
Acute Respiratory Distress Syndrome

Simulated Clinical Experience (SCETM) Overview

Location: Surgical Intensive Care Unit (SICU)

History/Information:

A 55-year-old woman was admitted to the Emergency Department (ED) after being struck by a motor vehicle while crossing a busy downtown intersection. On arrival to the ED the patient was alert and oriented times three, receiving 100% oxygen per non-rebreather mask, and vital signs were BP 80/56, HR 130, RR 28-32, and SpO2 88%. Her cardiac rhythm was sinus tachycardia. She had one peripheral 20ga IV catheter with 1000mL 0.9%% NS infusing wide open. The paramedics stated that eyewitnesses reported that the woman had landed on the windshield of the car after being thrown into the air by the impact. On admission to the ED, the patient was electively intubated and oxygenated on 100% oxygen and was typed and cross matched for four units of packed red blood cells (PRBC). In addition, multiple x-rays and CT scans were obtained. These studies revealed no head trauma or cerebral bleed. However, the extensive studies did reveal bilateral pulmonary contusions, kidney contusions, a perforated bowel, and a left open humerus fracture. Despite multiple transfusions and fluid resuscitation, the patient was unable to sustain a systolic blood pressure greater than 90mm Hg. The patient was transferred to the Operating Room for an emergent exploratory laparotomy and repair of her fracture. After surgery, the patient was transferred to the Surgical Intensive Care Unit. She is receiving mechanical ventilation. She has a right nasogastric tube to low wall suction draining a small amount of pink tinged drainage. She has a urinary catheter with bloody urine. Despite frequent blood transfusions, the patient remains hemodynamically unstable. A left femoral arterial line and pulmonary artery catheter were inserted for more accurate hemodynamic and blood pressuring monitoring. The patient has advanced directives on the chart.

Healthcare Provider’s Orders:

Hourly vital signs Pulmonary artery readings every hour; call surgical resident if pulmonary capillary wedge pressure (PCWP) greater than 18mmHg Hourly Intake and Output; call surgical resident if urine output less than 30mL/hour Continuous pulse oximetry; call surgical resident if less than 88% Ventilator settings: Vt 600, RR 10, PEEP 10cm, FiO2 70%, mode assist control ventilation IV 0.9% NS at 150mL/hour Document Peak Airway Pressure (PAP) every hour; call surgical resident if PAP greater than 45cm H2O ABG, CBC, Electrolytes, BUN, Creatinine, Magnesium, Calcium, Glucose, PTT, PT, Lactic Acid level on admission to SICU Hgb, Hct, Blood Glucose, Potassium level every four hours ABG with each ventilator change and prn Metronidazole 500mg IVPB every 6 hours Clindamycin 750mg IVPB every 8 hours Ciprofloxacin 400mg IVPB every 12 hours Sucralfate 1g per nasogastric tube every six hours. Clamp tube for 30 minutes after each dose Portable Chest x-ray and 12-lead ECG on admission to SICU Daily morning portable Chest x-ray while on mechanical ventilator support Nasogastric tube to low wall suction and irrigate with 30mL normal saline every four hours Dry sterile dressing to abdominal wound daily Morphine 2mg IVP every hour prn for pain Daily morning weight

Learning Objectives

1. Identifies the direct and indirect causes of acute respiratory distress syndrome (ARDS) for this patient (COMPREHENSION).

2. Utilizes the appropriate underlying principles associated with refractory hypoxemia in planning and implementing care of the trauma patient with ARDS (APPLICATION).

3. Correlates positive end expiratory pressure (PEEP) with changes in cardiac, neurologic and pulmonary assessment findings (ANALYSIS).

4. Analyzes the event history, assessment findings and arterial blood gas results to anticipate the complications associated with ARDS (ANALYSIS).

5. Formulates and implements an individualized plan of care for the patient experiencing ARDS (SYNTHESIS).

6. Communicates effectively with the family of the dying patient (APPLICATION).

ECS® Program for Nursing Curiculum Integration (PNCITM)

Learner 1Questions to Prepare for the Simulated Clinical Experience

1. Identify the clinical findings that support the diagnosis of Adult Respiratory Distress Syndrome (ARDS).

2. Describe pathophysiology and potential complications of ARDS.

3. Define refractory hypoxemia.

4. Define the PaO2/FiO2 ratio in the diagnosis of ARDS.

5. Define the role of Positive End Expiratory Pressure (PEEP) as an adjunct with mechanical ventilation in ARDS particularly in bi-level ventilation.

6. Define the potential adverse effects of PEEP.

7. Define the rationale for using less than 6mL/kg predicted body weight when ordering the tidal volume to be delivered to the patient during mechanical ventilation.

8. What are the benefits of rotational sleep surface therapy?

9. What are the indications for blood transfusions?

10. Determine pharmacokinetics and dosage requirements for dexmedetomidine and norepinephrine for the adult patient.

11. What would need to be assessed to determine a sedation score in a patient based on a Sedation Agitation Scale (SAS)?
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12. What is the nursing responsibility for post mortem care?

