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Client Profile

F.B. is a 82 year old widowed female that was admitted to Altercare of Nobles Pond on 2/8/2010 for rehabilitation. She is a retired executive secretary and has two children, a son and a daughter and until her admission she lived with her son. She admitted to smoking between two to four packs of cigarettes a day for more than twenty years; quit in 1972, denies any significant alcohol use. After her knee surgery she started to have pain on her right side and trouble breathing. She sought healthcare and they found multiple pulmonary emboli. 
Medical Diagnosis

Diagnoses for F.B. include multiple PE, OMD, DM, HTN, general debilitation, CAD, hyperlipidemia, hypothyroidism, GERD with severe esophagitis and stricture, osteoporosis, cholelithiosis, cholecystitis, dysphagia, major depression, general anxiety, right lower lobe pneumonia, increasing fatigue, lethargy, and temporary rehabilitation due to debilitation. Despite all of these diagnoses F.B. still believes that her health is fair to good. 

Past Surgical History

F.B. also has a pretty extensive past surgical history as well. She has undergone an appendectomy, coronary artery bypass graft, PTCA with three stents, right hip fracture, left total knee replacement, remote back surgery, bilateral cataracts, remote bowel resection due to obstruction ( two resections due to ischemic disease), lumbar decompression fusion surgery, history of spinal stenosis, and a left breast biopsy that came back benign. A significant family history of diabetes and multiple cancers were also reported. 
	Pulmonary Embolism – PE



	Definition- An occlusion of a portion of the pulmonary blood vessels by an embolus. An embolus is a clot or other plug that is carried by the bloodstream from its point of origin to a smaller blood vessel where it obstructs circulation; can be lethal depending on its size. 

(Black & Hawks, 2009, p.1591).

	Pathophysiology- When emboli travel to the lungs, they lodge in the pulmonary vasculature. Blood flow is obstructed, leading to decreased perfusion of the section of lung supplied by the vessel. Ventilation continues but the tissue is not perfused, leading to hypoxemia. If an embolus lodges in a large pulmonary vessel, it increases proximal pulmonary vascular resistance, causes atelectasis, and over time reduces cardiac output. Smaller vessels produce less dramatic effects, but perfusion is still altered. The arterioles constrict due to platelet degranulation, paired with a release of histamine, serotonin, catecholamines, and prostaglandins resulting in bronchial and pulmonary artery constriction. PE can lead to right sided heart failure because once the clot lodges, affected blood vessels collapse increasing pressure in the pulmonary vasculature. The increased pressure increases the workload of the right side leading to failure. A massive PE of the pulmonary artery can also result in cardiopulmonary collapse from lack of perfusion and resulting hypoxia and acidosis. (Black & Hawks, 2009, p.1591-1592).

	Sx- Most common manifestations are tachypnea, dyspnea, anxiety or fretfulness, and chest pain. Hypoxemia may also be present depending on the size of the embolism. The pain experienced is pleuritic in nature, has a sudden onset, and is exacerbated by breathing. Patient may by dyspneic, have a cough, and syncope or hemoptysis may occur. Respirations usually increase; crackles and an accentuated second heart sound, tachycardia, and fever may develop. 

(Black & Hawks, 2009, p. 1592).

	Tx- Prompt recognition and immediate treatment are essential. Goals are to stabilize the cardiopulmonary system and reduce the threat of a further PE with anticoagulation therapy or tapping with an umbrella in the vena cava; for some the clot can be lysed. Stabilization is the first priority; hypoxemia may be reversed with low-flow via nasal cannula whereas some may require endotracheal intubation to maintain PaO2 greater than 60mm Hg. Hypotension is treated with fluids, although inotropic agents may be required if the fluids do not raise the preload enough to raise the blood pressure.  Acidosis is corrected with bicarbonate. Anticoagulation begins with IV standard heparin sodium based initially on body weight and current level of anticoagulation to reduce the risk of further clots or extension of present ones; anticoagulants are administered until a therapeutic PTT time is achieved. Sodium warfarin is started 3 to 5 days before discontinuing heparin to provide a transition to oral therapy due to the difference in half lives of the two drugs. Sodium warfarin is maintained for 3 to 6 months. 

(Black & Hawks, 2009, p. 1593).

	Diabetes Mellitus - DM 

	Definition- Type 1 diabetes mellitus is the result of autoimmune beta-cell destruction, leading to absolute insulin deficiency. (Black & Hawks, 2009, p. 1062).

	Pathophysiology- Diabetes does not develop in everyone who has a genetic predisposition; of those who gene markers indicate a risk, less than 1% develop it. Environmental factors are thought to play a part in the development of diabetes since incidence is increased in both spring and fall, and onset is usually coincidental with epidemics or various viral diseases. Active autoimmunity is directed against the beta cells of the pancreas and their products.  ICA’s and insulin antibodies progressively decrease the effective circulating insulin level which can lead to an abrupt onset of diabetes. Hyperglycemia can result from acute illness or stress which increase insulin demand beyond the reserves of the damaged beta-cell mass. When the situation resolves, reverting back to a variable duration in which the pancreas once again manages to produce adequate amounts of insulin may take place. Compensation usually lasts 3 to 12 months and ends when the diminishing beta-cell mass cannot produce enough insulin to sustain life and then the patient becomes dependent on exogenous insulin administration to survive. 

(Black & Hawks, 2009, p. 1065-1066).

	Sx- An elevated glucose level, hyperglycemia, leads to frequent urination, polyuria, increased thirst or fluid intake, polydipsia, and as the disease progresses, weight loss despite drinks and increased food intake, ployphagia. (Black & Hawks, 2009, p. 1067).

	Tx- Treatment includes restoring and maintaining blood glucose levels to as close to normal as possible by balancing diet, exercise, and administering oral hypoglycemic agents or insulin. Generally, if the diabetes is well managed, patients can avoid complications of hyperglycemia and hypoglycemia both. (Black and Hawks, 2009, p.1071).

	Hypertension -HTN

	Definition- High blood pressure. A persistent elevation of the systolic blood pressure at a level of 140mm Hg or higher and a diastolic blood pressure at a level of 90mm Hg or higher.

(Black & Hawks, 2009, p. 1290).

	Pathophysiology- Any factor that produces an alteration in peripheral vascular resistance, heart rate, or stroke volume affects systemic arterial blood pressure. Four control systems play a major role in maintaining blood pressure; the arterial baroreceptor and chemoreceptors’ system; regulation of body fluid volume; the rennin-angiotension system; and vascular autoregulation. Baroreceptors monitor the level of arterial pressure and counteract increases through vasodilation and slowing of the heart rate via the vagus nerve. Chemoreceptors are sensitive to changes in the concentrations of oxygen, carbon dioxide, and hydrogen ions in the blood. A rise in blood pressure is caused by a decrease in arterial oxygen concentration or pH whereas a decrease in pressure is cause by an increase in carbon dioxide concentration. Changes in fluid volume affect systemic arterial pressure; when sodium and water levels are excessive, total blood volume increases which also increases blood pressure. Renin is an enzyme produced by the kidney that catalyzes a plasma protein substrate to split of angiotension I, which is removed by converting enzyme to the lung to form angiotension II and then angiotension III. Angiotension II and III act as vasoconstrictors and also stimulate aldosterone release, and inhibit sodium excretion which results in elevated blood pressure. (Black & Hawks, 2009, p. 1293).



