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Lakeview College of Nursing

Clinical Preparation Assignment

Name: Melaney Coleman_______ Date/Week: _7/5/11___ Adm. Diagnosis:__Altered mobility _UTI_ ______Allergies:_____Sulfa_____________ __

                                                                                                                                                                                                                          (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
	4.0-11.0 x10³/µL
	
	9.38
	RBC
	4.10-5.70

million /µL
	
	3.94L
	K
	3.6-5.0

mEq/L
	
	4.35

	DIFF: 

Monocytes

Lymphocytes

Neutrophils
(absolute)
Eosiniphils

Basophils
	4.4-12.3%

20.0-45.0%

1.6-7.7

 x10³/µL

0.3-5.23

0.0-2.0%
	
	6.45

19.00

72.00

1.44

1.10


	HGB/ HCT
	12.0-18.0g/dL

37.0-51.0%
	
	11.7L
35.7L

	NA
	135-145

mmol/L
	
	133L

	PT
	12-15sec.
	
	
	PLT
	140-400

x10³/µL
	
	197
	CL
	101-111

mmol/L
	
	103.2

	INR
	0.9-1.1
	
	
	APTT
	22.4-35.9sec
	
	
	CA
	8.5-10.5

mg/dL
	
	8.9

	GLUCOSE
	60-99mg/dL
	169H
	220H
	A1-C
	4.5-6%
	
	
	CO2
	21.0-31.0

mmol/L
	
	23.2

	CHOLESTROL
	<200

mg/dL
	
	
	BUN
	6-20

mg/dL
	
	52H
	MG
	1.8-2.5

mg/dL
	
	1.99

	TRIGLYCERIDE
	>200

mg/dL
	
	
	CREATININE
	0.50-1.2

mg/dL
	
	1.4H
	TSH
	0.4-4.0

mIU/L
	
	

	HDL/LDL


	40-59

<100

mg/dL
	
	
	BNP
	<100

pg/mL
	
	
	OTHER
AST

ALT


	12-50

IU/L

10-75
	
	

	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
  Chest X-Ray:                                                                               CT: 

  EKG:  
Other:                                                                                          Other:  

	CORRELATION: How does each abnormal test or lab relate to the diagnosis:   There was a significant increase in glucose between the morning and afternoon checks. Checks are done before meals. Pt had French toast w/syrup, cereal, milk, and orange juice for breakfast. It was a high carbohydrate breakfast, which is mostly broken down into sugar. Due to the patient’s inability to effectively breakdown sugar there was an increase. There is an increase in BUN and Creatinine which indicates a problem with renal function. The increase maybe due to a UTI which is impeding the kidney’s ability to function
.                                                                                         


	


Pathophysiology: Pt has a urinary tract infection. A urinary tract infection (UTI) is an inflammation of the urinary epithelium usually caused by a bacteria from the gut flora. There are several places a UTI can occur along the urinary tract including the urethra, prostate, bladder, ureter, or kidney. At risk are premature newborns; prepubertal children; sexually active and pregnant women; women treated with antibiotics that disrupt vaginal flora; spermicide users; estrogen-deficient postmenopausal women; individuals with indwelling catheters; and persons with diabetes mellitus, neurogenic bladder, or urinary tract obstruction. Of all the things named, this pt has at least two known at risk factors; she is postmenopausal and has
 diabetes. UTI’s are commonly classified by their location or complication factors: cystitis (bladder inflammation), pyelonephritis (inflammation of upper urinary tract), uncomplicated UTI (occur in a normally functioning urinary system or in individuals with other health problems). The most common infecting microorganisms are uropathic strains of Escherichia coli (E. coli) (80% to 85%) and the second most common is Staphylococcus saprophyticus (10%). There are other less common microorganisms which include fungi, viruses, Proteus, parasites, or tubercular bacilli. According to McCance (2010), “Bacterial contamination of the normally sterile urine usually occurs by retrograde movement of gram-negative bacilli into the urethra and bladder and then to the ureter and the kidney” (McCance, K. (2010), p. 1375). There are strains of E. coli attachments some women may be genetically susceptible to
. 