Learner 2

TThermal Injury

Simulated Clinical Experience (SCETM) Overview

Location: Emergency Department

History/Information:

A 32-year-old man presents to the Emergency Department complaining of being burned. He called the emergency medical service (EMS) from a pay phone on a street corner. He denies any medical history, states he is taking no prescription medications, and denies drug or alcohol use. Investigators have examined the address on the patient’s driver’s license and report finding a crystal methamphetamine laboratory complete with acetone, propane, white phosphorus, solvents, and other chemicals. There is evidence that the patient was burned during a flash fire that has since been extinguished. The patient reports that he is having difficulty hearing. He has burns over his anterior chest, anterior abdomen, and full circumference of arms and hands.

Healthcare Provider’s Orders:

ABG STAT Carboxyhemoglobin level STAT CBC, Electrolytes, Amylase, Lipase, PT, PTT, Type and Cross match STAT Drug screen STAT 100% humidified oxygen STAT 0.9% NS 4mL/kg/% Total Body Surface Area (TBSA). Administer 1/2 over 1st 8 hours from time of injury, remaining 1/2 over 16 hours Insert Urinary catheter with hourly I and O recordings. Chest x-ray STAT Consult for a fiberoptic bronchoscopy STAT Pulmonary function tests STAT

Learning Objectives

1. Performs a rapid, accurate physical assessment, cardiac rhythm interpretation, and initial interventions for the patient experiencing a burn injury (APPLICATION).

2. Identifies the extent of the thermal burn by utilizing the Rule of 9 (KNOWLEDGE).

3. Develops a plan to protect the airway in a patient with a burn injury (COMPREHENSION).

4. Develops a plan for fluid calculation and replacement in a patient with a burn injury (ANALYSIS).

5. Formulates, prioritizes and individualizes a plan of a care for the patient with a thermal burn injury (SYNTHESIS).
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Learner 1Questions to Prepare for the Simulated Clinical Experience

1. How is the extent of injury determined according to the Rule of 9?

2. What is the most life-threatening concern for a patient who has an explosive, chemical burn to the upper chest?

3. Discuss the need for fluid resuscitation, how the amount of replacement is determined, and potential complications for the patient with acute thermal injury.

4. What unique observations must be made by the nurse regarding patient exposure to explosive forces?

5. What legal responsibilities does the nurse have when caring for a patient who is involved in a criminal investigation? Include the recovery of evidence in the answer.

6. How is pain managed in the acute burn patient?

7. Which location/unit is the preferred setting for the care of the patient with thermal injury and why?

8. What topical medications are used to prevent infection and what are the nursing implications?

9. What are safety concerns for healthcare providers when exposed to chemical burns from an explosion?
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Simulated Clinical Experience (SCETM) Overview

Location: Neurosurgical Ward

History/Information:

This patient is a 42-year-old female who was admitted to the Neurologic Intensive Care Unit seven days ago with a subarachnoid hemorrhage (SAH) secondary to a rupture of a right anterior communicating artery. Her Hunt and Hess classification was a three. Her chief complaint was severe headache, nuchal rigidity and the patient was noted to be lethargic. Otherwise, there was no focal deficit. Seizure prophylaxis was initiated with phenytoin and her BP and vascular spasm was controlled with the calcium channel blocker nimodipine. The day after admission she underwent a successful aneurysm clipping. Postoperatively her BP was stable and prevention of cerebral vasospasm was initiated with fluids to maintain a slightly hypervolemic state. Neurologically she remained intact with no neurological deficit. Prophylactically she had postoperative IV antibiotics and dexamethasone. She has incisional pain and is only taking prn pain medication at night to help her sleep.

Healthcare Provider’s Orders:

Vital signs and neuro checks every 4 hours Diet as tolerated Activity with assistance as needed Intake and Output every shift

IV 0.9% NS with 20mEq KCl at 100mL/hour, saline lock IV if PO intake greater than 400mL/shift Oxycodone 10mg PO every 12 hours Oxycodone 5mg with acetaminophen 325mg 2 tablets PO every 6 hours prn pain Promethazine 50mg IV every 6 hours prn nausea

Ranitidine 150mg IV or PO twice daily Phenytoin 100mg IV or PO every 8 hours Nifedipine 60mg PO every 4 hours, hold if systolic BP less than 110 or HR less than 50 Labetolol drip for systolic BP greater than 160 Desmopressin acetate 1mcg IV every 12 hours for urine output greater than 200mL/hour, specific gravity less than 1.005, Na greater than 145 Docusate calcium 240mg PO twice a day Urinary catheter to gravity or straight cath every 6 hours prn Oxygen for SpO2 less than 90% Anti-embolic or sequential hose while in bed Cerebral perfusion pressure (CPP) target is 70 Central venous pressure (CVP) every 4 hours, Call if less than 6 or greater than 12 Labs for today: Electrolytes, BUN, Creatinine, Glucose, Uric Acid, WBC, Hct, Serum Osmolality Urine Specific Gravity every shift Daily weight Head of bed minimally 30 degrees Avoid excessive valsalva maneuvers Limited visitors, calming atmosphere

Learning Objectives

1. Defines the pathology of cerebral salt wasting (CSW), syndrome of inappropriate anti-diuretic hormone (SIADH) and diabetes insipidus (DI) (KNOWLEDGE).

