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Lakeview College of Nursing

Clinical Preparation Assignment

Name: Melaney Coleman________ Date/Week: 6/20/11___ Adm. Diagnosis:_Dehiscence and infection to Herniorrhaphy Allergies:__None_____ __

                                                                                                                                                                                                                          (pts)



[image: image1]
  LAB DATA    (List all pertinent/current lab/diagnostic values)       







(  pts)
	TEST
	NORMS
	ON ADM
	NOW
	TEST
	NORMS 
	ON ADM
	NO W
	TEST
	NORMS
	ON 

ADM
	NOW

	WBC
	4.0-11.0 x10³/µL
	20.5H
	16.3H
	RBC
	4.10-5.70

million /µL
	4.41
	4.12
	K
	3.6-5.0

mEq/L
	
	3.8

	DIFF: 

Monocytes

Lymphocytes

Neutrophils
(absolute)
Eosiniphils

Basophils
	4.4-12.3%

20.0-45.0%

1.6-7.7

 x10³/µL

0.3-5.23

0.0-2.0%
	
	
	HGB/ HCT
	12.0-18.0g/dL

37.0-51.0%
	12.8

37.3


	11.8L
35.0L

	NA
	135-145

mmol/L
	
	132L

	PT
	12-15sec.
	
	
	PLT
	140-400

x10³/µL
	305
	295
	CL
	101-111

mmol/L
	
	96L

	INR
	0.9-1.1
	
	
	APTT
	22.4-35.9sec
	
	
	CA
	8.5-10.5

mg/dL
	
	9.3

	GLUCOSE
	60-99mg/dL
	124
	120
	A1-C
	4.5-6%
	
	
	CO2
	21.0-31.0

mmol/L
	
	26

	CHOLESTROL
	<200

mg/dL
	
	
	BUN
	6-20

mg/dL
	8
	8
	MG
	1.8-2.5

mg/dL
	
	

	TRIGLYCERIDE
	>200

mg/dL
	
	
	CREATININE
	0.50-1.2

mg/dL
	0.7
	0.8
	TSH
	0.4-4.0

mIU/L
	
	

	HDL/LDL


	40-59

<100

mg/dL
	
	
	BNP
	<100

pg/mL
	
	
	OTHER
AST

ALT


	12-50

IU/L

10-75
	
	

	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
  Chest X-Ray:                                                                               CT: 

  EKG:  
Other:                                                                                          Other:  

	CORRELATION: How does each abnormal test or lab relate to the diagnosis:   There is an increase in WBC due to the infection.                                                                                        


	


Pathophysiology:  Review all data collected and describe what is happening at the cellular, organ, & system level, may use admitting or secondary diagnosis depending on Instructor preference.

                                                         (pts)



MEDICATIONS:                                                                                                                                                                       (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.

	Name, dose & frequency of administration for this patient. Plus usual dose and frequency of prescription.
	Classification & mechanism of action. [Use your drug guide!]
	Why is medication ordered for THIS patient?
	 Nursing Precautions/ Considerations with this medication. 
	 Evaluate medication effectiveness for THIS patient (patient response).

	 Levothyroxine Soduim (synthroid) 0.025mg Daily@0600/PO

Usual dosage:PO 12.5-25 mcg/day

Ondansetron HCL (Zofran) 4mg Q4H PRN/PO

Usual dosage: 8mg TID

 Tigecyline 50mg/ 100mls@100mls/hr Q12hr/IV

Usual dosage:IV 100mg, then 50mg q12hr

Acetaminophen/Hydrocodone Narco 325/10mg

1tab Q4h PRN/PO

Usual dosage:2.5-10mg Q3-6hr PRN

Diphenhydramine (Benedryl) HCH 25mg Q4H PRN/PO

Usual dosage: PO25-50mg Q4-6hr

NaloxoneHCL, Narcan

0.1mg PRN/IV

Usual dosage: IV 0.1-0.2mgQ2-3minPRN

Hydromorphone HCL

(Hydromorphone HCL PCA)Dilaudid Cont/IV

Usual dosage: 1-2mg Q4-6hrPRN

Hydroclorothiazide (Microzide 12.5mg capsule) 12.5mg Qam/PO

Usual dosage: PO 12.5-100mg/day

Enoxaparin 

(Lovenox) 60mg Q12hr/SQ

Usual dosage: SQ 40mg/day

Lisinopril (Prinivil) 10mg QAM/PO

Usual dosage: 10-40mg/day

Fenofibrate (Tricor) 145mg QAM/PO

Usual dosage: 145mg/day

 
	Thyroid Haromone MOA: Increases metabolic rate, controls protein synthesis, increases cardiac output, renal blood flow, O2 consumption

Antiemtic MOA: Prevents nausea, vomiting by blocking serotonin peripherally, centrally, and in the small intestine

Broad-spectrum antiinfective MOA:Inhibits protein synthesis and phosphorylation in microorganisms; bateriostatic

Antitussive opiod analgesic MOA: Acts directly on cough center in medulla to suppress cough; binds to opiate receptors in CNS to reduce pain

Antihistamine (1st generation, nonselective) Acts on blood vessels, GI, respiratory system by competing with histamine for H1-receptor site

Opioid Antagonist MOA: Competes with opioids at opiate receptor sites 

Opiate analgesic MOA: Inhibits ascending pain pathways in CNS, increases pain threshold, alters pain perception.

