Lakeview College of Nursing
Clinical Preparation Assignment
N308
Name: Michael Hoke	                               Date: 03/9/2013			Adm. Diagnosis: Respiratory Distress	                      Allergies: NKA
                                                                                                                                                                                                                                      (5 pts.)
Medical History:  Subglottic Stenosis, PDA ligation, CPAP, stridor, respiratory distress, premature birth (26 weeks), tracheomalacia

Surgical History:  Tracheostomy, PDA ligation


Initials: AT   Age:8 months	Date of Admission: 02/22/2013
Gender:   M     F        Ethnicity: Caucasian

Occupation: Not Applicable the patient is 8 months old. 

Education: Not Applicable the patient is 8 months old

Where do I live?    House       Farm       Apt.      Long-term Care facility
     (circle one) Group Home   Other:

I live with:  Mom and dad
Do I have any other family? 2 half siblings

Adm. Date: 02/17/2013
Adm. History: (What brought me to hospital?)
 The patient’s mom brought her to the hospital because she was experiencing respiratory distress. 

 I have had these procedures while I have been here: Tracheostomy,  

I need help with:   Hygiene      Moving        Eating       Dressing

I need help:         Not at All        Some           Lots             Totally

I have a     DNR       POA       Living Will       None

Activity Level: Patient is active; kicks legs and moves arms. 




[image: ]What equipment am I using?  (Circle all that apply)

Incentive Spirometer     Foley    NG     IV 

  Cast   Splint    Drain     Telemetry     Oxygen (21% humidified room air)

 Chest Tube    Trach      Ostomy       Dressing

TED/SCS      Walker/Crutches       Wheelchair

Other_______________________________    
I am rating my pain as a     0/10  
      I describe my pain as: Not applicable

All data is collected and is recorded using the appropriate terminology.  All sections are complete. 
Any data that is not collected is adequately explained in the blank spaces ie NA or unavailable. 
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LAB DATA (List all pertinent/current lab/diagnostic values and highlight which one(s) are abnormal)      			  (1pts)                                                                               

	TEST
	NORMS
	BEFORE
	NOW
	TEST
	NORMS 
	BEFORE
	NO W
	TEST
	NORMS
	BEFORE
	NOW

	WBC
	6.4-15.5
	19.1
	13.1
	RBC
	4-5 L
	4.57
	3.87
	K
	3.5-4.9
	4.5
	3.9

	DIFF: 
Monocytes
Lymphocytes
Neutrophils
Eosiniphils
Basophils
	Neutrophils
24-69%
Monocytes
4-9%
Lymphocytes
18-61%
Eosinophils
0-3%
Basophils
0-1%

	Neutrophils
78 H
Monocytes
2 L
Lymphocytes
14 L
Eosinophils
0
Basophils
1

	Neutrophils
44
Monocytes
7
Lymphocytes
26.1
Eosinophils
2
Basophils
1

	HGB 

HCT
	10.4-13.2
------------
30.7-39.3
	12.4
________
39.0
	10.9
_____
33.1
	NA
	138-146
	141
	137

	PT
	10-12 seconds
	
	
	PLT
	238-497 L

	488
	591
	CL
	98-110
	107
	108

	INR
	1-2
	
	
	APTT
	21-35 seconds

	
	
	CA
	9-11
	9.8
	9.8

	GLUCOSE
	65-99
	111
	89 
	A1-C
	4-6%
	
	
	CO2
	16-26
	25
	21

	CHOLESTROL
	<200 mg/dl


	
	
	BUN
	2-17


	2 
	<2 L
	MG
	1.7-2.3

	1.9
	2.2

	TRIGLYCERIDE
	0-200 mg/dl
	160
	92
	CREATININE
	.6-1.3
	.2 L
	.37 L
	TSH
	.34-5.6

	
	

	HDL/LDL

	30-70 mg/dl

65-180
	
	
	BNP
	0-99 picograms/L


	
	
	OTHER
	
	
	

	OTHER:

	
	
	
	OTHER
	
	
	
	OTHER
	
	
	


	
(Corbett, 2008)


DIAGNOSTICS:  Test & Results     
______________________________________________________________________________________________________________________________________________                                                                                                                                                                
 EKG:  N/A                                                              

	


	Other: MRI- face, orbit and neck w/ and w/o contrast combo- minimal secretions if the posterior pharynx.


