Student name: Michael Hoke

Date of Care: 03/20/2012

History of Present Illness (HPI)      39/40
Patient Initials: DW  Pt Age: 85  Gender: M  Date of Admission: 03/18/2012
Review the last 24 hours of nursing notes and the admitting physician’s history and physical exam to answer the items below, summarize the notes you read in your own words. 

Tell the story of how your patient ended up in the hospital:   (1pt)

The patient presented to the hospital from home with a cough that was getting worse as well as fever, shortness of breath, and elevated white blood cells. 

Medical & Surgical history (list the year of the diagnosis/ surgery)   (1 pt)

Eye surgery

Neurologic surgery

Cardiac disorders

Cardiac surgery

Respiratory disorder 

COPD

GI disorder

Genitourinary disorder

Musculoskeletal disorder

Endocrine disorder

Right knee replacement

Hypertension

Carotid artery surgery

DVT

Anemia

CAD

Obesity

Osteoarthritis

Hyperlipidemia

Emphysema

HX PUD

Diverticulitis

Diabetes

Pneumonia

(No dates were listed)

Social History   (1pt)
Occupation: Retired

Lives with? Lives with his daughter

List family members involved with your patient’s care.


- Daughter

Habits (Tobacco/Alcohol/ Drugs)


-No drugs


-No smoking


- No alcohol


- No substance abuse


- No suspected abuse

Nursing Care:    (1 pt)

Isolation: Standard precautions

Code Status: DNR

Pain: 10 on a 0-10 scale

Fall Risk: 

Hygiene: With assistance

Activity: With 2 assist

Diet: 2,000 calorie cardiac diet

List the equipment that is needed or being used to care for this patient?  (e.g. IV, Foley, Oxygen…)


Scooter, straight cane, 22 gauge blue IV, Oxygen 2 L NC. 
Pathophysiology:

Identify the primary disease(s) that will be explained in this paper.    (1pt)

	Pneumonia


Describe the pathology of this disease; include any causative factors/ etiologies that can be identified  

(5 pts).

The atypical pneumonias are characterized by patchy involvement of the lung, largely confined to the alveolar septum and pulmonary interstitium. These pneumonias are caused by a variety of different agents the most common being Mycoplasma pneumonaie. The symptoms include fever, headache, muscle aches and pains. Cough when present is typically dry, hacking and nonproductive. The diagnosis is usually made based on history, physical findings, and chest radiographs. The primary atypical pneumonias also involve mildly elevated white blood cell counts. 

            (Porth, 2011, p. 549)
What laboratory tests and diagnostics are used to diagnose this pathology, identify below which ones your patient has done and relate the results to the pathology. (5pts)

Laboratory Testing

 Hematology                          Value
                    Normal Value            If not, why?
	WBC
	10.2
	4.1-10.9x103
	High due to pneumonia


	RBC
	2.72
	4.3-6.2x106
	Low due to anemia

	Hgb
	9.4
	13.2-16.2 gm/dL
	Low due to anemia

	HCT
	27.6
	40-52%
	Low due to anemia

	PLT
	             210
	140-450x103
	

	INR
	1.1
	1-2
	


  Chemistry 
                       Value                        Normal value
         If not, why? 
        

	Na
	137
	37-145 mEq/L
	

	K
	3.6
	3.6-5.0 mEq/L
	

	Cl
	100
	98-110 mEq/L
	

	BUN
	12
	7-21 mg/dl
	

	Cr
	1.0
	0.5-1.4 mg/dl
	

	Glucose
	156
	65-110 mg/dL
	High due to hyperglycemia and diabetes


Urinalysis
	Urine color
	Amber

	Urine appearance
	Clear

	Urine pH
	5.0

	Specific Gravity
	1.020

	Urine Protein
	3 + H

	Glucose
	Negative

	Ketones
	Pos 3 + H

	Blood
	Pos 4+ H        UTI????  What are your norms here?

	Nitrite
	Negative

	Urine Bilirubin
	Pos 1 + H

	Urine urobilinogen
	Pos 1+H

	Urine RBC’s
	10-25 H

	Urine Squamous Epithelial cells
	Pos 1+H

	Amorphus Sediment
	Pos 2+H

	Other casts
	2-5H 


Diagnostic Imaging:

a. a.
In your own words why is this test done- relate it to the pathology

b. b.
If abnormal, what changes in your nursing care need to be made?

     Chest X-ray: The heart is enlarged due to portable and apical lordotic projection. Degenerative changes of the aorta and spine are noted. Degenerative changes of the shoulder joints are noted with subacromial articulation of the right humoral head indicating a rotator cuff tear. 

     ECG / Telemetry: Sinus tachycardia with possible premature atrial complexes w/ aberrant conduction, nonspecific ST and T wave abnormality. Abnormal ECG; T wave deviation present. 

