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Lakeview College of Nursing

Careplan N301

Student:  
Audra Flowers

Date/Week:     August 20,2012 : week #1

Adm. Diagnosis:   acute aspiration: risk of developing pneumonia  Allergies: NKA
                                                                                                                                                                                                                                  (3 pts)





  LAB DATA     (15 pts) Highlight abnormal values and make a key to explain colors
	Lab Test
	Normal values
	Date/time of test

	Reason for Abnormal value         

	
	
	Admission
Aug 23
	Day prior
Aug 26
	Day of care

Aug 27
	

	Na+
	135-145 mEq/L
	146 H
	152 H
	
	

	K+
	3.5-5mEq/L
	4.2
	3.9
	
	

	Cl-
	98-107 mEq/L
	93 L
	110
	
	

	CO²
	
	45 H
	36 H
	
	

	Glucose
	70-110 mg/dL
	93
	115 H
	
	

	BUN
	6-20 mg/dL
	37 H
	40 H
	
	

	Creatinine
	0.7-1.4 mg/dL
	0.87
	0.87
	
	

	Pre-albumin
	
	
	
	
	

	Albumin
	3.5-5.0mg/dL
	3.0 L
	
	
	

	Calcium
	9.0-10.5 mg/dL
	8.6
	8.5
	
	

	Magnesium
	1.3-2.1 mEq/L
	
	
	
	

	Phosphate
	
	
	
	
	

	Bilirubin
	0.3-1.3 mg/dL
	
	
	
	

	Alk phos
	35-142 U/L
	
	
	
	

	AST
	8-46 U/L
	17
	
	
	

	ALT
	10-30 U/L
	6
	
	
	

	Amylase
	25-125 U/dL
	
	
	
	

	lipase
	
	
	
	
	

	Cholesterol
	<200 mg/dL
	
	
	
	

	Triglycerides
	35-150 mg/dL
	
	
	
	

	RBC
	4.2-5.4 10⁶μL
	4.93
	4.55
	
	

	Hgb
	12.0-16.0g/dL
	14.1
	13.1
	
	

	Hct
	37.0-47.0%
	44.5
	40.8
	
	

	Platelets
	150,000-400,000/mmᶟ
	236
	117
	
	

	WBC
	5.0-10.0 10ᶟul
	22.1 H
	7.8
	
	

	    Neutrophils
	37-75%
	
	
	
	

	    Lymphocytes
	19-48%
	
	
	
	

	    Monocytes
	0-10%
	
	
	
	

	    Eosinophils
	1-3%
	
	
	
	

	    Bands
	
	
	
	
	

	PT
	12-14 sec
	
	
	
	

	INR
	
	2.62 H
	2.91 H
	
	

	PTT
	30-45 sec
	36.3 H
	
	
	

	D dimer
	
	
	
	
	

	CK
	
	
	
	
	

	CKMB
	
	
	
	
	

	Troponin
	
	
	
	
	

	BNP
	< 100 pg/ml
	
	
	
	

	A          pH
	7.35-7.45
	
	
	
	

	B          pCO2
	35-45 mm Hg
	
	
	
	

	G’s      pO2
	80-100 mm Hg
	
	
	
	

	            HCO3
	22-26 mEq/L
	
	
	
	

	Base excess
	
	
	
	
	

	Lactic acid
	
	
	
	
	

	C Reactive protein
	
	
	
	
	

	Urine analysis
	
	
	
	
	

	  Color & Clarity
	
	Straw/clear
	
	
	

	  pH
	5-9
	
	6.5
	
	

	  Specific gravity
	1.015-1.025
	
	1.006
	
	

	  Glucose
	Negative
	
	
	
	

	  Protein
	Negative
	
	Negative
	
	

	   ketones
	Negative
	
	Negative
	
	

	   WBC
	
	
	
	
	

	   RBC
	
	
	
	
	

	   Leuko-esterase
	
	
	
	
	

	Cultures
	
	
	
	
	

	   Urine
	
	
	
	
	

	   Nares (MRSA)
	
	Positive
	Positive
	Positive 
	

	   Wound
	
	
	
	
	

	   Stool
	
	
	
	
	

	Therapeutic Drug Levels
	
	
	
	
	

	Vancomycin
	
	
	
	
	

	Digoxin
	
	
	
	
	

	Dilantin
	
	
	
	
	

	Tegretol
	
	
	
	
	

	Theophylline
	
	
	
	
	

	Other
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	DIAGNOSTICS:  List all diagnostic tests & their brief results (xrays, CTs, MRI’s, Speech evals, EKG’s etc.)         (5 pts)                                                                                                                                                        
Chest x-ray: to determine if the food aspiration into the lungs caused any form of infection or the presence of pneumonia
Speech evaluation: because of this Pt.’s. hx of aspiration during eating meals, his speech and swallowing must be evaluated to determine if it is safe for him to eat and swallow food and drink during meals, if this Pt. is deemed unfit to swallow without further risk of aspiration a feeding companion will be provided to ensure his safety during meals. 