	Other:  CT chest with contrast - negative           

	Other:  Scope-tracheomalacia                                     

	Other:  CT neck with contrast-Occlusion of  airway at the levels of glottis and subglottis- severe stenosis

	Chest X-Ray:  Small opacity superior in  R middle lobe      



PATHOPHYSIOLOGY:  4 parts, answer all 4 questions in a thorough manner using own words and appropriate medical terminology, use additional paper if necessary.

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

	
        2. Describe the pathology of this disease; include any causative factors/etiologies that can be identified.     (5 pts.)


Subglottic stenosis (SGS) is a narrowing of the subglottic airway which is houses in the cricoid cartilage. The subglottic airway is the narrowest area of the airway, since it is a complete, nonexpendable and non-pliable ring, unlike the trachea, which has posterior membrane section, and the larynx, which has a posterior muscular section. The term SGS implies a narrowing that is created or acquired although the term is applied to both congenital lesions in the cricoid ring. 

[bookmark: _GoBack]Acquired SGS is the most common acquired anomaly of the larynx in children and the most common abnormality requiring tracheotomy in children younger than 1 year. Correction of this abnormality requires expanding the lumen of the cricoid area to increase airflow and decrease obstructive breathing. Surgical correction of SGS has been performed with various techniques over time.  

[bookmark: C413574363657407I0T413574375000000](McClay, 2002)

   3. Relate the abnormal labs and diagnostics to the disease process.  If all tests are WNL then indicate which values 
    are important to monitor and explain why. 

WBC’s- 19.1 H- indicates infection
Neutrophils- 78 H indicates infection
Monocytes- 2 L- indicates infection
Lymphocytes- 14 L- indicates infection
Glucose- 111 H most likely due to infection
Platelets- 591 H, could be due to prematurity. It has been noted that premature infants show a significantly higher platelet count than a term infant. 
RBC’S- 3.89 L, may be due to anemia or overhydration. 
BUN <2 L –indicates overhydration
Creatinine 0.37 L –indicates overhydration

   (3 pts.)

4. Relate the medications to the disease process or patient situation; include any precautions to be aware of when administering.        (3 pts.)

Albuterol is given because it is a bronchodilator and it relaxes bronchial, uterine, and vascular smooth muscle by stimulating beta2 receptors. This medication is given because the patient has subglottic stenosis. The drug may decrease the patients potassium levels. If more than one inhalation is ordered wait at least 2 minutes between inhalations. Use cautiously in patients with CV disorders, hyperthyroidism, or diabetes mellitus, and those who are unusually responsive to adrenergics. Omnicef is given for infection and is an antibiotic. The drug is contraindicated in patients who are hypersensitive to the drug, and use cautiously in patients with renal insufficiency or colitis. Bacitracin is a topical medication that is used for infection prevention on wounds. Lorazepam is a sedative hypnotic used when the client was ventilated.  Client is in the weaning process by tapering off.  Precautions are hypersensitivity, children < 12 years old, and addiction.  Methadone is an opioid analgesic used to help client taper off lorazepam.  Hypersensitivity, increased intracranial pressure, children < 18 years old, and addictive personality are concerns for this medication.  Omeprazole is a proton pump inhibitor used to decrease gastric secretions.  Clients with tracheomalacia also have high incidence of GERD.  Also albuterol increases gastric secretions.  Caution to hypersensitivity and  use in children.  Acetaminophen is a nonopioid analgesic used for mild to moderate pain and fever.  Hypersensitivity is a concern.  Glycerin suppository is a laxative used to treat constipation.  Hypersensitivity is a concern.
[bookmark: C409243644097222I0T409243654282407]
(Abrams, Pennington, & Lammon, 2009).


























MEDICATIONS:                                                                                                                                                                             (5 pts.)                  
List all medications ordered for your patient. Complete first four columns prior to clinical; last column MUST be completed at end of clinical session.
Include PRN meds only if they are administered during clinical time. 
	Name, prescribed dose and frequency; plus usual dose and frequency of administration. 
	Classification & mechanism of action. [Use your drug reference]
	Why is medication ordered for THIS patient?
	 Nursing Precautions/ Considerations needed to safely administer this medication. 
	 Evaluate medication effectiveness for THIS patient (patient response).




	Name: Albuterol
Prescribed Dose: 2.5 mg/3 ml nebulizer
Frequency: TID
Usual Dose: 2.5 mg/3 ml nebulizer
Usual Frequency: TID

	Classification: Bronchodilator

Mechanism of Action:
Relaxes bronchial, uterine, and vascular smooth muscle by stimulating beta2 receptors

	The patient has subglottic stenosis. 
	Patient may use aerosol and tablets together. Monitor for toxicity. 

