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Lakeview College of Nursing

Clinical Process Paper Assignment

Spring 2012
Name: Samantha Stefanski_         Date: _1-23-12       Adm. Diagnosis: Pneumonia Hx COPD     _Allergies: cephalexen, codeine, morphine, piroxicam, sulfas    
                                                                                                                                                                                                                                  (2 pts)
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  LAB DATA    (List all pertinent/current lab/diagnostic values)                                                                                                                        ( 7 pts)
	TEST
	NORMS
	ON ADM
	NOW
	TEST
	NORMS 
	ON ADM
	NO W
	TEST
	NORMS
	ON 

ADM
	NOW

	WBC
	4-11.7
	11.5
	11
	RBC
	4.19-5.74
	3.53
	3.84
	K
	3.3-5.3
	3.9
	3.3

	DIFF: 

Monocytes

Lymphocytes

Neutrophils

Eosiniphils

Basophils
	 4.4-12
12.1-49.4

37.2-80.2

0-6.3

0-1
	4.7
8.8

86.3

.2

0
	6.7
11.3

80.8

1

.2
	HGB
HCT
	13-17
38.1-48.9
	8.9
26.9
	9.5
29.8
	NA
	135-145
	140
	149

	PT
	.86-1.14
	2.01
	1.64
	PLT
	149-442
	130
	167
	CL
	95-110
	106
	114

	MCV
MCH
	79.5-98.1
26-33
	76.1
25.1
	77.7
24.7
	APTT
	--
	--
	--
	CA
	8.4-10.5
	8.4
	8.4

	MCHC
RDW
	32.7-35.3
12-16.4
	33
23.1
	31.8
23
	A1-C
	--
	--
	--
	CO2
	2-31
	27
	28

	MPV
ABGpH
	6.9-10.2
7.35-7.45
	12.9
-----
	13
7.34
	BUN
	6-20
	59
	30
	
	
	
	

	ABG CO2
pO2

CO quant
	35-45
75-85

0-0.8
	--
--

--
	38.2
94.1

1.8
	CREATININE
STAGE 3 FAILURE
	15-29
	23
	50
	TSH
	--
	--
	--

	GLUCOSE

	> 100
	133
	127
	EST GPR
STAGE 3
	15-29
	23
	50
	OTHER
	--
	--
	--

	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray: 1/17/12-Bilatteral Lower Lobe Pneumonia               Other:                                                                         Other:

     1/22/12-Worsened Bilatteral Lower Lobe Pneumonia
     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.

                                                         



Due to the antibiotics not helping the pneumonia, the problem could be in aspiration.  The aspirated contents get into the bronchi blocking the exchange of gases.  The patient also has low Hgb, suggesting her blood does not have the oxygen carrying capacity that it needs to properly perfuse her tissues.  The X-ray proved that the antibiotics are not effective on the infection present, this infection is not seen in the WBC norm, but they are on the high level of normal.  While this infection is growing the alveoli are unable to effectively exchange carbon monoxide, hydrogen, and oxygen.  This could be what is resulting in the high normal pH value of her arterial blood.  In treating the aspiratory pneumonia a culture maybe needed, since the broad spectrum antibiotic are not effective.  To prevent any more aspiratory pneumonia the speech therapist needs to come evaluate the patients swallowing abilities, but has refused until which time the patient can come off the venture mask long enough to be observed chewing, swallowing, talking.
PHYSICAL ASSESSMENT DATA (collect own data on clinical day)         (Use Taylor Chapter 25 & N201 materials as resources)               (5 pts)
	Vital Signs:
Pulse Ox %:
96
	BP:
118/65
	Pulse: 106
Rhythm: IRREGULAR
	Respirations: 32
Rate: TACHPNEA
Depth: SHALLOW
Rhythm: REGULAR
	Temp:

37.6
Route:
Tympanic
	Pain:

Rating:     0    /10    
Characteristics:          

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	PATIENT IS A&0 TO PLACE AND PERSON.  DTR PRESENT IN ALL EXTREMETIES.


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score_____33_______

Activity/Mobility Status:  _COMPLETE CARE____  
            Needs assistance with equipment   

            Needs support to stand and walk
	PATIENT IS UNABLE TO SUPPORT HERSELF, WEAKNESS PRESENT IN ALL LIMBS.  UNABLE TO PERFORM ACTIVE ROM.


	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.
Peripheral Pulses, Capillary refill: 6 SEC.____

Neck Vein Distention:   Y   N      Edema  Y    N
Location of Edema_BILATERRAL LOWER EXTREMETIES 2+

	 PULSE FELT IN ALL EXTREMETIES 1+.

