreases excitability of the middle ear labyrinth and depresses conduction in middle ear vestibular- cerebellar pathways.

Tricyclic Antidepressant.
Potentiates the effect of serotonin and norepinephrine. Has significant anticholinergic properties.

Proton-Pump Inhibitor.

Binds to an enzyme on gastric parietal cells in the presence of acidic gastric pH, preventing the final transport of hydrogen ions into the gastric lumen. 
	Why is medication ordered for THIS patient?
Used for prevention of gallstones (Patient had gastric bypass surgery in 2005).

Used to decrease vertigo.

Used for depression.

Used as short-term treatment for GERD. (IV push given for patients with a history of erosive esophagitis as an alternative to oral therapy).
	 Nursing Precautions/ Considerations with this medication. 
Do not administer with aluminum- containing antacids. Wait two hours after Actigall administration to take aluminum- containing antacids. Take with food.

Use cautiously in patients with prostatic hyperplasia, angle-closure glaucoma; and the geriatric population.

Use cautiously in patients with pre- existing cardiovascular disease; history of seizures; asthma; may increase risk of suicide attempt/ideation especially during early treatment or dose adjustment.
Use cautiously in patients with severe hepatic impairment, and geriatric patients.
	 Evaluate medication effectiveness for THIS patient (patient response).
Abdominal CT done on 9/23/10 shows no sign of gallstones.

Patient reports no sensation of vertigo throughout shift.
Patient’s affect is flat. Patient is quiet and sleeps majority of the shift. However, when asked, patient states that her depression is controlled with her medication (Pamelor).

Patient reports that she has no symptoms of GERD.
(Deglin & Vallerand, 2009).


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (10 pts)
	Vital Signs:
Pulse Ox %:
@ 1530: 97% RA

@1920:  97% RA
	BP:
@1530: 120/79 mmHg

@1920: 104/70 mmHg
	Pulse:

@1530: 89 bpm

@1920: 78 bpm
Rhythm: RRR 

@ 1530 and @ 1920
	Respirations:

Rate:

@1530: 12 breaths/min

@1920: 12 breaths/min 
Depth: normal depth (between shallow and deep)
Rhythm: regular
	Temp:

@1530: 97.6 F

oral

@1920:

98.0 F

oral

	Pain:

Rating: @ 1530      1/ 10    
Characteristics:  The patient stated that her pain was sharp and located in her stomach. The pain comes and goes. The patient  was using a PCA pump, so the next time she medicated herself her pain was reassessed. Patient stated that she had no pain (0/ 10) after she was medicated. 

Rating: @  1720       0/ 10  

Characteristics: The patient stated that she felt no pain.

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	Moves all extremities. Strength equal bilaterally. Patient is A&O x3. Acceptable short and long term memory. Speech is hard to understand (quiet and lots of mumbling). Patient has difficulty feeling stimuli on bottom of her feet. Patient has developed peripheral neuropathy secondary to diabetes mellitus. Moderately increased LOC. 


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score___45___________

Activity/Mobility Status:    Independent (up ad lib)     
            Needs assistance with equipment   

            Needs support to stand and walk
	Full ROM with gravity. Holds onto bedside rail when sitting up in bed. Up with two assists. Does not use walker or wheelchair. Shuffles feet when walking. Needs lots of assistance with ADLs: hygiene, dressing, and moving. Patient is a high fall risk with a score of 45.


	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.
Peripheral Pulses, Capillary refill: ___< 2 sec____

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


	Pulse remained within normal limits throughout shift. Pulses had regular rate and rhythm. Peripheral pulses were thready and equal bilaterally. Radial pulse +2; Posterior Tibial pulse +1; Dorsal/Pedal pulse +1. Good peripheral circulation (capillary refill is <2 sec). No edema present.   


	RESPIRATORY:

Accessory muscle use:    Y     N
Breath Sounds: Location, character
	Patient is currently on room air. Pulse ox ranges from 97-99% throughout shift. Respiratory rate was 12 breaths per min at 1530 and at 1920. Assessment of lungs revealed diminished breath sounds. Patient experiences SOB with exertion. Location: Posterior chest wall, bilaterally from medial scapular region down to the 7th rib.

