Lakeview College of Nursing
Careplan N403

Name: Shawna Storm	Date/Week: 10/09/2012		Adm. Diagnosis: DVT (L.L.E), P.E., Anemia (C.C. of Malaise)	

Allergies: All –press meds (Minipress), Iodine, Shellfish, Verapmil, Colestipol, Flovent, Sulfones, Terbinafine, Simvastatin, Sulfa drugs, Atorvastatin, Propoxyphene, Lipitor, Gemfibrozil, Niacin, Metformin, Lamisil, HCTZ, Zocor, Novacain, Lovastatin, Darvocet and XMRSA. 
 (3 pts)									
Medical History: Diabetes, MI 1995, CAD, HTN, COPD, Asthma, Dyspnea, Anemia, Diverticulitis, IDDM, Anxiety, Colon Cancer, Blood Transfusions, Glaucoma, Vertigo, High Cholesterol & Claustrophobia. 

Surgical History: Angioplasty/ Stent placement x 2, Colon Resection 2009, Ostomy 2010, Right Hemicholectomy 2009 and hysterectomy. 

Age: 74 	Ht. 168.83 cm 		Wt.91.308 kg	    Sex: Female

Ethnicity: Caucasian 

Occupation: Retired Realtor 1999

Education: Some college/real estate classes 

Where do I live? House

I live with: Alone (Widower)

Do I have any other family?  Daughter close by.  

Admission Info: Patient awoke on 10/7/12 feeling very fatigued and SOB, which promoted her to call an ambulance to bring her to the ED.

I have had these procedures while I have been here: VQ scan, Non-Contrast CT, EGD, IVC filter placement and 4 units RBC’s. 

I need help with:   Hygiene      Moving        Eating       Dressing

I need help: Patient needs lots of help with highlighted areas. Patient can feed herself independently. 

Activity Level: Bed rest (DVT), Turn q 2 hours. 

** Patient has a DNR **










*Former smoker: 60 ppy (quit at age 56), denies alcohol use.  
*Family HX: HTN, Diabetes and Emphysema



* Difficulty chewing d/t right jaw pain. What equipment am I using? 
IV: #20 Right Forearm, Telemetry and Ostomy. 

I am rating my pain as 6 out 10; abdominal pain, stabbing pain after eating primarily. 
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  LAB DATA     Highlight abnormal values and make a key to explain colors
	Lab Test
	Normal values*
	Date/time of test	
	Reason for Abnormal value      


	
	
	Admission
10/7
	Day prior
10/8

	Day of care
10/09

	

	Na+
	135 – 145 
	138
	138
	N/A
	

	K+
	3.5 – 5 .3
	4.8
	4.5
	N/A
	

	Cl-
	95-110
	110
	113H
	N/A
	Decrease nutrition r/t abd. Pain & dehydration. 

	CO²
	21-31
	17L
	19L
	N/A
	P.E. causes a decrease in O2 sats w/ SOB

	Glucose
	101-125
	212H
	109H
	N/A
	Stress, Anxiety and Diabetes 

	BUN
	06-20
	17
	25H
	N/A
	Dehydration on admit – not eating d/t abd. pain

	Creatinine
	0.6 – 1.2 Males
0.5 – 1.1 Females
	1.68H
	1.38H
	N/A
	Dehydration on admit – not eating d/t abd. pain

	Pre-albumin
	 12 – 42 
	N/A
	N/A
	N/A
	

	Albumin
	3.2 – 4.5 15 – 18 y
3.4 – 4.8 19 – 60 y
3.2 – 4.6 61 – 90 y 
2.9 – 4.5 >90 y
	2.5L
	2.3L
	N/A
	Anemia

	Calcium
	8.2 – 10.2 <90 y
8.2 – 9.6 >90 y
	8.2L
	7.5L
	N/A
	Decreased nutrition required d/t abd. Pain 