2. Analyzes the event history and assessment findings in a patient with cerebral salt wasting (CSW), syndrome of inappropriate anti-diuretic hormone (SIADH), or diabetes insipidus (DI) (ANALYSIS).

3. Performs a focused neurological assessment on a postoperative craniotomy patient (APPLICATION).

4. Identifies the correct diagnosis and expected orders for the patient with cerebral salt wasting (CSW), syndrome of inappropriate anti-diuretic hormone (SIADH), or diabetes insipidus (DI) (KNOWLEDGE).

5. Formulates a plan of care for a patient with cerebral salt wasting (CSW), syndrome of inappropriate anti-diuretic hormone (SIADH), or diabetes insipidus (DI) (SYNTHESIS).

6. States rationales for medications and fluid resuscitation and correctly administers treatments (APPLICATION).

7. Evaluates the patient’s response to nursing interventions for the patient with cerebral salt wasting (CSW), syndrome of inappropriate anti-diuretic hormone (SIADH), or diabetes insipidus (DI) (EVALUATION).
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Learner 1ECS®
Program for Nursing Curiculum Integration (PNCITM) Postoperative Craniotomy Patient with a Cerebral

Aneurysm that Develops Cerebral Salt Wasting, Diabetes Insipidus, or Syndrome of Inappropriate ADH Secretion
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Questions to Prepare for the Simulated Clinical Experience

1. Describe the anatomy, physiology and functioning of the pituitary gland and hypothalamus.

2. Identify the circulatory system of the brain.

3. Discuss subarachnoid hemorrhage and the classic symptoms.

4. Describe postoperative complications of a patient with an aneurysm clipping (hypovolemia, vasospasm and ischemia).

5. Discuss electrolyte imbalances (especially sodium), correlating with the appropriate fluid replacement (hypertonic, isotonic and hypotonic solutions).

6. Describe cerebral salt wasting (CSW). 7. Describe the syndrome of inappropriate anti-diuretic hormone (SIADH). 8. Describe diabetes insipidus (DI).

9. Compare and contrast the differences in the patient with cerebral salt wasting (CSW), syndrome of inappropriate anti-diuretic hormone (SIADH), or diabetes insipidus (DI). This includes clinical presentation, lab values and treatment modalities. Fill in the comparison table for SIADH, CSW and DI.

10. Practice performing and documenting a neurological exam. This should include assessment of level of consciousness, cranial nerves, motor, sensory, coordination, gait and reflexes (Babinski).

11. Discuss the indications, actions, contraindications, side effects, and associated nursing measures for the following medications: oxycodone hydrochloride, nimodipine, phenytoin, prednisolone, desmopressin, furosemide, and salt tablets.
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Comparison Table: Syndrome of Inappropriate Antidiuretic Hormone (SIADH), Cerebral Salt Wasting (CSW), and Diabetes Inspidus (DI)

PARAMETER
CSW

Plasma volume Signs of dehydration Mucous membranes Skin turgor Jugular vein distention Blood pressure Heart rate Weight CVP Orthostatic hypotension Hematocrit Serum Osmolality Serum Potassium (K+) Serum Sodium (Na+) Urine Specific Gravity Urine output Urine Osmolality Fluid balance Thirst

SIADH
DI

Learner 3

Simulated Clinical Experience (SCETM) Overview

Location: Surgical Unit

History/Information:

The patient is a 55-year-old male admitted to the Medical-Surgical Unit with a recent diagnosis of colorectal cancer. He first presented to the healthcare provider with complaints of fatigue, rectal bleeding and a change in bowel patterns (constipation alternating with diarrhea). An initial work-up revealed anemia, a Carcinoembryonic Antigen level of 22, and a positive Computerized Technology scan showing a mass in the sigmoid rectal region. The patient has no other significant medical history. He has smoked for most of his adult life; he has an 80 pack/ year history. He admits to drinking “several” beers on the week-ends. He denies the use of drugs. The patient is divorced and has three independent adult children and two grandchildren. Recently he became engaged and plans to be married within six months. His father had colon cancer and died before he was 60 years of age. The patient is a plumber and works 40 hours/week. He currently lives with his fiancée. He has been upset and concerned about his health and voices concern about dying as his father did with cancer.

The patient returned to the unit at 1600 hours and is now for hours postoperative.