NG tube consultation: this was performed because the Pt. is not able to eat or drink without aspirating particles and fluid into his lungs which puts him at high risk for developing pneumonia. This Pt. is already at a higher risk for developing pneumonia because his previous dx of COPD. The nurse consulted him whether he wanted to have a NG tube implanted surgically so that he could be taken off NPO and administered food. The patient was unable to comprehend his choices because of his altered mental status, so the nurses are currently trying to contact a family member to gain consent. The Pt. is currently still NPO and is weakened and frustrated due to his deteriorating nutritional status. 

                                                          

	CORRELATION: Discuss (in your own words) how the abnormal labs & diagnostic tests relate to at least one of the following: the medical diagnosis, past medical history and/ or current condition.          (10 points)                                                                          
WBC (22.1 H): Pt. aspirated foreign material (food particles) into his lungs and developed an infection thought to be the beginning of pneumonia. The rise in the white blood cells is a sign of an inflammatory response because of the invasive particles in this patient’s lungs. The white blood cells increased in numbers and moved to the affected area to flush out and remove the invasive particles. Once antibiotics were administered to the Pt., he was able to effectively fight the infection and clear his lungs of any infiltration. Once his lungs were free of invasive particles, his WBC returned to normal levels (7.8).   
Na & glucose: This Pt. is overweight and has a hx of overeating and bad dietary habits. These levels are high because of dietary issues and poor eating habits. The Pt. is at risk for developing diabetes, and already has been dx with hypertension. He will need to be put on a strict dietary plan that monitors his intake of food and sodium in his diet. He should also be initiated into an exercise regimen to reduce his weight and improve circulation to his extremities. Serum glucose is also altered by the administration of Lasix that block the reabsorption of sodium and chloride from the loop of Henle, increasing renal secretion of Na, water, calcium, magnesium, hydrogen, and chloride.
Cl, BUN, Ca, Mg: administration of Lasix that block the reabsorption of sodium and chloride from the loop of Henle, increasing renal secretion of Na, water, calcium, magnesium, hydrogen, and chloride. The Pt. is taking this medication to prevent fluid overload and progression of heart failure. This medication forces the excess fluids to be excreted from his system, along with other valuable electrolytes. 

BUN (37/ 40 H): along with effects from the Lasix’s, this could also be a sign of toxicity resulting from Vancomycin 
INR (2.62 H): INR levels are used to determine how long it takes a person’s blood to clot. The lower the number the longer it takes for the blood to clot. This Pt. has been NPO status, so the lack of iron in his diet could definitely be a contributing factor to this high lab value. This number is probably also low because of blood thinners and an aspirin regimen to prevent clots while he in the hospital on bed rest. 
PTT (36.3 H): this number determines how long it takes for blood to clot, since this number is high, it means that this pt. is at an increased risk for bleeding. This lab value is probably high because the Pt. is taking Lasix which increases the fluid in his system, including his blood. 
CO2 (45/ 36 H): this Pt. has been dx with COPD which limits his ability to effectively exchange air in his lungs limiting the amount of oxygen that enters his blood stream as well as increasing the levels of CO2 left in his blood stream and his lungs. This Pt. is being administered Oxygen by nasal cannula to increase his O2 sat and lower his Co2 levels. 



	Pathophysiology: (in your own words supported by scholarly nursing references)                                        (5 points)
Aspiration causes an inflammatory reaction called pneumonitis. This can result in damage to the lung parenchyma which in turn causes an inflammatory reaction that can lead to symptoms such as fever, cough, or elevation of white cell count. A secondary bacterial infection can occur following this damage leading to aspiration pneumonia.

The basal segments of the lower lobes are more commonly affected in a patient who aspirates while sitting upright. 

The posterior segments of the upper lobes or the apical segments of the lower lobes are affected in a patient who aspirates while recumbent.



