Lakeview College of Nursing
Clinical Preparation Assignment
N210 
Name: ____Sara Varner_______ Date: ___9/30/10_____ Adm. Diagnosis: Angina and Occlusive 3 vessel Coronary artery disease__Allergies:___Sulfonamide Antibiotics____________________
                                                                                                                                                                                                                                        (5 pts)
 (
Medical History: __History of Hypertension, hyperlipidemia and diabetes mellitus type 2. Chest pain, Cardiac cath revealed 90% circumflex stenosis, 80% right coronary artery stenosis, 50% LAD stenosis, 50% mitral regurgitation. Back pain, neuropathy_________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
Surgical History: ____Carpal Tunnel and biopsy of left lower foot__
  
Surgeries include anything that was done during this admission also
________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
) (
Initials: __B.J.____Age: __80__    Date of Admission: __8/31/201__
Gender:   M     **F**    Ethnicity: ___African American________
Occupation: ____Retired, use to supervise in administration in the army_______________________________
(Former work if retired)
Education: _____N/A_________________________________________
Where do I live?    **House**       Farm       Apt.      Asst. Living
     (circle one)
                                Nursing Home   Other_______________________
I live with___Alone__________________________________________
Do I have any other family? _____B.J. has 9 children_________________________
_______________________________________________________
Adm. Date: __8/31/10____ Adm. History: (What brought me to hospital?)
 ___________Patient was complaining of chest pain to her son, she was unable to get out of bed and also complained of fatigue. Son called an ambulance and brought her in. She stated she had been experiencing chest pain x 2 weeks. It was determined from there that she needed a coronary artery bypass grafting x3 with left internal mammary to left anterior descending reverse saphenous vein to obtuse marginal one. Reverse saphenous vein to right coronary artery, ligation of left atrial appendage, and placement of CorMatrix membrane.________________________________________________
_________________________________________________________
I have had these procedures while I have been here: _____coronary artery bypass grafting x3 with left internal mammary to left anterior descending reverse saphenous vein to obtuse marginal one. Reverse saphenous vein to right coronary artery, ligation of left atrial appendage, and placement of CorMatrix membrance________________
__________________________________________________________
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: ________________________________________
)



 (
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    
       
___5_____
/10     I describe it as:
___Soreness and pressure___
Where?
_______________
__________________________________________
)
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)      			       (2pts)                                                                               
	TEST
	NORMS
	BEFORE
	NOW
	TEST
	NORMS 
	BEFORE
	NO W
	TEST
	NORMS
	BEFORE
	NOW

	WBC
	4.0-11.0
	13.79
	14.73
	RBC
	4.1-5.7
	2.86
	3.27
	K
	3.6-5.0
	4.0
	3.4

	DIFF: 
Monocytes
Lymphocytes
Neutrophils
Eosiniphils
Basophils
	
4.4-12.3
20.0-45
50-70
0.3-5.2
0-0.2
	
5.5
37.8
53.5
2.2
0.6
	
7.4
23.3
53.5
2.2
0.6
	HGB/ HCT
	12-18/37.0-51.0
	8.2/24.6
	9.2/28.4
	NA
	135.0-145.0
	139
	141

	PT
	N/A
	N/A
	N/A
	PLT
	140.0-400.0
	119
	182
	CL
	101.0-111.0
	104
	101

	INR
	0.9-1.1
	1.6
	1.3
	APTT
	22.4-35.9
	N/A
	N/A
	CA
	8.5-10.5
	8.0
	8.4

	GLUCOSE
	60.0-99.0
	138
	140
	A1-C
	N/A
	N/A
	N/A
	CO2
	21.0-31.0
	29.1
	31.5

	CHOLESTROL
	<200
	123
	146
	BUN
	6.0-20.0
	18
	18
	MG
	1.8-2.5
	2.2
	1.9

	TRIGLYCERIDE
	50.0-147.0
	388
	95
	CREATININE
	0.5-1.2
	0.89
	0.93
	TSH
	0.4-4.0
	2.47
	N/A

	HDL/LDL

	40.0-59.0/ <100
	69/81
	61/51
	BNP
	N/A
	N/A
	N/A
	OTHER
	
	
	

	OTHER

	
	
	
	OTHER
	
	
	
	OTHER
	
	
	


	DIAGNOSTICS:  Test & Results                                                                                                                                                                     
   Chest X-Ray:  Status post CABG. Left sided chest tube, left upper chest. Subcutaneous implanted pacemaker. Right internal jugular central venous sheath. Suboptimal inspiration. Left hemi diaphragm silhouetting from fluid and/or infiltrate/atelectasis. Mild lung atelectisis and/or infiltrate. No evidence of pneumothorax.                       Other:                                                    Other:
     
     EKG:       Sinus Bradycardia w/ marked sinus arrhythmia, Right bundle branch block. Abnormal EKG                                       Other:                                                                         Other:




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)
Diabetes Mellitus…This is not the primary reason why she is here! If  we discussed this and I OK’d this to be used, I was in error. We need to touch base on this.