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).

	Novolog 4 units sq ac hs 

Usual dosage: dosage individualized, give within 15 minutes before or 20min after starting meal.

Lipitor 20mg tab PO Qpm/day

Usual dose:10-20mg/day

Lasix 20mg tab PO Qam

Usual dose: 20-80mg/day in am

Levaquin 750mg tab PO Qpm

Usual dose: 500mg  PO q24x7days 

Glipizide10mg tab PO BID

Usual dose: 5mg PO initially before breakfast, then increase to desired response

 
	Antidiabetic MOA: Decreases blood glucose; by transport of glucose into cells and the conversion of glucose to glycogen, indirectly increases blood pyruvate and lactate…

Antilipidemic MOA: Inhibits HMG-CoA reductase enzyme, which reduces cholesterol synthesis, high doses lead to plaque regression 

Loop diuretic MOA: Inhibit reabsorption of sodium and chloride at proximal and distal tubule and in the loop of Henle

Antiinfective MOA: Interferes with conversion of intermediate DNA fragments into high-molecular-weight DNA in bacteria

Anitdiabetic MOA: Causes functioning B-cells in pancreas to release insulin, leading to drop in blood glucose levels; may improve insulin binding to insulin receptors or increase the number of insulin receptors with prolonged administration
	Pt has diabetes 

Prevention of  CV 

PT has hypertension

PT has a UTI

Pt has diabetes
	 Blurred vision, dry mouth, anaphylaxis, flushing, rash

Headaches, asthma, abdominal cramps, liver dysfunction

Renal failure, circulatory collapse, loss of hearing, thrombocytopenia

Seizures, headaches, chest pain, hepatotoxicity

Hypoglycemia, hepatotoxicity, anemia
	Not effective blood glucose was 169 at breakfast and rose to 220 before lunch

Effectiveness unknown no LDL tests indicated

Partially effective- one
 void and bp 135/58

Effectiveness unknown no further testing. Pt doesn’t complain of pain during urination and pt had 1 void.

Not effective pt blood glucose rose from 169 before breakfast to 220 before lunch.


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA
)                                                                                                   (pts)
	Vital Signs:
Pulse Ox %:94

 
	BP:135/58
 
	Pulse:72

Rhythm:  normal
	Respirations 
Rate: 20

Depth : Normal

Rhythm: Normal
	Temp:

 98.9
Route:
Oral 
	Pain: 4

Rating 4 on a 0-10 scale
Characteristics: Sharp    
 

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	 Pt has movement of all extremities and strength equal bilaterally. Alert and oriented X3 speech is clear and pt is able to recall her past experiences.   

	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score____________

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk
	Pt had limited range of motion. She was not able to fully bend forward due to back pain from her fall. Pt walks with a walker and uses a wheelchair. She is up ad lib with assistance.       

	CARDIOVASCULAR: 

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

Peripheral Pulses, Capillary refill: <3 seconds
Neck Vein Distention:   Y   N      Edema  Y    N
Location of Edema  _____________________


	S1 heard at the apex and S2 heard at the base of the heart. Peripheral pulses are 3+ bounding at brachial, radial, posterior tibialis, and dorsal pedis. Capillary refill is less than 3 seconds with no vein distention or edema. Skin is warm to touch, dry, smooth, and pink.   

	RESPIRATORY:

Accessory muscle use:    Y     N
Breath Sounds: Location, character


	No use of accessory muscles while breathing.  Brachial Trachea breath sounds heard at moderate pitch. Chest expansion equal bilaterally and  Thorax 1:2 ratio. No adventicious sounds. Tactile fremitis equal bilaterally.

	GASTROINTESTINAL:

Diet at home :                 Current Diet:   

Regular                           tube feeding

Height: 157.5cm             Weight: 178.9

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:_  ___


	Pt is on a No added salt diet. Normal bowel sounds heard in all four quadrants. She reports no pain during palpation and no mass detected. She has no distention but has two scars; one in the upper right quadrant and one on top of the linea alba. She also has 3 dime size bruises spread across her upper left quadrant and lower left quadrant. 