	Sx- In early stages of hypertension no manifestations are noted but if the condition remains untreated the blood pressure will continue to rise and eventually will warrant a trip to the physician with complaints of frequent headaches, fatigue, dizziness, palpitations, flushing, blurred or double vision, or epistaxis. A hypertension diagnosis is made after the patient has been allowed 5 minutes of resting time and at least two readings separated by at least 2 minutes with a systolic pressure of 140mm Hg or higher and a diastolic pressure of 90mm Hg or higher. Clients that fall into the prehypertensive category, systolic of 120-139mm Hg and a diastolic of 80-89mm Hg are strongly encouraged to adopt a lifestyle changes. 

(Black & Hawks, 2009, p. 1295-1296). 

	Tx- The goal is to normalize blood pressure and reduce risk factors in an effort to control the progression of hypertension. Compliance is the most essential element in controlling and living with hypertension. For some, lifestyle changes such as a change in their diet or exercise habits are enough to bring the blood pressure down to normal, and even in patients who cannot control the blood pressure with diet and exercise alone, it can significantly reduce the number and dosage of antihypertensive medications needed. Weight also plays a role in the development of hypertension. A BMI of 27 or greater, a waist size greater than 35in for females and 40in for males, and anyone whose weight is greater than 10% over ideal, correlates closely with elevated blood pressure. For these patients a 10lb weight loss can lower the blood pressure as much as 10mm Hg and also greatly enhance the effectiveness of the antihypertensives.

(Black & Hawks, 2009, p. 1296-1297).


Medications currently ordered for FB:


Actonel (Risedronate)- 35 mg.  po  every week on Sundays


Alprazolam (Xanax)- 0.5 mg.  po  tid  PRN


Amlodipine (Norvasc)- 5mg.  po  q day


Acetylsalicylic Acid (Asprin)- 81mg.  po  q day


Atenolol (Tenormin)- 50mg.  po  q day


Furosemide (Lasix)- 40mg   po  q day





20mg   po  q day


Iron- 325mg   po  q day


Isosorbide Mono ER (IMDUR)- 30mg  po  q day


Levalbuterol (Xoponex)- 0.63mg/3ml    breathing treatment  q4h

Levothyroxine (Synthroid)- 0.15mg  po  q day


Lisinopril (Prinivil)- 20mg  po  q day


Megestrol Acet. (Megace)- 40mg/ml oral suspension  10cc (400mg)  po HS for 3 weeks


Metformin HCL (Glucophage)- 500mg   po bid


Mirtazapine (Remeron)- 15mg  po  HS


Multi-vit/min- 1 tablet  po  q day


Novolin- sliding scale ( blood sugars - 0600 and 1600)




151-200 – 1unit




201-250 – 2 units




251-300 – 3 units




301-350 – 4 units




351-400 – 5 units

· 400 call MD


Omeprazole- 20mg  po  q day


Potassium Chl. ER (Micro-K)- 10mEq- 1 tab  po  bid



Simvastatin (Zocor)- 40mg  po  HS


Sucralfate (Carafate)- 1GM  po  q6h


Tramadol HCL (Ultram)- 50mg- 1-2 tab  po  bid  PRN


Warfarin- 2.5mg  po  q day

	Drug Name

(generic/trade name)
	Drug Action/

Purpose 
	Normal Dose 

Range
	Major side

Effects
	Nursing Considerations

	Actonel

(Risedronate)
	Prevention and treatment of postmenopausal and corticosteroid –induced osteoporosis. Management of Paget’s disease of bone in patients who: have serum alkaline phosphate level of at least twice as normal, have symptoms, are at risk for complications. Increase bone mass in men with osteoporosis. It inhibits bone resorption by binding to bone hydroxyapatite, which inhibits osteoclast activity. 

Route: PO

Onset: within days

Peak:30days

Duration: up to 16 months
	5mg daily before breakfast

OR

35mg once weekly

OR

75mg taken on two consecutive days for a total of two per month


	skin rash, abdominal pain w/cramps, diarrhea, esophageal ulcer, gastric ulcer, nausea, headache disorder, dyspepsia, arthralgia, back pain
	Administer first thing in the morning with 6-8oz of plain water, 30 min prior to any other food, meds, or drinks. Remain upright for at least 30 min after administration to help with passage to the stomach and minimize esophagus irritation. Assess patients via bone density study for a low bone mass before and during therapy. Assess serum calcium before and periodically during therapy. Hypocalcemia and vitamin D deficiency should be treated before starting therapy. May cause mild transient increase in calcium and phosphate. Assess for allergy

	Alprazolam

(Xanax)
	Treatment of generalized anxiety disorder. Management of anxiety with depression. It acts at many levels in the CNS to produce anxiolytic effect. May produce CNS depression. Effects may be mediated by GABA, an inhibitory neurotransmitter.

Route: PO

Onset: 1-2 hr

Peak: 1-2 hr

Duration: up to 24hr
	0.25-0.5mg  2-3 times daily
	slurred speech, drowsy, sedation, dizziness
	Assess orientation, mood, behavior, and degree of anxiety. Assess for drowsiness, lightheadedness, and dizziness. Assess CNS effects and risk of falls. Institute fall prevention strategies. May be given with food, give highest dose at night. Do not crush, break, or chew. Don’t drink grapefruit juice. Assess for allergy

	Amlodipine

(Norvasc)


	Antihypertensive. Inhibits transport of calcium into myocardial and vascular smooth muscle cells, resulting in inhibition of excitation- contraction coupling and subsequent contraction.
Route: PO

Onset: unknown

Peak:6-9 hr

Duration: 24hr
	5-10mg  once daily
	peripheral edema, edema, flushing, headache disorder
	Assess pulse and blood pressure. Monitor I&O and daily weight. Assess for allergy

	Acetylsalicylic Acid

(Aspirin) 
	Antiplatelet. Inflammatory disorders, mild to moderate pain or fever. Prophylaxis of transient ischemic attacks and myocardial infarction. It produces analgesia and reduces inflammation and fever by inhibiting the production of prostaglandin. Asprin only decreases platelet aggregation. 