MEDICATIONS (List all current meds, include IV drip medications)                                                                       (15 points)
	Brand name
	Ziprasidone
	Lasix
	Bactroban
	Vancomycin HCL

	Generic
	Geodon 
	Furosemide
	Mupirocin 2%
	Vancocin

	Dose
	20 mg/ml
	40 mg/ml vial
	22 gm. tube
	333.333 Mls/hr

	Route
	Deltoid injection 
	IV push 
	ointment
	IV 

	Classification
	Antipsychotic/ neuroleptic
	Loop diuretic

	
	Broad spectrum antibiotic

	Action
	Unknown: may be mediated both dopamine type 2 (D2) and serotonin type 2 (5-HT2) antagonism
	Inhibits reabsorption of sodium and chloride at proximal and distal tubule and in the loop of Henle 
	Inhibits bacterial protein synthesis
	Inhibits bacterial cell wall synthesis, blocks glycopeptides.

	Reason this client receiving
	Manage schizophrenic symptoms
(agitation)
	Hypertension

	Nasal colonization of MRSA
	Broad spectrum antibiotic to fight infection in lungs caused from aspiration 

	Contraindications (2)
	Breastfeeding, hypersensitivity, acute MI, heart failure, QT prolongation
	Hypersensitivity to: sulfonamides, anuria, hypovolemia, electrolyte depletion
	Hypersensitivity to: mupirocin or polyethylene glycol
	Hypersensitivity
Previous hearing loss

pregnancy

	Major side effects/ adverse rxns (2)
	CNS: EPS, psudoparkinsonism, akathisia, dystonia, tardive dyskinesia, drowsiness, insomnia, agitation, anxiety, headache, seizures, NMS, dizziness, tremor
	Headache, fatigue, weakness, vertigo, paresthesias, orthostatic hypotension, chest pain, ECG changes, hypokalemia
	nasal only:
 headache, cough, itching, pharyngitis, rhinitis, upper respiratory tract congestion, altered taste
	Cardiac arrest, hypotension, ototoxicity, nephrotoxicity, leukopenia, neutropenia 

	           Nursing Considerations (2)
	Mental status before admin. 
Bilirubin, CBC, LFTs, fasting blood glucose q mo
	Metabolic alkalosis: drowsiness, restlessness
Hypokalemia: postural hypotension, malaise, fatigue, tachycardia, leg cramps, weakness
	Healing of skin lesions. If no clinical response is seen in 3–5 days, condition should be re-evaluated. Nasal mupirocin should not be used concurrently with other nasal products
	Assess: 
Infection (WBC, urine, stools, sputum) I&O (hematuria, oliguria) 

	Client teaching needed
	Orthostatic hypotension may occur: rise slowly.
Avoid hot tubs, hot showers, tub baths: hypotension may occur
	Discuss the need for a high potassium diet, rise slowly from sitting or lying position, recognize adv. effects
	Instruct patient on the correct application of mupirocin, apply medication exactly as directed for the full course of therapy
	Need to complete the entire course of the medication. Report sore throat, fever, fatigue.


IV Drips











(5 points)
	Medication
	Concentration
	Rate
	Site
	Line

	Vancomycin HCL
	1500 mg in NS 500ml
	333.333 Mls/hr
	Right arm
	IV


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (10 pts)
	Vital Signs:
Pulse Ox %:
        98%
	BP:
118/70
	Pulse: 52 bpm
Rhythm: regular
	Respirations:

Rate:    36
Depth:   deep
Rhythm:  accelerated
	Temp:

98.8 F
Route: 
	Pain:

Rating:     50/10    
Characteristics:  cannot describe        

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	Pt. is alert and oriented x 3. He is unable to stay focused on one subject and seems confused on some topics. He is having delusions and some mild paranoia. He becomes very agitated quickly, and has moments where he refuses to cooperate with staff. I was able to get him to assist in morning care and sing occasionally, but he was a little uncooperative when using the urinal, and tried to get up and walk around repeatedly.

	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength


ADL Assistance    Y   N       Fall Risk:    Y   N

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk
	Pt. is on bed rest because of his impaired mental awareness. He is also on fall risk because of this, as well as a high dose of Lasix and antipsychotics. He was cooperative with morning care, but was very limited to how much he could move. I required another staff member each time I moved or turned him, and he could not reposition himself at all. Pt. also became moderately SOB with movement. 