	GASTROINTESTINAL:

Diet at home: Regular; patient watches sugar intake

Current Diet: Regular  

Height:  62 inches               Weight: 129 lbs.
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’s diet at home is not restricted; however she does monitor her sugar intake. Patient advanced from a full liquid diet to a regular diet on 9/26/10.
Patient’s appetite is best in the morning. She tends to eat at least 90% of her meal at breakfast, at least 75% of her meal at lunch; and 50% or less at dinner time. Active bowel sounds were auscultated in all 4 quadrants. No bowel movement since admitted to the ICU. Liver and spleen not palpable. Abdomen is soft, round, non-tender, and non-distended. A scar was found on her abdomen from her gastric bypass surgery in 2005. No pain felt with palpation. No wounds or drains present. 

	INTEGUMENTARY: 

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

Braden scale: __15____

Drains present:  Y         N       Type_______________
	Pink skin color, warm to the touch, dry. Elastic skin turgor (patient is well hydrated). No rashes found on skin. Bruises were found on the patient’s left and right arms from failed attempts to start an IV in the ER on 9/23/10. Old chest tube dressing was intact. Old dressing had minimal blood (old-brown) stains. New dressing was applied by doctor that removed the chest tube on 9/28/10. Dressing was secured by silk tape and no leakage or drainage was visible. Braden scale shows that patient is at low risk for pressure ulcers.

	EENT: 
Ears: symmetrical                          
Eyes: symmetrical, no lazy eye
Nose: symmetrical, freckles                          
Teeth: dentures                                
	Normocephalic. Patient does not use hearing aids. No obvious hearing impairment noticed with this patient. Patient wear glasses when reading the newspaper. Patient has paten nasal airway. No impairment of smell. Patient wears dentures (top and bottom). Gums appear to be healthy.

	GENITOURINARY: 

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

Catheter:  Y    N      Type_____________
	Urine is clear and yellow in color. Patient is well hydrated. No abnormal odor. Patient reports no pain or burning sensation with urination. Patient uses bedside commode. Urine output for shift was 325 cc. 


	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)
	Patient is diagnosed with chronic depression. She is taking Pamelor and Depakote for her depression. Patient has no thought of suicide. Patient has flat affect during shift. Patient slept through the majority of the shift. Patient is compliant with medications and procedures. Patient seems to be coping with her health issues. Patient has a high school education. Patient has an adult developmental level. Erikson stage is integrity vs. despair. Caucasian. Patient is a Christian but does not discuss her religion or faith with staff. Patient has three daughters and five grandchildren. She currently lives alone in her house, but plans to stay with one of her daughters once discharged. No family came to visit the patient during the shift. 



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.                                                       (20 pts)





                     

	  Problem List                                            
                                                    
	Nursing Concern/Diagnosis                                                               

One diagnosis may represent several problems
	 Priority of  List          
  Use numbers

	Pneumothorax

Dehydration
Metabolic Acidosis
Nausea/ Vomiting

Type II Diabetes Mellitus

History of Hypertension
History of Hyperlipidemia

Chronic Depression

	Potential complication: Respiratory dysfunction R/T trauma to the parietal pleura and chest wall secondary to central line placement AEB shortness of breath, shifting of mediastinum, and tightness in the chest.
Deficient fluid volume R/T four weeks of intractable vomiting and lack of fluid replenishment AEB poor skin turgor, flat veins, concentrated urine, and dry skin/ mucous membranes.

Potential complication: Metabolic dysfunction R/T mild uremia AEB blood urea nitrogen level at 18 mg/dL, lethargy, nausea, and vomiting 
- Nausea R/T adverse affect of antibiotic AEB patient complaint of feeling “sick to her stomach”
- Deficient fluid volume R/T four weeks of intractable vomiting and lack of fluid replenishment AEB poor skin turgor, flat veins, concentrated urine, and dry skin/ mucous membranes.
Risk for unstable blood glucose R/T Type II Diabetes Mellitus AEB 218 mg/dL blood glucose at 1710 and 115 mg/dL blood glucose at 2100. 
Ineffective health maintenance R/T Cardiovascular disease AEB high blood pressure, sedentary lifestyle, poor diet choices.
Ineffective health maintenance R/T Cardiovascular disease AEB high cholesterol (↑ LDL & Trig. and ↓HDL), poor diet choices of high-fat foods, and sedentary lifestyle.