Route: PO

Onset: 5-30 min

Peak: 1-3 hr

Duration: 3-6 hr


	Pain/Fever

325-1000mg q 4-6hr

Inflammation

2.4g/day

Increase to maintenance dose of 3.6-5.4g/day

Prevention of transient ischemic attacks

50-325mg/day

Prevention of MI

80-325mg/day
	Gastrointestinal bleeding, dyspepsia, gastric distress, nausea, abdominal pain, anorexia, hepatotoxicity, vomiting, anemia, increased bleeding time, tinnitus, hearing loss, rash, thrombocytopenia, anaphylaxis, and laryngeal edema 
	Give with meals. Prolongs bleeding time for 4-7 days and, in large doses, may cause prolonged prothrombin time. Assess pain and fever. Monitor hepatic function before antirheumatic therapy  begins. Assess for allergy

	Atenolol
(Tenormin)


	Management of hypertension. Management of angina pectoris. Prevention of myocardial infarction. It blocks stimulation of beta1-adrenergic receptors. Does not usually affect beta receptor sites. 

Route: PO

Onset: 1 hr

Peak: 2-4 hr

Duration: 24hr
	Antianginal 

50mg once daily, may increase after a week to 100mg/day

Antihypertensive

25-50mg/day, may increase after two weeks to 50-100mg/day


	insomnia, abnormal sexual function, drowsy, fatigue, generalized weakness, bradycardia, CHF, pulmonary edema, hypotension
	Monitor blood pressure, ECG, and pulse frequently. Monitor intake and output, daily weights, and assess for CHF. Take apical pulse before administering; <50bpm or arrhythmia present, withhold and notify physician. Assess for allergy

	Furosemide

(Lasix)
	Treatment of edema due to heart failure, hepatic impairment or renal disease, hypertension. It inhibits reabsorption of  sodium and chloride  from the loop of henle and distal renal tubule. Increases renal excretion of water, sodium, chloride, magnesium, potassium, and calcium. 

Route: PO

Onset: 30-60 min

Peak: 1-2 hr

Duration:6-8hr
	40mg   bid

Decrease other antihypertensive medications by 50% 
	orthostatic hypotension, blurred vision, dizziness, dehydration, hypochloremia, hypokalemia, hypomagnesemia, , hyponatremia, hypovolemia, metabolic alkalosis
	Intake and output. Daily weights, amount and location of edema. Assess for lung sounds, skin turgor, and mucus membranes. Obtain blood pressure before and after administration and take it. Assess for allergy

	Iron
	Prevention/treatment of iron deficiency anemia. Iron is an essential mineral found in hemoglobin, myoglobin, and many enzymes. Enters the blood stream and is transported to the organs of the reticuloendothelial system, where it is separated out and becomes part of iron stores.

Route: PO

Onset: 4 days

Peak: 7-10 days

Duration: 2-4 months
	325 mg daily
	Seizures, dizziness, headache, syncope, hypotension, nausea, constipation, dark stools, diarrhea, skin staining, tachycardia
	Assess frequently for signs of anaphylaxis; keep epinephrine and resuscitation equipment close. Assess nutrition status and bowel function. Take PO doses 1-2hr after meals with a full glass or water or orange juice. Assess for allergy

	Isosorbide Mono ER

            (IMDUR)


	Acute treatment of anginal attacks. Prophylactic management of angina pectoris. Treatment of chronic congestive heart failure. It produces  vasodilation, decreases left ventricular end-diastolic pressure and left ventricular end-diastolic volume. Reduce myocardial oxygenconsumption. Increase coronary blood flow by dilating coronary arteries and improving collateral flow to ischemic regions

Route: PO

Onset: 30-60 min

Peak: unknown 

Duration: 7hr
	30-60mg/day

May increase to 120mg/day

(Max dose: 240mg/day)
	flushing, vomiting, nausea, orthostatic hypotension, headache disorder, tachycardia, syncope, paradoxic bradycardia
	Assess pain, blood pressure and pulse. Do not crush break or chew. Change positions slowly to minimize orthostatic hypotension. Assess for allergy

	Levalbuterol

(Xoponex)
	Bronchospasm due to reversible airway disease. It binds to beta-2 adrenergic receptors in airway smooth muscle leading to activation of adenylcyclase and increased levels of cyclic-3’5’-adenosine monophosphate (cAMP). Increases in cAMP activate kinases, which inhibit phosphorylation of myosin and decrease intracellular calcium. Decreased intracellular calcium relaxes bronchial smooth muscle.

Route: Inhaln

Onset: 10-17 min.

Peak: 90 min.

Duration: 5-6 hr.
	0.63mg  via nebulization three times daily (q6-8h) may be increased to 1.25mg three times daily (q6-8h)  
	Anxiety, headache, nervousness, increased cough, paradoxical bronchospasm, turbinate edema, tachycardia, dyspepsia, hyperglycemia, hypokalemia, tremors
	Assess lung sounds, pulse, and blood pressure before administration and during peak of medication. Note color, amount, and character of sputum produced. Monitor pulmonary function tests before initiating therapy. Advise patient to rinse mouth with water after each inhalation.  Leave at least one minute between aerosols.  Assess for allergy. 

	Levothyroxine

(Synthroid)


	Thyroid supplementation in hypothyroidism. Treatment or suppression of euthyroid goiters and thyroid cancer. The replacement of or supplementation to endogenous thyroid hormones.

Route: PO

Onset: unknown

Peak: 1-3 weeks

Duration: 1-3 weeks   
	12.5 – 25mcg  as single dose initially; may be increased q6-8 wks; usual maintenance dose is 75 mcg/day

*Geriatric patients are extremely sensitive to thyroid hormones*
	female infertility, menstrual irregularities, nervousness, insomnia, irritability, arrhythmias, angina pectoris, hypotension, tachycardia,  vomiting, choking, hair loss, hypothyroidism
	Check pulse and blood pressure, assess for tachyarrhythmias, chest pain, give before breakfast, assess for pain. Assess for allergy

	         Lisinopril

          (Prinivil)


	Management of hypertension and congestive heart failure. ACE inhibitors block the conversion of angiotension 1 to the vasoconsticor angiotension 2. Also prevent the degradation of bradykinin and other vasodilatory prostaglandins. ACE inhibitor also increase plasma rennin levels and reduce aldosterone levels. Net result  systemic systemic vasodilation.

Route: PO

Onset: 1hr

Peak: 6 hr

Duration: 24 hr  
	Hypertension- 10mg/day

Can be increased up to 20-40mg 

Congestive heart failure

5mg daily, may be increased to 40mg every two weeks

Post MI

5mg once daily for 2 days then 10mg daily
	cough, headache disorder, dizziness, fatigue, cough, hypotension, chest pain, edema, tachycardia, taste disturbances, constipation, diarrhea, nausea , vomiting, , weakness, dyspnea, erectile dysfunction, agranulocytosis, angioedema, fever, muscle cramps
	Blood pressure, pulse, monitor CBC. Monitor weight and assess patient routinely for resolution of fluid overload.  Assess for allergy

*May be given as oral suspension

	        Megestrol

(Megace)
	Palliative treatment of endometrial and breast carcinoma, either alone or with surgery or radiation (tablets only). Treatment of anorexia, weight loss, and cachexia associated with AIDS  (oral suspension only). Antineoplastic effect may result from inhibition of pituitary function. 