     CT (Cat Scan): None

     MRI: None

     Ultra Sound: None

Medications

List all medications your patient has used in the last 24 hours including: 

1.
Medication name (generic) with prescribed dose & frequency, 


2.
The usual dose & frequency, 

3.
Classification & mechanism of action, 

4.
Why this medication is being used for this patient, 

5.
What nursing precautions considerations do you need to know to SAFELY administer / monitor this medications and lastly 

6.
Evaluate the medications effectiveness for this patient (patient response).  (10 pts)

	Name (generic) 

prescribed dose 

& frequency, 

usual dose & frequency
	Classification/

Mechanism 

of action
	Why use this 

medication 

for this 

patient?
	Nursing precautions/ 

safety considerations

To administer this medication
	Evaluation

Patient response

	Isosorbide mononitrate

monoket

30 mg

Daily@06/PO
	Antianginal

Thought to reduce cardiac oxygen demand by decreasing preload and afterload. Drug may also increase blood flow through the collateral coronary vessels
	Patient was on medication due to angina
	Advise the patient that stopping the drug abruptly may cause spasm of the coronary arteries with increased angina symptoms and potential risk of heart attack. 
	Patient did not experience adverse effects. 

	Acetaminophen 

Tylenol

650 mg

Q4H PRN/PO/

When temp >100.5


	Analgesic 

Thought to produce analgesia by inhibiting prostaglandin and other substances that sensitize pain receptors. Drug may relieve fever through central action in the hypothalamic heat-regulating center. 
	Patient was taking the medication due to fever…..but the drug book doesn’t say it is an antipyretic. 
	Warn patient that high doses may cause liver damage
	Patient did not need the medication. 

	Tramadol Hydrochloride

Ultram

50 mg

Q12H PRN/PO/PAIN
	 Opiate Agonists

Action is unknown. Thought to bind to opioid receptors and inhibit reuptake of norepinephrine and serotonin. 
	Patient was taking the drug due to pain. 
	Use cautiously in patients taking tranquilizers or antidepressants and in those who abuse alcohol or suffer from depression or emotional disturbance because of the increased risk of suicide.
	Patient did not receive the medication while I was there. 


	Furosemide

Lasix

60 mg

BID @06,18/PO


	Antihypertensive

Inhibits sodium and chloride reabsorption at the proximal and distal ends of the loops of Henle
	Patient was on medication due to Hypertension


	Monitor weight, blood pressure, and pulse rate routinely with long term care. 


	Patient did not have hypertension. They took him off the medication because he became hypotensive

	Gabapentin

Neurontin

600 mg 

QID/PO


	Anticonvulsant 

Action is unknown; Structurally related to GABA but doesn’t interact with GABA receptors isn’t converted into GABA or GABA agonist, doesn’t inhibit GABA reuptake and doesn’t prevent degradation. 
	I do not know why the patient was on this medication. May be used to treat neuro pain

	 Don’t suddenly withdraw other anticonvulsants in patients starting gabapentin. 
	Patient did not experience adverse effects from this medication.

	Albuterol Sulfate

2.5 mg 

RT Q4H/Neb


	Bronchodilator

Relaxes bronchial, uterine, and vascular smooth muscle by stimulating beta receptors. 


	Patient was on medication due to obstructive airway disease. 
	Use cautiously in patients with CV disorders.
	Patient was breathing normally.

	Ipratropium Bromide

Atrovent 

2.5 ml

Rt Q4H/Neb


	Bronchodilator

Inhibits vagally mediated reflexes by antagonizing acetylcholine at muscarinic receptors on bronchial smooth muscle. 
	Patient is on medication due to obstructive airway disease. 
	 If patient uses a nebulizer take care to prevent leakage around the mask because eye pain or temporary blurring of vision may occur. 
	Patient was breathing normally.

	Tamsulin 

HCL

Flomax

.4 mg

QAM PC/PO


	BPH drug 

Selectively blocks alpha receptors in the prostate, leading to relaxation of smooth muscles in the bladder neck and prostate, improving urine flow and reducing symptoms of BPH
	Patient is on the drug to help him urinate. 
	Give the drug 30 minutes after the same meal each day. 
	Patient was able to urinate. 

	Ferrous Sulfate

300 mg

QAM meals/PO


	Iron Supplement 

Provides elemental iron, an essential component in the formation of hemoglobin


	Patient is on the drug due to anemia
	Oral iron may turn stools black. Although this unabsorbed iron is harmless, it could mask melena. 
	Patient was getting a transfusion. 

	Felodipine

10 mg

QAM/PO


	Antihypertensive

A dihydropyridine- derivative calcium channel blocker that prevents entry of calcium ions into vascular smooth muscle and cardiac cells; shows some selectivity for smooth muscle compared with cardiac muscle. 


	Patient was on medication due to hypertension.


	Use cautiously in patients with heart failure, particularly those receiving beta blockers and in patients with impaired hepatic function. 
 
	Patient was not hypertensive. 


