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Lakeview College of Nursing

Careplan N301
Student: Audra Flowers

Date/Week: 09-17
Adm. Diagnosis: CVA (stroke) 

 Allergies:    lisinopril, penicillin 
                                                                                                                                                                                                                                  (3 pts)
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  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
	Day prior
	Day of care


	

	Na+
	135-145 mEq/L
	
	
	
	

	K+
	3.5-5mEq/L
	
	
	
	

	Cl-
	98-107 mEq/L
	
	
	
	

	CO²
	
	
	
	
	

	Glucose
	70-110 mg/dL
	
	
	
	

	BUN
	6-20 mg/dL
	
	
	
	

	Creatinine
	
	
	
	
	

	Pre-albumin
	
	
	
	
	

	Albumin
	
	
	
	
	

	Calcium
	
	
	
	
	

	Magnesium
	
	
	
	
	

	Phosphate
	
	
	
	
	

	Bilirubin
	
	
	
	
	

	Alk phos
	
	
	
	
	

	AST
	
	
	
	
	

	ALT
	
	
	
	
	

	Amylase
	
	
	
	
	

	lipase
	
	
	
	
	

	Cholesterol
	
	
	
	
	

	Triglycerides
	
	
	
	
	

	RBC
	
	
	
	
	

	Hgb
	
	
	
	
	

	Hct
	
	
	
	
	

	Platelets
	
	
	
	
	

	WBC
	
	
	
	
	

	    Neutrophils
	
	
	
	
	

	    Lymphocytes
	
	
	
	
	

	    Monocytes
	
	
	
	
	

	    Eosinophils
	
	
	
	
	

	    Bands
	
	
	
	
	

	PT
	
	
	
	
	

	INR
	
	
	
	
	

	PTT
	
	
	
	
	

	D dimer
	
	
	
	
	

	CK
	
	
	
	
	

	CKMB
	
	
	
	
	

	Troponin
	
	
	
	
	

	BNP
	
	
	
	
	

	A          pH
	
	
	
	
	

	B          pCO2
	
	
	
	
	

	G’s      pO2
	
	
	
	
	

	            HCO3
	
	
	
	
	

	Base excess
	
	
	
	
	

	Lactic acid
	
	
	
	
	

	C Reactive protein
	
	
	
	
	

	Urine analysis
	
	
	
	
	

	   Color & Clarity
	
	
	
	
	

	   pH
	
	
	
	
	

	   Specific gravity
	
	
	
	
	

	   Glucose
	
	
	
	
	

	   Protein
	
	
	
	
	

	   ketones
	
	
	
	
	

	   WBC
	
	
	
	
	

	   RBC
	
	
	
	
	

	   Leuko-esterase
	
	
	
	
	

	Cultures
	
	
	
	
	

	   Urine
	
	
	
	
	

	   Nares (MRSA)
	
	
	
	
	

	   Wound
	
	
	
	
	

	   Stool
	
	
	
	
	

	Therapeutic Drug Levels
	
	
	
	
	

	Vancomycin
	
	
	
	
	

	Digoxin
	
	
	
	
	

	Dilantin
	
	
	
	
	

	Tegretol
	
	
	
	
	

	Theophylline
	
	
	
	
	

	Other
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


 (5 pts)
	DIAGNOSTICS:  List all diagnostic tests & their brief results (xrays, CTs, MRI’s, Speech evals, EKG’s etc.)                                                                                                                                                                 
Psych. Evaluation – this evaluation was preformed because the pt. admitted to the hospital with difficulty expressing herself verbally. She had been taking the blood thinner Plavix, and had stopped taking the medication in preparation for a dental examination. The patient started to lose the ability to process her cognitive thinking. This test was performed to determine if this cognitive dysfunction was a permanent effect of her aging or reversible effect of the medication. This test would determine if the pt. could go back to her life at home. The nurses determined that the cognitive problems were a result of the Plavix and decided to place her in a home and monitor her for a couple weeks and further evaluate her at a later date to determine if she was able to go back to her house and take care of herself. 
MRI (1) -09/12/12 - this test was done to determine if the cognitive impairment was a result of a stroke. This MRI viewed the brain tissues and determined that there was no impairment or damage. 