Monitor for hypersensitivity


	The patient’s respiratory status has improved. Her respirations are in the normal range (49). 

	Name :Bacitracin topical ointment
Prescribed Dose: NA
Frequency: Q8 hours
Usual Dose:NA
Usual Frequency:Q8 hours

	Classification: Topical antiinfective
Mechanism of Action:
Interferes with bacterial protein synthesis
	Patient had a wound on the right side of the neck due to the trache collar. 
	Hypersensitivity, burns, ulcerations, impaired renal function, external ear or perforated eardrum

	The wound was not infected.

	Name: Cefdinir (Omnicef)
Prescribed Dose:125 mg/5 ml PO
Frequency: BID
Usual Dose:125 mg/5 ml PO
Usual Frequency: BID

	 Classification: Cephalosporin
Mechanism of Action:Inhibits cell wall synthesis, promoting osmotic instability; usually bactericidal, Some microorganisms resistant to penicillins and cephalosporins are susceptible to cefdinir. Active against a broad range of gram-positive and negative aerobic bacteria. 
	Patient was on the medication due to infection. Increased WBC’s 19.1 on admission
	Prolonged treatment may result in emergence and overgrowth of resistant organisms. Monitor the patient for signs and symptoms of superinfection. 
Pseudomembranous colitis has been reported with the use of cefdinir and should be considered in patients with diarrhea after antibiotic therapy and in those with history of colitis. 
	The patient had a temp of 98.7 and WBC’s are now down to 13.1. The patient is not exhibiting S/S of infection. 

	Name: Lorazepam (Ativan)
Prescribed Dose: .3 mg PO
Frequency:Q8 hours
Usual Dose: .3 mg PO
Usual Frequency: Q8 hours






	Classification: Anxiolytic
Mechanism of Action: May potentiate the actions of GABA, depress the CNS, and suppress the spread of seizure activity. 
	Patient was taking the medication to wean off of the ventilator. 
	Monitor hepatic, renal, and hematopoietic function periodically in patients receiving repeated or prolonged therapy. 
Use of the drug may lead to addiction and abuse. Do not stop the drug abruptly after long term use because of withdrawal symptoms. 
	Patient pertinent labs seem to be WNL and was not experiencing withdrawal symptoms. 

	Name: Methadone
Prescribed Dose: .4 mg PO
Frequency: Q8 hours
Usual Dose: .4 mg PO
Usual Frequency: Q8 hours

	Classification: Opioid analgesic

Mechanism of Action: Unknown, Binds with opioid receptors in the CNS altering the perception of and emotional response to pain. 


	 Patient is on this medication for pain. 
	Monitor for respiratory depression. 

Reassess pain levels every 15-30 minutes

Monitor for sedation


	The patient was not exhibiting any behavior associated with the existence of pain such as crying, screaming, kicking, or grimacing.

	`Name: Omeprazole
Prescribed Dose:5 mg PO
Frequency: Q12 hours 1 hour prior to feeding
Usual Dose: 5 mg PO
Usual Frequency:Q12 hours 1 hour prior to feeding

	Classification: Antiulcer

Mechanism of Action: Inhibits proton pump activity by binding to hydrogen potassium adenosine triphosphatase, located at the secretory surface of gastric parietal cells to suppress gastric acid secretion
	This medication is prescribed for the prevention of GERD. 
	Dosage adjustments may be necessary with patients with hepatic impairment. 

Gastrin levels rises in most patients during the first two weeks of therapy

Amoxicillin may trigger anaphylaxis in patients allergic to penicillin
	Patient was able to swallow without trouble. GERD also causes breathing problems and the patient exhibited the ability to maintain normal respiratory status. 

	Name: Acetaminophen 
Prescribed Dose:80 mg PO
Frequency: Q4 hours PRN
Usual Dose: 80 mg PO
Usual Frequency: Q4 hours PRN 








	Classification: Analgesic

Mechanism of Action: Thought to produce analgesia by inhibiting prostaglandin and other substances that sensitize pain receptors. 
	Patient is on this medication PRN for pain. 
	Be aware of acetaminophen in other products when giving the medication. Do not give too much acetaminophen due to liver toxicity. 

The drug may decrease glucose HCT and HGB
	The patient did not exhibit behavior indicative of pain such as crying, screaming or kicking. 