	Magnesium
	1.6 – 2.6 
	N/A
	2.2
	N/A
	

	Phosphate
	2.8 – 4.6 16 – 19 y
2.5 – 4.5 >19 y 
	74
	57
	N/A
	

	Bilirubin
	0.3 – 1.2 
	0.8
	0.8
	N/A
	

	RDW
	10.2 – 14.5%
	31.1H
	33.2H
	31.5H
	Anemia

	AST
	2 – 59 y
15 – 40 Males
13 – 35 Females
60 – 90 y
19 – 48 Males
9 – 36 Females
	15
	13
	N/A
	

	ALT
	10 – 40 Males
7 – 35 Females
	10
	9
	N/A
	

	MPV
	5-15
	7.7
	7.4
	7.3
	

	MCV
	78-96
	65.3L
	69.8L
	70.0L
	Anemia 

	MCH
	28-32
	19.6L
	21.2L
	22.0L
	Anemia

	MCHC
	310-360
	30.1L
	30.4L
	31.5L
	Anemia

	RBC
	4.71 – 5.14 Males
4.20 – 4.87 Females
	4.51
	4.81
	4.46
	

	Hgb
	Adult
13.2 – 17.3 Males
11.7 – 15.5 Females
Adult 65 – 74 y
12.6 – 17.4 Males
11.7 – 16.1 Females
	8.9L
	10.2L
	9.8L
	Anemia

	Hct
	43 – 49 Male
38 – 44 Female
	29.4L
	33.5
	31.2L
	Anemia

	
Platelets
	149-442
	350
	325
	267
	


	
	
	Admission
10/07

	Day prior
10/08
	Day of care
10/09

	 

	WBC
	4.5 – 11 
	18.5H
	17.6H
	13.7H
	Anemia

	    Neutrophils
	1.8 – 7.7 
	93.2H
	89.0H
	85.6H
	Anemia

	    Lymphocytes
	1.0 – 4.8 
	3.6L
	5.1L
	7.7L
	Anemia

	    Monocytes
	0 – 0.8 
	2.1L
	5.8
	5.9
	

	    Eosinophils
	0 – 0.45 
	1.1
	0.0
	0.7
	

	    Protein
	6.0-8.3
	6.7
	6.8
	N/A
	

	PT
	10 – 13 seconds
	N/A
	N/A
	N/A
	

	INR
	<2.0 w/o anticoag tx
2.0 – 3.0 w/DVT, PE
2.5 – 3.5 heart valve, or anticoag tx for recurrent system emboli 
	1.16H
	N/A
	N/A
	Anemia

	PTT
	25 – 39 seconds
	28.6
	N/A
	N/A
	

	D dimer
	<250 ng/mL
	N/A
	N/A
	N/A
	

	Nucleated RBC
	0-0
	N/A
	N/A
	N/A
	

	CKMB
	<4 – 6%
	1.6
	N/A
	N/A
	

	Troponin I
	<0.35 
	0.05
	N/A
	N/A
	

	Troponin T
	<0.20 
	N/A
	N/A
	N/A
	

	BNP
	
	N/A
	26
	N/A
	

	A          pH
	7.35 – 7.45 
	N/A
	N/A
	N/A
	

	B          pCO2
	35 – 45 
	N/A
	N/A
	N/A
	

	G’s      pO2
	80 – 100 
	N/A
	N/A
	N/A
	

	            HCO3
	22 – 26 
	N/A
	N/A
	N/A
	

	Base excess
	(-2) – (+3)
	N/A
	N/A
	N/A
	

	Lactic acid
	3 – 23 
	N/A
	N/A
	N/A
	

	C Reactive protein
	1.0 – 3.0 Cardiac App
0 – 4.9 Nephelometry
	N/A
	N/A
	N/A
	

	Urine analysis
	
	
	
	
	

