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35/40
History of Present Illness (HPI)

Patient Initials: 
GL
  Pt Age: 80
  Gender:  M
   Date of Admission: 

2/3/2012


Review the last 24 hours of nursing notes and the admitting physician’s history and physical exam to answer the items below, summarize the notes you read in your own words. 

Tell the story of how your patient ended up in the hospital:   (1pt)

* Patient was admitted to the hospital after complaining of severe weakness. He was first seen in the ER and found to have RLL Pneumonia. He was then admitted for further workup and treatment. 

Medical & Surgical history (list the year of the diagnosis/ surgery)   (1 pt)

· RLL Pneumonia

· CVA

· SPINAL STENOSIS

· HYPERTENSION

· SIEZURE DISORDER

· CA of PROSTATE

· CHRONIC LOW BACK SYNDROME

Social History   (1pt)

Occupation: UNEMPLOYED

Lives with? ALONE with paid caregivers 24h. 

List family members involved with your patient’s care: daughters, 24hour Home Health aids

Habits (Tobacco/Alcohol/ Drugs)1/2 P/D

Nursing Care:    (1 pt)

Isolation: no

Code Status:  Full Code

Pain: 1 out of 10

Fall Risk: yes

Hygiene: Bed Bath

Activity: 1 Assist

Diet: Regular, feeder

List the equipment that is needed or being used to care for this patient?  (e.g. IV, Foley, Oxygen…)


incontinent 

Pathophysiology:

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


Pneumonia

Describe the pathology of this disease; include any causative factors/ etiologies that can be identified  

(5 pts).  


* Inflammation of the parenchymal structures of the lung, such as the alveoli and the bronchioles. (Porth, 2011, p. 545) Typical pneumonias are caused by an infection by a bacteria that multiply extracellularly in the alveoli and cause inflammation and exudation of fluid into the air filled spaces of the alveoli. Etiologic agents include both infectious and noninfectious agents. (Porth, 2011, p. 546)

What laboratory tests and diagnostics are used to diagnose this pathology, identify below which ones your patient has done and relate the results to the pathology. (5pts)

Laboratory Testing

     Hematology Value
Normal
If not, why?  Please relate to the disease process: 


WBC: 4.7


RBC: 3.62

list normal values




Hgb: 10.7


HCT: 31.7

PLT: 191

INR

     Chemistry
Value
Normal
If not, why not?  Please relate to the disease process.


Na: 133


K: 4.1- taking supplement because medicine lowers. 


Cl: 98


BUN: 12                      list what is normal also

Cr: 0.7


Glucose: 89


Other: Blood culture no growth in 5  days. 

    Urinalysis: No indication of an infection. 

Diagnostic Imaging:

a.
In your own words why is this test done- relate it to the pathology

b.
If abnormal, what changes in your nursing care need to be made?

     Chest X-ray: 2/14/2012 Showed RLL Pneumonia. LT greater than RT, Bilateral Bronchopneumonia. Airway disease confluent with markings, consistent with airspace filling process. 

     ECG / Telemetry

     CT (Cat Scan)

     MRI

     Ultra Sound

     Other:

Medications

List all medications your patient has used in the last 24 hours including: 

1.
Medication name (generic) with prescribed dose & frequency, 

2.
The usual dose & frequency, 

3.
Classification & mechanism of action, 

4.
Why this medication is being used for this patient, 

5.
What nursing precautions considerations do you need to know to SAFELY administer / monitor this medications and lastly 

6. Evaluate the medications effectiveness for this patient (patient response).  (10 pts)

	Name (generic) 

prescribed dose 

& frequency, 

usual dose & frequency
	Classification/

Mechanism 

of action
	Why use this 

medication 

for this 

patient?
	Nursing precautions/ 

safety considerations

To administer this medication
	Evaluation

Patient response

	Ipratropium Bromide 

Nebulizer

.25 mg RT Q6H, 

.25 mg Q6H
	Cholinergic antagonist of acetylcholine at the cholinergic receptors. Treatment is moderate to severe with short acting beta-agonist.
	Treatment of chronic bronchitis
	Acute bronchospasm; not indicated for emergency resue therapy (inhalation aerosol)  hypersensitivity reactions, may cause death, MI, Anaphylaxis, 
	Pt, no longer displayed labored breathing. 

	Albuterol Sulfide

Nebulizer

2.5 mg RT Q6H

2.5-10mg Q1-4H
	Sympathomimtic amine, a beta(2)- adrenergic receptors of intracellular adenylcylase


	Bronchodiolator, pneumonia treatment
	Tachyarrhythmia, hypokalemia, nausea, pharyingitis, anxiety, headache, tremors, Atrial fibrilation, MI, Diabetic ketoacidosis, pulmonary edema
	Patient not in respiratory distress. 

	Potassium Chloride 

20meq PO QAM meals

*20-100meq/D PO 
	Netriceutical

Parenteral Electrolyte

K Supplement
	To treat low K levels in the blood. 
	*take with food to avoid stomach upset

Do not crush, break, or chew

Store at room temp. and avoid heat and light. 

Do not take more than one dose at a time. 

Take with a ful 8 oz glass of water. 

*May cause: 

gas, nausea, vomiting, stomach discomfort, and diarrhea. 
	

	Hydrochlorothiazide 

12.5 mg PO QAM

*12.5-25mg PO qD


	Thiazide diuretic

Cardiovascular agent 
	To treat HBP
	*May increase sensitivity to sunlight. 

Do not take with dofetilide or ketanserin

Decreases amount of K in the body. 

