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Lakeview College of Nursing

Careplan N308 
Name: Nichole Spencer               Date/Week: 11/17/2012        Adm. Diagnosis: Perforated Appendix       Allergies: NKDA
                                                                                                                                                                                                                                  (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+
	133-145
	134
	
	
	

	K+
	3.5-5.1 mmol
	4.1 mmol
	
	
	

	Cl-
	98-107
	99
	
	
	

	CO²
	21-31
	27
	
	
	

	Glucose
	70-103
	113
	
	
	high

	BUN
	7-25 mg/dl
	9
	
	
	

	Creatinine
	0.6-1.2 mg/dl
	0.45
	
	
	

	Pre-albumin
	18 - 45 mg/dL
	N/A
	
	
	

	Albumin
	3.5-5.7 gm/dl
	4.7
	
	
	

	Calcium
	8.6-10.3 mg/dl
	10.2
	
	
	

	Magnesium
	1.5-2.5 mg/dl
	N/A
	
	
	

	Phosphate
	34-104 u/l
	216
	
	
	high

	Bilirubin
	0.3-1.0 mg/dl
	0.6
	
	
	

	Alk phos
	32-10 u/l
	N/A
	
	
	

	AST
	13-39 u/l
	15
	
	
	

	ALT
	7-52 u/l
	14
	
	
	

	Amylase
	50 – 150 U/dL
	N/A
	
	
	

	lipase
	10 – 140 U/L
	N/A
	
	
	

	Cholesterol
	Less than 200 mg/dL desirable
	N/A
	
	
	

	Triglycerides
	Less than 200 mg/dL desirable
	N/A
	
	
	

	RBC
	4-5.3 m/cmm
	5.2
	
	
	

	Hgb
	11.5-14.5
	13.7
	
	
	

	Hct
	33-43%
	38.7
	
	
	

	Platelets
	150-450
	408
	
	
	

	WBC
	4-12 k/cumm
	25.9
	
	
	high

	    Neutrophils
	18-48%
	86
	
	
	high

	    Lymphocytes
	44-74%
	6
	
	
	low

	    Monocytes
	0-14%
	8
	
	
	

	    Eosinophils
	0-7%
	0
	
	
	

	    Bands
	1-5%
	N/A
	
	
	

	PT
	10-14 sec
	N/A
	
	
	

	INR
	2-3 sec
	N/A
	
	
	

	PTT
	32-45 sec
	N/A
	
	
	

	D dimer
	< 250 µg/L
	N/A
	
	
	

	CK
	38-120 ng/ml
	N/A
	
	
	

	CKMB
	0-3 ng/ml
	N/A
	
	
	

	Troponin
	less than 10µg/L


	N/A
	
	
	

	BNP
	below 100 pg/mL
	N/A
	
	
	

	A          pH
	7.38-7.45
	N/A
	
	
	

	B          pCO2
	35-45 mm/hg
	N/A
	
	
	

	G’s      pO2
	96-100%
	N/A
	
	
	

	            HCO3
	22-26 meq/l
	N/A
	
	
	

	Base excess
	-2 to +2 mmol/L
	N/A
	
	
	

	Lactic acid
	4.5 to 19.8 mg/dL
	N/A
	
	
	

	C Reactive protein
	1.0 and 3.0mg/L
	N/A
	
	
	

	Urine analysis
	
	
	
	
	

	   Color & Clarity
	Yellow
	yellow
	
	
	

	   pH
	5.0-9.0
	7.0
	
	
	

	   Specific gravity
	1.005-1.030
	1.010
	
	
	

	   Glucose
	Neg
	neg
	
	
	

	   Protein
	Neg
	Neg
	
	
	

	   ketones
	Neg
	15
	
	
	high

	   WBC
	Neg
	0.5
	
	
	high

	   RBC
	Neg
	trace
	
	
	high

	   Leuko-esterase
	Neg
	neg
	
	
	

	Cultures
	
	
	
	
	

	   Urine
	Neg
	neg
	
	
	

	   Nares (MRSA)
	Neg
	N/A
	
	
	

	   Wound
	Neg
	N/A
	
	
	

	   Stool
	Neg
	N/A
	
	
	

	Therapeutic Drug Levels
	
	
	
	
	

	Vancomycin
	Peak: 20-40 mcg/ml   Trough: 10 - 20 mcg/ml
	N/A
	
	
	

	Digoxin
	0.8 to 2.0 ng/ml
	N/A
	
	
	

	Dilantin
	10 and 20 mcg/mL
	N/A
	
	
	