Healthcare Provider’s Orders:

Admit to Medical-Surgical Unit Diagnosis: Colon cancer status post abdominal-perineal resection, colostomy, lymph nodes dissection, liver biopsy NPO Vital signs every 4 hours Intake and output every shift, include all drains Urinary catheter to gravity Bedrest for today, then bathroom privileges with assistance in the A.M. Antiembolism stockings Nasogastric tube to low continuous suction; Irrigate with 0.9% NS prn Colostomy with appliance; Empty prn Empty compression-bulb wound drain prn Incentive spirometer 10 times per hour, every hour while awake Patient controlled anesthesia (PCA) with morphine per Anesthesiologist Continuous pulse oximetry Promethazine 50mg IV/IM every 6 hours prn nausea D5/0.45% NS with 20mEq KCl at 125mL/hour Cefazolin 1000mg IVPB every 8 hours Metronidazole 500mg IVPB every 6 hours Famotidine 20mg IVPB every 12 hours Enoxaparin 40mg SQ every day A.M. Labs: CBC, Electrolytes, BUN, Creatinine, Glucose

Learning Objectives

1. Formulates a plan of care for the postoperative patient who has abdominal surgery and a colostomy (APPLICATION).

2. Describes the pathophysiology of colorectal cancer and nosocomial pneumonia (KNOWLEDGE).

3. Evaluates the outcomes of nursing care and interventions and modifies care as needed for a patient with an abdominal perineal resection (ANALYSIS).

4. Develops a plan for education of the patient and family for colostomy management (APPLICATION).

ECS® Program for Nursing Curiculum Integration (PNCITM)

Learner 1Questions to Prepare for the Simulated Clinical Experience

1. What are the risk factors associated with the development of colorectal cancer?

2. What preoperative teaching should be done to prepare a patient for an abdominal- perineal (AP) resection and a permanent colostomy?

3. What therapeutic interventions would be anticipated for a patient following this type of abdominal surgery?

4. Identify nursing strategies to decrease the risk of postoperative complications following an AP resection and colostomy.

5. Discuss the development and treatment of postoperative pneumonia (nosocomial).

6. What is the most common type of cancer to affect the colon?

7. Discuss the manner in which colorectal cancer can metastasize.

8. What is the significance of staging cancer and how does this correlate with prognosis?

9. Identify appropriate discharge teaching/planning needs for a patient recovering from this major surgery.

10. Discuss the psychosocial and emotional issues following an AP resection and a colostomy.
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Suctioning and Trachea Care with Hypoxia

Simulated Clinical Experience (SCETM) Overview

Location: Medical-Surgical Unit

History/Information:

This is a 54-year-old male on a Medical-Surgical Unit during the recovery and weaning phase of a tracheostomy insertion. The following is received in a verbal exchange of shift report: Tracheostomy placement one month ago related to difficulty weaning from a ventilator. The patient has been on a tracheostomy collar for one week. The patient has normally required suctioning every four hours. The characteristics of the secretions have been moderate in amount, tan, and thin. However, the last time the patient was suctioned at 0600 hours, minimal secretions were obtained. The patient had an episode of frequent premature ventricular contractions (PVCs) two days ago and was therefore placed on a bedside monitor for assessment. No further ectopy was noted. He is presently in sinus rhythm with vital signs within normal limits.

Healthcare Provider’s Orders:

2.5mL saline flush to saline lock every 8 hours Continuous cardiac monitoring Continuous SpO2 Vital signs every 4 hours

Strict Intake and Output PEG tube feedings: 250mL full strength tube feeding with fiber every 6 hours Flush PEG tube with 30-60mL water before and after each bolus tube feed 200mL water via percutaneous endoscopic gastrostomy (PEG) tube every 8 hours 30% oxygen via tracheostomy collar Suction tracheostomy prn Tracheostomy care every 8 hours Chair three times/day Bedside physical therapy daily Daily ECG Chest x-ray this A.M.

Learning Objectives

1. Develops, implements, and evaluates a plan of care for the patient with a tracheostomy (SYNTHESIS).

2. Demonstrates appropriate tracheal suctioning techniques, including ongoing assessment of the patient’s respiratory status (APPLICATION).

3. Outlines the possible causes of acute respiratory distress in the tracheostomy patient (KNOWLEDGE).

4. Intervenes appropriately to resolve acute respiratory distress in the patient with a tracheostomy (APPLICATION).

ECS® Program for Nursing Curiculum Integration (PNCITM)

Learner 1Questions to Prepare for the Simulated Clinical Experience

1. What are some of the indications for tracheostomy?

2. Research the use of saline bullets for mucus plugs and discuss their use.

3. Be prepared to discuss the nursing health assessment that should be done on a patient with a tracheotomy.

4. Why is it important to provide warm humidity to a patient with a tracheostomy?

5. How can patients with a tracheostomy communicate their concerns and fears?

6. What are some of the complications that may occur with patients having tracheostomies?

7. Why do nurses provide tracheostomy care? 8. Why are patients hyperoxygenated before and after suctioning? 9. Why is sterility maintained during suctioning?