May cause: 

Dizziness, blurred vision, llighteadedness, fainting, loss of appetite, increased blood sugar. 
	Patient BP decreased

	Lisinopril 

20mg PO QAM

*10mg PO QD
	Angio tension converting enzyme (ACE) inhibitor

Anti-hypertensive
	Treatment of HBP
	*Drink plenty of fluids

Inadequate fluid consumption will lead to lightheadedness, dizziness, or fainting. 

Store at room temp. not in bathroom. 

Causes dry, unproductive cough

Extra monitoring if taking Diuretics 
	Patient BP decreased

	Atenolol 

25mg PO QAM

*50mg PO QD
	Beta Adrenergic Blocker

Cardio Selective

Carivascular agent


	Treatment of HBP or angina pectoris
	*Store at room temp. 

*DO not exceed more than 1 dose at a time. 
	Patient wasnt experiencing any chest pain. BP decreased


Your patient has pneumonia and is not on an antibiotic?
PHYSICAL ASSESSMENT DATA (collect own data on clinical day)     (Use Taylor Chapter 25 & N201 materials as resources)  (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 %: 

99%

room air
	BP:   

142/68

right arm, supine pos
	Pulse: 60

Rate: 60
Rhythm: 2
	Respiration:

Rate: 16

Rhythm: reg?
Deep? Shallow?
	Temp:

97.1

Route: Tympanic
	Pain:

Rating:    1   /10    Characteristics: left Shoulder         
	Ht: _66in________

Wt: __48.081 kg_______

	NEUROLOGICAL: 

 MAE:   Y        N           PERLA:    Y         N

Strength Equal:   Y      N   if no -   Legs   Arms    Both 

Orientation, Mental Status, Speech, Sensory, LOC, 
	A/O x3

mumbles, slightly hard of hearing
	
	
	

	MUSCULOSKELETAL: 

Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall Score_____1_________

Activity/Mobility Status:    Independent (up ad lib)     

            Needs assistance with equipment   

            Needs support to stand and walk


	1 Assist, takes a few steps. 
	
	
	

	CARDIOVASCULAR: 

Heart sounds:  S1, S2, S3, S4, murmur etc.

Peripheral Pulses, Capillary refill: __3seconds_______

Neck Vein Distention:   Y   N      Edema  Y    N

Location of Edema____________________
	Distant, RRR
	
	
	

	RESPIRATORY:

Accessory muscle use:    Y     N

Breath Sounds: Location, character

Diminished, slight wheezing, crackles, lower lobes. 
	Resp easy without effort on RM aair
	
	
	

	GASTROINTESTINAL:

Diet at home : Regular      Current Diet: Regular feeder

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:_J-tube_________
	*no tendernass masses or swelling, No BM since date Incontinent x1of BM?

	
	
	

	INTEGUMENTARY: 

Consistent with ethnic background, no excessive bruising, cyanosis, loose turger. Warm, dry?
Braden scale: _________

Drains present:  Y         N       Type_______________
	 
	
	
	

	EENT: 

Ears:  no hearing aids        Eyes: no glasses

Nose:   patent                       Teeth: no dentures  
	 Sl hoh
	
	
	

	GENITOURINARY: 

Color, character, quantity of urine, pain, 

Dialysis   Y      N 

Inspection of genitals: no rashes  or ulcers

Catheter:  Y    N      Type_____________
	What about the urine? Incontinent of urine???
	
	
	

	PSYCHOSOCIAL/CULTURAL:

Educational level: HS

Developmental level : A/Ox3      

Coping methods : none     

Health Beliefs: n/a

Occupation (previous if retired): N/A

Religion & what it means to pt.: none

Personal/Family Data    (Think about home environment, family structure, and available family support)
	Daughter is a nurse, in the care of 24h home health aids. 
	
	
	


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

Other: Priority Nursing Diagnosis: (Use NANDA format) (2pts)

* Risk for impaired skin integrity secondary to incontinence and limited mobility. (Carpenito-Moyet, 2010, p. 472) 

	What does the patient/client need to accomplish?

GOALS/OUTCOMES

(2pts)

Measurable patient centered goals are identified, realistic and contain a time element.


	What can the nurse do to help resolve the problem?

IMPLEMENTATION

Nursing Interventions

(2pts)

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

(2pts)

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 

(2pts)

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

	The patient will demonstrate skin integrity free of pressure ulcers. (if able)

By when? Need specific time.
(Carpenito-Moyet, 2010, p. 472) 
	Determine the etiology to the incontinence. 

Maintain sufficient fluid intake for adequate hydration. 

Apply protective barrier to the peri-region. Clean with soap and water before?
Check the client frequently for incontinence when indicated. 

(Carpenito-Moyet, 2010, p. 472) 
	Maceration is a mechanism by which the tissue is softened by prolonged wetting or soaking. Bowel incontinence is more damaging than urinary incontinence, due to additional digesive enzymes found in stool. Care must be taken to prevent excoriation. (Carpenito-Moyet, 2010, p. 472) 
	Patient did not have any pressure ulcers, rashes, or abnormal lesions upon discharge. 

Goal was met. 


Reference .          (1 pts)
1. Carpenito-Moyet, L. J. (2010). Nursing diagnosis: Application to clinical practice (13th 
ed.). Philadelphia: Lippincott.

2. Dirckx, J. H. (2012) Stedman's medical dictionary for the health professions and nursing
(7th ed.). Philadelphia: Lippincott.
3. Porth, C. M. (2011) Essentials of pathophysiology (3rd ed.). Philadelphia: Lippincott.
4. Skidmore-Roth, L. (2012). Nursing drug reference  (25th ed.). St. Louis, MO: Mosby.