Disturbed thought processes R/T Depression AEB lack of socialization, lack of interest, loss of appetite.
	1
2

3

4

5

6

7

8

(Carpenito-Moyet, 2008)



(Total 10 pts)
1st Priority Nursing Diagnosis:  
Nursing Diagnosis_ Potential complication: Respiratory dysfunction  R/T_ trauma to the parietal pleura and chest wall secondary to central line placement
AEB__shortness of breath, shifting of mediastinum, and tightness in the chest 
2nd priority Nursing Diagnosis:

Nursing Diagnosis_Deficient fluid volume_R/T_ four weeks of intractable vomiting and lack of fluid replenishment
AEB__ poor skin turgor, flat veins, concentrated urine, and dry skin/ mucous membranes__

#1 Priority Nursing Diagnosis (restated): Potential complication: Respiratory dysfunction R/T trauma to the parietal pleura and chest wall secondary to central line placement AEB shortness of breath, shifting of mediastinum, and tightness in the chest
(Total 10 pts)
(Carpenito-Moyet, 2008)
	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

	The patient’s appetite will increase and the patient will eat at least 75% of her meal at dinner time (1730).

The patient’s respiratory function will stabilize and chest tube will be removed successfully by the end of the shift at 2145.


	The nurse can educate the patient on the importance of nutrition, especially during a critical illness. The nurse should teach the patient that proper nutrition is crucial to the healing process and that it will decrease the patient’s length of stay in the hospital as well as prevent complications.

Nursing interventions include positioning the client in semi fowlers position, preventing desaturation, promoting secretion clearance, maintaining the chest tube system, monitoring drainage, and providing comfort measures.  
	Nutritional status tends to deteriorate during hospitalization unless appropriate nutrition support is started early and continually reassessed. Malnutrition in hospitalized patients is associated with a wide variety of adverse outcomes. Wound dehiscence, pressure ulcers, sepsis, infections, respiratory failure requiring ventilation, longer hospital stays, and death are more common among malnourished patients. Decline in nutritional status during hospitalization is associated with higher incidences of complications, increased mortality rates, increased length of stay, and higher hospital costs (Urden, Stacy, & Lough, 2010). 
Optimizing oxygenation and ventilation include positioning, preventing desaturation, and promoting secretion clearance. Maintaining the chest tube system involves careful attention to the suction applied and to maintenance of unobstructed drainage tubes. Kinks and large loops of tubing should be avoided, because they impede drainage and air evacuation, which may prevent timely lung reexpansion or may result in a tension pnuemothorax. Retained drainage also becomes an excellent medium for bacterial growth (Urden, Stacy, & Lough, 2010).
	The patient accepted the importance of nutrition in her healing process. The patient ate 75% of her meal at dinner time (1730). The goal was achieved.
Patient’s respiratory status remained stable and improvement was found. (Chest x-ray on 9/28/10 at 0600 revealed no definite pnuemothorax, stable mediastinum, and the right lung shows no acute disease. No additional drainage in chest tube system since 9/27/10 at 2330. Oxygen saturation has remained stable, 97%- 99%, on room air). As a result the patient’s physician removed the chest tube at 1645 and applied an occlusive dressing. The goal was achieved.


Reference(s): List all on back page or attach additional page. Use APA format.    
( 2.5 pts)
Carpenito-Moyet, L. J. (2008). Nursing Diagnosis:  Application to clinical practice. Philadelphia, PA:  Lippincott Williams &
Wilkins.  

Deglin, J. H., & Vallerand, A. H. (2009). Davis’s drug guide for nurses. 11th ed. Philadelphia, PA:  F.A. Davis Company.  

McCance, K. L. & Huether, S. E. (2006). Pathophysiology, the biologic basis for disease in adults and children. 5th ed.  St. Louis, MO:
Elsevier Mosby.

Urden, L. D., Stacy, K. M., Lough, M. E. (2010). Critical care nursing: Diagnosis and management. 6th ed. St. Louis, MO: Mosby Elsevier.



Initials: __J.D.__Age: __63___    Ht._62 in_ Wt._129 lbs___





Gender:   M     F        Ethnicity: __Caucasian_________





Occupation: __Not found in patient’s charts_____


Education: __High School Education_____________





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


     (circle one)


                                Nursing Home   Other_______________________





I live with__Patient lived by herself prior to admission. Plans to live with her daughter once discharged._____





Erikson Developmental Level: Integrity vs. Despair 





Do I have any other family?  Three daughters and five grandchildren___





Admission Info: (why and how did I come to hospital)__Patient was admitted to the ER on 9/23/10 for complaint of nausea and vomiting for 4 weeks. The patient had been on antibiotic for what was for an upper respiratory infection and is on Doxycycline. This may have contributed to the nausea and vomiting. She complained of a headache and dizziness over the past few days and some shortness of breath. ER was unable to start a peripheral IV after multiple attempts so a left subclavian central line was placed. The patient developed a pneumothorax secondary to the central line placement. Patient was admitted to the ICU for dehydration, metabolic acidosis, and now pneumothorax._____________