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


Insulin resistance means that body cells do not respond appropriately when insulin is present. Unlike type 1 diabetes mellitus, insulin resistance is generally "post-receptor", which means there is a problem with the cells that respond to insulin rather than a problem with the production of insulin.
Type 2 is a more complex problem than type 1, but sometimes easier to treat, especially in early when insulin is still being produced naturally within the body. Serious complications can result type 2 diabetes that is not properly managed. Some of these include renal failure, blindness, slow healing wounds/surgical incisions and arterial disease, including coronary artery disease. This patient has a surgical wound and perhaps this could be slowing down it’s healing. The onset of type 2 diabetes usually occurs in middle age and later life, like this patient, although it is becoming more common now to see it in adolescents and young adults due to an increase in child obesity and inactivity. 
Some lifestyle factors are known to be important contributors to the development of type 2 diabetes. In one study, those who had high levels of physical activity, a healthy diet, didn’t smoke, and drank alcohol in moderation had an 82% lower rate of diabetes. When a normal weight was included in this study the rate was 89% less. A healthy diet was defined in this study as one high in fiber, with a high polyunsaturated to saturated fat ratio, and a low mean glycemic index. Obesity has been found to contribute to approximately 55% of type 2 diabetes, and eating less saturated fats and trans fatty acids while replacing them with unsaturated fats tend to decrease the risk.
Environmental toxins may also contribute to current increases in the rate of type 2 diabetes. A positive correlation has been found between the concentrations in the urine of bisphenol A, which are part of some plastics, and the incidence of type 2 diabetes. There are many factors that can potentially increase to or exacerbate type 2 diabetes. These include obesity, hypertension, elevated cholesterol, combined hyperlipidemia, and with the condition often termed metabolic syndrome. There is also a strong genetic connection in type 2 diabetes:  a relative with type 2 (especially first degree) dramatically increases risks of developing type 2 diabetes. 
Type 2 diabetes mellitus is slightly more common in older women than men. In is more common in African Americans, Hispanics and Native Americans than other ethnicities. Since this patient is a woman and of African American descent, she was more susceptible to getting Type 2 diabetes. Diabetes mellitus is one of the leading causes of morbidity and mortality in the United States because of its role in the development of optic, renal, neuropathic, and cardiovascular disease. Again, this patient has neuropathy, which is most likely a co morbidity of Diabetes. Approximately two thirds of people with diabetes die from heart disease or stroke. Although this patient did not die from heart disease, she is experiencing complications with heart disease and required major surgery to correct this. Her hyperlipdemia was most likely causing her stenosis, which was leading to her high blood pressure. ("Type 2," 2010) 






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.       (3 pts)

Patient’s glucose level is high which is most likely caused by her Diabetes Mellitus.  Insulin deficiency is necessary for the development of hyperglycemia. Patient also has increased HDL levels, which is again consistent with Diabetes mellitus. Patient has elevated WBC count; this is most likely due to the recent surgery. During a state of infection/inflammation, WBCs move freely through the blood, destroying invasive bacteria and viruses. It is possible the body is fighting off a possible infection at incision site. RBC (along with hgb/hct) count is also low probably due to the loss of blood during surgery. Her Triglyceride level is under control since the patient has been in the hospital, but again this is consistent with hyperlipidemia and hypertension. With the medications she has been using, it seems they have effectively decreased this level. ("Laboratory lab values,," 2010) 




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







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).