Route: PO

Onset: weeks-months

Peak: 2 months

Duration: unknown
	Breast carcinoma- 160mg/day single or divided doses

Endometrial/ovarian- 40-320 mg/day divided doses

Anorexia assoc. with AIDS- 400-800mg/day
	skin rash, hypertension, erectile dysfunction, vomiting, diarrhea, insomnia, nausea, flatulence
	Assess patient for swelling, pain, or tenderness in legs. Report any unusual vaginal bleeding or signs of deep vein thrombophlebitis. Assess for allergy

	Metformin

(Glucophage)
	Management of type 2 diabetes; may be used with diet, insulin, or sulfonylurea oral hypoglycemics. It decreases the hepatic glucose production, decreases intestinal glucose absorption, and increases sensitivity to insulin.

Route: PO

Onset: unknown 

Peak: unknown

           Duration: 12 hr  
	500mg twice daily; may increase by 500mg at weekly intervals up to 2000mg/day. If doses >2000mg./day are required, give three divided doses or 850mg once daily; may increase by 850 mg at 2 week intervals up to 2550mg/day in divided doses. 
	vomiting, diarrhea, upper respiratory infection, dysgeusia, anorexia,  weight loss, headache disorder. Lactic acidosis
	Patients on a stabilized diabetic regimen who are exposed to stress, fever, trauma, infection, or surgery may require administration of insulin. Withhold Metformin and reinstitute after resolution of acute episode. Assess for allergy

	Mirtazapine

(Remeron)
	Antidepressant. Treatment of major panic disorder. Potentiates the effects of norepinephrine and serotonin.
Route: PO

Onset: 1-2 weeks

Peak: 6 weeks or more

Duration: unknown
	15mg/day 

single dose HS

GERI: Increased sensitivity to CNS effects and over sedation; begin with lower doses.
	constipation, drowsy, dizziness, weight gain, increases appetite, xerostomia, agranulocytosis
	May cause hypertension, seizures, and death when used with MAO inhibitors (do not use within 14 days of therapy). Assess CBC and hepatic function before and periodically during therapy. Assess mental status, blood pressure, pulse, and weight. 
Assess for allergy

	Multi-vit/min.


	Used in the treatment of and prevention of vitamin deficiencies and as supplements in various metabolic disorders. Serve as components of enzyme systems that catalyze numerous varied metabolic reactions. Necessary for homeostasis. Water-soluble vitamins rarely cause toxicity. Fat soluble vitamins may accumulate and cause toxicity.
	*Dose should be adjusted to avoid toxicity, esp. for fat soluble vitamins. 
	Hypersensitivity to additives, preservatives, or colorants
	Assess patient for signs of vitamin deficiency before and throughout therapy. Assess nutritional status through 24hr diet recall. Determine frequency of consumption of vitamin rich foods. Assess for allergy

	Novolin
	Control of hyperglycemia in patients with type 1 or type 2 diabetes; can be used to treat diabetic ketoacidosis. It lowers blood glucose by: stimulating glucose uptake in skeletal muscle and fat, inhibiting hepatic glucose production. Other: inhibition of lipolysis and proteolysis, enhanced protein synthesis.

Route: IV

Onset: 10-30 min

Peak : 15-30 min

Duration: 30-60 min

Route: Subcut

Onset: 30-60 min

Peak: 2-4 hr

Duration: 5-7 hr
	Dose depends on blood glucose, response

Ketoacidosis

IV- 0.1unit/kg/hr as a continuous infusion

Maintenance Therapy

Subcut- 0.5-1unit/kg/day

Hyperkalemia

Subcut, IV- dextrose 

0.5-1g/kg combined with insulin 1 unit for every 4-5g dextrose given
	wt gain,hypoglycemia, erythema, pruritis lipodystrophy,swelling, allergic reactions including anaphylaxis
	Assess for hypoglycemia and hyperglycemia, check type, dose, and expiration date with another nurse, rotate injection sites, administer into abdominal wall, thigh, or upper arm subcutaneously. Assess for allergy.

Regular insulin is the only insulin that can be administered IV

	Omeprazole
	GERD/maintenance of healing in erosive esophagitis. Duodenal ulcers. Short term treatment of active benign gastric ulcer. Pathologic hypersecretory conditions, including Zolinger-Ellison syndrome. Reduction of risk of GI bleeding in critically ill patients. It binds to an enzyme on gastric parietal cells in the presence of gastric pH, preventing the final transport of hydrogen ions into the gastric lumen

Route: PO

Onset: rapid- 1hr

Peak: 30min.- 2hr

Duration: 24hr, 72-96hr
	GERD

20mg daily

Gastric ulcer

40mg daily for 4-6 wks

Reduction of the risk of GI bleeding in critically ill

40mg initially, then another 40mg 6-8hrs later, followed by 40mg daily for up to 14 days
	abdominal pain w/cramps, dizziness, drowsiness, fatigue, headache, weakness, chest pain, abdominal pain, constipation, diarrhea, flatulence, nausea, vomiting, itching, rash
	Assess patient routinely for epigastric or abdominal pain and frank or occult blood in the stool or emesis. Monitor CBC with differential. Administer before meals, preferably in the morning. Swallow whole; don’t crush or chew. Don’t take with alcohol, products containing aspirin or NSAIDS, and foods that may cause an increase in GI irritation. Assess for allergy

	Potassium Chl. ER

(Micro-K)
	Treatment/prevention of potassium depletion. It maintains acid/base balance.

Route: PO

Onset: unknown

Peak: 1-2 hr

Duration: unknown
	Normal Daily Requirements

40-80 mEq/day

Treatment of Hypokalemia

PO- 40-100mEq/day in divided doses
	Confusion, restlessness, weakness, arrhythmias, ECG changes, abdominal pain, diarrhea, flatulence, nausea, vomiting, irritation at IV site, paralysis, paresthesia
	Take with meal and full glass of water. Monitor pulse, blood pressure, and ECG periodically during IV therapy. Never administer potassium IV push of bolus because too rapid of an infusion results in death. Do not administer undiluted in quantities >1.5 mEq. Each dose must be diluted in 100-1000ml of IV solution. Infuse slowly up to 10mEq/hr. Assess for allergy



	Simvastatin

(Zocor)


	Secondary prevention of cardiovascular problems. Decrease risk of MI, coronary revascularization, stroke and cardiovascular mortality in patients with clinically evident CHD or high risk for CHD. ( Hx. of diabetes, PAD, or stroke). Inhibit an enzyme, 3-hydroxy-3-methylglutaryl-coenzyme A reductase, which is responsible for catalyzing an early step in the synthesis of cholesterol


	5-80mg 

once daily in the evening
	skin rash, diarrhea, upper respiratory infection, constipation, dizziness, headache disorder, nausea, renal impairment.
	Obtain a dietary history, especially with regard to fat consumption. Monitor liver function before, twelve weeks, and six months after administration. Monitor muscle pain tenderness. Assess for allergy

	Sucralfate

(Carafate)
	Short term management of duodenal ulcers. Aluminum salt of sulfated sucrose reacts with gastric acid and forms a thick paste, which selectively adheres to ulcer surface. 