10. Name three healthcare professionals that may be involved in the care of a patient with a tracheostomy
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CChest Pain Management of the Medical-Surgical Patient

Simulated Clinical Experience (SCETM) Overview

Location: Medical-Surgical Unit

History/Information:

This patient is a 35-year-old male who underwent a laparoscopic gastric banding procedure for morbid obesity one day ago. His height is 5’8” and his weight preoperatively was 170.5kg. He has no history of significant medical problems. His postoperative period has been uneventful and he has been progressing as expected. This morning while being assisted out of bed to a chair, he developed substernal “sharp burning” pains which he rated an 8/10. The patient denies any radiation of the pain or any shortness of breath. As the nurse assigned to his care, you are called to evaluate him.

Healthcare Provider’s Orders:

Esophagram with gastrograffin in AM Complete blood count and Electrolytes, BUN, Creatinine, Glucose in AM Vital signs every four hours Check pulse oximetry every six hours x 24 hours Incentive spirometer every two hours while awake Sips of ice chips every hour, if tolerated progress to sips of clear liquids every hour IV of LR at 125mL/hour Cefoxitin sodium 2grams IV every six hours x 4 doses Morphine sulfate PCA: 2mg every 15 minutes with four hour lock out of 32mg Morphine 2-3mg bolus for break thru pain every two to four hours prn Famotidine 20mg IV every 12 hours Metoclopramide 10mg IV every 12 hours Enoxaparin 40mg SQ every AM Promethizine HCL 12.5mg IV every two hours prn nausea Sequential compression devices Ambulate next day every two hours Intake and Output every eight hours Discontinue urinary catheter in AM Weigh in AM Notify the healthcare provider for:

HR greater than 140 or less than 60 Systolic BP less than 100 or greater than 180 Urine output less than 240 mL/8 hours Temp greater than 38°C SpO2 less than 92%

Learning Objectives

1. Designs an individualized plan of care for the nursing management of a postoperative laparoscopic gastric banding patient who experiences chest pain (SYNTHESIS).

2. Prioritizes the implementation and approach to the nursing care of the postoperative laparoscopic gastric banding patient who experiences chest pain (ANALYSIS).

3. Evaluates the patient’s response to interventions and modifies the nursing care as appropriate (EVALUATION).

ECS® Program for Nursing Curiculum Integration (PNCITM)

Learner 1Questions to Prepare for the Simulated Clinical Experience

1. Discuss the etiology and pathophysiology of morbid obesity. Include in the discussion the current accepted diagnostic criteria for morbid obesity.

2. Discuss collaborative conservative care for morbid obesity including nutritional therapy, exercise, behavior-cognitive modification, and drug therapy.

3. Discuss surgical interventions for morbid obesity including Roux-en-Y gastric bypass, vertical banded gastroplasty and laparoscopic gastric banding. Differentiate the method of weight loss, anatomic changes, advantages, and risks of each.

4. Identify the components necessary to include in the nursing assessment of the obese patient.

5. Identify the modifications to the care environment that may be necessary for the morbidly obese patient undergoing surgical treatment.

6. How will the nursing management strategy need to be adapted to care for the morbidly obese patient?

7. What are the most common complications after surgical treatment for obesity?

8. Outline the components of a patient teaching plan including the preoperative, postoperative, and discharge phases of his care.
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9.

When a patient complains of chest pain, what is the appropriate response of the nurse? Identify the nursing management approach to use in caring for such a patient.

10. Discuss the medical management of chest pain including how the various therapies relieve chest pain.

11. Do chest pain and angina mean the same thing? Discuss your answer.
Postoperative Care of the Patient with Complications: Deep Vein Thrombosis

Simulated Clinical Experience (SCETM) Overview

Location: Medical-Surgical Unit

History/Information:

A 35-year-old male was admitted via the Emergency Department for a fractured left femur. He was parasurfing and lost control, slamming into some rocks off shore. He was taken to the operating room the day after admission for an open reduction and internal fixation of his left femur. You are assigned to care for him on postoperative day two. He is not married but lives with his girlfriend of five years in a two-story, single-family house. He is athletic and exercises five times a week. He is a construction worker.

Healthcare Provider’s Orders:

Activity as tolerated Regular diet Saline lock Antiembolic knee-high stockings Alprazolam 0.5mg PO prn at hour of sleep for anxiety Ampicillin 3g in 100mL 0.9% NS IVPB every 12 hours Hydromorphone 1mg IV for severe pain every 4 hours prn Diphenhydramine 25mg PO every 4 hours prn pruritus Hydrocodone 5mg/acetaminophen 325mg 1 tab PO every 4 hours prn Acetaminophen 650mg PO every 4 hours prn for Temp greater than 38°C Docusate sodium 100mg PO twice a day (discontinue for loose stools)

Learning Objectives

1. Performs the initial patient assessment (APPLICATION).

2. Identifies and documents normal and abnormal assessment findings (APPLICATION).

3. Designs an individualized plan of care for the management of the surgical orthopedic patient (SYNTHESIS).

4. Designs an individualized plan of care for the management of the patient with a deep vein thrombosis (SYNTHESIS).

5. Prioritizes the potential nursing diagnoses and implementation of care (ANALYSIS).

6. Evaluates patient responses to interventions (ANALYSIS).

ECS® Program for Nursing Curiculum Integration (PNCITM)

Learner 1Questions to Prepare for the Simulated Clinical Experience

1. Describe the nursing management of the orthopedic postoperative patient. Include in this discussion potential complications, their risk factors, and what is done to prevent these.