	   Color & Clarity
	Clear/Yellow
	Hazy/
Yellow
	N/A
	N/A
	UTI 

	   pH
	5.0 – 9.0 
	5.5
	N/A
	N/A
	

	   Specific gravity
	1.030
	1.030H
	N/A
	N/A
	UTI

	   Glucose
	Negative
	Normal
	N/A
	N/A
	

	   Protein
	<20
	2+ H
	N/A
	N/A
	UTI

	   Ketones 
	Negative 
	Trace H
	N/A
	N/A
	UTI

	   WBC
	<5
	14H
	N/A
	N/A
	UTI

	   RBC
	<5
	14H
	N/A
	N/A
	UTI

	   Leuko-esterase
	Negative
	Negative
	N/A
	N/A
	

	Cultures
	
	
	
	
	

	   Urine
	
	N/A
	N/A
	N/A
	

	   Nares (MRSA)
	Negative
	Neg
	N/A
	Neg
	

	   Wound
	
	N/A
	N/A
	N/A
	

	   
   Stool
	
	N/A
	N/A
	N/A
	


	
TOXICOLOGY
	
	
09/04
	
	
09/04

	

	Carcinoembryonic Ag
	2.5 ng/ml
	N/A
	N/A
	6.8
	 

	Creatine Kinase
	10-70 (female)
	20
	N/A
	N/A
	

	Dilantin
	N/A
	N/A
	N/A
	N/A
	 

	Tegretol
	N/A
	N/A
	N/A
	N/A
	

	Theophylline
	N/A
	N/A
	N/A
	N/A
	

	KEY
	
	
	
	
	

	HIGH

	LOW

	*(Leeuwen, Kranpitz, & Smith, 2006)



	DIAGNOSTICS:  List all diagnostic tests & their brief results (xrays, CTs, MRI’s, Speech evals, EKG’s etc.)               
VQ Scan: since the patient presented with L.L.E. edema and SOB. The VQ scan showed DVT’s in the L.L.E. 
Non-Contrast CT: Patient had this d/t the shellfish/iodine allergy to check for a P.E. since she presented with a positive DVT and SOB. The test showed a positive P.E. 
IVC Filter: It was placed to prevent DVT’s from traveling to her lungs before they busted up. 
E.G.D.: She had abdominal pain after eating. The E.G.D. was done to see if there was a blockage. The patient has a history of colon cancer, bowel resection and an ostomy. The test showed 0 blockages. 


	CORRELATION: The patient has a history of CAD and an increase in cholesterol on labs as well as a stent placement x 2. The patient presents with L.L.E. edema + 2, SOB and fatigue. A DVT is suspected. The patient is anemic as well as diabetic and hasn’t been eating d/t abdominal pain. The patient is given a VQ scan to identify a clot in the L.L.E. The VQ scan confirms suspicions. A non-contrast CT is done to further study the DVT’s as well as to check for a P.E. d/t CO SOB and fatigue. CO2 levels are low d/t SOB r/t P.E. positive on CT scan. The patient currently has an IVC filter placed to stop the remaining DVT’s in the L.L.E. from moving to lungs, heart or brain to cause damage that could result in death. The patient is tolerating the IVC placement well. SOB has improved since admit. Edema is still a 2+ in L.L.E.  (Smeltzer, 2010, pp. 874-880). The patient’s history of cancer also places her at a risk for DVT’s (Smeltzer, 2010, pp. 875).  




	Pathophysiology: 
(DVT moving to a P.E.)
Deep veins are thin walled vessels that move blood back to the heart. A vein can become inflamed once a thrombus forms a thrombus can form plaque occulting the vessel, during trauma or with any other damage. If damage occurs, blood cannot move freely causing blood to clot this us creating on blockage. The blockage caused less tissue perfusion below the area, which causes the extremity to change colors, swell and become cool to the touch. (Classic DVT s/sx). If the clot breaks free, it can travel back to the heart, which can then move it to the lungs causing a pulmonary embolism or to the brain causing a stroke. There are many risk factors for a DVT; this patient has a history of cancer, CAD and an increase in cholesterol, obesity and overage 65, all which increase, has risks (Smeltzer, 2010, pp. 874-878). 