Route: PO

Onset:1-2hr

Peak: unknown

Duration: 6hr
	Prevention: 1g  bid before meals

Treatment: 1g  qid before meals  HS
	Dizziness, drowsiness, constipation, diarrhea, dry mouth, gastric discomfort, indigestion, nausea, pruritus, rashes 
	Assess pain in abdomen routinely and frank or occult blood in stool. Administer on an empty stomach one hour before meals. Assess for allergy

	Tramadol HCL

(Ultram)
	Moderate to moderately severe pain. It binds to mu-opioid receptors. Inhibits reuptake of serotonin and norepinephrine in the CNS.

Route: PO

Onset: 1hr

Peak: 2-3hr

Duration:4-6hr
	50-100mg  q4-6 hr

(Do not exceed 300mg daily)
	Seizures, dizziness, headache, somnolence, anxiety, CNS stimulation, confusion, euphoria, sleep disorder, weakness, constipation, nausea, vomiting, flatulence, urinary retention/frequency, dry mouth, pruritus, sweating
	Assess pain before and two to three hours after administration. Assess blood pressure, respiratory rate, bowel sounds and function. Monitor for seizures. Do not crush, break, or chew. Assess for allergy

	Warfarin

(Coumadin)
	Prophylaxis and treatment of: venous thrombosis, pulmonary embolism, atrial fibrillation with embolization. Management of myocardial infarction: decrease risk of death. It interferes with hepatic synthesis of vitamin K dependent clotting factors. 

Route: PO

Onset: 36-72hr

Peak: 5-7days

Duration: 2-5days
	2.5-10 mg/day for 2-4 days; then adjust daily dose by results of prothrombin time or international normalized ratio. Lower doses in geriatric patients.
	Cramps, nausea, dermal necrosis, bleeding fever
	Assess patient for signs of bleeding and hemorrhage. Avoid injury, don’t drink alcohol, or take other the counter medications without consultation. Administer medication at the same time; requires 3-5 days to reach effective levels. Geriatric patients over 60 exhibit greater PT/INR response; monitor for side effects in lower doses. 

*High Alert*

Evaluate recent INR and PT results and have second person check order. Assess for allergy


Source for medications: Deglin, Vallerand (2009).

Gero-Rehab Course

Lab Interpretation and Other Diagnostic Tests
	Lab Test  
	Result 
	High/Low
	Normal Range
	Interpretation

	Basic Metabolic Panel

3/26/2010
	
	
	
	

	Sodium
	133 
	Low
	136-145 mEq/L
	Hyponatremia; deficient dietary intake of sodium

	Glucose
	198 
	High
	70-105 mg/dL
	Hyperglycemia; glucose intolerance

	Creatinine
	1.5 
	High
	0.6-1.3 mg/dL
	Raised levels indicate impaired renal function

	Potassium


	5.3 
	High
	3.5-5.1 mEq/L


	Hyperkalemia; excessive dietary intake of potassium. Acute or chronic renal failure is the most common cause; potassium excretion is diminished, levels rise

	CO2 


	16 
	Low
	22-29 mEq/L
	Indicates acid-base imbalance, renal failure, diabetic Ketoacidosis

	BUN


	54 
	High
	7-18 mg/dL
	Indirect and rough measurement of renal function and glomerular filtration rate. Also measures liver function

	CBC with differential

4/2/2010
	
	
	
	

	WBC


	15.6
	High
	4.8-10.8 x 10^3
	Leukocytosis; Indicates infection, inflammation and/or tissue necrosis. Trauma, stress, dehydration, or steroid use may also cause increased WBC

	Hemoglobin


	9.4
	Low
	12-16 gm/dL
	Anemia, dietary deficiency, cirrhosis, leukemia may all lead to decreased hemoglobin

	MCV


	77.4
	Low
	80-100 fL
	Measures the average volume, or size, of a single RBC. RBC is abnormally small, microcytic. Iron deficiency anemia, Thalassemia.

	RDW
	19.7
	High
	11.5-14.5%
	Indicates the variation in RBC size. Iron deficiency anemia, B12 vitamin or folate-deficiency anemia, posthemorrhagic anemias. 

	RBC
	3.76
	Low
	4.2-6.1 x 10^6
	Counts the number of circulating RBCs in 1mm of peripheral venous blood.  Anemia, hemoglobinopathy, cirrhosis, hemolytic anemia, hemorrhage, dietary deficiency, renal disease, lymphoma, bone marrow failure.   

	Hematocrit
	29.1
	Low
	36-46%
	Indirect measurement of RBC number and volume. Anemia, cirrhosis, hemolytic anemia, hemorrhage, dietary deficiency, hemoglobinopathy

	MCH
	25.0
	Low
	26-34 pg
	Measures the average amount, weight, of hemoglobin within a RBC. RBCs are deficient of hemoglobin, hypochronic. RBCs are small or have decreased hemoglobin.

	Neutrophil
	87.8
	High
	55-70%
	Neutrophila; caused by stress, acute suppurative infection, myelocytic leukemia, trauma, Cushing syndrome, inflammatory and metabolic disorders

	Lymphocyte
	5.6
	Low
	20-40%
	Lymphocytopenia; caused by leukemia, sepsis, immunodeficiency, Lupus, later stages of HIV, drug and radiation therapy.

	PT/INR

3/22/2010
	
	
	
	

	Protime
	24.1
	High
	11-12.5 sec
	Evaluates the adequacy of the extrinsic system and common pathway in the clotting mechanism. Caused by liver disease, vitamin K deficiency, bile duct obstruction , DIC, massive blood transfusion

	INR
	2.3
	Normal
	2.0-3.0
	Indicates good control

	PT/INR

3/29/2010
	
	
	
	

	Protime
	30.5
	High
	10-11.5 sec
	Evaluates the adequacy of the extrinsic system and common pathway in the clotting mechanism. Caused by liver disease, vitamin K deficiency, bile duct obstruction , DIC, massive blood transfusion

	INR
	2.9
	Normal
	2.0-3.0
	Indicates good control

	Urinalysis

2/24/2010
	
	
	
	

	Protein
	2+
	Abnormal
	Negative
	Proteinuria; Indicates that kidneys are not functioning properly

	Blood
	Moderate

Amount
	Abnormal
	Negative
	Indicates possible bladder infection or urinary tract infection. Kidneys may not be functioning properly 

	Leuk
	Large 

Amount
	Abnormal
	Negative
	Indicates presence of a urinary tract infection

	Epith
	Few
	Abnormal
	None-Occ
	Can be shed from the bladder as a result of a tumor, infection, or polyps. They can result form cellular contamination of the urine by vaginal or urethral secretions. They can also result from desquamation of renal tubule calls into the lumen of the tubules and collecting system.

