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Lakeview College of Nursing

Clinical Preparation Assignment

Name: __Greg Cahill___ Date/Week: __week 9___ Adm. Diagnosis:__chest pain__________Allergies:___NKA__________

                                                                                                                                                                                                                                  (pts)



[image: image1]
  LAB DATA    (List all pertinent/current lab/diagnostic values)                                                                                                                        (  pts)
	TEST
	NORMS
	ON ADM
	NOW
	TEST
	NORMS 
	ON ADM
	NO W
	TEST
	NORMS
	ON 

ADM
	NOW

	WBC
	5-10
	
	8.3
	RBC
	4.2-5.9
	
	4.57
	K
	3.5
	5.0
	4.2

	DIFF: 

Monocytes

Lymphocytes

Neutrophils

Eosiniphils

Basophils
	.3-.5

1.5-3

3-7

.05-.4

0-.5
	
	0.8
2.0

5.3

0.1

0.0
	HGB/ HCT
	12-16/40-48%
	
	13.9/ 40.8
	NA
	135-145
	
	141

	PT
	
	
	10.0
	PLT
	150-400
	
	176
	CL
	95-105
	
	105

	INR
	
	
	1.0
	APTT
	
	
	
	CA
	8.5-10.5
	
	9.1

	GLUCOSE
	60-100
	
	102
	A1-C
	
	
	
	CO2
	24-32
	
	28

	ALT
	<40
	
	13
	BUN
	10-20
	
	16.0
	MG
	1.3-2.2
	
	2.0

	AST
	<40
	
	14
	CREATININE
	.7-1.3
	
	0.8
	TSH
	
	
	

	Bilirubin

	
	
	0.2
	BNP
	
	
	
	MPV
	7.8-11
	
	9.4

	Albumin
	3.5-5
	
	4.1
	GFR
	>90
	
	96
	MCH
	31-37
	
	30.5


	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray:                                                     Other:    Stress echocardiography  - clear                                                                  Other:

     EKG:                                                                Other:                                                                         Other:



	CORRELATION: How does each abnormal test or lab relate to the diagnosis:          
Glucose is slightly elevated

Monocytes are elevated

The patient only had one set of labs drawn and neither the high glucose or the high monocytes is clinically significant.  




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)
“Atherosclerosis is a type of arteriosclerosis or hardening of the arteries” characterized by a build up of plaque in blood vessels (Porth, 2011).  When the plaque builds up in a coronary artery it can occlude the vessel and cause chest pain.  Three types of lesions are associated with atherosclerosis and they are: the fatty streak, the fibrous atheromatous plaque and the complicated lesion (Porth, 2011).  Risk factors that the patient has include smoking, HTN, increased age and being male (Porth, 2011).  The pt’s stress echocardiography came back negative and the pt does not have elevated cholesterol.  The patient is homeless and does not eat a regular diet.  His unknown family history and diet may also contribute to atherosclerosis.
 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).

	ASA 325 mg po q am

Usual dose: 300-325 mg/day
	Therapeutic: antipyretics, nonopioid analgesics 
Pharmacologic: salicylates
Decreases platelet aggregation
	Decreased incidence of transient ischemic attacks and MI
	Advise patient to report tinnitus; unusual bleeding of gums; bruising; black, tarry stools
Caution patient to avoid concurrent use of alcohol with this medication to minimize possible gastric irritation
	Effective

Pt has no signs of  MI or TIA


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (pts)
	Vital Signs:
Pulse Ox %: 98
	BP: 132/68
	Pulse:  62 bpm
Rhythm: normal sinus rhythm 
	Respirations: 
Rate: 12
Depth: normal
Rhythm: normal 
	Temp:

96.1 F
Route: oral 
	Pain:

Rating:   0      /10    
Characteristics:  

	NEUROLOGICAL: 

 MAE:                PERLA:         

Strength Equal:   
Orientation, Mental Status, Speech, Sensory, LOC, 
	Alert/oriented X3, PERL, MAE, equal strength bilateral 


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance           Fall Risk:       

Fall Score__________

Activity/Mobility Status

	Fall score 1, patient uses walking cane for balance but does not always use it.  Pt states that the cane is for just in case.   

	CARDIOVASCULAR: 

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

Peripheral Pulses, Capillary refill: _____

Neck Vein Distention:         Edema    

Location of Edema____________________


	S1, S2 heard, no s3, S4 heard, capillary refill under 3 seconds, no edema, no neck vein distention.  No rubs. No palpations 

	RESPIRATORY:

Accessory muscle use:        

Breath Sounds: Location, character
	Diminished, wheezes heard bilaterally, trachea supple, midline.  Normal rate and rythm 

	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:               Nasogastric:       

Feeding tubes/PEG tube           Type:___________


	General diet at home and presently, Ht-72 inches, 75.523 kg, bowel sounds normal in all 4 quadrants, abdomen is soft, nontender, vertical surgical scar under umbilicus-midline

	INTEGUMENTARY: 

