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Lakeview College of Nursing

Care plan N301
Student: Audra Flowers

Date/Week: 11/05

Adm. Diagnosis: leg swelling & SOB

 Allergies: pneumococcal vaccine
(3 pts)






	DIAGNOSTICS:  List all diagnostic tests & their brief results (xrays, CTs, MRI’s, Speech evals, EKG’s etc.)                                                                                                                                                                 
Chest x-ray: this exam was done to examine he pts. chest since she has CHF and major edema in her lower extremities. The doctor wanted to check and see if the edema was caused from right sided heart failure and worsening CHF.

Results of the chest x-ray: mild elevation of the left hemidiaphram with stable mild cardiomegaly. Mild central pulmonary vascular congestion is present with stable mild prominence of the right helium. Mild linear left lung base opacity, favored to be related to calcified granuloma and atelectasis, but no focal infiltrate, large effusion or visualized pneumothorax identified. Table mild central pulmonary vascular congestion. The bony structures are intact.

ECG: shows presence of atrial fibrillation with an apical pulse of 100.

	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)                                                                          
BUN (22(): Heart failure patients often have high BUN due to low blood flow to their kidneys. Without the proper perfusion of blood to an organ, the organ is not able to function properly and starts to fail. 
ALT (43): This lab measures the fx of the liver. Right-sided heart failure can cause liver damage. AST (Aspartate aminotransferase) are liver enzymes that leak into the blood when liver cells are injured. Heart-related drugs that may affect ALT and AST include hydralazine, captopril, lovastatin, niacin, procainamide, amiodarone (Cordarone), and some antibiotics.
Alk phos (130↑): ALP (alkaline phosphatase) is found in the kidneys, bone, and intestine. ALP level is important for spotting liver and bone disorders. ALP is often high in CHFers. 
RBC (3.74(): Patients with congestive heart failure (CHF) may have an associated problem of anemia. As the severity of CHF progresses, the findings of anemia increase; and severe anemia due to any cause can worsen CHF.
Monocytes (12.6%(): chronic inflammatory diseases cause this value to rise. The pt. has been diagnosed with osteoarthritis. Osteoarthritis is a normal result of aging. When the cartilage breaks down and wears away, the bones rub together. This causes pain, swelling, and stiffness.
TSH (29.06↑): pt. taking medication (Synthroid: Levothyroxine) for hypothyroidism that she developed from aging. She had been discontinued from the medication by one doctor, and put back on the medication by another. When she was re-issued the medication, her levels of TSH increased because her body was not used to the medication anymore.
Digoxin (1.1-1.3): this is a normal therapeutic range. This pt. is taking this medication for her heart failure. 

Reference: Lehne, R. A. (2010). Pharmacology for nursing care. Saunders Elsevier 7th ed. St. Louis, MO



	Pathophysiology: (in your own words supported by scholarly nursing references)                                        
When the right side of the heart (right ventricle) starts to fail, fluid begins to collect in the feet and lower legs. Puffy leg swelling (edema) is a sign of right heart failure, especially if the edema is pitting edema. With pitting edema, a finger pressed on the swollen leg leaves an imprint. Non-pitting edema is not caused by heart failure. As the right heart failure worsens, the upper legs swell and eventually the abdomen collects fluid (ascites). Weight gain accompanies the fluid retention and is a reliable measure of how much fluid is being retained.
Reference: Porth, Carol M. (1998). Pathophysiology: concepts of altered health states. Lippincott 5th ed.             