	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character
	RAILS AND RHONCI BILATTERALLY IN BOTH LOWER LOBES.   DIMINISHED SOUNDS IN LEFT MIDDLE SECTION.  50% VENTURI MASK AT 15L 02.

	GASTROINTESTINAL:

Diet at home :   SOFT    Current Diet: ICE CHIPS ONLY 

Height:      66”                   Weight:  103.4 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:___________


	BOWEL SOUNDS PRESENT X4, BM DAILY, LOOSE SOFT STOOLS, NO DISCOMFORT NOTED UPON LIGHT AND DEEP PALPATATION. 

	INTEGUMENTARY: 

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

Braden scale: __18_____

Drains present:  Y         N       Type_______________
	PRESSURE ULCER STAGE 1 ON NOSE FROM VENTI MASK PRESSURE, DUODERM IN PLACE.  PRESSURE ULCER STAGE 2 ON COCCYX, 2.3 CM X 1.7 CM, TREATED WITH SENSICARE SKIN PROTECTANT.  SKIN IS WARM AND MOIST TO TOUCH.

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                             
	ALL SYSTEMS IN TACT.

	GENITOURINARY: 

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

Catheter:  Y    N      Type____FOLEY______


	DARK YELLOW OUTPUT, NO VISUAL OF CLOUDINESS.  GENETALIA IS INTACT, NO REDNESS PRESENT, FOLEY CATHETER PATENT.


	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)
	CAUCASIAN PATIENT HAS TWO SONS ONE SITTING IN THE ROOM WITH PATIENT, OTHER IS POA AND LIVES OUT OF STATE.  PATIENT IS VERY LETHARGIC, MODERATE TO ARROUSE.  ONLY VERBALIZES NAME, LOCATION, AND DESIRE FOR FLUIDS IN A MUFFLED QUIET TONE.  NO OTHER KNOW INFORMATION.


NURSING DIAGNOSIS AND/OR OUTCOME CONCEPT MAP TOOL (19 pts)
	System-Specific Assess
	Outcome Desired
	Interventions

	1.WEAK PULSES
	1.PULSES 2+
	1. ROM Q4

	2.CONFUSION
	2. A&0 X3
	2. ORIENT PT X3

	3.DYSPNEA
	3. NO DIFFICULTY BREATHING
	3.INSENTIVE SPIROMETER

	4.RR >30/MIN.
	4.RR <20/MIN.
	4. T,C,&R

	System-Specific Assess
	Outcome Desired
	Interventions

	1. LOSS OF TIME
	1. A&0 X3
	1. ORIENT PT X3

	2. UNABLE TO MAKE CHOICES
	2. PT WILL CHOOSE TYPE OF BATH
	2.  ASK SIMPLE DIRECT QUESTIONS

	3. “ “  SOLVE PROBLEMS
	3.  DECREASE FRUSTRATION
	3.THERAPEUTIC MILEAU

	4.  LOSS OF ENERGY
	4. PT PERFORM ACTIVE ROM
	4. ROM Q4

	System-Specific Assess
	Outcome Desired
	Interventions

	1. O2 SAT 92% 50% VENTURI
	1. O2 >90% 40% VENTURI
	1. DEEP BREATHING

	2. LETHARGIC
	2. PT AWAKE WITH MINIMAL ARROUSMENT
	2. PT GET GOOD NIGHTS REST

	3. CONFUSED
	3. PT A&O X3
	3. ORIENT PT X3

	4. LIMB WEAKNESS
	4. PT PERFORM ACTIVE ROM
	4. ROM Q4

	System-Specific Assess
	Outcome Desired
	Interventions

	1. RESP >30/MIN
	1. RESP <20/MIN
	1. T, C, & R.

	2.RALES/RHONCHI BILATTERALLY
	2.MINIMAL LUNG   OBS. SOUNDS
	2. DEEP BREATH EX. Q1

	3.02 SAT 92% 50% VENTURI
	3. 02 >90% 40% VENTURI
	3. INSENTIVE SPIROMETER

	4. DECREASED CAPILLARY REFILL
	4. CAP REFILL 

<4 SEC.
	4. ROM Q4



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

1.  Outcome: Pt will not experience a fall today.  

Patient response to interventions:


1. Pt alert to place and person, not time.

2. Pt unable to maintain communication during orientation.

3. Pt unable to perform active ROM, passive ROM performed, some restriction in passive movements.

4. Measures put in place to help secure good night’s rest.

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


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


The goals set for the pt were to extreme.  Pt is unable to arouse for extended periods of time from lethargic state.  Pt did not experience a fall because patient is to weak to 

move on her own, a different goal could be increases activity, specifically working on ROM active and passive.