	Insulin Aspart

Sliding Scale

QID AC/SC


	Antidiabetic
Regulates glucose metabolism. It has the same glucose lowering affect as regular insulin, but its effect is more rapid and of shorter duration. 


	Patient is on medication due to hyperglycemia

	Watch for hypoglycemia.

	Patient received 2 units on a sliding scale for high blood sugar. The rest of the diabetic meds were held because of a doctors order. 



(Comerford, 2012) 

PHYSICAL ASSESSMENT DATA (collect own data on clinical day)     (Use Taylor Chapter 25 & N201 materials as resources)  (5 pts)     All subjective 

& objective data is collected and recorded using appropriate terminology. Data not collected or requiring elaboration is explained in the blank spaces.  
	Pulse Ox %:

97   room air or O2??
	BP: 129/63
Supine

Left arm
	Pulse: 96
Rate: Regular

Rhythm: Regular
	Respirations:

Rate: 20
Rhythm: Regular
	Temp: 99.0 
Route: Oral

	Pain: 8
Rating:    8/10    Characteristics:  Radiating pain left leg        
	Ht: 71 inches
Wt: 112.037 kg

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	Patient was O/A X3 Place, name, birthdate
Speech was clear
Equal strength bilateral hands and feet



	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score__8____________

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk
	Patient had trouble raising arms over his head
Patient is a fall risk score of 8. 

Patient did not get out of bed according to the son



	CARDIOVASCULAR: 

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

Peripheral Pulses, Capillary refill: _________

Neck Vein Distention:   Y   N      Edema  Y    N
Location of Edema____________________
	Patient had a murmur
No neck vein distention

No edema 



	RESPIRATORY:

Accessory muscle use:    Y     N
Breath Sounds: Location, character
	Breath sounds were diminished.
Rate and rhythm were regular



	GASTROINTESTINAL:

Diet at home :                 Current Diet:   

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:___________
	Cardiac 2000 calorie diet
Abdomen was rounded, soft, no masses, pain, scars, wounds, 


	INTEGUMENTARY: 

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

Drains present:  Y         N       Type_______________
	Skin color- consistent with ethnic background
Skin was elastic
Excoriated buttocks

No drains

Skin was warm, dry, nail beds were pink

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            
	No hearing aids 

Patient had glasses- vision was adequate
Nose was patent
Patient had 4 teeth

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 
Inspection of genitals

Catheter:  Y    N      Type_____________
	Color: Tea color
Appearance: unable to see through
Could not find the quantity the nurse recorded and didn’t see quantity before she dumped out the urine
Skin was normal
, consistent with ethnic background

No sores or wounds

No pain

	PSYCHOSOCIAL/CULTURAL:

Educational level

Developmental level       

Coping methods          
Occupation (previous if retired)

Personal/Family Data    (Think about home environment, family structure, and available family support)
	No religion 

Retired

Lives with daughter
Worked at GM 
Patient had good family support. His son and daughter both came to see him and stayed a while to talk with him. 


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

Other: Priority Nursing Diagnosis: (Use NANDA format) (2pts)

Impaired gas exchange related to effects of alveolar-capillary membrane changes.

	What does the patient/client need to accomplish?

GOALS/OUTCOMES

(2pts)

Measurable patient centered goals are identified, realistic and contain a time element.


	What can the nurse do to help resolve the problem?

IMPLEMENTATION

Nursing Interventions

(2pts)

Specific nursing actions can easily be linked to the outcomes.  The interventions are realistic and appropriate to the patient's current status.
	Why will the nurse do these actions?

SCIENTIFIC RATIONALE

Be sure to include source using APA format

(2pts)

Rationales for each intervention contain comprehensive scientific reasoning that succinctly identifies why the intervention was selected.  Citation is provided.
	How did the patient/family respond to the nurse’s actions? 

EVALUATION

Client Response 

(2pts)

Includes all the following: 

1.Client’s response to the intervention(s),

 2. Status of goals and outcomes, (ie goal met, in progress or revised) 

3. Modifications to the plan of care.

	Patient will drink 16 oz of water in 4 hours and eat 75% of his meals.

	The nurse can bring the patient fresh water and assist the patient in feeding.
	The intervention was selected because the patient had trouble voiding. Increasing water intake would increase urination.
http://www.livestrong.com/article/533851-daily-water-intake-and-frequent-urination/
	The client responded well and drank all of the water provided. He seemed thirsty; that may have also been a side effect of diabetes. 
The goals were met 100%


Reference List for all references used in this document.     Use APA format.          (1 pts)


1.          Comerford, K. C. (Ed.). (2012). Nursing 2012 drug handbook (32nd ed.). Philadelphia: Wolters Kluwer Lippincott Williams and Wilkens.

2.         Porth, C. M. (2011). Essentials of pathophysiology (3rd ed.). Philadelphia: Wolters Kluwer Lippincott Williams and Wilkins.

�Still high normal


�What is normal?