MRI (2) -09/17/12 - the 2nd MRI was done to determine if there was any blockage in the blood vessels in the brain. This test was also done to rule out or confirm the presence of a stroke. The results are still being processed.
ECG 09/12/12 – and ECG was performed to determine the pts. heart function. The ventricular rate was 086 BPM, the atrial rate was 241 BPM, P-R int. = 000ms, P-R-T axes = 000-03147 degrees, QT int = 400 ms, QTc int= 478 ms. The patient was determined to have atrial fibrillation, ST, prolonged QT, abnormal ECG (when complications with ECG 09/12/12, no significant changes)


	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)                                                                          
PH 7.44 & PCO2 34.6 – alkalemia – caused from high concentrations of hydrogen in the blood caused from respiratory alkalosis. This occurs when the patient is breathing too much hydrogen off through expiration (Breathing too rapidly forces too much hydrogen out of their system). Respiratory acidosis is an underlining consequence of hyperventilation. Hyperventilation is a breathing problem that results in the patient breathing frantically that leads to shortness of breath and can also cause respiratory alkalosis. This hyperventilation was caused from anxiety and confusion related to the altered mental state that the pt. was in.
Urine analysis-

Glucose 70 – high: A condition in which glucose is released from the kidneys into the urine, even when blood glucose levels are normal (renal glycosuria) or uncontrolled diabetes; the sugar spills over into the urine. Glucose can also be found in urine when the kidneys are damaged or diseased. For this pt. it was caused from stage IV renal failure
Protein 4+ - high: stage IV kidney disease
WBC 56 – high: UTI is present.
Leuko-estrase 3+ - high: UTI is present.
Glucose 261/95- high: uncontrolled diabetes, stage IV renal failure
BUN 28/26 – stage IV renal failure
Creatinine 1.07/1.93- high: filtration mechanism becomes gradually damaged by long-term raised blood pressure and diabetes.
Albumin 3.4 – low: Renal (kidney) dysfunction - kidneys may not work well due to any number of conditions, such as diabetes in this case. They may be leaking albumin in the urine, causing hypoalbuminemia. Inadequate protein - leaking into the urine.



	Pathophysiology: (in your own words supported by scholarly nursing references)                                        (5 points)
A CVA stroke occurs by an interruption of blood flow occurs in a cerebral vessel. When blood supply to the brain is blocked/severed to a certain area, oxygen and nutrients are unable to reach that part of the brain. Without oxygen and nutrients, the blood cells in that area die, and without the blood cells bringing oxygen to the tissue, the tissue dies. this causes necrosis of the tissue in the affected part of the brain which leads to full or partial loss of functioning in that area depending on how bad the blockage was. This kind of damage in the brain can lead to temporary or permanent damage to the patient depending on where and how badly affected the tissue in their brain was. In this patient’s case, the blood flow was blocked by a clot in the blood vessel to her brain (the area is not yet determined). The blood clot was formed because she stopped taking her blood thinning medication Plavix. Plavix is used to prevent platelet aggregation (clots) from forming, and since she discontinued it, a clot formed and temporarily blocked blood circulation to a part of her brain. Since the patient was affected only momentarily, the doctors predict that she will gain most, if not all of her brain function back.