	Amitriptyline
2 mg





Aspirin
325 mg






Bumetanide
8mL




Chlrohyxidine gluconate
15 mL




Ducusate sodium
1 cap (100 mg)







Gabapentin
800 mg 3x daily




Heparin lock
100 units







Insulin aspart
4x daily, sliding scale





Insulin glargine
10 units








Lisinopril
5 mg daily at 0800






Omeprazole 
20 mg, 2x daily before meals






Propranol
10 mg every 8 hours






Rosuvastatin
20 mg, daily with evening meal















































	Tricyclic antidepressants, serotonin nor epinephrine reuptake inhibitor


Analgesic/antipyretic salicylates, suppresses production of prostaglandins and thromboxanes


Loop diuretics, inhibits reabsorption of sodium and chloride


Dental aids/antiseptic, kills both gram positive and negative microbes bactericidal, bacterostatic

Laxatives/cathartics, reduces surface tension of the oil water interface of stool resulting in enhanced incorporation of H2O and fat

Gabaanalogue, unknown thought to involve voltage-gated N-type calcium ion channels.

Heparin, anticoagulant, prevents the formation of clots and extension of existing clots within the blood. 


Insulin, insulin analogue





Insulin, insulin analogue








Antihypertensive, ace inhibitor, decreases chemicals that tighten around vessels




Proton-pump inhibitors, decrease amount of acid in stomach, decrease H/K ATPase enzyme system w/ gastric cell



Beta-adrengic blocking agents, diminish the effects of epinephrine (adrenaline) and other stress hormones


Antihyperlipidemic, HMG COA reductase inhibitor slows cholesterol production in body 
	Patients who are temporarily immobile are at risk for depression. 


Prevents heart attack, antiplatelet, prevents blood clots



Used to reduce swelling and fluid and fluid retention for heart disease

Plague can lead to heart problems




Patient is constipated and on opioids that cause constipation




Patient has neuropathy




Prevents clots in central lines







Patient is diabetic, fast onset




Patient is diabetic, long acting







Patient has hypertension






Acid reflux is a common problem, standard medication ordered for most patients


Patient has hypertension






Patient has hypertension patient has high cholesterol, hyerlipidemia
	Can cause constipation, urinary retention, insomnia, hypotension


GI bleeds, angioedema, effects clotting levels before surgery



Check electrolytes, can affect blood sugar levels


Keep away from eyes/ears, can cause damage organs



Check for allergies, can cause nausea vomiting





Do not discontinue abruptly, can cause dizziness, drowsiness, peripheral edema

Can lead to Thrombocytopenia







Monitor blood sugar, must eat within 15 min of injection, do not mix with other insulin’s

Do not use in insulin pump, must be given subcutaneously, monitor blood sugar if you start or stop



Speak with your doctor about any herbal supplements or OTC drugs you are taking especially aspirin  

Take before eating, do not break pill, make sure to check drug-drug interactions



Use caution with diabetes, it can mask symptoms of hypoglycemia




Use caution with other meds especially anticoagulants, do not take with alcohol


	Patient did not note any depressive symptoms.






No signs of complications.









Urine output exceeds 30 ml per hour. No signs on edema. Blood pressure is not exceedingly high.



No signs of sores or thrush. Dentures were clean.







Patient stated she had bowel movement the day before. But was unable to evaluate for current day. Flatus present.





Unable to evaluate. Patient did not note any neuropathy but has bilateral weakness post op. 




Medication held.  









Patient’s blood sugar was within normal range the night before as seen in EMR. Accucheck not performed during clinical.




Patient’s blood sugar was within normal range the night before as seen in EMR. Accucheck not performed during clinical.







Patient’s blood pressure was 127/68







Unable to evaluate. However patient did not note any acid reflux.








Blood pressure was 127/68. 









Patient’s cholesterol and HDL/LDL were within designated limits. 






















































(Carle MAR, 2010)
(RxLinkInc, 2010) 







Priority Nursing Diagnosis:	Impaired Physical Mobility in relation to surgical intervention as evidenced by tachypnea/tachycardia upon ambulation														                  (2pts
(Use NANDA format)	
														
	What does the patient/client need to accomplish?
GOALS/OUTCOMES


Measurable patient centered goals 
are identified realistic and contain 
time element.  
	What can the nurse do to help resolve the problem?
IMPLEMENTATION
Nursing 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

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 

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 walk 100 yards around the floor 3 times daily 






	Assess patient knowledge of immobility and its implications. Provide Education where there is a knowledge deficit. 




Assess for developing thrombophlebitis (e.g., calf pain, Homans’ sign, redness, localized swelling, and rise in temperature). Encourage and facilitate early ambulation.

Assess skin integrity. Check for signs of redness, tissue ischemia (especially over ears, shoulders, elbows, sacrum, hips, heels, ankles, and toes).Turn and position every 2 hours or as needed. Clean, dry, and moisturize skin as needed. 