2.  Outcome:  Pt will attempt active ROM.

Patient response to interventions:


1. Pt unable to turn, cough, and reposition herself.  Assist in turn and reposition.  

2. Pt unable to stay awake for insentive spirometer education or trial.

3. Pt unable to maintain communication during orientation.

4.Pt unable to perform active ROM, passive ROM performed, some restriction in passive movements.

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


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

This goal was not met, passive ROM was performed on patient, would not change goal, but continue to work with passive ROM building up to active ROM.
3.   Outcome:  Pt will be on 40% venture mask with O2 sat >90% by end of day.

Patient response to interventions:


1. Pt unable to turn, cough, and reposition herself.  Assist in turn and reposition.  

2. Pt unable to stay awake for insentive spirometer education or trial.

3. Pt unable to perform active ROM, passive ROM performed, some restriction in passive movements.

4. Pt unable to stay awake during deep breathing exercises.

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


Why? (Rationale, explain your judgment):  What would you do differently?
Pt was unable to be removed from 50% venture mask.  Pt needs goals to assist in reducing oxygen input, I believe this goal would be better accomplished by working with RT.

4.  Outcome: Pt will become A&O X3 by end of the day.

Patient response to interventions:


1.  Pt unable to perform active ROM, passive ROM performed, some restriction in passive movements

2.  Pt unable to maintain communication during orientation.

3.  Pt was unable to verbalize any choices, but was adamant about wanting a drink, ice chips were provided and oral care.

4.  Therapeutic mileau was put into place.  Though challenges are met by having a roommate with the ability to better verbalize demand.

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


Why? (Rationale, explain your judgment):  What would you do differently?
Patient was A&O X2, this was not an improvement but a  maintaining of the baseline.  This is a feasible goal, and once patient is able to better position a board with orientation information could be helpful.  I would continue to encourage the pt to make simple decisions.
PRIORITY LAB/PROCEDURES

RESULTS/INTERPRETATIONS

NURSING INDICATIONS (PRE & POST)

1.___CHEST XRAY  ________

DECREASED LUNG PERFUSION
ENCOURAGE BREATHING EXERCISES
2.____CBC________________

__LOW RBC_________________
LOW O2 PERFUSION, ENCOURAGE IRON ONCE DIET ADVANCED
3.___INSERT PICC_________

_ PATENT SITE, OPEN WOUND
INCREASED RISK FOR INFECTION____
References
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Initials: ____MC____Age: ___86____    Ht.___66”____ Wt 103.4 kg_





Gender:   M     F        Ethnicity: _____Caucasian______________





Occupation: Retired House Wife____________________________





Education: N/A______________________________________








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


     (circle one)


                                Nursing Home   Other_______________________





I live with__________________________________________________





Do I have any other family? ___Two sons: 1 in Illinois: 1 POA in Texas





__________________________________________________________





Adm. Date: 1-17-12__ Adm. History: (What brought me to hospital?)	





 “Over 1-2 days nurses noted patients very SOB with no exertion.”





_________________________________________________________





_________________________________________________________





I have had these procedures while I have been here: PICC, chest X-ray X 2___________________________________________________________________________________________________________________








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: Complete care____________________________





I am rating my pain as a    


       0       /10     I describe it as:


       N/A- no verbal or nonverbal complaints of pain        __________________________________________











Medical History: CHF, acute stage 4 kidney disease, chronic anemia, chronic A-fib, alzheimers, GERD, HTN, major depression, chronic stage 3 renal disease, COPD





Surgical History: Coronary Bipass Graft 1999, laproscopic cholesectomy (NKD), bladder surgery (NKD), right hemiethroplasty (NKD), bilateral total knee replacement (NKD), right total hip replacement (NKD)________________________________________


______________________________________________





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_BIPAP       PICC      








































































































Nursing Diagnosis: ACTIVITY INTOLERANCE


Outcome: PT WILL ATTEMPT ACTIVE ROM.





Nursing Diagnosis:  CHRONIC CONFUSION


Outcome: PATIENT WILL BECOME A&O X3 BY END OF DAY.





Nursing Diagnosis:  RISK FOR FALL


Outcome:  PT WILL NOT EXPERIENCE A FALL TODAY.





Nursing Diagnosis:  INEFFECTIVE TISSUE PERFUSION.  Outcome: PT WILL BE ON 40% VENTURI MASK BY END OF DAY O2 >90%.





PNEUMONIA


Hx: COPD
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