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

Braden scale: ______

Drains present:             Type______
	Skin-warm, dry, pale, no rashes or bruises present, normal skin turgor
Braden scale 21,

	EENT: 
Ears:              Eyes: 

Nose:                        Teeth:  

                               
	Ears- no deformity seen, symmetrical, slight hard of hearing, eyes- PERL, eye sight good with glasses, nose-nares patent, septum midline, no visible deformity, membranes intact, teeth- present, slight decay seen  

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis      

Inspection of genitals

Catheter:        Type______


	 No pain when urinating, no change in frequency, no deformity seen, no visible disease seen, urine-clear, yellow

	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)
	White male, Retired from general laborer, no permanent home, pt states that he is passing through Illinois traveling to Omaha, no relatives or friends, no religion, 


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

List ANY DATA/ FINDINGS i.e. Signs & Symptoms, Family Info, History etc. that have or could have any impact on the care for this client/patient.




                     (pts)

 SHAPE  \* MERGEFORMAT 













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

	Smoker- 2
No family/social support-1
No medical home-1
COPD-2,5
HTN-3
Arthritis-4
Walks with cane-4
Non compliant with medication-1

Poor hygiene-1

Homeless -1
	6. Risk for infection r/t possible exposure to communicable disease aeb homelessness
1. impaired home maintenance r/t no family or financial support aeb homelessness, has no family in the area, wearing clothing that is dingy
2. Impaired Gas Exchange related to ventilation perfusion inequality secondary to COPD
5. Activity Intolerance related to imbalance between supply with oxygen demand secondary to COPD

3. Risk for decreased cardiac output related to increased afterload secondary to HTN


4. Imparied physical mobility r/t activity intolerance aeb the use of a cane 
	1. impaired home maintenance r/t no family or financial support aeb homelessness, has no family in the area, wearing clothing that is dingy
2. Impaired Gas Exchange related to ventilation perfusion inequality secondary to COPD



1st Priority Nursing Diagnosis:  (  pts)

Impaired home maintenance r/t no family or financial support aeb homelessness, has no family in the area, wearing clothing that is dingy
2nd priority Nursing Diagnosis:

 Impaired Gas Exchange related to ventilation perfusion inequality secondary to COPD
Nursing Diagnosis (restated):

	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

	Impaired home maintenance r/t no family or financial support aeb homelessness, has no family in the area, wearing clothing that is dingy
Goals:
Identify factors that restrict self-care
Demonstrate ability to perform skills necessary for self care
Impaired Gas Exchange related to ventilation perfusion inequality secondary to COPD
	Consult case management in regards to resources in the community

Determine availability of meal services

Have client restate the benefits of hygiene

 Assess client for any physical barriers to self care

Assess client for any mental or emotional barriers to hygiene

 instruct patient to avoid irritants.  Smoking cessation. 

      Teach about the early signs of infection should be reported to your doctor immediately: increased sputum, change in color of sputum, sputum viscosity, increased shortness of breath, chest tightness, fatigue. 

      Give the patient 6 to 8 glasses of fluid per day unless there is Cor pulmonale. 

      Teach and give the use of diaphragmatic breathing and coughing techniques. 

      Give encouragement to patients to immunize against influenza and Streptococcus pneumonia
("Nursing care plan," )
	Ability to perform daily hygiene is impaired due to not having a place to perform hygiene 
Irritants and infection can exacerbate COPD

Breathing and coughing techniques can help optimize lung function 

Adequate hydration can help loosen secretions

(Porth, 2011)

	Goal met.  Case worker gave pt information about places to sleep and eat.

Pt has full range of motion and has the physical and mental abilities to perform self care  

Goal not met:

Pt will continue to smoke

Will not get immunized

Pt could not repeat signs of infection





                     pts                                                    pts                                                                 pts                                                             pts

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

(pt)

Nursing care plan for copd [Web log message]. Retrieved from http://nursing-care-plan.blogspot.com/2011/12/nursing-care-plan-for-chronic.html
Porth, C. (2011). Essentials of pathophysiology. (3rd ed.). Philadelphia, PA: Lippincott Williams & Wilkins.



Initials: _LY__Age: _68___    Ht._72 inches  Wt.75.523 kg______





Gender:   M       Ethnicity: __white_________





Occupation: ___retired_____________





Education: __high school_______





Where do I live?    Pt from North Carolina. No permanent home      





Do I have any other family?  


No family.  No friends


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


Admitted with chest pain


I have had these procedures while I have been here:  


Stress echo 


I need help with:     


none


I need help:                





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





Activity Level: 


Patient freely ambulates and does not require help with ADLs


Activity as tolerated 





Medical History:  HTN, COPD, arthritis, acid reflux





Surgical History:  appendectomy 





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





  


         


Telemetry   


 Walking cane 





I am rating my pain as a    


       ____0____/10. I describe it as








Smoker





Homeless





Acid reflux











Non compliant with medication





Alcohol Use





HTN





Arthritis 





Poor hygiene 





Walks with cane





COPD





Labs


Monocytes elevated





Admitting Diagnosis


Chest pain





No medical home 





No support 








6

2
10