	Bacteria
	Many
	Abnormal
	None
	Indicates infection

	WBC
	TMTC
	Abnormal
	
0-2
	presence of 5 or more WBCs in urine indicates a urinary tract infection involving the bladder or kidneys, or both

	RBC
	6-8
	Abnormal
	0-2
	Any disruption in the blood-urine barrier will cause RBCs to enter the urine. Bladder, ureteral, , and urethral diseases are the most common causes of the RBCs in urine.


Source for labs: Pagana , Pagana (2010).

Other diagnostic tests

2/3/2010 - Gallbladder ultrasound for nausea/vomiting and right upper quadrant pain

Impression: Cholelithiasis. No secondary sonographic features of acute cholecystitis. Dilated common duct measuring     

9mm.  No cause for obstruction is visualized sonographically correlation with MRCP is suggested. No evidence 

intrahepatic biliary ductal dilation.

2/4/2010 – CT of the chest with contrast for weight loss and chest pain

Impression: acute bilateral pulmonary emboli; large degree of clot burden present. Moderate peripheral wedge-shaped 

area of parenchymal consolidation in the lateral right middle lobe.  Given the presence of pulmonary emboli this could represent a pulmonary infarct. Differential would include pneumonia or less likely neoplasm. Moderate to severe emphysema. Prominent coronary arterial calcifications. Bibasilar atelectasis and a trace right pleural effusion. A stat report was forwarded to referring physician at time of dictation.

2/19/2010 – Lumbar spine- 2 views   KUB- 1 view for pain

Impression: essentially normal KUB. There is osteoporosis and moderate degenerative changes of the lower dorsal and 

lumbar spine.
2/23/2010 - Chest x-ray- 1 view for wheezing


Impression: bilateral small areas of pneumonia

3/1/2010 – Portable upright chest, one view. RAD/PORTABLE CHEST for cough and weakness


Impression: Right basilar consolidation with mild perihilar infiltrate concerning for pneumonia. No venous congestion 



or pleural effusion.

3/1/2010 – Gram Stain 








Sputum Culture


Result – Many white blood cells




Result- organism 1- many Klebsiella Pnuemoniae



    Rare epithelial cells 





 organism 2- many Escherichia Coli



    Many gram negative bacillus



    Moderate yeast with mycelia elements



    Few gram positive cocci

3/16/2010 – Chest x-ray, 1 view for cough


Impression: Appearance of chest wall is within normal limits. There is no evidence of inflammatory disease or other abnormality. The left subclavian catheter tip overlies the lower superior vena cava in good position. The inflammatory disease that was present has cleared without residual abnormality.
Source: Patient charts 

	Primary Nursing Diagnosis

Risk for Falls R/T impaired mobility AEB…



	Supporting Data

- Pt. uses assistive devices such as walker, cane, bedside commode, wheelchair, and a right foot 

  brace to aid in better walker

- Pt is experiencing generalized weakness

- Pt incontinent at times

- Pt confused at times

- Depression

- Antihypertensive medications



	Short Term Goal

Patient will remain free from falls throughout shift



	Interventions with Rationale

1. Keep call light within reach at all times


R.  Allows pt to call for assistance whenever it is needed 

2. Keep top ½  side rails up at all times


R.  Ensures pt will not fall out of bed and also allows for added bed mobility

3. Implement a bowel and bladder program q2h 


R.  The implementation of a regular restroom schedule will keep the patient form trying 

                  to get out of bed themselves 

4. Keep bed in lowest position and wheels locked at all times when not in the room


R. This will reduce the risk of falling should the patient try and get out of bed unassisted



	EBP Citation

1.) (2009). Call light not answered, patient falls, dies: nursing facility found liable to patient's 

              family. Legal Eagle Eye Newsletter for the Nursing Profession, 17(3), 8. Retrieved 

              from CINAHL Plus with Full Text database.

2.) Carpenito-Moyet, L. (2008). Nursing Diagnosis: Application to Clinical Practice (12th ed.). 

              Philadelphia: Lippincott, (p. 358-366).



	Short Term Goal Evaluation

Pt did not experience any falls during my shift

	Long Term Goal

Pt will remain free from falls for duration of rehabilitation stay 


	Nursing Diagnosis #2

Imbalanced Nutrition: less than body requirements R/T inadequate intake of nutrients AEB…



	Supporting Data

- TPN running at 40cc/hr                                        - Pt has dysphagia

- Pt state she has a decreased appetite                    - Low Na+ = 133

- Pt taking Megace – 40mg/ml                               - Pt taking Micro-K – 10mEq- 1 tablet

- Pt taking Multi-vitamin – 1 tablet                        - Pt taking Iron – 325mg



	STG

Pt will eat at least ½ of her dinner



	Interventions with Rationale

1. Discuss causes behind the decreased appetite


R. If you determine the cause of the appetite decrease, you can reduce or eliminate it

2. Talk to patient about food preferences and get them what they are allowed to have.

R. If the pt is offered things that they like, as long as there is no medical reason for them 

    not to have them, they are more likely to eat and get the nutrients that they need.

3. Offer pt smaller meals six times daily


R. Offering more frequent smaller meals allows for the pt to eat smaller portions at a time 

                 but since there are twice as many meals it still allows for ample nutrition.

4. Arrange for pt to be assessed by a speech therapist to help with dysphagia


R. Having the pt assessed by a speech therapist may help to find solutions on how to 

                 more easily consume adequate nutrition with her chewing and swallowing difficulties.



	EBP Citation

Carpenito-Moyet, L. (2008). Nursing Diagnosis: Application to Clinical Practice (12th ed.). 

              Philadelphia: Lippincott, (p. 435-445).



	Short Term Goal Evaluation

Pt did not consume at least ½ of her meal

	Long Term Goal

Pt will have an adequate intake and be taken off TPN nutrition within two weeks


	Nursing Diagnosis # 3

Impaired Skin Integrity R/T immobility AEB…

	Supporting Data

- Pt has reddened area of coccyx                                     - Pt incontinent at times

- Pt is assist x1                                                                 - Pt uses assistive devices 

- Pt is suffering from general debilitation                       - Pt states she is tired and weak



	Short Term Goal

Pt will not exhibit any further skin breakdown during my shift

	Interventions with Rationale

1. Apply barrier cream to reddened are on coccyx  q shift or after each bout of incontinence

             R. The application of barrier cream helps to prevent any further skin breakdown as well as heal 

                  any skin breakdown that has started

2. Turn pt q2h 

            R. Turning the patient on a regular schedule keeps the pressure off of a single area and allows for 

                 the existing skin breakdown to heal while preventing any further from forming

3. Increase dietary intake to promote wound healing

            R.  Proper dietary intake is very important for wound healing, if you don’t have proper nutrition  

                 wound healing is delayed



	EBP Citation

Carpenito-Moyet, L. (2008). Nursing Diagnosis: Application to Clinical Practice (12th ed.). 

              Philadelphia: Lippincott, (p. 497-500).