MEDICATIONS (List all current meds, include IV drip medications) 
                                                                 
	Brand name
	Vicodin 5/500
	Lopressor
	Flonase
	Xalatan

	Generic
	Hydrocodone Bitartrate 
	Metoprolol Tartrate 
	Fluticasone Propionate
	Latanoprost 

	Dose
	1-2 tabs q 6 h/prn
	12.5 mg BID
	1 spray each nostril BID
	1 drop

	Route
	PO
	PO
	NA
	OU

	Classification
	Opioid/Acetaminophen
	Beta Blocker
	Corticosteroid 
	Antiglaucoma

	Action
	CNS smooth muscle inhibitor
	Blocks beta receptors
	Anti-inflammatory
	Decreases intra-ocular pressure

	Reason this client receiving
	Pain Management 
	HTN
	Allergic Rhinitis
	Glaucoma

	Contraindications (2)
	Naltrexone & Codeine
	Bradycardia & 1 deg. Heart block
	Hypersensitivity and Milk protein
	Sensitivity to lanaprost and benzalronium Cl

	Major side effects/adverse rxns (2)
	Respiratory depression and Hepatoxicity 
	Bronchospasm and heart block
	Anaphylaxis and pneumonia 
	macular retina edema and blurred vision 

	Nursing Considerations (2)
	Fall risk and lab check on liver
	Monitor BP and Monitor ECG
	Monitor corticosteroids and asthma med admin
	Intraocular pressure and fall risk

	Client teaching need
	s/sx of RDS
	s/sx of hypotension
	s/sx of corticosteroid effects
	s/sx of eye infection

	




	Brand name
	Tylenol
	Antivert
	Xanax
	

	Generic
	Acetaminophen
	Meclizine HCL
	Alprazolam
	

	Dose
	650 mg
	25 mg PRN
	0.5 mg
	

	Route
	PO
	PO
	PO BID
	

	Classification
	Analgesic
	Antiemetic
	Anti-Anxiety
	

	Action
	Anti-inflammatory
	Inhibits Acetylcholine 
	Unknown action
	

	Reason this client receiving
	Decrease inflammation and pain
	Vertigo
	Anxiety
	

	Contraindications (2)
	Hepatic disease or impairment 
	Sensitive to meclizine
	Indinavir and intranconazole
	

	Major side effects/adverse rxns (2)
	Liver failure and Pneumonitis 
	Xerostoma and Somnolence
	Liver failure and reduced libido
	

	Nursing Considerations (2)
	Monitor pain relief and liver labs
	N/V hydration level
	Decrease anxiety levels, CBC and UA levels
	

	Client teaching need
	Proper dosing
	Avoid Alcohol 
	Abrupt DC = WD S/SX
	




IV Drips	
	Medication
	Concentration
	Rate
	Site
	Line

	Sodium Chloride
	NS
	2.5 ml flush PRN
	R. forearm
	20 g 

	Metronidazole
	100 ml q 8 hr
	100 ml @ 200 mls/hr
	R. forearm
	20 g

	Protonix injection
	40 mg
	IV push q 24 hours
	R. forearm
	20 g



PHYSICAL ASSESSMENT DATA          DNR
	Vital Signs:
Pulse Ox %: 
98% Room Air
	BP: 

180/76
Right side
	Pulse: 86
Rhythm: Regular
	Respirations: 24
Rate: regular
Depth: 1 ½ in deep
Rhythm: regular
	Temp:
36.7 C
Route:
Tymp
	Pain:
Rating: 6 /10    
Characteristics: Abdominal stabbing pain after eating

	NEUROLOGICAL: 
 MAE:   Y        N           PERLA:    Y         N
Strength Equal:   Y      N   if no -   Legs   Arms    Both 
Orientation, Mental Status, Speech, Sensory, LOC, 
	A+O x 3, appropriate, pupils equal and light reactive/brisk, speech is clear, patient is calm. 