Monitor input and output record and nutritional pattern. Assess nutritional needs as they relate to immobility (e.g., possible hypocalcemia, negative nitrogen) Encourage liquid intake of 2000 to 3000 ml/day unless contraindicated.


Assess elimination status (e.g., usual pattern, present patterns, signs of constipation).

Assess emotional response to disability or limitation. Provide positive reinforcement during activity.

Evaluate need for assistive devices. Facilitate transfer training by using appropriate assistance of persons or devices when transferring patients to bed, chair, or stretcher. 



Evaluate the safety of the immediate environment. Keep side rails up and bed in low position.
	Even patients who are temporarily immobile are at risk for effects of immobility such as skin breakdown, muscle weakness, thrombophlebitis, constipation, pneumonia, and depression. 



Bed rest or immobility promotes clot formation. 





Patients who are temporarily immobile are at risk for effects of immobility such as skin breakdown.






Pressure sores develop more quickly in patients with a nutritional deficit. Proper nutrition also provides needed energy for participating in an exercise or rehabilitative program. 





Immobility promotes constipation. 



Patients who are temporarily immobile are at risk for depression. 


Proper use of wheelchairs, canes, transfer bars, and other assistance can promote activity and reduce danger of falls. 






Obstacles such as throw rugs, children’s toys, and pets can further impede one’s ability to ambulate safely. 

	N/A I was unable to see follow through due to limited clinical time






















































(Mosby, 2010)


	                             (2pts)                                                                    (2 pts)                                                                                (2 pts)                                                                                    (2 pts)

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 %:
97%
	BP: 127/68
	Pulse: 92
Rate: steady
Rhythm: regular
	Respirations: 20
Rate: steady
Rhythm: regular
	Temp: 98.5

Route: oral
	Pain:
Rating:      5   /10    Characteristics:    “feels like pressure”      
	Ht: _5 feet 4 inches________
Wt: _71.124 kg____

	NEUROLOGICAL: 
 MAE:   Y        N           PERLA:    Y         N
Strength Equal:   Y      N   if no -   Legs   Arms    Both 
Orientation, Mental Status, Speech, Sensory, LOC, 
	

Alert and oriented x3.  



	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 needs partial ADL assistance. Patient is able to bathe herself, eat without assistance, and toilet.  Patient is a fall risk due to bilateral weakness and exhaustion upon ambulating. 


	CARDIOVASCULAR: 
Heart sounds:  **S1, S2**, S3, S4, murmur etc.
Peripheral Pulses, Capillary refill: _2 seconds________
Neck Vein Distention:   Y   *N*      Edema  Y    *N*
Location of Edema____N/A________________
	 S1 and S2 sounds present. No S3 or S4 sounds or evidence of murmur. Skin color is consistent with ethnic background. No erythema, cyanosis. No chest wall pulsations, no heaves or lifts. No sounds of bruits. Pulses are 2+ bilaterally. 


	RESPIRATORY:
Accessory muscle use:    Y     **N**
Breath Sounds: Location, character
	
Oxygen therapy at 2 liters



	GASTROINTESTINAL:
Diet at home :   low sugar           Current Diet:  low sugar and as much as is tolerated 

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 was unable to completely finish entire ordered breakfast of fruit. 

	INTEGUMENTARY: 
Skin color, character, turgor, rashes, bruises, wounds: character, drainage, approximation etc.
Braden scale: ___17______
Drains present:  Y         *N*       Type_______________
	Skin color is consistent with ethnic background. Skin is elastic and well hydrated. No tenting. Skin temparture is warm bilaterally throughout. No signs of edema. Patient has mid sternal scar. Right-sided catheter on the neck with clear dressing. Hair is gray and evenly distributed with no lesions. Nails are consistent with capillary refill being less than 3 seconds. No clubbing or striations. 

	EENT: 
Ears:                            Eyes:
Nose:                          Teeth:            
                             
	
Patient wears Dentures. 

	GENITOURINARY: 
Color, character, quantity of urine, pain, 
Dialysis   Y     *N *
Inspection of genitals
Catheter:  Y    *N*      Type_____________
	
Patient is experiencing urge incontinence. Requested an adult diaper. However she is able to make it to the bathroom some of the time.




	PSYCHOSOCIAL/CULTURAL:
Educational level

Developmental level       

Coping methods          

Health Beliefs
Occupation (previous if retired)

Religion & what it means to pt.