2. What is the pathophysiology of deep vein thrombosis (DVT)? 3. What is the medical and nursing management of the patient with a DVT? 4. Identify at least three nursing diagnoses for the patient with a DVT. 5. What community resources are available to assist this patient after discharge?
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Simulated Clinical Experience (SCETM) Overview

Location: Medical-Surgical Unit

History/Information:

A 35-year-old male was admitted via the Emergency Department for a fractured left femur. He was parasurfing and lost control, slamming into some rocks off shore. He was taken to the operating room the day after admission for an open reduction and internal fixation of his left femur. You are assigned to care for him on postoperative day two. He is not married but lives with his girlfriend of five years in a two-story, single-family house. He is athletic and exercises five times a week. He is a construction worker.

Healthcare Provider’s Orders:

Activity as tolerated Regular diet Saline lock Antiembolic knee-high stockings Alprazolam 0.5mg PO prn at hour of sleep for anxiety Ampicillin 3g in 100mL 0.9% NS IVPB every 12 hours Hydromorphone 1mg IV for severe pain every 4 hours prn Diphenhydramine 25mg PO every 4 hours prn pruritus Hydrocodone 5mg/acetaminophen 325mg 1 tab PO every 4 hours prn Acetaminophen 650mg PO every 4 hours prn for Temp greater than 38°C Docusate sodium 100mg PO twice a day (discontinue for loose stools)

Learning Objectives

1. Performs the initial patient assessment (APPLICATION).

2. Identifies and documents normal and abnormal assessment findings (APPLICATION).

3. Designs an individualized plan of care for the management of the surgical orthopedic patient (SYNTHESIS).

4. Designs an individualized plan of care for the management of the patient with a deep vein thrombosis (SYNTHESIS).

5. Prioritizes the potential nursing diagnoses and implementation of care (ANALYSIS).

6. Evaluates patient responses to interventions (ANALYSIS).

ECS® Program for Nursing Curiculum Integration (PNCITM)

Learner 1Questions to Prepare for the Simulated Clinical Experience

1. Describe the nursing management of the orthopedic postoperative patient. Include in this discussion potential complications, their risk factors, and what is done to prevent these.

2. What is the pathophysiology of deep vein thrombosis (DVT)? 3. What is the medical and nursing management of the patient with a DVT? 4. Identify at least three nursing diagnoses for the patient with a DVT. 5. What community resources are available to assist this patient after discharge?
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Postoperative Care of the Patient with Complications: Ileus

Simulated Clinical Experience (SCETM) Overview

Location: Patient’s Home, Emergency Department, Medical-Surgical Unit

History/Information:

The patient is a 72-year-old female who lives alone in her two-story house. She is at home following an uneventful laparoscopic cholecystectomy in which she stayed overnight for observation. Today is postoperative day two and the home health nurse is making a visit to assess the incisions since the patient lives alone. Upon arriving at the patient’s home, the nurse finds the patient complaining of nausea, vomiting, pain, and abdominal fullness.

The patient has been in good health prior to her surgery. She was taking aspirin and a vitamin for health promotion. She was recently widowed when her husband of 50 years unexpectedly died. The patient has one daughter who lives out of state. Her daughter was present after her father’s death and for the surgery but could not stay to help care for her mother at home because of her career and family.

Healthcare Provider’s Orders:

Discharge instructions/medications included: Propoxyphene 65mg/aspirin 100mg 1-2 tablets PO every 6 hours prn for pain Monitor incisions for redness, drainage, and warmth Diet as tolerated Activity as tolerated and encouraged Call healthcare provider office for increased pain or fever Schedule 2 week postoperative appointment with healthcare provider office

Learning Objectives

1. Interprets the findings from the physical assessment of a patient with an ileus (ANALYSIS).

2. Formulates a nursing plan of care based upon the patholphysiology of ileus and assessment of the patient (SYNTHESIS).

3. Evaluates the patient’s response to interventions and modifies the nursing care as appropriate for the patient with ileus (ANALYSIS).

4. Determines other potential postoperative complications the patient is at risk for and implements interventions to prevent them from occurring (APPLICATION).

5. Demonstrates communication techniques that help to alleviate anxiety, fear, and panic and build therapeutic relationship (APPLICATION).