	Tegretol
	5 to 12 mcg/mL
	N/A
	
	
	

	Theophylline
	10 to 20 mcg/ml
	N/A
	
	
	

	Other
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


 (5 pts)
	DIAGNOSTICS:  List all diagnostic tests & their brief results (xrays, CTs, MRI’s, Speech evals, EKG’s etc.)                                                                                                                                                                 
   CT scan- CT scan reviled a perforated appendix. All other organs were WNL 11-15-12
   Xray- Was done to conform PICC line had correct placement. 11-16-12
   Labs-  Labs were done to evaluate for infection. Results above. 11-16-12


	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)                                                                          
The elevated labs were due to the diagnosis of perforated appendix. The high levels in WBS and urine were due to infection from appendix. Glucose was high due to not fasting. 



	Pathophysiology: (in your own words supported by scholarly nursing references)                                        (5 points)
The main thrust of events leading to the development of acute appendicitis lies in the appendix developing a compromised blood supply due to obstruction of its lumen and becoming very vulnerable to invasion by bacteria found in the stomach normally. Obstruction of the appendix lumen, enlarged lymph node, worms, tumor, or indeed foreign objects, brings about a raised intra-luminal pressure, which causes the wall of the appendix to become distended. 



MEDICATIONS (List all current meds, include IV drip medications)                                                                       (15 points)
	Brand name
	D5W ½ NACL
	Tylenol 
	Zosyn 
	

	Generic
	Glucose 
	acetaminophen
	Piperacillin/ tazobactan
	

	Dose
	50 cc/hr
	650 mg
	6 grams
	

	Route
	IV
	PO
	IV
	

	Classification
	Nutritional/ carbohydrate 
	Nonopioid analgesic 
	Antiinfective, broad spectrum 
	

	Action
	Parenteral fluid/ nutrient replenisher 
	Blocks pain impulses 
	Interferes with cell wall replication 
	

	Reason this client receiving
	Restore glucose related to not eating
	Pain
	Infection
	

	Contraindications (2)
	Delirium or diabetic coma with high blood sugars
	Liver toxic, dark urine
	Allergy to PCN and carbapenem 
	

	Major side effects/adverse rxns (2)
	Acidosis, alkalosis, fluid over and hyperglycemia 
	Drowsiness, GI bleed and renal failure
	Seizures and vertigo  
	

	Nursing Considerations (2)
	Maintain IV site, rate and monitor glucose
	I and O ratio and allergic reaction 
	I and O, renal fx 
	

	Client teaching need
	Educate on increasing food intake, and report if pain at site. 
	Don’t exceed the recommended dose and signs and symptoms of over dose
	Take all of medication, report sore throat or CNS effects
	


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (10 pts)
	Vital Signs:
Pulse Ox %:
98%
	BP:
105/64
	Pulse:

89
Rhythm:
Regular 
	Respirations:

Rate:16
Depth:

Rhythm:
	Temp:

97.6
Route:
Auxiliary 
	Pain:

Rating:        2 /10    
Characteristics: Sharp, with movement          

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	Strength equal in all extremities, mental status alert and oriented X3, speech approiate 


	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall risk _x__Y    N___

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk
	Patient was up with assistance and had bathroom privileges. She had a IV pole and needed some assistance. 


	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable)
Peripheral Pulses, Capillary refill: ___<3 sec______

Neck Vein Distention:   Y   N      Edema  Y    N
Location of Edema____________________


	Cardiac rate and rhythm were heard and in sinus rhythm, no neck distention or edema. 

	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character
Vent settings (if applicable)
	Lungs clear in all four quadrants. Patient was not having any SOB. 


	GASTROINTESTINAL:

Diet at home :     reg            Current Diet:  reg 

Height:      4’5”                     Weight:50 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:___________


	Bowel sounds actuated, patient was having multiple stools per day, with no pain, distention. Pat had a small incision above umbilicus. 

	INTEGUMENTARY: 

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

Braden scale: ____20_____. Also date & location of IV’s
Drains present:  Y         N       Type_______________
	Color of skin was approiate for race. Skin trugor was well hydrated. No signs of bruising or wound. 
IV was in right PICC line. 

	EENT: 
Ears:                            Eyes:

Nose:                          Teeth:            

                               
	All were within normal limit for age. 


	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals N/A
Catheter:  Y    N      Type_____________


	Urine was pale yellow with no odor, pain. I&O was recorded at 1000 per 24 hr. 