	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable)
Peripheral Pulses, Capillary refill: < 3sec
Neck Vein Distention:   Y   N      Edema  Y    N

Location of Edema:_______N/A____
	 S1 and s2 present, no S3 or S4. No murmurs. Atrial fibrillation noted in chart, but I was unable to detect. Capillary refill < 3 sec. 


	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character
Vent settings (if applicable)
	Coarse breathing and wheezing & rales over both lung fields. Use of abdominal accessory muscle to breathe during movement and singing.  


	GASTROINTESTINAL:

Diet at home: regular            Current Diet: NPO  

Height:   182 cm                   Weight: 104.3 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: __N/A_

	Pt. is currently NPO, he c/o hunger pains and has delusions about eating grass and rabbits outside and drinking mud puddles. Pt. received consultation from the nurse about inserting an NG tube so that he doesn’t aspirate, but was unable to comprehend what she was asking his permission for, and was undecided on whether he wanted the tube or wanted to eat with his mouth. He vocally expressed that he wanted the surgery, but wanted to eat with his mouth, but did not want the risk of pneumonia. His daughter/son are being contacted to determine what their wishes on the matter are. Pt. is unaware of his last bowel movement, but is passing gas. He also has bowel sounds in all four quadrants. 

	INTEGUMENTARY: 

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

Braden scale: _________. Also date & location of IV’s
Drains present:  Y         N       Type__N/A___
	Skin has diminished turgor because of his age and diminished nutritional status. He has bruising on both of his forearms and browning of the skin on the distal ends of both legs. He has an IV in his right arm, but it is only currently being used for medications. There are no signs of infiltration or swelling at the IV site. 

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                               
	There are no signs of draining in either eye and both appear clear and open wide, no rhinitis in nose, colonization of MRSA present in the nasal cavity, so mask is worn by staff and visitors at all times.8 teeth present in the front, the rest are absent. No presence of dentures or implants. Ears free of drainage. There is no noticeable swelling or irritation in either ear. Pt. does have trouble hearing and misinterprets words, but can hear just fine at close range. 

	ENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals

Catheter:  Y    N      Type: __N/A___


	Input: NPO, 40 mg IV push Lasix
Output: 2200 ml urine (in urinal)
Pt. is continent and able to request and use the urinal, he has mild hesitancy and is unable to tell when he is finished. He denies any pain during urination; urine is straw-colored and clear. No foul odor. 


	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 unable to recall any past education besides high school; he does not talk any about past jobs. He stated that he was divorced and his wife cheated on him. He expresses anger at the matter and seems to have delusions about harming her and the man she left with. He copes with anger, but is able to calm down with singing church songs. He does have children, but they live out of state and he does not have any contact with them. I am unaware if he has any friends at the home he resides at. He states that he attends church and knows many songs that he sings willingly for the staff. 


Care Map     (20 pts)





                     

     Evaluation (10 points)

	Problem #1.
General Goal: improve nutrition


	Predicted Behavioral Outcome Objective: the patient will have speech evaluation, be consulted for NG tube, intake of fluids and electrolytes will balance outputs, patient’s airway is patent and lungs are clear to auscultate

	Nursing Interventions
	Client Responses to Interventions

	1. perform baseline assessment on Pt.’s lungs
	1. Pt. is cooperative and aware of the assessment and the outcomes

	2. place pt. in an upright position and support with pillows to prevent choking while singing and visiting
	2. pt. helped me to get him into the upright position and notified me when he was slipping or unable to breathe effectively or clearly.

	3. teach Pt. why he is NPO
	3. Pt. verbally expressed understanding of why he could not eat by explaining that he choked, and limited his outburst requesting food.  

	4. consult pt. on NG tube benefits and risks
	4. Pt. was unable to comprehend the risk and benefits of NG tube, and nurse was unable to get consent from Pt. or family.

	5. provide mouth care every 2 hours
	5. Pt. adhered to mouth care and notified the nurse when his mouth was dry and requested mouth swabs dipped in water.

	Evaluation: Summarize client progress toward outcome objective: Pt. was very disturbed by his NPO status; he was not able to fully comprehend why he was unable to eat. He stated that he choked, but did not understand the risk of choking. He was very angry that he could not have food and constantly shared his delusions about eating grass and drinking puddles. He was very cooperative in requesting mouth sponges with water to help with his dry mouth and thirst. The nurse was unable to get his consent for the NG tube, and could not get a hold of any family members. The nurses are still trying to determine if an NG tube would be beneficial for the patient or if they should try to feed him solid food again. 