ECS® Program for Nursing Curiculum Integration (PNCITM)

Learner 1Questions to Prepare for the Simulated Clinical Experience

1. Discuss potential postoperative laparascopic abdominal surgery complications. Include assessment findings, diagnostic evaluation, and nursing measures designed to prevent these complications from occurring.

2. Describe the medical and nursing management for a patient with postoperative ileus?

3. Discuss the symptoms that would occur with the hypo or hyper status of the following electrolytes: Sodium, Potassium, Chloride.

4. Identify the laboratory and radiology tests that would be expected in a patient with an ileus. What can the nurse determine by having the results to these tests?

5. Discuss the pathophysiology of ileus.

6. Differentiate between mechanical and non-mechanical types of bowel obstruction.

7. Discuss the procedure for obtaining orthostatic vital signs. When is this procedure indicated and how are the findings interpreted?
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Learner 2

Chronic Diabetic

Simulated Clinical Experience (SCETM) Overview

Location: Medical Unit

History/Information:

The patient is a 63-year-old male who was diagnosed with Type one diabetes at the age of 15. He married at age 23 and his wife helped him with a proper diet, exercise, and monitoring of blood glucose levels. At age 52, his company was downsized and he lost his job. Two years later his wife died of ovarian cancer. He became depressed and lost his home and the will to effectively manage his diabetes. For the past four years he has lived on the street and visits a homeless shelter that has a clinic where the community health nurse attempts to monitor and manage his diabetes. Many times he does not come in for his clinic visit to get his insulin supplies and food.

Three days ago the patient was found semi-conscious with an elevated blood glucose of 510. He was transported to the hospital via emergency medical services and was treated in the Emergency Department. He was then admitted to the Medical Unit for further stabilization and treatment. The patient is being prepared for discharge and follow-up in the homeless shelter clinic by the community health nurse.

Healthcare Provider’s Orders:

Vitals every shift Intake and Output every shift Capillary blood glucose ac and hs with sliding scale Lispro insulin

0-150 no coverage 151-200 2units 201-250 4units 251-300 6units

Call healthcare provider for blood glucose greater than 300 or less than 50 1800 calorie ADA diet Up ad lib Lantus insulin 20units SQ at bedtime

Captopril 25mg 1 tab PO two times per day Discontinue saline lock prior to discharge Diabetic nurse educator to see patient Dietitian consult

Learning Objectives

1. Evaluates the patient’s living environment and and its affect on his compliance with treatment (ANALYSIS).

2. Correlates history and assessment data to plan and provide care for the patient with chronic diabetes management (SYNTHESIS).

3. Evaluates the patient’s noncompliance with his diabetic regime (ANALYSIS).

4. Develops an appropriate teaching plan to discuss the patient’s management of his diabetes (APPLICATION).

ECS® Program for Nursing Curiculum Integration (PNCITM)

Learner 1Questions to Prepare for the Simulated Clinical Experience

1. Explain the difference between Type I and Type 2 diabetes mellitus.

2. Describe the profile of a patient who has Type I diabetes mellitus.

3. Why is the recognition and treatment of acute changes in blood sugar levels so important?

4. Identify the chronic complications of diabetes mellitus.

5. What risk factors are associated with diabetes mellitus?

6. Outline the components of a teaching plan for a patient with Type I diabetes mellitus.

7. Explain why lispro and glargine insulins are a better treatment modality than NPH and regular insulin.

8. What laboratory values indicate a patient has diabetes mellitus?

9. Why is the patient with diabetes mellitus at risk for developing neuropathies and macrovascular and microvascular diseases?

10. What is carbohydrate counting and why is it the preferred diet regime for patients with diabetes?

11. Differentiate between street people and homeless people.

12. How might health care needs differ for street people and homeless people?

13. How can nurses become efficient in the role of advocacy as a case manager for homeless populations?

14. Why must community health nurses be familiar with programs that provide assistance to vulnerable patients?

15. Why might homeless patients require help in applying for assistance programs and how can community health nurses assist them?

16. What are the most common federal assistance programs available for poverty-stricken populations?

17. What is the role of the community health nurse in obtaining assistance for patients who are non-compliant with medical regimes because of living on the streets?

18. What can community health nurses do to assist with acquiring needed equipment for managing and monitoring health care needs for homeless patients, especially the diabetic patient?

References

Clemen-Stone, S., McGuire, S. and Eigsti, D. (2002). Comprehensive community health nursing: Family, aggregate and community practice (6th ed.). St. Louis: Mosby.

Joanna Briggs Institute for Evidence Based Nursing and Midwifery. (2005). Best practice: Vital signs, 3(3). Retrieved May 30, 2005 from http://www.joannabriggs.edu.au/best_practice/bp8.php
Maurer, F. and Smith, C. (2005). Community/public health nursing practice: Health for families and populations (3rd ed.). St. Louis: Saunders.

McGee, S. (2007). Evidence-based physical diagnosis. (2nd ed.). Philadelphia: Saunders.