Personal/Family Data    (Think about home environment, family structure, and available family support)
	
Patient has 9 children. 2 of her sons live close by and her other children are scattered around the US with most being on the east coast. Patient is frustrated with the slow progress of her recovery and not being able to be totally independent yet. She looks forward to healing and getting back home. One of her children wants to stay with her for a few weeks after surgery, however the patient is resisting this. 



USE THE BACK OF THE SHEET FOR ADDITIONAL SPACE FOR DETAILS. EXPECTATIONS MAY VARY FOR DIFFFERENT COURSES
Time Line				(1pts)
  
	TIME
	PLAN
	ACTUAL

	0645-0700
	Pre-conference
	Pre-conference

	0700-0730
	Change of shift report w/your RN
	Change of shift report w/ RN

	
	Check in with your HCT
	Checked in with HCT

	0730-0800
	Meet with your patient
	Met with patient

	
	Discuss plan of care for the morning
	Discussed plan of care for morning

	
	Get morning vitals
	Provided morning care w/ HCT

	
	Report these to RN and HCT
	

	0800-1000
	Provide Morning Care
	Interviewed patient

	1000-1100
	End of shift duties
	End of shift duties

	
	Get vitals w/ instructor observing 
	Looked up patient info in MAR while patient slept

	
	Accuchecks if applicable/report to RN/HCT
	Accucheck could not be done until later in the day closer to lunch time

	
	Report off to RN/HCT
	Charted, Reported to RN/HCT

	1130ish
	Post-conference in staff lounge
	Post-conference

	
	
	



Discuss the accuracy of your plan. Were there any changes from the plan? Why did they occur?  What control over the schedule did you have? 

The plan was relatively accurate. The morning care was started a bit early because the patient was mostly sufficient with ADL’s and was able to start whenever she was ready. During the interview patient stated she felt very tired multiple times and seemed to be about to fall asleep. I was quiet for a few moments and sure enough she was asleep in less than one minute. After that I was unable to continue asking patient questions and examining her. I then had to hold off on the rest of my assessments until after she woke up. The patient had also had her vitals done moments before I had arrived and therefore did not need them re-done. The accucheck also could not be done because the patient was sleeping, and the insulin could not be given until she had ordered her lunch, so there was no sense in waking her. I had some control of the morning routine but once the patient became tired I had to adjust my schedule to accommodate the patient.
Journal: Use additional pages as necessary							(6 pts)								
 Address the following questions as you reflect on your clinical experience.
1. What did you learn from your clinical experience today?  
2. Did clinical practice today align with what was discussed in class and/or lab?    Elaborate.	                                                       
3. If today could be repeated what would you do differently?
4. Describe 2 ways you saw caring demonstrated today?
5. Describe how you demonstrated or observed respect in the clinical setting.
6. Do you have any concerns or questions related to clinical that you would like to reflect on or discuss?


In this second week of clinical I was finally able to really work the full day with a patient. I was apprehensive about what I would do with a patient for that many hours. When I first got there the patient was awake and ready to bathe. She first needed help to the bathroom. I helped ambulate her to the bathroom, and she was able to be I there alone. While I waited for her I noticed that he had wet her blanket she had been sitting on as well as the floor. I helped the HCT to clean up the floor and remove the blanket to be washed. When she was finishing up I wasn’t sure about whether to say anything to her or not. I didn’t want to embarrass her but at the same time, I wanted to offer her assistance so it wouldn’t happen again. Luckily she addressed the situation immediately. She stated that she was embarrassed and this normally was not an issue for her. She asked for a “depends” and I was able, with the help of the HCT, to put it on her. Although I know this was not a comfortable situation for any of us, I felt that we all made it more comfortable by being upfront about it and treating the patient with respect. 
	After that I helped the patient with her bath. She was able to sit in a chair and do most of the work herself. I was able to help with her back and feet however, and surprisingly I wasn’t “grossed out” and didn’t feel awkward. It actually seemed really relaxed and I could tell the patient wasn’t uncomfortable either. It actually felt good to be able to put her own special lotion on her feet and allow her to have some sense of normalcy by using her own products and doing what she would normally do. 
When she was done with her bath and breakfast we spent some time to talk. This is usually not a problem for me and luckily this patient was funny and easy to talk to. We chatted about her family and her past and how she came to live in Illinois. Between the patient, the HCT and myself we all shared stories and laughed and actually had more in common than I would have thought. The HCT even sat down in the patient’s room to talk to her and made it seem like it was almost a friendly visit and not one for health reasons. I noticed the nurse did not the same thing when he came in the room. These small gestures really showed the patient that people cared and were interested in what she had to say. I think probably made a big difference for the patient. I tried to casually bring up the questions I needed answered for her interview and assessment. I found this was easier to do than I had previously thought. I was able to bring it up in natural way that seemed to flow in the conversation. While we were talking I saw some nonverbal signs that my patient was feeling tired. I decided to be quiet for a little while and see if she would fall asleep. Sure enough within less than a minute she was asleep. She slept from then until I left. I unfortunately had to wake her up to do vitals before I left, but even then she fell asleep in the middle of her blood pressure reading. 
	One thing I hope to be able to work on in the coming weeks in clinical is my level of nervousness with the patients. Although I am comfortable talking to them, I am always watching what I am saying. I hope to become more comfortable so where it comes more naturally to me. I am not sure if that is something that will just come with time or if it is something that I can actively work on. I guess I will find out in time. 
	This clinical I was able to do a skin/hair/nails and cardiovascular assessment on the patient. When I started to go through the steps I noticed that I had subconsciously basically performed part of these assessments already. I immediately started assessing these things when I first saw the patient. I think that the more assessments we learn in class the more it will come naturally when being with a patient. 






