                          Philadelphia, PA


MEDICATIONS (List all current meds, include IV drip medications)                                                                       (15 points)
	Brand name
	Digoxin
	Diltiazem
	Ferrous sulfate
	Lorazepam

	Generic
	Lanoxin
	Cardizem
	slow release iron
	Ativan 

	Dose
	0.25 mg tab M,T,W,R,F,S
	360 mg cap dly
	325 mg tab dly
	1 mg tab hs PRN

	Route
	PO
	PO
	PO
	PO

	Classification
	Cardiac glycoside
	Benzodiazepine
	Hematinic
	Sedative, hypnotic; antianxiety

	Action
	Inhibits the sodium potassium ATPase pump, which makes more calcium available for contractile proteins, resulting in increased cardiac output. Increases force of contraction, decreases HR, decreases AV conduction speed
	Inhibits calcium ion influx across cell membrane during cardiac depolarization; produces relaxation of coronary vascular smooth muscle, dilates coronary arteries, slows SA/AV node conduction times, dilates peripheral arteries
	Replaces iron stores needed for RBC development, energy and O2 transport, utilization. 
	Potentiates the action of GABA, especially in the limbic system and reticular formation


	Reason this client receiving
	Heart failure, atrial flutter
	Congestive heart failure
	Low iron production (anemia)
	Sleep aid

	Contraindications (2)
	1. Ventricular fibrillation
2. Ventricular tachycardia

3. Carotid sinus syndrome
	1. Sick sinus syndrome
2. AV heart block

3. Hypotension <90 mm hg
	1. Peptic ulcer disease
2. Hemosiderosis/ hemochromatosis

3. Cirrhosis

4. Hemolytic anemia 
	1. Pregnancy (d)/breastfeeding
2. Hypersensitivity to benzodiazepines

3. Closed-angle glaucoma

	Major side effects/adverse rxns (2)
	1. Dysrhythmia
2. AV block
	1. Dysrhythmias 
2. Heart block
	1. Hypersensitivity rxns. (ferrlecit)

2. Black & red tarry stools
	1. ECG changes
2. Tachycardia

3. Apnea

4. Cardiac arrest (IV)

	Nursing Considerations (2)
	1. Assess: apical pulse for 1 min (<60 = take again in 1 hour)
2. Initial tx and periodically assess: K, Na, Cl, Mg, Ca, BUN, AST, ALT, Hgb, Hct, bilirubin
	1. Assess: cardiac status (B/P, pulse, resp, ECG int.)
2. If B/P <90 mm hg or HR <50 bpm, hold dose, notify provider.
	1. Blood studies: Hct, Hgb, reticulocytes, bilirubin, before tx, at least mo.; iron studies
2. Toxicity: nausea, vomiting, hematemesis, pallor, shock, coma
	1. Renal/hepatic/blood status
2. Physical dependency, withdrawal

3. Decrease in anxiety, ability to fall asleep/relax

	Client teaching need
	1. Not to stop tx immediately
2. Avoid OTC medications
	1. How to take pulse, B/P before taking drug.
2. Avoid hazardous activities
	1. That iron will change stools; black or dark green
2. Keep out of reach of children
	1. Not to use this drug >4 mos.
2. May be habit forming


Reference: Mosby (2012). Nursing drug reference. Elsevier 5th ed. New Mexico State University. Las Cruces, NM
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 %:
94
	BP:
136/80 

right arm
	Pulse: 76
Rhythm: regular 
	Respirations: 20
Rate: regular
Depth: regular
Rhythm: regular
	Temp: 36.2 C
Route:
tympanic
	Pain: 06/10
Characteristics: sharp/stabbing
Grabbing & rubbing left shoulder.

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	Pt. eyes equal strength in both eyes. Pupils measure 2 mm. pt. is sitting up in bed. Alert and oriented x3. Speech is appropriate and not slurred. Sensory appropriate and LOC accurate. 

	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall risk (25)_Y    N___

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk
	ROM equal in all extremities except the injured shoulder. Pt. is a little unstable when rising and is a one-person assist. She is able to use the bedside commode with assistance to and from the toilet. She is on fall risk (25) because she is taking Lorazepam, hypertensives, Lasix, and digoxin. She is able to use a walker with assistance. 