I have had these procedures while I have been here: _Left Subclavian Central Line Placement on 9/23/10; Chest/Abdomen/Pelvis CT scan on 9/23/10; Chest X-Ray on 9/23/10 @ 1526, CXR on 9/24/10 @ 0540 and 1555, CXR on 9/25/10 @ 0000; Chest Tube Placement on 9/25/10 @ 0930; CXR on 9/25/10 @ 0930, CXR 9/26/10 @ 0000, CXR on 9/27/10 @ 0000 and 1330, CXR on  9/28/10 @ 0600. Chest Tube Removal on 9/28/10 @ 1645._____________








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: ________________________________________





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: __Hypertension; Hyperlipidemia; Type II Diabetes Mellitus; Peripheral Neuropathy; Depression 





Surgical History: _ Chest Tube 9/25/10; Central Line Placement on 9/23/10; Gastric Bypass in 2005;Resection of a vocal cord tumor in 2000; Liposuction and Tummy Tuck (1990’s); Tubal Ligation (year not found)___________





I am rating my pain as a    


       ____1____/10 I describe it as


_At 1530 on 9/28/10 the patient stated that she had a pain level of 1 and described it as sharp pain in her stomach that comes and goes. The patient  was using a PCA pump, so the next time she medicated herself her pain was reassessed. Patient stated that she had no pain (0/ 10) once she was medicated. At 1720 the patient stated that she didn’t have any pain. (0/ 10)__


































































































History of Hypertension


- Patient takes Lotensin 5 mg PO QD


- Blood pressure on 9/28/10 @ 1530 was 120/79. Patient was awake.


- Blood Pressure on 9/28/10 @ 1920 was 104/70. Patient was asleep.
































 











Chronic Depression


- Lack of socialization.


- Patient is complient with prescribed medications (Pamelor and Depakote).


- Flat affect.


- Slept the majority of the shift.


- Doesn’t have a great appetite.














Nausea/ Vomiting


- Patient was on antibiotic for upper respiratory infection which caused her N/V. 


- Intractable vomiting for 4 weeks was the reason for admission into the ER on 9/23/10.


- Patient was severely dehydrated upon admission.


- Patient last took Zofran 4 mg IVP Q6H on 9/25/10.








History of Hyperlipidemia


- Labs values as of 9/25/10:


Total cholesterol = 156


Triglycerides = 95


HDL/ LDL = 42/95


- Patient is compliant with statin medication (Zocor).














Diagnosis





Potential complication: Respiratory dysfunction R/T trauma to the parietal pleura and chest wall  secondary to central line placement AEB shortness of breath, shifting of mediastinum, and tightness in the chest.


























Type II Diabetes Mellitus


- Patient has peripheral neuropathy secondary to DM Type II.


- Patient is currently compliant with proper diet, blood sugar checks and insulin injections.


- On 9/23/10 patient’s Hgb A1C was 5.9


- Accu Check on 9/28/10 @ 1710 was 218 mg/dL. Three units of Novolog given at 1715. 


-Accu Check on 9/28/10 @ 2100 was 115 mg/dL. Two units of Humulin 70/30 given.








Pneumothorax


- Patient received a left-sided pneumothorax as a complication of her left subclavian central line placement.


- Complaint of SOB and chest tightness.


- Mediastinum shifted to the right side.


- Patient on 6L/min of oxygen via nasal cannula from 9/24/10 – 9/27/10. 


- Chest tube inserted on 9/25/10.


- On 9/25/10 Pleurovac; 20 cm wall suction (wall suction on high).


- On 9/27/10 Chest tube was put to water seal.


- Chest tube removed on 9/28/10.


- Chest dressing intact and no air escaping.








 Metabolic Acidosis


- Mild uremia upon admission.


- Upon admission, patient’s BUN was 18 mg/dL.


- IV fluids given.











Dehydrated


- Patient admitted to the ER severely dehydrated due to intractable vomiting for 4 weeks.


- IV access could not be accomplished in the ER, so Left Subclavian Central Line was placed.


- Normal Saline 0.9% 30 mls/hr IV Q24H.


- Urine output (using bedside commode) on 9/28/10 @ 1730 was 150 cc; @ 2055 was 175 cc. 
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