	Evaluation of Short Term Goal

Pt was turned on schedule and did not show any further signs of breakdown

	Long Term Goal

Pt will not have any further skin breakdown throughout rehabilitation stay


 SEQ CHAPTER \h \r 1Kent State University N30040

FUNCTIONAL HEALTH PATTERNS DATA BASE

Student Name___Diana Stiles____________________




Date__3/30/10________                                                             

Include client’s admission date, occupation, diet, religion, activity, allergies, current meds, treatments, surgery, and diagnostic tests results under the appropriate health pattern
Client Profile (summarize events leading to the day you cared for client):
	AREA OF HEALTH
	SUBJECTIVE DATA


	OBJECTIVE DATA
	INDIRECT DATA

*Identify source of indirect data
	INTERPRETATION

(effective patterns or barriers/potential barriers)

	HEALTH/PERCEPTION  HEALTH MANAGEMENT
General Survey, perceived health & well-being, self-management strategies, utilization of preventative health behaviors and/or services. 


	FB states, “I feel my health is fair.”  Son says her health has started to deteriorate over the last 4-6 months and some memory lapses over the last year

FB is up to date on all vaccinations including a flu shot this year, although she denies getting the H1N1 vaccine and is unsure of Hepatitis B. 

FB denies use of alcohol and illicit drugs.

FB states she smoked 2-4 packs of cigarettes a day for more than twenty years but quit in 1972. 

FB denies use of any other medications at home other than what she is on at the nursing home and she follows all her prescriptions.

FB states she gives herself regular self breast exams every couple of months.

Son states that they do wear their seatbelts along with anyone else in the car with them.

FB lives with son in a two story house with fire detectors but FB does not use the stairs, everything she needs is on first floor.

Son does all of the shopping, cooking, and cleaning.

FB demonstrates and verbalizes a desire to get better and go home. 
	VS: T- 98.1, P-68, R-20,   BP- 100/60,  accucheck = 174;  insulin given

Pt. has impaired mobility; she uses many assistive devices such as a walker, wheelchair, transport chair, cane, bedside commode, a foot brace for her right foot, and a grab bar. 

Pt. wears glasses and has hearing aids in both ears

Pt is only able to make slight changes in her position independently.

Pt has a decreased appetite and is currently TPN.

Side rails are up x2 and no restraints are being used at this time.

Braden scale of 16/23

Fall risk assessment
	Pt. has  multiple PE, OMD, DM, HTN, general debilitation, CAD, hyperlipidemia, hypothyroidism, GERD, osteoporosis, cholelithiosis, cholecystitis, dysphagia, major depression, general anxiety, right lower lobe pneumonia, temporary rehabilitation due to debilitation, increasing fatigue, lethargy.

(chart)

Pt underwent a left total knee replacement in Nov. 2009, remote back surgery, bilateral cataracts, remote bowel resection due to obstruction (2 resections due to ischemic disease), lumber decompression fusion surgery, appendectomy, CABG, PTCA with 3 stents in 2001, right hip fracture, and left breast biopsy. 

(chart)

Pt is allergic to Demerol, Morphine, Phenergan, and Prozac.

(chart)

Pt has orders for Actonel, Xanax, Norvasc, Asprin,  Ultram, Tenormin, Lasix, IMDUR, Synthroid, Prinivil, Megace, Glucophage, Remeron, Multivitamin, Omeprazole, Potassium Chloride, Iron, Zocor, Carafate, Coumadin, while in the nursing home.

(chart)

FB is a retired executive secretary

(chart)


	FB is at risk for falls r/t immobility

Pt uses multiple assistive devices

FB is at risk for injury r/t sensory deficit
Pt wears glasses and hearing aids 

Pt seemed alert, cooperative, and pleased to have another person to sit and talk with. She was very polite and seemed eager to answer my questions

	NUTRITIONAL/

METABOLIC

Patterns of food and fluid consumption, Weight, skin turgor. 

(Skin, Hair, Nails; Head & Neck;  Mouth, Nose, Sinus; swallowing, Ht., Wt)


	FB states she has had a decreased appetite 

FB reports difficulty swallowing

Son helps cut food but FB can feed herself

Son states there has been some weight loss but not substantial.

FB denies presence of any food allergies.


	Pt usually eats about half of her meals.

Pt has a full set of upper dentures.

Pt mouth is moist and pink 

Her skin is intact with the exception of reddened areas on her coccyx. Her skin is warm, dry, and of normal color with good skin turgor and no edema noted. 

Pt hair is thin, but still present over entire head. She gets her hair done regularly at the nursing home beauty parlor. 

Hgt - 5 ft 5 in
Wgt – 112 lbs

Pt is under ideal body weight


	Pt. on mechanical soft-limited diet as well as receiving TPN at 40cc/hr into left upper arm PICC. 

(chart)

Pt. ordered SFHS TID with medpass. Pt also receives a multivitamin, Iron, Potassium Chloride, and  Megace

(MAR)

Glucophage for diabetes Carafate for ulcer treatment
Zocor for secondary prevention of cardio- vascular problems Omeprazole for treatment of GERD.  

Remeron is for her depression

 Synthroid is for the hypothyroidism
(MAR)

TPN discontinued, pt doing well; slowly gaining weight

(chart)
	FB is at risk for imbalanced  nutrition: less than body requirements r/t inadequate intake of nutrients
Pt was unable to consume enough nutrients orally with her regular diet so she was placed on TPN at 40cc/hr to help supplement

Impaired skin integrity r/t immobility

Due to her inability to move FB has a reddened area on her coccyx from not being turned regularly 

	ELIMINATION

Patterns of excretory function & elimination of waste; relevant labs, medications, impacting, etc.

(Abdominal - bowel and bladder)


	FB states she usually has 1-2 soft brown stools of medium amount daily. Recently she has experienced diarrhea.

Son states that she has experienced diarrhea quite often since her bowel resections

FB states that she usually urinates three times a day and it is clear and yellow.

FB states that usually she has no problems, but occasionally she has accidents.
	Pt. had a large amount of brown liquid stool.

Abdomen soft and flat, BS present x4.

FB occasionally suffers from dysuria, nocturia, and urgency.

 FB does not have a catheter but does wear incontinent briefs and still tries to go to the bathroom each time. 


	Pt needs assistance to bathroom 

Pt wears briefs incase of an accident

(nurse)
	FB is at risk for deficient fluid volume r/t losses secondary to diarrhea

	ACTIVITY/EXERCISE
Patterns of exercise & daily living, self-care activities include major body systems involved.

(Thoracic & Lung; Cardiac; 

Peripheral vascular; Musculoskeletal, vital signs)


	FB denies any regular exercise regimen other than physical therapy at the nursing home 

FB states she feels weak and tired.

Son helps with bathing, dressing, going to the bathroom, turning in bed, and getting from the bed to the chair. 

Son does all the shopping, cooking, and cleaning for the home.

FB denies any pain or cramping in her legs. 

FB experiences shortness of breath with ambulation. 
	Pt uses assistive devices such as a cane, walker, wheelchair, bedside commode, and a foot brace to enable better walking.