	CARDIOVASCULAR: 

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

Location of Edema: lower extremities, bilateral feet
	 S1 and S2 heart sounds present. No significant S3 or S4, but the pt.. does have a VERY irregular heart beat. She has a hx of atrial fib, and is currently experiencing atrial flutter.  When I tried to take an apical pulse, I was unable to take an accurate pulse. Her apical and peripheral pulses were very faint, and hard to monitor/count. She has 1+ pitting edema bilaterally in her lower extremities. 

	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character
Vent settings (if applicable) N/A
	Pts. lung sounds were clear on the front and back of her torso. She is not using her accessory muscles to breathe. Her torso has a 1:2 ratio. 

	GASTROINTESTINAL:

Diet at home :    reg.             Current Diet:   reg.
Height: 144.78                     Weight: 64.41 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
	Active bowel sounds in all 4 quadrants. On palpation, no presence of mass, tenderness, or pain. Last BM was on November 03, 2012. States she usually has a BM once q 2-3 days. Her diet is regular and she is able to eat most of her meals unassisted. Her I = 570 ml and O = 800 ml. the increased output was a result of the Lasix she is taking for CHF and edema. her chart sais that she has gained 2 lbs in the last 24-48 hours, but her family states that she has been continuously losing weight dly even with the swelling in her extremities.  

	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: saline lock
	Her skin was pale and warm to the touch. She has minimal bruising on her arms from the IV insertion. The IV was not infiltrated; it was patent and had been inserted November 04, 2012. Her turgor is loose and appropriate for her age. Braden scale was 20 b/c she could not move around a lot, and had pitting edema +1.

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                               
	Pt. has hearing aids, but they are not with her b/c she left them at home. Her eyes are clear and free from drainage. There is no rhinitis or congestion present in the nose. She has dentures hat we cleaned in solution after her breakfast. 

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals:
Catheter:  Y    N      Type:  N/A
	The pt. denies any pain during urination. She is experiencing mild frequency because of the Lasix that she is prescribed. Her urine is also diluted and clear without an odor because of the medication as well. 

	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 in Erikson’s stage of Conflict: Integrity vs. Despair. My pt. is effectively reflecting on her life and her achievements. She still does the things she enjoys, like sitting and watching the news with her husband, and knitting, and cooking. She spends time with her husband, her daughter, and the new addition to their home; a 5 y/o shiatsu named “chewy” that they adopted from the shelter. She finds great enjoyment in going to church with her family and states that “church is spending time with loved ones, and getting together with friends”. The pt. was a house wife, and still is the only difference she says now is “my husband is a house wife as well”.







	Problem # 3: disturbed sleep pattern r/t restlessness and itchy feet.
General Goal: pt. will be able to get undisturbed rest through the night

	Predicted Behavioral Outcome Objective:

Pt. will be able to get her morning care, medications, and visiting done in the morning so that she can take a nap and sleep through the night as well as the night before.

	Nursing Interventions
	Client Responses to Interventions

	1. Assess the pts. sleep pattern, obtaining info from the pt. and her spouse
	1. Pt. states that she never gets much sleep because her feet itch, and her husband states that he is going to start drinking so he can sleep

	2. Determine pts. usual night time routine and attempt to emulate it

	2. Pt. states that she usually goes to bed around 830 pm, and takes a bath before bedtime after watching the news. I encouraged her to watch TV at bedtime after she has taken her medication.

	3. Attempt to group together activities such as VS, medications, and toileting.
	3. Pt. was very tired, but she was cooperative while we did her morning care, administered her medications, and toileting al in one hour, after this she visited with her family and then took a nap.

	4. Provide pain medication, back rub, and conversation at bedtime.
	4. pt. was administered pain medication to help with her shoulder pain and even though it was not effective, she talked with the doctor and he administers Toridol and she visited with her family until she fell asleep.

	5. Avoid stimulants such as caffeine after 6 pm, and decrease fluid intake after 8pm. Administer Lasix in the morning.
	5. Pt. was administered medications in the morning, she stated that she understood the importance of avoiding caffeine and limiting fluids in the evening.