	Problem #2.
General Goal: prevent sore from forming, educate Pt. on sores, position Pt. properly


	Predicted Behavioral Outcome Objective: red area and will not turn into a sore and Pt. 


	Nursing Interventions
	Client Responses to Interventions

	1. Pt. will be repositioned q 2 hours
	1. Pt. helped the nurses to reposition him q 2 hours even though he became SOB and agitated, Pt. was also able to use pillows to keep his butt elevated

	2. administered ointment on red area
	2. Pt. was cooperative and lifted his back side so that the nurse could rub the cream on the sore. 

	3. cleaned and dried skin during morning care
	3. Pt. helped with his bath as much as he could, and was very patient during the cleaning of his problem areas where dirt and sweat was accumulating. Pt. even requested powder

	4. nurse charted all changed in the red area and checked on it periodically
	4. Pt. gave feedback on the red area including any pain, pressure, friction that he was experiencing. Pt. also verbalized when he was slipping.

	5. nurse cleaned bed and Pt. q time Pt. peed on sheets or himself
	5. Pt. verbalized when he has to urinate and tried his best to get it all into the urinal. Pt. was also corporative while the nurse changed the incontinence pad and wiped him clean. 

	Evaluation: Summarize client progress toward outcome objective: Pt. verbalized understanding of his sore and how to take care of it. He was able to notify the nurse when he needed to use the urinal, wet the bed, needed any assistance with the urinal or moving positions. The Pt. was also very cooperative when the nurses moved him up in bed and did not complain or struggle when using the pillows to prop his butt up off the mattress. With continued cooperation and care to the area, he should not have any further breakdown.


References (2 pts)
Mosby (2012). Nursing drug reference. Elsevier 5th ed. New Mexico State University. Las Cruces, NM
Swearingen, P. (2004). All-in-one care planning resource. Mosby. Elsevier’s Health Sciences


Rights
Department. Philadelphia, PA



Initials: E.B. Age: 73     Ht.   182 cm      Wt.     104.3 kg





Gender:   M     F        Ethnicity: __Caucasian___





Occupation: __was unable to comprehend or answer this question, and 	          the chart did not say___________________





Education: __high school diploma____





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


     (circle one)


                                Nursing Home   Other_______________________





I live with: _____N/A_______





Do I have any other family? _divorced, daughter/son (was undecided, 			   maybe both) in Pennsylvania_





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


Pt. was admitted to the hospital after he was left alone while eating at the table at the nursing home and ate too fast and then aspirated food into his lungs, he is being monitored for pneumonia and is in consultation for an NG tube.





I have had these procedures while I have been here: 


Consultation of NG tube, chest x-ray, blood draw (labs), speech eval.              





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. was able to clean his private area during morning bath, but needed help with everywhere else. He also was unable to get out of bed because of fall risk and unstable mental status, and could not help with repositioning every 2 hours. 





Medical History: atrial fibrillation, depressive disorder, chronic airway obstruction, esophageal reflux, hypertension, hyperthyroidism, insomnia, paralysis agitans, pneumonia, schizophrenia, hypertrophy benign prostate wo urinary retention, brain atrophy, COPD, Parkinson’s disease





Surgical History: no surgical hx in chart: past left knee surgery AEB scar over left knee








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_______________________________    





I am rating my pain as a    50/10


( pt. stated that his pain was a 50 but showed no visible signs of being in pain, helped with morning care without expressing any pain)


_________





Problem #7:


Disturbed sensory perception r/t schizophrenia AEB verbalizing delusions to nurse





Reason for needing health care (dx):


Acute aspiration during eating and possible development of pneumonia


Key assessments:


I&O, Pain, skin integrity, bowel sounds, fluid overload: crackles, wheezing, rales, edema








Problem #6:


Self-care deficit r/t 


inadequate nutrition 


AEB muscle weakness 


and fatigue








Problem #1:


Risk for imbalanced nutrition: less than body requirements r/t impaired swallowing AEB aspiration during eating.
































Problem #5:


Impaired gas exchange 


r/t altered oxygen supply


 and alveolar-capillary 


membrane changes 


secondary to inflammatory 


process in the lungs 





Problem #2:


Impaired skin integrity r/t immobility AEB red blanching area on his butt





Problem #3:


Risk for aspiration r/t impaired swallowing AEB aspirating during eating. 





Problem #4:


Risk for infection r/t decreased ciliary action AEB COPD
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