Pt does not have any tremors, atrophy, or swelling

Pt has unstable gait; needs help with most of ADL’s 
Pt has no problems with orthopnea, or apnea 

Pt. has an occasional productive cough with yellow sputum

Lung sounds clear bilaterally

Radial pulses +2 bilaterally

Pedal  pulses +1 bilaterally

BP was 100/50 and respirations were 20, regular.

Extremities were warm with good capillary refill

Hand grasps and foot pushes weak but equal
	Pt is assist x1, needs help with most ADL’s 
(nurse)

Lasix for edema

 Prinivil, Norvasc, and Atenolol for hypertension

Coumadin for treatment/ prevention of  PE  
Zocor for secondary prevention 
(MAR)
	Self-care deficit r/t fatigue and immobility

Pt is very tired and needs assistance with almost all ADL’s 

Pt has unstable gait and needing help with almost everything seemed to bother her

	SEXUALITY/ REPRODUCTION
Satisfaction with present level of interaction with sexual partners


	FB states she does not remember date of her last menstrual cycle

FB states she has been pregnant twice and given birth twice

FB states she hit menopause at 42 years old 

FB denies the use of ever using contraceptives or having any irregular vaginal bleeding

FB states that her last pap smear was in 1972 when her gynecologist passes away and denies having any STD’s

FB denies problems with sexual functioning or any other sexual concerns at this time.
	Nothing observed in this area other than what patient told me
	Pt is not currently on any contraceptives 

Pt has no STD’s

(chart)
	Self care deficit r/t to decreased motivation and disabling anxiety

Pt was unmotivated and anxious about finding a new gynecologist after hers passed away.

Risk for injury 
Pt is at an increased risk for injury because she has not seen a gynecologist in many years and is well past the date for her annual check up and pap smear. Routine visits are important for prevention and health maintenance

	SLEEP/REST
Patterns of sleep, rest, relaxation, fatigue

(Appearance, behavior)


	FB claims she usually sleeps from 9pm to 7am and only occasionally gets up during the night to use the restroom. 

FB denies suffering from insomnia, having any trouble sleeping, or having any regular nightly rituals to promote sleep

FB states that she feels well rested after to wakes up and says she normally takes one or two naps a day lasting anywhere from 30min to 1 hr each. 
	Pt is usually alert and appears well rested. 

Talkative for most of the day except close to her nap time and then she got very tired close to bedtime. Eyes started to close while she was in bed as I was talking to her and getting ready to get her medication. Pt was asleep and I had to wake her to give her the medication.
	None obtained
	Although pt slept a little more while at home, she is still receiving  an adequate amount of sleep while residing in the nursing home  and doesn’t seem to be having any problems

	COGNITIVE/ PERCEPTUAL
Patterns of thinking & ways of  perceiving environment, orientation

Mentation, neuron status, glasses, Hearing aids, etc.


	FB denies any numbness, tingling, or pain

FB denies any problems with her sense of touch or smell.

Son states he has noticed some memory lapses over the last year
	Pt wears glasses and has hearing aids in both ears.

Pt is alert and oriented and able to answer questions; speech clear although soft

Pt can read and make decisions clearly

Pt follows commands, recognizes staff and family members and calls them by name. 

Pupils are equal and reactive

Pt speaks clearly but softly
	Pt alert, oriented and likes to talk. Very cooperative

(nurse)

Xanax for anxiety 

Megace for appetite stimulation 

Remeron for depression
(MAR)
	Pt seems to still be competent enough to make important decisions about her healthcare 

	ROLE/RELATIONSHIP
Patterns of engagement with others, ability to form & maintain meaningful relationships, assumed roles; family communication, response, visitation, occupation, community involvement


	FB states that she is retired, widowed, and lives with her son and her daughter lives close by

FB states that she has a good relationship with her family and that she receives a lot of support from her family and her church

FB claims that she does feel comfortable in social situations and feels that this admission has caused a significant change in her usual role. Before admission she got together each month with a local group of people that she graduated with, she attended the ladies guild and she occasionally would host/attend card parties and play bingo.

FB denies any concerns, she just wants to go home. 


	Pt appears to feel confident most of the time about her place in life although I could see the disappointment on her face when we were talking about her currently being unable to participate in her usual activities since being admitted to the nursing home
	Pt is a retired executive secretary

Pt has family support

(chart)

Son comes in on a very regular basis

(nurse)
	Risk for loneliness r/t difficulty accessing social events secondary to physical disabilities

Pt is unable to attend and participate in her regular activities so she may start to miss her friends and the company they provide her 

	SELF-PERCEPTION/ SELF-CONCEPT
Patterns of viewing & valuing self; body image & psychological state


	FB states that she usually views herself in a positive light

FB states that on a scale of 1-10 she feels her control over the situation is about a 7

FB feels that the TPN feeding is very limiting to her mobility and is frustrating

FB states that her usual level of assertiveness is a 10 on a scale of 1-10

FB states that she does have a positive body image but she has experienced a lot of diarrhea since her bowel resection
	Pt usually seems happy when going about her day although I did notice her frustration with the pole that the feeding is hung on when trying to get from the bed to the chair or from the chair to the toilet. 

Pt seems calm and is cooperative when answering questions.

Pt is well groomed and appropriately dressed


	Pt is very nice and cooperative

(nurse)

Pt has history of major depression

(chart)

Xanax for anxiety

Megace for appetite stimulation

Remeron for depression
(MAR)
	Risk for disturbed body image r/t changes in appearance secondary to loss of body function

Pt may begin to experience a negative body image due to occasional incontinence and diarrhea



	COPING/STRESS TOLERANCE
Stress tolerance, behaviors, patterns of coping with stressful events & level of effectiveness, depression, anxiety.
	FB states that she has no idea how she deals with stress

FB stats that she no problems or concerns regarding her stay at the nursing home

FB states that a close family friend named Fred passed away in September
	Pt seemed very calm and relaxed during my time spent with her, no overt signs of stress were exhibited
	Prone to depression and anxiety, contact doctor to about changes
(chart)

Xanax for anxiety

Megace for appetite stimulation

 Remeron for depression
(MAR)
	Pt seems to be handling things well and appears to be happy but with a history of anxiety and depression careful attention must be paid to ensure she is dealing with any stress appropriately. 

	VALUE/BELIEF
Patterns of belief, values, 

Perception of meaning of life that guide choices or decision; includes but is not limited to religious beliefs


	FB states that she is religious and her religious denomination is Catholic

FB denies any religious constrictions

FB states that her usual religious practices are attending church on a regular basis, devotion to the rosary, volunteering at the parish, and she is on the counsel of Catholic women

FB denies any concerns about her ability to be able to practice her usual spiritual and religious customs.
	Pt has signed a DNR CCA; Son is next of kin and durable power of attorney
	Catholic

(chart)
	Pt seems at peace with her situation and pt also seems to be strong in her faith.
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