	Medications

(see attached)
Furosemide (Lasix)  10mg PO daily

Metoprolol (Lopressor)  25mg  PO BID

Dronedarone (Multaq) 400mg  PO BID

Methimazole (Tapazole) 10mg daily

Hydralazine (Apresoline) 50mg TID
Clopidogrel Bisulfate (Plavix) 75mg daily
 
	Student Name _Diana Stiles______  Client Initials     DH      Date  2-21-11
Age   69       Gender   M      Room #  85-2       Admit Date   2-6-11
CODE Status   Full Code       Allergies  No Known Allergies
Diet   low salt,  low cholesterol     Activity    up as tolerated        Braden Score   23   
	   Lab Values/Diagnostic Tests

                                        

141  │  105    │  15           111 (H)
   │28  │      1.02                  

 8.5 Ca                    14.2   
1.8  Mg      6.3                  243
52   PO4                  42.6
SGOT (AST) – 8 (L) range: 15-37
            Aspartate  Aminotransferase

*elevated levels indicate disease or damage to body tissues such as the heart or liver.
GLUCOSE -111 (H)  range: 70-100

*elevated levels indicate ineffective blood glucose maintenance. Patient is not insulin dependent and controls blood sugar orally with 500mg Glucophage daily

No other abnormal lab values noted

	IV Sites/Fluids/Rate
R: AC- #20 heplock
R: FA- #22 heplock

	
	

	Monitoring:  Invasive/Non-Invasive 
ECG monitoring
Intake and Output
	Chief Complaint: Pt. c/o feeling “funny” and shaky. Pt. also c/o increased pulse and   

                              palpitations
Admitting Diagnosis: Recurrent atrial fibrillation with rapid ventricular response
Medical Diagnosis: Atrial Fibrillation, Diabetes Mellitus, Coronary Artery Disease, 

                                Hypertension, Scoliosis, Gastric Tumor, Thyroid Disease
 
	

	ECG Interpretation
(see attached)

Not for this patient
	D.H. began having cardiac problems in 2003 after a procedure for a gastric tumor. Atrial fibrillation started after surgery and D.H. underwent his first cardioversion. In 2005, he underwent radiofrequency ablation with pulmonary vein isolation and another cardioversion in 2007, but had early recurrence of atrial flutter. Patient also was found to have moderate artery blockage and underwent stent placement. Patient noted increased pulse and palpitations and presented to the ER in atrial fibrillation; underwent another cardioversion 2/7/11.  Atrial fibrillation can be caused by numerous things but D.H. most likely developed atrial fibrillation secondary to his high blood pressure and coronary artery disease. Coronary artery disease constricts the blood vessels causing hypertension which starts the atrial fibrillation.

Vitals were T- 97.6  R- 18 P- 70  BP- 143/92  PO2- 97% room air. Pt A&O x4 with no complaints. Pt reports feeling better. PERRLA. Respiratory: Chest symmetrical, lungs sounds clear bilaterally. Cardiovascular: irregular, no complaints of pain, no edema noted, pulses were +1. Abdominal/GU: soft, non-tender, bowel sound s present in all quadrants; no nausea vomiting or constipation reported. Pt voids normally. Skin: cool, dry, elastic, and intact. Mucus membranes pink and moist. Capillary refill < 3 seconds. 

	

	Past Medical/Surgical History

Relevant to this admission
For Gastric Tumor (2003)

         Subcortical Gastrectomy

         Gastrojejunostomy

         Feeding jejunostomy

         Vagotomy 

*cardiac problems started after surgery

Recurrent atrial fibrillation 

Hypertension

Erectile dysfunction

Amiodarone-induced thyroiditis

Gastric tumor

Coronary artery disease

Tonsillectomy and Adenoidectomy 

Diabetes mellitus


	
	Treatments

Medical and Nursing Interventions

Relevant to this admission

ECG monitoring  (Atrial Fibrillation)

Multaq (Atrial Fibrillation)

Lasix ( Hypertension)

Apresoline (Hypertension)

Lopressor (Hypertension)

Plavix (Coronary Artery Disease)

Tapazole (Hyperthyroidism)

Glucophage ( Diabetes Mellitus) 
Aspirin (anticoagulation)



	Primary Nursing Diagnosis with Relational Statement

Decreased cardiac output R/T atrial fibrillation
	Short Term Goal
Pt. will remain calm, free of pain, and have an oxygen saturation > 95% until cardioversion is performed.
	6 Nursing Diagnosis with Relational Statement

1. Decreased cardiac output R/T atrial fibrillation
2. Altered tissue perfusion R/T loss of atrial kick 
    secondary to atrial fibrillation

3. Risk for activity intolerance R/T decreased cardiac  
    output
4. Risk for impaired skin integrity R/T decreased    

    immobility secondary to decreased cardiac output

5. Risk for ineffective coping R/T recurrent atrial 

    fibrillation
6. Risk for thromboembolism R/T blood pooling 

    secondary to atrial fibrillation


	Definition
Decreased Cardiac Output: A state in which the individual experiences a reduction in the amount of blood pumped by the heart, resulting in compromised cardiac function.
Nursing Diagnosis: Application to Clinical Practice by Lynda Juall Carpenito –Moyet (pg. 107, 834-837)
	Outcome Criteria
- ECG was monitored twice before cardioversion
- Pt remained calm , alert, oriented and free of pain up 
  till leaving for the cardioversion

- Pt oxygen saturation remained high and he showed  

  no signs of distress

- Pt weight was not obtained during this shift

- Pt was NPO for cardioversion but voided three times  

  during this shift

-Vitals obtained: blood pressure high, medication   

  given, pulse WNL, no pt complaints

  limits heart and lungs were assessed
-Pulses and capillary refill were assessed

-Pt was compliant and knowledgeable about   

  medications


	

	AEB:
-  ECG monitoring showing atrial fibrillation

-  Pt. reports rapid pulse and palpitations

-  Hx of Coronary Artery Disease

-  Hx of Hypertension (143/92)
	
	

	Identify nursing interventions that you implemented with this patient.

Evaluate patient progress towards achieving outcome criteria as a result of nursing interventions.
* monitor for ECG changes every hour by checking monitor and assess status; notify doctor of changes

         - checked monitor twice, but patient remained stable until he left for cardioversion  

* monitor intake and output q8h ( changes may indicate fluid retention)

         - patient was NPO for cardioversion, but`q voided 3 times during shift

* monitor weight daily (changes may indicate fluid retention)

         - last weight was 90.265 kg (199 lbs), weight not obtained on this shift
* limited activity due to conserving strength so make sure pt is repositioned q2h  to prevent skin breakdown

         - pt changed positions independently and remained in bed with the exception of going to the bathroom

* monitor vitals every q2h 

         - vitals were obtained once before cardioversion: T- 96.7, R- 18, P- 70, BP- 143/92, PO2- 97%  RA

* assess heart and lung sounds q4h
         - heart was irregular due to atrial fibrillation, but lungs were clear
*assess peripheral pulses and capillary refill time q4h

         -pulses were +1, but capillary refill still WNL

*educate patient to take medications as prescribed. By verbalizing the need to take the medications and   

   informing the pt on what each drug does they will have an understanding of why the medications are 

   important.
          - patient was compliant and seemed knowledgeable about the medications.
	

	
	What I Would Do Differently
-I would make sure to do a more in depth assessment 
 of the heart sounds upon the start of the shift.

- I would have paid closer attention to the monitor and 

 watched for changes before he left for cardioversion.

- I also would have printed off a strip from him first 

 thing so I could read it since he left halfway through  

 the shift for the cardioversion.