MEDICATIONS (List all current meds, include IV drip medications)                                                                       (15 points)
	Brand name
	Clopidogrel
	Anatrozole
	Fenofibrate
	Allopurinol

	Generic
	Plavix
	Arimidex
	Tricor
	Zyloprim

	Dose
	75 mg PO dly 0900
	1 mg PO dly 0900
	48 mg PO dly 0900
	100 mg PO bid 0900

	Route
	Tablet 
	Tablet
	Tablet
	Tablet 

	Classification
	Platelet aggregation inhibitor
	Antineoplastic 
	Antilipemic
	Antigout drug, antihyperuricemic 

	Action
	Inhibits ADP-induced platelet aggregation
	Highly selective non-steroidal aromatase inhibitor that lower serum estradiol concentrations; many breast cancers have strong estrogen receptors.
	Increases lipolysis and elimination of triglyceride-rich particles from plasma by activating lipoprotein lipase, resulting in triglyceride change in size and composition of LDL, leading to rapid breakdown of LDL, mobilizes triglycerides from tissue; increases excretion of neutral sterols. 
	Inhibits the enzyme xanthine oxidase, reducing the uric acid synthesis. 



	Reason this client receiving
	Blood clot prevention-
Hx of TIA, coronary artery disease
	Hx of breast cancer- lower estrogen receptors to prevent reoccurrence of cancer
	High cholesterol – lower LDL through excretion
	Anti-gout- lower uric acid and the effects of gout

	Contraindications (2)
	1. hypersensitivity
2. active bleeding
	1. pregnancy (X)/ breastfeeding
2. hypersensitivity 
	1. pre-existing gallbladder disease
2. severe renal/hepatic disease
	1. pregnancy (C)/ breastfeeding
2. renal/hepatic disease



	Major side effects/adverse rxns (2)
	1. GI bleeding
2. pancreatitis, hepatic failure
	1. leukopenia
2. steven-johnson’s syndrome
	1. dysrhythmias
2. thrombosis/ pulmonary embolism
	1. agranulocytosis
2. thrombocytopenia

3. bone marrow suppression

	Nursing Considerations (2)
	1. thrombotic/ thrombolytic purpura; fever, thrombocytopenia, neurolytic anemia

2. blood studies: CBC, differential, Hct, Hgb, PT, cholesterol
	1. assess- bone mineral density, cholesterol, lipid panel periodically
2. evaluate therapeutic response; decreased tumor size, spread of malignancy
	1. assess: diet hx- fat content, lipid levels, LFTs baseline and periodically during tx, CPK if muscle pain occurs, CBC
2. evaluate therapeutic response: lowered triglyceride/ cholesterol levels
	1. CBC, AST, BUN, creatinine before starting tx, periodically 

2. joint pain/swelling- may use with NSAIDs for acute gout attacks 

	Client teaching need
	1. blood work is necessary during tx
2. report any unusual bruising, bleeding to provider- it may take longer to stop bleeding
	1. that vaginal bleeding, pruritus, hot flashes are reversible after tx 

2. report vaginal bleeding immediately 
	1. compliance is needed
2. risk factors decreased: high fat diet, smoking, alcohol consumption, absence of exercise 
	1. increase fluids to 2L dly to prevent stone formation and toxicity  

2. to void alcohol & caffeine; will increase uric acid levels


IV Drips











(5 points)
	Medication
	Concentration
	Rate
	Site
	Line

	N/A
	N/A
	N/A
	N/A
	N/A


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (10 pts)
	Vital Signs:
Pulse Ox %:
100%
	BP:
148/78
	Pulse:

72
Rhythm: regular
	Respirations:

Rate:24
Depth: regular
Rhythm: regular
	Temp:

36.4 C
Route:
tympanic
	Pain:

Rating:      08/10    
Characteristics: 
“jabbing & pressure”         

	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. she is very slow at responding to questions. she seems confused and can not answer some questions (she stalls, and then moves on talking about something else without answering). she also occasionally laughs and answers yes to inappropriate situations. She is unable to write or sign her name. her speech is clear and she is aware of her surroundings and her likes and dislikes.