Springhouse. (2007). Best practices: A guide to excellence in nursing care (2nd ed.). Philadelphia: Lippincott.

Stanhope, M. and Lancaster, J. (2004). Community and public health nursing (6th ed.). St. Louis: Mosby.

Stanhope, M. and Knollmueller, R. (2001). Handbook of public and community health nursing practice (2nd ed.). St. Louis: Mosby.

Stoller, W. (2002). Individualizing insulin management: Three practical cases, rules for regimen adjustment. Postgraduate Medicine, 111(5), 51-54.

Learner 2

Asthma

Simulated Clinical Experience (SCETM) Overview

Location: Home Setting

History/Information:

The patient is a 54-year-old Muslim female who lives in a small house with her husband of 25 years. They moved to this country from Pakistan 10 years ago. Her 23-year-old daughter lived with them until recently when she moved to continue with her education. Her daughter provided a good deal of emotional support. The patient has been asthmatic for eight years. She is well educated and had been compliant with her treatment plan but was hospitalized two weeks ago due to a severe exacerbation of her condition. Her daughter told her healthcare provider prior to discharge that during the last two months, the patient has been unable to keep up with her household responsibilities and that she appears to be under a great deal of emotional stress. Her husband has recently been struggling economically with the small business he runs with his brother. A one week follow up home visit was ordered to evaluate the patient’s status and management of her treatment plan. Based on the patient’s height and age, charts predict her peak end flow to be 460 liters per minute. However when her asthma is controlled her personal best averages 420 liters per minute. Upon arriving in the home the learner finds the patient is alone and the house appears cluttered and dusty.

Learning Objectives:

1. Demonstrates appropriate nursing interventions for the adult patient with asthma (APPLICATION).

2. Designs and integrate a comprehensive teaching learning plan for the asthma patient (SYNTHESIS).

3. Identifies nursing interventions that should be implemented when domestic violence is suspected or recognized (ANALYSIS).

4. Discusses how cultural diversity impacts nursing care (COMPREHENSION).

5. Describes and integrates concepts relating to cultural diversity in planning, implementing, and evaluating the care of a Muslim patient (SYNTHESIS).

Healthcare Provider’s Orders

Diagnosis: Moderately Persistent Asthma (on stepwise approach scale) Discharge medications:

Budesonide 200mcg per inhalation 2 puffs every morning

Salmeterol 25mcg per inhalation 2 puffs every twelve hours Rescue medication: Albuterol inhaler 1-2 puffs for symptoms every 20 minutes; Not to exceed three doses. After one dose may use 1unit dose of medication in nebulizer treatment one time only. If using rescue medications more than once per day notify healthcare provider Discharge self management instructions for action plan:

Monitor peak flow numbers in the morning soon after awakening, before and 15 minutes after using rescue medications Patient’s peak flow goal (personal best) - 420 liters per minute

Green Zone Level 1: Able to do usual activities, usual medications are controlling asthma:

Peak flow is 420-336 (100 - 80%) Medications: Budesonide 200mcg per inhalation 2 puffs every morning,

Salmeterol 25mcg per inhalation 2 puffs every twelve hours Yellow Zone Level 2: Increasing symptoms, wakening at night, usual activities

somewhat limited, increased need for rescue medication Peak flow is 336-210 (80 - 50%)

Medications: Increase budesonide to 2 puffs every morning and every evening Add prednisone 40mg PO once every day until symptoms are alleviated and peak end flow value has normalized. Continue for three days after this, call if symptoms persist

Red Zone Level 3: Increased symptoms longer than 24 hours, usual activities are severely limited, Rescue medications have not relieved symptoms

Peak flow is less than 210 (less than 50%) Medications: Increase budesonide to 3 puffs every morning and 3 puffs every evening; If no relief after rescue medications, or can’t reach healthcare provider seek emergency treatment

Notify healthcare provider of any changes in level of treatment Conduct standard asthma education

ECS® Program for Nursing Curiculum Integration (PNCITM)

Learner 1Questions to Prepare for the Simulated Clinical Experience

1. Discuss the pathophysiology of asthma.

2. Discuss the educational points that should be included when implementing standard education for the asthma patient.

3. What are the components that should be monitored during a home visit?

4. Explain the stepwise approach and how it is utilized in care of the asthma patient.

5. Describe the tools that should be used to assist the asthmatic patient in managing their disease.

6. What are the common devices used to monitor and administer medications for asthma? Describe the technique for proper use.

7. What are the medications that are currently recommended for the management of asthma? List the actions and major nursing considerations of these medications.

8. Discuss the emphasis and roles of the home health care nurse.

9. What are the warning signs of domestic violence?

10. Describe the interventions that are necessary when the nurse suspects domestic violence.

11. Describe the basic values that tend to be universal beliefs of Muslims and how these may influence health care delivery.

12. Discuss interventions that can enhance health care delivery when dealing with cultural diversity.
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