	Evaluation: the pt. was very cooperative with her morning care, she was well rested from her sleep the night before when she was administered Ativan as a sleep aid. She was able to sit in the chair while I helped her get cleaned up and adjusted her gown and the ECG monitor so that it would be more comfortable when she laid in bed. The doctor cam e in and talked with her and I reminded her that she asked me to tell him she was able to sleep with the medication the nurses gave her the night before. He told her that he would prescribe it to her so that she could take it again that night, and even have some to take home with her later. The doctor told her that the Ativan should help her rest and will also help with her itchy feet so she could discontinue Lyrica. He also gave her some Toridol so that the pain in her shoulder would subside. It made her drowsy and she was able to relax enough after visiting with her family to take a nap. I was excited because I had gotten all of her needs met so that she could take a nap undisturbed.


Reference: Swearingen, P. (2004). All-in-one care planning resource. Mosby. Elsevier’s Health Sciences Rights Department. Philadelphia, PA
	Problem # 1: risk for fall and/or risk for injury r/t osteoporosis
General Goal: within 24 hours of instruction, pt. describes strategies to decrease risk for fall/injury.

	Predicted Behavioral Outcome Objective: pt. will be cooperative in learning and be able to demonstrate proper technique for preventing falls/injuries to herself. 

	Nursing Interventions
	Client Responses to Interventions

	1. Identify personal factors that can contribute to falls via a fall risk assessment tool. 
	1. pt. has a fall risk of 25 because she has had a hx of falls in the past, has osteoporosis and osteoarthritis, is on hypertensive medication, is taking a diuretic (Lasix), and becomes Sob on exertion because of CHF. She also currently has 1+ pitting edema bilaterally in her lower extremities. 

	2. Instruct pt. And family about the need to reduce/eliminate environmental hazards that may increase the risk for falls in the home.
	2. Pt. and her husband agreed to assess their home for poor lighting, electrical cords or oxygen tubing that cross floors or halls, and the pt. has rubber-bottom house slippers that she wears in the kitchen so that she won’t slip.

	3. encourage pt. to avoid unnecessary limiting activity b/c of fear of falling
	3. pt. stated that she would not walk on slick floors or outside in the snow because that is when she fell previously, but she understands that she must keep busy to strengthen her bones.

	4. Teach exercise regimen that improves balance or can be done sitting down.
	4. pt. enjoyed the chair aerobics that I taught her and also demonstrated some balance techniques the physical therapist showed her and her husband.

	5. teach pt. to take prescribed calcium and Vit D. supplements.
	5.  Pt. stated that she takes supplemental calcium in “chewy form” because the pills were “horse size” and she had to crush them. She also explained to me that they taste like chocolate!

	Evaluation: Pt. was much more knowledgeable of her condition that I would have suspected. She was aware of the risk in her home, and listen closely to the others that she could make improvements on when she got home. She also understood the importance of staying active and she and her husband were able to participate in the chair aerobics and looked as if they enjoyed doing the exercises. 


Reference: Swearingen, P. (2004). All-in-one care planning resource. Mosby. Elsevier’s Health Sciences Rights Department. Philadelphia, PA
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Medical History: paroxysmal afib, diastolic CHF, diverticulitis, hypothyroidism, osteoporosis, hx of compression fractures, peripheral neuropathy, osteoarthritis, hypertension.


Surgical History: bilateral total knee arthroplasty, cholystectomy, L. carpal tunnel release, lumbar spine laminectomy, T8 kyphoplasty.   


 








Rm #: 458	Age: 86	  Ht.:144.78	  Wt: 64.416kg


Gender:   M     F        Ethnicity: caucasian





Occupation: retired house wife, knits, cooks, play with dog


Education: HS diploma





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


     (circle one)


I live with: husband, dog named “chewey”


Do I have any other family? Daughter 





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


Hx of CHF, and the pts. Lasix dose has been discontinued, re-continued and adjusted. She then developed increased edema, in lower extremities up to about her knees. Increase in SOB (24-48 hrs.). 