	INTEGUMENTARY: 

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

Braden scale: _______

Drains present:  Y         N       Type____ ________
	Skin color is pink, warm, dry, and smooth to touch. Skin turgor is normal, Pt has a large bruise cover her forehead and several bruises on upper and lower extremities. She also has three dime size bruises on her abdomen. She also a bruise on her back.

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                               
	 Ears, eyes, and nose have no drainage. Inside of her mouth is pink. Pt has a full use of teeth but has some decay. She reports no pain when chewing and swallowing. Pupils are equal bilaterally. 

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals

Catheter:  Y    N      Type_ _______
	 No pain is reported. Pt is partially incontinent. She is on an incontinent prevention plan where she is asked every two hours if she is in need of going to the restroom. There is no catheter present.

	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)
	Pt is a Caucasian Danville native and has never left the area. She went to high school but doesn’t have a diploma. She lives at home by herself. She is widowed with one child. She has one child and one sibling and one niece. She is retired form a candy store in Danville. 


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)
Make 2 of these . one will be normal with all the problems listed. Then copy it and put colored lines or boxes connecting the problems. 
[image: image2]

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

	
	
	


1st Priority Nursing Diagnosis:  (  pts)

Nursing Diagnosis
2nd priority Nursing Diagnosis:

Nursing Diagnosis

Nursing Diagnosis (restated): Risk for impaired skin integrity 

	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

	 Pt will demonstrate skin integrity free of maceration by the end of shift.
	Pt was placed on a incontinence prevention plan
. 

She was asked if she had voided or had the urge to void every two hours. 

Pt was given assistance to the restroom with request. 

 
	Maceration is a mechanism by which the tissue is softened by prolonged wetting or soaking. If the skin becomes waterlogged, the cells are weakened and the epidermis is easily eroded. Bowel incontinence is more damaging than urinary incontinence, due to the additional digestive enzymes found in stool (Wilkinson & Van Leuven, 2007). 

   
	 Pt was compliant with incontinence prevention plan. She was asked and checked every two hours if she had voided or felt the need to void.  She was willing to ask for assistance when needed, as well. She was not incontinent during my shift and voided in the morning before noon. There are no modifications necessary to the plan





                     pts                                                    pts                                                                 pts                                                             pts

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

(pt)



Initials: __BB__ Age: _82____Ht___ 157.5 Wt._179.8___


                                                                     170cm.              66kg. 


Gender:   M     F        Ethnicity: ___Caucasian___________________ 





Occupation: _ ________Retired________________





Education: __No high school diploma finished at 12th grade level ___





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


     (circle one)


                                Nursing Home   Other_________ ______________





I live with_ Alone_______________________





Do I have any other family? __Son, Sibling, Niece ____





_________________________________________________________





Admission Info: (why and how did I come to hospital) __PT fell while at home alone and was on the floor for several hours.   _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 





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:_Pt is up ad lib with assistance______________





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





Incentive Spirometer     Foley    NG     IV 





Cast   Splint- right leg  Drain  Telemetry   Oxygen





Chest Tube    Trach      Ostomy       Dressing





TED/SCS      Walker/Crutches      Wheelchair





Other _________________________________


    





Medical History: _Diabetes, Hypertension __________UTI_____________________________________________________





______________________________________________





Surgical History: _Cholecystectomy, Removal of an Epctopic Pregnancy, Hysterectomy___________





______________________________________________





______________________________________________





______________________________________________





I am rating my pain as a    


       ___4_____/10 I describe it as


_____Sharp__________________________________
































































































































�16/20pts.  See comments  IS


�Good observation!


�God correlation


�A section missing here?


�Not expected for this period of time!  Should have more output?


�Good assessment!


�RA (ra=room air)


�Identify two goal statements here – another could have been related to ROM with some teaching identified


�These are evaluation statements – write them in format of what the nurse should do


�Good evaluation for this goal





6

2
1