Thiazide Diuretic, Antihypertensive MOA: Acts on distal tubule and ascending limb of loop of Henle by increasing excretion of H2O, Na, Cl, K

Anticoagulant MOA:Binds to antithrombin III inactivating factors Xa/IIa resulting in higher ratio of anti-factorXa to XII

Antihypertensive MOA:Selectively suppresses rennin-angiotensin-aldosterone system; inhibits ACE

Anitlipemic MOA: Increases lipolisis and elimination of triglyceride-rich particles for plasma by activating lipoprotein lipase. Rapid breakdown of LDL


	PT has hypothyroidism

Upon admittance pt CC was nausea 

Treatment for infection and MRSA suspicion 

Pain management 

Precautionary treatment of allergies

ANTIDOTE FOR OPIOID MEDICATIONS BEING RECEIVED

Pain management

PT has hypertension

DVT prevention 

PT has hypertension

Pt is hyperlipidemic
	Tachycardia, dysrhythia, Cardiac arrest 


	Levothyroxine, effective- pulse 105H 

Pulse ox 100%

Zofran; effective- PT ate 100% of breakfast and lunch


PHYSICAL ASSESSMENT DATA      (COLLECT OWN DATA)                                                                                                   (pts)
	Vital Signs:
Pulse Ox %:
 
	BP:
 
	Pulse:

Rhythm:  
	Respirations 
Rate: 

Depth : 

Rhythm: 
	Temp:

Route:
 
	Pain:

Rating 
Characteristics:     
 

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	   

	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
	       

	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  _____________________


	  

	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character


	 )

	GASTROINTESTINAL:

Diet at home :                 Current Diet:   

Regular                           tube feeding

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:_  ___


	

	INTEGUMENTARY: 

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

Braden scale: _______

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)
	 .


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

List ANY DATA/ FINDINGS i.e. Signs & Symptoms, Family Info, History etc. that have or could have any impact on the care for this client/patient.




                     (pts)
Make 2 of these . one will be normal with all the problems listed. Then copy it and put colored lines or boxes connecting the problems. 
[image: image2]

	  Problem List                                            (pts)
                                                    
	Nursing Concern/Diagnosis                                                               (pts)
One diagnosis may represent several problems
	 Priority of  List          (pts )
  Use numbers

	
	
	


1st Priority Nursing Diagnosis:  (  pts)

Nursing Diagnosis
2nd priority Nursing Diagnosis:

Nursing Diagnosis

Nursing Diagnosis (restated): Ineffective breathing pattern and Impaired physical mobility 

Both nursing diagnosis. Leave out the R/T and AEB. 

	What does the patient/client need to accomplish?

GOALS/OUTCOMES

Nurse or client perspective


	What can the nurse do to help resolve the problem?

IMPLEMENTATION

Nursing Interventions  
	Why will the nurse do these actions?

SCIENTIFIC RATIONALE

Be sure to include source using APA format
	How did the patient/family respond to the nurse’s actions? 
EVALUATION

Client Response, Status of Goals & Outcomes, Modifications to Plan

	 
	 
	   
	



                     pts                                                    pts                                                                 pts                                                             pts

Reference(s): List all on back page or attach additional page. Use APA format.    

(pt)



Initials: _LS___ Age: _31____Ht. 66____ Wt._124.738kg____


                                                                     170cm.              66kg. 


Gender:       F        Ethnicity: Caucasian____________ 





Occupation: At home insurance agent Blue Cross Blue Shield ____





Education: High School Diploma w/some college experience_





Where do I live?    House      





I live with Husband and four children_______________





Do I have any other family? __Has extended family_____





_________________________________________________________





Admission Info: (why and how did I come to hospital) Nausea and Abdominal pain. She went to the restroom and noticed drainage from incision site and an odor. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 





I need help with:   Ambulatory and able to do self-care





I need help:         Not at All       





Activity Level: Pt is alert and oriented *3_________________





What equipment am I using?  (Circle all that apply)





Incentive Spirometer     Foley    NG     IV 





Cast   Splint- right leg  Drain  Telemetry   Oxygen





Chest Tube    Trach      Ostomy       Dressing





TED/SCS      Walker/Crutches      Wheelchair





Other _________________________________


    





Medical History: Hypertension, Hyperlipidemia, Hypothyroidism, Depression, ___





Surgical History: Herniorrhaphy,_surgery to remove a benign tumor in ear, and C-section________________





______________________________________________





______________________________________________





I am rating my pain as a    


       __6__/10 I describe it as


Sharp piercing pain.________________________
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