I have had these procedures while I have been here: 


ECG, chest x-ray, pending shoulder x-ray and echocardiogram. 


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 move with 1 assist. She uses the bedside commode. She was able to clean her perianal area and I helped her with the rest. She helped me to change her gown and I got her a neck basket for her ECG monitor because it was pulling her gown down. Now she is able to lean forward without that thing weighing her gown forward as well.





I am rating my pain as a    


      __06_/10 I describe it as … 


Sharp, stabbing pain in the left shoulder. I administered her 2 325mg Tylenol and checked on her an hour later and her pain was still the same. She was grabbing and rubbing the arm. The doctor came in and administered her some toridol. I was not there to monitor her pain after this drug was administered. She was also scheduled for a shoulder x-ray later that day b/c she has osteoporosis and the doc. is worried about a break.





What equipment am I using?  





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- N/A    





Problem #5: risk for falls and/or risk for injury


Signs & symptoms:


Pt. has a hx of fall risk


Pt. has pitting edema +1 bilaterally in lower extremities. 


Pt. is very unstable with her walker. Pt. needs help rising up and sitting down


Pt. is taking diuretic (Lasix)


Pt. nutritional status is inadequate


Pt. has osteoporosis


Pt. has osteoarthritis


Pt. has CHF 


Pt. has diabetes


Pt. gets SOB on exertion





Diagnosis: lower extremity edema r/t right-sided CHF


Key assessments: lab values, vital signs, fall risks, pain management, nutrition, mobility, sleep.





Problem #1: pain


Signs & symptoms:


Pt. states that her shoulder hurts and rates it as a 06/10 on the adult scale


Pt. characterizes her pain as sharp and stabbing pain that is not relieved.


 Pt. grasps and rubs her left shoulder.


Administered pt. 2x Tylenol 325 mg and checked back with her an hour later and the pain was the same.


Doctor writes script for Toridol for pain


Ativan administered for sleep for the first time and pt. is worried that she slept on her shoulder wrong.


X-ray ordered to determine if the shoulder is damaged internally b/c the pt. has osteoporosis and is at risk for bone breaks.








Problem #3: disturbed sleep pattern


Signs & symptoms:


Pt. states that she is unable to sleep at night.


Pts. husband states that he gets woken up because she gets up and down all night and jokes that he is going to start drinking alcohol.


Pt. states that her feet itch and it keeps her awake. 


Pt. tells me that she was able to sleep last night because of the medication that she was administered, and slept the best she had slept in 6 months. 


Pt. had energy and stated that she felt better because she had gotten a good night’s sleep.


Pt. is anemic (RBC 3.74↓) 


Pt. gets SOB on exertion.


Pt. struggles to move effectively with lower edema and uses a lot of her energy to move.





Reference:


     Swearingen, P. (2004). All-in-one care 	planning resource. Mosby. Elsevier’s 	Health Sciences Rights Department. 	Philadelphia, PA





Problem #2: ineffective mobility


Signs & symptoms:


Pt. has 1+ pitting edema bilaterally on lower extremities.


Pt. has not been able to sleep so she is exhausted.


Pt. taking Lasix = fall risk 


Pt. has to pee a lot; she needs assistance to the bedside commode.


Pt. needs a 1 person assist.


Pt. can use walker but is very unstable so she needs constant supervision. 


Pt. has a hx of falls.


Pt. lives at home with her husband and needs to be able to get around by herself.


Pts. doctors have been changing her medications (Lasix and thyroid meds)





Problem #4: imbalanced nutrition


Signs & symptoms:


Pt. required an increase in calcium in her diet.


Pt. requires increased K in her diet r/t Lasix


Pt. requires increase Vit D in her diet.


Pt. is anemic (RBC 3.74↓) = ↑ iron


Pt. does not get much exposure to sunlight. She states that she rarely goes out of the house especially in the winter time.


Pt. lives at home with her husband, so she has to be able to fx independently. 


Pt. is unaware of the total effects of osteoporosis and the importance of taking her vitamin supplements.
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