	PSYCHOSOCIAL/CULTURAL:

Coping methods,      ok    Educational level 1st grade
Developmental level,       Ethnicity, white
Religion & what it means to pt. none reported
Occupation (previous if retired) N/A
Personal/Family Data    (Think about home environment, family structure, and available family support)
	Patient lives at home with mom, dad and 6 brothers and sisters. Patient has a good support system and loves school. 


Care Map     (20 pts)





                     

     Evaluation (15 points)

	Problem #__1_____:

General Goal:
Keep pain level at a rating of 3 out of 10. 

	Predicted Behavioral Outcome Objective:

Patient will be able to increase activity. 

	Nursing Interventions
	Client Responses to Interventions

	1.  Treat pain at level of 5
	1. No pain rating more than 2

	2. Explain pain scale
	2. Verbal understanding of pain scale

	3. help patient to ambulate
	3. keep pain at 3

	4.
	4.

	5.
	5.

	Evaluation: Summarize client progress toward outcome objective:

The patient did not report any pain greater than a 2 of 10 all day, even with increased ambulation. 


	Problem #____2____:

General Goal:

Decrease knowledge deficit. 

	Predicted Behavioral Outcome Objective:

Understanding of discharge

	Nursing Interventions
	Client Responses to Interventions

	1. increase ambulation prevent DVT
	1. walked around room many times

	2. home care set up
	2. have name and number of home care nurse

	3. diet restriction 
	3. verbalizes good diet

	4. pain management 
	4. med treatment

	5.
	5.

	Evaluation: Summarize client progress toward outcome objective:

Patient was educated on discharge and understands what to expect when she gets home. 


References (2 pts)
Kyle, T. & Carman, S 2012. Pediatric nursing clinical guide. Philadelphia, PA: Lippincott, Williams, & Wilkins
Roth, Linda. Mosby's 2012 nursing drug reference. 25th ed. St. Louis, Mo.: Elsevier/Mosby, 2012. Print.
Swearingen, Pamela L.. All-in-one care planning resource. 3rd ed. St. Louis, Mo.: Mosby, 2011. Print.

Lakeview College of Nursing
N308 Careplan Rubric

Student_________Nichole Spencer____________________________

Careplan #____1__


Note: any incomplete categories will receive zero points.

	Category
	3 points
	2.5 points
	2 points
	1 point
	POINTS

	First page


	All data is collected and is recorded using the appropriate terminology. All sections of the first page are complete. Client confidentiality maintained with use of initials. Any blank spaces are adequately explained. 
	One aspect missing or incorrect, otherwise page is complete.
	Two-three aspects missing or incorrect, otherwise page is complete.
	More than three aspects missing or incorrect, otherwise page is complete.
	

	Category
	15 points
	14 points
	11 points
	5 points
	

	Lab Data

	All normal lab values are listed in the table. Client lab data is recorded correctly in the spaces provided. “N/A”recorded in any blank spots. Reason(s) listed for abnormal labs. Abnormal labs are highlighted one color for High and another color for Low. Key is made to explain colors.
	One-two aspect(s) missing or incorrect, otherwise lab data section is complete and well done. 
	Three-five aspects missing or incorrect, otherwise lab data section is complete.
	More than 5 aspects missing or incorrect, otherwise lab data section is complete.
	

	Category
	5 points
	4 points
	3 points
	2 points
	

	Diagnostics


	All diagnostic tests (xrays, CT scans, MRI’s, EKG’s, Speech evals etc.) are listed and include: date of test and brief result.
	One aspect missing or incorrect, otherwise Diagnostic section is complete.
	Two aspects missing or incorrect, otherwise Diagnostic section is complete.
	More than two aspects missing or incorrect, otherwise Diagnostic section is complete.
	

	
	
	
	
	
	

	Category
	10
	9
	7
	4
	

	Correlation

	Student has thoroughly discussed (in their own words) how the abnormal labs and diagnostic tests relate to at least one of the following: the client’s medical diagnosis, past medical history, and/ or current condition. The information is accurate and the student demonstrates an understanding of the findings. APA citations are present. Scholarly nursing literature utilized for references.
	One aspect missing or incorrect, otherwise the Correlation section is complete.
	Two-three aspects missing or incorrect, otherwise the Correlation section is complete.
	More than three aspects missing or incorrect, otherwise the Correlation section is complete.
	

	Category
	5
	4
	3
	2
	

	Pathophysiology

	Primary disease process has been identified and researched. Student has concisely described how the pathophysiology affects the body at the cellular, organ, and system levels. Note: students may choose a secondary diagnosis with instructor approval. APA citations are present. Scholarly nursing literature utilized for references.