	Name: Acetaminophen 
Prescribed Dose: 80 mg suppository
Frequency: Q4 hours PRN
Usual Dose: 80 mg suppository
Usual Frequency:Q4 hours PRN 


	Classification: Analgesic

Mechanism of Action: Thought to produce analgesia by inhibiting prostaglandin and other substances that sensitize pain receptors.
	Patient is on this medication PRN for pain.
	Be aware of acetaminophen in other products when giving the medication. Do not give too much acetaminophen due to liver toxicity. 

The drug may decrease glucose HCT and HGB
	The patient did not exhibit behavior indicative of pain such as crying, screaming or kicking.

	Name: Glycerin
Prescribed Dose: 1 suppository rectally
Frequency: 1 x Daily
Usual Dose:1 suppository rectally
Usual Frequency: 1 x daily
	
Classification: Laxative

Mechanism of Action:
Draws water from the tissues into the feces, thus stimulating evacuation. 
	
Patient is on the medication due to constipation. 
	
Drug is mainly to re-establish proper toileting habits in laxative-dependent patients. 
	
The patient did not have a bowel movement during the clinical shift but usually has 1 bowel movement per day. 





(Comerford, 2012)


Priority Nursing Diagnosis: Risk for ineffective respiratory function related to secretions, subglottic stenosis, tracheostomy and prematurity as evidenced by wheezes and suctioned secretions. 

(Carpenito-Moyet, 2010).

(2pts)( One diagnosis related to medical problem in which patient was hospitalized for)
													
	What does the patient/client need to accomplish?
GOALS/OUTCOMES
(2 goals)

Measurable patient centered goals 
are identified realistic and contain 
time element.  
	What can the nurse do to help resolve the problem?
IMPLEMENTATION
Nursing Interventions
(2 interventions)
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
(2 rationales) 
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 
(2 Evaluations)
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 maintain oxygenation levels and allow for 21% humidified oxygen during the clinical shift. 

Client will demonstrate ability to feed 3x during the clinical shift. 


	

The nurse can suction the secretions to allow for better respiratory function. The nurse can also teach the mother to suction the trach 

The nurse can monitor the vitals and labs to ensure the infant is maintaining a good nutrition status. The patients creatinine and BUN are .37 and <2. The infant seems to be either overhydrated or has an underlying unknown disorder. If there is dehydration present the nurse can utilize fluids to improve the patient’s wellbeing. If over hydrated sometimes diuretics can be used depending on the patient. 
	

The child should be suctioned every 4 to 6 hours and as needed. There may be large amounts of mucus with a new tracheostomy. This is a normal reaction to an irritant such as the tube in the airway. The heavy secretions should decrease in a few weeks. When a child is in the hospital suctioning is performed with sterile technique however, a clean technique may be utilized at home. It is important not to suction too any times because it can increase the amount of secretions produced. 

(Bissell, 2010)


BUN and creatinine are labs utilized as indicators for hydration status and should be monitored on at risk patients while in the hospital. 

[bookmark: C413556309722222I0T413556322222222](Research and Quality, 2010)



	

The client responded well to the intervention. Secretions were suctioned allowing the patient better respiratory function. 
The goal was met 100%
There does not need to be a modification to the plan of care. 


The client was able to feed 3x during the clinical shift and met the goal 100%. There does not need to be a modification for care. The client responded well. 



PHYSICAL ASSESSMENT DATA (collect own data on clinical day)     (USE  KYLE BOOK AS RESOURCE OR ASSESSMENT BOOK)  
  (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%
	BP:
97/65
Rt arm
	Pulse:
Rate: 150
Rhythm: Regular
	Respirations:
Rate: 49
Rhythm:
 Rapid
	Temp:98.7
Route: 
Axillary
	Pain: 0
Rating:  0 /10    Characteristics:   
	Ht:  60.9 cm
Wt: 5.3 kg

	NEUROLOGICAL: 
 MAE:   Y        N           PERLA:    Y         N
Strength Equal:   Y      N   if no -   Legs   Arms    Both 
Orientation, Mental Status, Speech, Sensory, LOC, 
	Did not perform PERLA due to patients age
Strength is equal patient was able to squeeze my finger equally with both hands. 
Patient is alert and oriented but is 8 months old and does not speak or make sounds due to her trach
She responds to stimuli such as speech and her toys. 


	MUSCULOSKELETAL: 
Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N
Fall Score:
Activity/Mobility Status:    Independent (up ad lib)     
            Needs assistance with equipment   
            Needs support to stand and walk
	
Patient has full ROM. She was able to move all extremities. She is 8 months old and needs complete care. Unable to gather a fall score because we did not do any charting. The user id’s and passwords did not work for any of us at St. Vincent’s. 