	MUSCULOSKELETAL: 
Neurovascular status, ROM, Supportive devices/strength

ADL Assistance    Y   N       Fall Risk:    Y   N

Fall risk ___Y    N___ 35H
Activity/Mobility Status: Patient is on bed rest.
	L.L.E. 2 + edema (DVT), mild weakness with DVT in left leg, patient is fatigued, help with position change q 2 hours, generalized weakness, can tolerate a fair amount of movement but gets SOB. 

	CARDIOVASCULAR: 
Heart sounds:  S1, S2, S3, S4, murmur etc.: none
Cardiac rhythm (if applicable): Regular
Peripheral Pulses, Capillary refill: <3 seconds
Neck Vein Distention:   Y   N?     Edema  Y    N
Location of Edema: L.L.E. 
	No JVD, no carotid bruit auscultated, regular rate and rhythm, no murmur noted, no ectopy noted, normal sinus rhythm on telemetry, patient has received 4 units of RBC’s since admission.   

	RESPIRATORY:
Accessory muscle use:    Y     N
Breath Sounds: Location, character: Diminished 
Vent settings (if applicable): N/A
	Patient has diminished breath sounds in all lobes, no cough or sputum noted. Patient has 98% O2 on room air. 

	GASTROINTESTINAL:
Diet: Regular  Current Diet: as tolerated 
Height: 168.83 cm   Weight: 91 kg
Auscultation: Bowel sounds, other sounds
Last BM, character &  freq of stools: 10/09/12 soft
Palpation: Pain, Mass etc: none
Inspection: distention, incisions, scars, drains, wounds
Ostomy:    Y       N         Nasogastric:    Y      N  
Feeding tubes/PEG tube   Y      N      Type: N/A

	Ostomy site is intact, pink and healthy, abdominal pain of 6/10 after meals is reported, bowel sounds gurgling and active in all 4 quads, round and soft abdomen, last BM was on 10/09/12, it was soft (ostomy). 

	INTEGUMENTARY: 
Skin color, character, turgor, rashes, bruises, wounds: character, drainage, approximation etc.
Braden scale: 15. Also date & location of IV’s: #20 Right forearm, on admit. 
Drains present:  Y         N       Type/A_____
	Patient has warm, dry, pink skin, which is healthy in appearance and intact. It is consistent with her ethnical background. Her skin is elastic in regards to turgor. A 20g IV is in the right forearm, no breakdown on skin noted upon assessment and turning q 2 hours. 

	EENT: 
Ears:  no aids                          Eyes: no glasses/contacts
Nose: Patent                           Teeth: no dentures, right jaw
                                                           Pain.
       
	No cataracts, glasses or contracts, no dentures but patient complain of right jaw pain that intensifies with eating/chewing, no hearing aids and patient does not exhibit any hearing loss. 

	GENITOURINARY: 
Color, character, quantity of urine, pain, 
Dialysis   Y      N 
Inspection of genitals
Catheter:  Y    N      Type: none
	Patient is continent and uses a bedpan to urinate, urine is light amber/yellow in color, has a foul odor, hazy in appearance. Patient denies any pain with urination. 

	PSYCHOSOCIAL/CULTURAL:
Coping methods: family    Educational level: further ed.  
Developmental level: see box 
Ethnicity: Caucasian
Religion & what it means to pt.: protestant 
Occupation (previous if retired): retired realtor 99’ 
Personal/Family Data    
(Think about home environment, family structure, and available family support): family support: daughter 
 


	This patient is Caucasian, she is a widower with a daughter that provides family support. She has had some college education with the completion of a realtor license. She is a practicing protestant and a retired realtor in 1999. She has moderate to mild anxiety, asks many quesitons of her care providers. She is in the Erikson’s stage of Integrity vs Despair. 