	One aspect missing or incorrect, otherwise the Pathophysiology section is complete.
	Two aspects missing or incorrect, otherwise the Pathophysiology section is complete.
	More than two aspects missing or incorrect, otherwise the Pathophysiology section is complete.
	

	Category
	15
	14
	12
	5
	

	Medications

	All medications (including PRN and medication drips) are listed. The following are complete: brand name, generic name, dose, route, classification, action, reason the client is receiving, (2) important contra-indications, (2) major side effects/adverse reactions, (2) important nursing considerations, (1) client teaching need.
	One-two minor aspects missing or incorrect, otherwise the medication is complete and well done.
	Two-four minor aspects missing or incorrect, otherwise the medication section is complete.
	More than four minor aspects or one major aspect is missing or incorrect. The remainder is complete.
	

	Category
	10
	9
	8
	5
	

	Assessment

	Complete head to toe assessment accurately recorded including vital signs, pain, systems, psychosocial/cultural components. Left column, student highlights, circles or bolds text. Right column is utilized for explanation of any additional findings. Must include Braden score, Erikson developmental stage and location & dates of IV sites.
	One-two aspects missing or items that need to be improved upon, otherwise the Assessment section is complete and well done.
	Three-four aspects missing or items that need to be improved upon, otherwise the Assessment section is complete and well done.
	More than four aspects missing or items that need to be improved upon, otherwise the Assessment section is complete.
	

	Category
	20
	18
	15
	10
	

	Care map

	All client problems identified (number will vary). Must have a minimum of 5. Write NANDA approved nursing diagnosis for each box title. List supporting data (abnormal labs, meds, history, diagnostic tests, assessment findings) within each box. Prioritize the problems and label each box with a number.  
	One- two aspects missing, otherwise Care map is thorough and well done.
	Three -four aspects missing, otherwise Care map is complete.
	More than four aspects missing and/or map generally is not well done.
	

	Category
	15
	14
	12
	5
	

	Evaluation

	Choose 2 problems to evaluate. List the problem number. Write a general goal. Write a predictive behavioral outcome objective that is time limiting. Identify 5 nursing interventions related to each problem and the client’s response to those interventions. Then evaluate the client’s progress towards the outcome objective.
	One aspect missing or is irrelevant. Otherwise the Evaluation section is thorough and well done.
	Two-three aspects missing or are irrelevant. Otherwise the Evaluation section is thorough and well done.
	More than three aspects missing or is irrelevant. Otherwise the Evaluation is complete.
	

	Category
	2
	1.5
	0.5
	0
	

	References/APA
	Accurate APA format, Appropriate  citations &references,  

No spelling or grammar  errors
	1-2 APA  format errors,

Some  citations,  references are appropriate, 

Minimal  spelling or grammar  errors 
	Many APA format errors,

Inappropriate  citations or references, 

Many spelling or grammar  errors 
	No APA formatting,

No  citations or references included, many spelling or grammar  errors
	

	
	
	
	
	
	


	TOTAL:
	
	
	
	
	


COMMENTS:   
___________________________


___________________________

INSTRUCTOR SIGNATURE:  
___
 DATE:   




Initials: KH       Chronological Age: 6 years 11 months 


Ht. 4’ 5”     Wt. 50 kg





Gender:   M     F        Ethnicity: Caucasian





Occupation: none





Education: In 1st grade





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


     (circle one)


                                Nursing Home   Other_______________________





I live with mom, step-dad and four brothers





Do I have any other family? Yes, grandma and many step brothers and sisters, could not tell me how many. 





Admission Info: (why and how did I come to hospital) child was having severe pain in her RLQ and mother brought her to the ER. She was not having any nausea or vomiting, just pain. 


_________________________________________________________








I have had these procedures while I have been here: CT scan with contrast, xray, PICC line placed, removal of appendix. 











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: BRP with asst. 





Medical History: asthma





______________________________________________





______________________________________________





______________________________________________





Surgical History: removal of appendix 11/15/12





______________________________________________





______________________________________________





______________________________________________





______________________________________________





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    


       2/10 I describe it as


Patient was doing great with pain, was given Tylenol and pain was 0/10 the rest of the day. __________________________________________














3. Fluid volume deficient related to fever AEB temp  above 98.6 for 24 hours. 




















Diagnosis














Perforated Appendix























4. Knowledge deficient related to unfamiliarity with new medication AEB verbal confirmation. 
































Acute pain related to inflammatory process AEB elevation of WBC. 
































2. Risk for infection related to inadequate primary defense process AEB elevation of WBC and recent surgery. 























5.  Risk for falls related to weakness AEB recent trauma. 
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