	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall risk ___Y    N___

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk
	Pt. has full ROM, and is able to get out of bed with assistance. she uses the walker very well, but is on fall risk because of her impaired mental status, confusion, the use of hypertensive meds, diuretics, and hx of falls. she frequently suffers from orthostatic hypotension and lightheadedness upon rising, so I have instructed her to sit up on the side of the bed for a couple minutes before standing. I stand behind her when she is ambulating with the walker and she has a sitter in the room as a precaution.


	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable)
Peripheral Pulses, Capillary refill: _________

Neck Vein Distention:   Y   N      Edema  Y    N

Location of Edema: N/A
	 S1 & S2 present, no S3 or S4. no murmurs. There is a presence of atrial fibrillation detected by the ECG, but I could not hear it with my stethoscope. There is no presence of edema and her capillary refill is < 3 sec in all extremities. 


	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character
Vent settings (if applicable)
	Pts. O2 saturation was at 100% but she was on 2L oxygen, so I don’t know what they were before oxygen was administered. she is SOB on exertion. There were no wheezing, rhonchi, or rales present on either side. 


	GASTROINTESTINAL:

Diet at home :                 Current Diet:   

Height:                           Weight:

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. has diabetes mellitus type II, but is not on a restricted diet. she is overweight, 240lbs, 5ft 2 in. she has bowel sounds in all 4 quadrants. she does not remember when her last bowel movement was, but gas is present when she sits down to urinate. There is no presence of a mass or tenderness during palpation. She has a scar on her lower abdomen from previous surgeries (hysterectomy & cholecystectomy).

	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_______________
	

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                               
	

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals

Catheter:  Y    N      Type_____________


	

	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)
	


Care Map     (20 pts)





                     

     Evaluation (10 points)

	Problem #_______:

General Goal:


	Predicted Behavioral Outcome Objective:



	Nursing Interventions
	Client Responses to Interventions

	1.
	1.

	2.
	2.

	3.
	3.

	4.
	4.

	5.
	5.

	Evaluation: Summarize client progress toward outcome objective:




	Problem #________:

General Goal:



	Predicted Behavioral Outcome Objective:



	Nursing Interventions
	Client Responses to Interventions

	1.
	1.

	2.
	2.

	3.
	3.

	4.
	4.

	5.
	5.

	Evaluation: Summarize client progress toward outcome objective:




References (2 pts)



Rm #:	204	Age: 73	  Ht.: 5’2	  Wt: 240lb


Gender:   M     F        Ethnicity: Caucasian 





Occupation: retired special needs bus driver


Education: high school diploma





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


     (circle one)


                                Nursing Home   Other_______________________





I live with: daughter, sister and her husband


Do I have any other family? married x 3 – widowed last marriage, Gave son up for adoption, 6 step children (from last marriage). 





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


Stop taking Plavix to prepare for my dental appointment, and started having difficulty thinking straight and talking. Pt. could only nod her head “yes” and laugh. 





I have had these procedures while I have been here: 


MRI x 2, Ecg, phych evaluation





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 able to get out of bed and walk around with assistance. Can get up and use the restroom with the assistance of a walker. Even though the patient seems capable of moving around by herself, she is on fall risk because she of her cognitive state, and has a sitter by the bed and must be monitored wherever she goes. 





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: IV – 22 L arm     Oxygen- 2L    





I am rating my pain as a    


      ___08__/10 I describe it as


no pain present at the beginning of the day, then around 1000, pain in her back started that she described as “jabbing and pressure”, and rated it as an 8/10.





Medical History: CHF secondary to diastolic dysfx, breast cancer, stage IV chronic kidney disease, coronary artery disease, bronchospasm, hypertension, GERD, TIA, anemia, type II diabetes mellitus, osteoarthritis, A.fib., anxiety, hyperlipidemia, diabetic neuropathy





Surgical History: 


Mastectomy of the right breast 


Cholecystectomy


3 vessels CABG


Hysterectomy


Cataract surgery


3 x heart surgery


Bypass carpal tunnel right side 





























Diagnosis
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