Care Map# 7: Anxiety 

· Patient has anxiety d/t surgery, DVT, PE. Patient also has a hx of anxiety. 
· Anxiety assessment 
· Anti-anxiety meds, decrease stimulation, answer her questions.  
 
KEY: 
· Labs – red
· Assessment/VS – blue
· Medications – green 
· Procedures – purple


			                     # 1: Impaired Gas Exchange

· Patient is positive for DVT’s and PE’s. 
· Skin assessment, VS,  pain assessment, O2 sats, edema checks on legs. 
· Provide O2 if needed, ausc breath sounds, assist with movement. 
· IVC filter placed. 
· Teach pursed lip breathing. 
# 4: Altered Tissue Perfusion 

· Hgb: 8.9 on admit
· O2 decreased on Admit
· 4 units RBC given
· O2 given upon admit. 

# 8: Knowledge Deficit  

· Patient is unsure of course of treatment since delayed d/t lab values. 
· Doc/PA/RN to educate the patient is calm her fears and help ease anxiety. 
# 5: Activity Intolerance 

· Patient has SOB d/t PE and decreased Hgb. 
· Assess O2 sats.
· Move q 2 hours, meds for pain. 
· PRN pain medications 
# 2: Impaired Comfort 

· Patient has SOB at times and abdominal pain after eating.  
· Skin assessment, pain assessment and O2 sats, VS. 
· Provide O2 if needed, PRN pain medications upon need, dietary considerations made d/t jaw pain and ostomy. 
· Pain Medications PRN

L.L.E. DVT/ PE/ Anemia  

· CBC, Plt, Hgb, Heart/Lung assessment, V/S, Pain, BM, Edema, IV patency, Anxiety, dietary, skin and neuro. 
 
# 3: Risk for Injury	

· Patient has a fall risk d/t pain medications
· Call light within reach as well as table and personal items. 

# 6: Fatigue 

· Patient complains of fatigue
· Hgb: 8.9, Hct 29.4, Plt 267. 
· Diagnosis of anemia is made
· Pt has a decrease in O2 on admit d/t PE. 
· 4 units RBC’s transfused 
· Restful and quiet milieu provided. 

     Evaluation (10 points)
   
	Problem #1: Impaired Gas Exchange 
General Goal: Patient’s O2 saturations will remain at 95% and above with rest and movement.  

	Predicted Behavioral Outcome Objective: Patient will use pursed lip breathing with shortness of breath and will push the call light to notify RN of SOB

	Nursing Interventions
	Client Responses to Interventions

	V/S q 30 minutes 
	Client tolerates this well.

	Teach client pursed lip breathing 
	Client return demonstrates correctly. 

	Call light within reach
	Patient uses their call light when they need something. 

	Administer blood products
	Patient tolerates transfusion with no s/sx of reaction. 

	Check Hgb levels 
	Labs checked, patient tolerates lab draw from IV well. 

	Evaluation: Summarize client progress toward outcome objective: The patient uses the pursed lip breathing to help with SOB, which decreased her anxiety. 



                               
	Problem #2: Anxiety
General Goal: The patient will understand her plan of care and will ask questions to decrease her anxiety. 

	Predicted Behavioral Outcome Objective: Patient will have a decreased anxiety level and will rest. 

	Nursing Interventions
	Client Responses to Interventions

	Anxiety medications are given 
	The client verbalizes a decrease in her anxiety levels. 

	A quiet milieu is provided.
	The client slept comfortably and for hours. 

	Education is provided in regards to the needed transfusion.
	The client verbalizes the need, risk and understands the s/sx of a reaction. 

	Educate on pursed lip breathing. 
	Client does a return demonstration. 

	Ask if the patient has additional questions. 
	The client speaks with the Doc and RN to answer additional questions about her condition. 

	Evaluation: Summarize client progress toward outcome objective: The patient asks questions to ease her anxiety, practices pursed lip breathing and was able to rest during the majority of the day rather comfortably.  
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