Patient kicks legs and moves arms, smiles at toys and has attachment with mother. 
The patient is unable to do anything on her own due to her age and developmental status. 
She is developmentally delayed and not able to set up on her own. 

	CARDIOVASCULAR: 
Heart sounds:  S1, S2, S3, S4, murmur etc.
Peripheral Pulses, Capillary refill: <3 seconds
Neck Vein Distention:   Y   N      Edema  Y    N
Location of Edema: NA
	Heart sounds of S1 & S2 regular rate and rhythm
Peripheral pulse were strong
Capillary refill <3 seconds


	RESPIRATORY:
Accessory muscle use:    Y     N
Breath Sounds: Location, character
	Diaphragmatic breathing
Wheezes auscultated bilaterally due to stenosis
Crackles heard bilaterally due to secretions
She is on 21% humidified room air. 
Rate of 49

	GASTROINTESTINAL:
Diet at home :      regular       Current Diet:   24 kcal Enfacare nectar thick 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:___________
	Patient is on a 24 kcal Enfacare nectar thick diet 
Bowel sounds active x 4 quadrants
Last BM was 03/08/2008
Did not have a stool during the clinical shift. 
She usually has 1 stool per day. 
Abdomen was soft upon palpation
There were no wounds, scars, drains, or nasogastric tubes


	INTEGUMENTARY: 
Skin color, character, turgor, rashes, bruises, wounds: character, drainage, approximation etc.
Braden scale: N/A
Drains present:  Y         N       Type_______________
	Skin was pink, warm, moist, no rashes, bruises, drainage, 
Patient had a small irritated area where the trach collar rubbed on her neck. Bacitracin was put on the spot. 
Patient had slight irritation on her suprapubic region. 

	EENT: 
Ears:                            Eyes:
Nose:                          Teeth:            
                             
	Patient responded to speech; hearing is adequate
Nose was patent and present
Patient was able to track my fingers
Gums were pink; patient did not have teeth yet. She is beginning to get her bottom teeth. 
Sclera is white no presence of sun-downing

	GENITOURINARY: 
Color, character, quantity of urine, pain, 
Dialysis   Y      N       DIAPERS     Y      N
Inspection of genitals
Catheter:  Y    N      Type_____________
	Did not observe patient’s urine
The patient did not portray pain symptoms such as crying, grimacing, or screaming. 
The patient had 3 wet diapers during clinical. The first one was 22 grams the second was 10 grams and the third was 17 grams. 
The urine was light yellow. 


	PSYCHOSOCIAL/CULTURAL:
Educational level

Developmental level      (Incorporate Erickson’s, Kohlberg’s, and Piaget’s theories) 

Coping methods          

Health Beliefs
 Child/Parent Bonding
: 
Religion & what it means to pt.

Personal/Family Data    (Think about home environment, family structure, and available family support)
	The patient is obviously not old enough for school. 
Patient was 8 months old and in the stage of trust vs mistrust. 
The caregiver responded to the infant’s basic needs by feeding, changing diapers, cleaning, touching, holding, and talking to the infant. This creates a sense of trust in the infant. As the nervous system matures, infants realize they are separate beings from their caregivers. Over time the infant will be able to tolerate small amounts of frustration and trusts that although gratification may be delayed, it will eventually be provided.  

(Kyle, 2013)

Patient is not old enough for religion yet. 
The patient has a strong support system. Her mother has been with her the entire time. Her father was going to be there later that night because he was at sporting events with his kids from his previous marriage. He was going to come get education for trach care, and get signed off on the education. The mother also is receiving education regarding proper care and is very competent. She is considering going to nursing school at Marion College. 
There is parent infant attachment/bonding. The mother doesn’t have as much physical contact with her little one due to her little one’s condition, but during feedings the mother was able to hold her infant. The mother was able to capture and maintain eye contact with the infant and the infant smiled and looked happy. 


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




























CONCEPT MAP (10 PTS)
(Be creative, Can be handed in as paper copy)








Overhydration 
Tracheostomy
Subglottic Stenosis
Wheezes
Respiratory Distress
PDA ligation 
21% humidified O2
RBC’s 3.87
WBC’s 19.1
Glucose 111
Prematurity
26 weeks
Education 
Trach Care
Stridor
Tracheomalacia
Creatinine .37
BUN <2
Low Birth Weight
Platelets 591
Monocytes
2
Neutrophils
78
Lymphocytes
14

































Reference List for all references used in this document.    Use APA format.          			                 (2 pts)	
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