				


Reference List for all references used in this document.    Use APA format.          			                 (2 pts)	
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(Circle all that 
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**Incentive Sp

irometer**   Foley    NG     IV 

 

 

  

Cast  Splint Drain Telemetry     **Oxygen**

 

 

 

Chest Tube    Trach      Ostomy       

**Dressing**

 

 

TED/SCS      Walker/Crutches      

**Wheelchair**

 

 

Other_______________________________    

 

         

I am rating my pain a

s a    

 

       

___5_____

/10     I describe it 

as:

 

___Soreness and 
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Where?

_____

__________

 

_____________________

_____________________

 

 

 

 

Initials: __B.J.____Age: __80__    Date of Admission: __8/31/201

__

 

 

Gender:   M     **F**    Ethnicity: ___African American________

 

 

Occupation: ____Retired, use to supervise in administration in the 

army_______________________________

 

(Former work if retired)

 

 

Education: _____N/A_______________________________________

__

 

 

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

 

     

(circle one)

 

                                

Nursing Home   Other_______________________

 

 

I live with___Alone__________________________________________

 

 

Do I have any other fami

ly? _____B.J. has 9 

children_________________________

 

_______________________________________________________

 

 

Adm. Date: __8/31/10____ Adm. History: (What brought me to 

hospital?)

 

 

 

 

 

___________Patient was complaining of chest pain to her son, she was 

un

able to get out of bed and also complained of fatigue. Son called an 

ambulance and brought her in. She stated she had been experiencing 

chest pain x 2 weeks. It was determined from there that she needed a 

coronary artery bypass grafting x3 with left intern

al mammary to left 

anterior descending reverse saphenous vein to obtuse marginal one. 

Reverse saphenous vein to right coronary artery, ligation of left atrial 

appendage, and placement of CorMatrix 

membrane.________________________________________________

 

 

_________________________________________________________

 

 

I have had these procedures while I have been here: _____coronary 

artery bypass grafting x3 with left internal mammary to left anterior 

descending reverse saphenous vein to obtuse marginal one. Rev

erse 

saphenous vein to right coronary artery, ligation of left atrial appendage, 

and placement of CorMatrix membrance________________

 

 

__________________________________________________________

 

 

I need help with:   Hygiene      Moving        Eating       D

ressing

 

 

I need help:         Not at All        Some           Lots             Totally

 

 

Medical History: __History of Hypertension, 

hyperlip

idemia and diabetes mellitus type 2. Chest pain, 

Cardiac cath revealed 90% circumflex stenosis, 80% right 

coronary artery stenosis, 50% LAD stenosis, 50% mitral 

regurgitation. Back pain, 

neuropathy_________________________

 

 

________________________________

______________

 

 

______________________________________________

 

 

______________________________________________

 

 

______________________________________________

 

 

Surgical History: ____Carpal Tunnel and biopsy of left 

lower foot__

  

Surgeries include anything that was done 

during this admission also

________________________

 

 

___

___________________________________________

 

 

______________________________________________

 

 

______________________________________________

 

 

______________________________________________

 

