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Nurse Knowledge Exchange (NKE)
A. Patient Information
"Student: | mo ™ d R T ) |
udent: Laz:)onda Dones |
Patient Initial \
Female Patient — |
Age: 3D Y/‘,’ Height: 5'2  Wt(kg): 126,23 |bs \
N
Sex: Female \
7 I
Code Status DN R |
]
|

{DateofCare:u_\»\q

Admission Date: 5-28-14

Unit /Room: N\ED SU(t /\Z\A

L—Xllergies ASPINN

Post-Op Day (POD): N A

1. Chief complaint on admission (subjective). BrbNOC mal lab3s Hab H.q  Fever 2 WPRBLS uwen

5 Admitting Diagnosis: GiT ®leed /sevece an ema
3. Current Diagnosis: (T Bleed [3evere Qnemitt

4. Significant Medical History: (this should be comprehensive & describe the patients past & current
condition; include surgeries / medical procedures)

RF®, WTN, COPD, uP\As,Demer\Ha | o, 10 somAia
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6. Hemodynamic — Discuss all the hemodynamic values and explain the abnormalities and recommended

treatment.

7. Prescribed Diet (include NPO status if applicable):
a. Enteral feeding (if applicable, incl. type- Glucerna,

Rate:

Rate: Rate
Rationale for above:
Respiratory care mod
a. ETT (Size,efa@lip) TRACH (TYPE)
ated or trached, how many days? SAO;




Patient Care

Room # Vu A

Settings: Mod et
i € (AC, SIMV, etc.):__ Tidal volume (vT): _pJA- FiO2: _QJ)f- PEEP: _\Jf~
- Chest Tube : Y/N _ Location:

Y/N_ Location: ___ N  water seal/Suction A

cm

Vital signs Vital signs

Time: () 8 A0 Time:

Vital signs Pain Scale

Time: PQRST

T:q7‘8

P= Provokes

What causes it?
What improves it?

Or increases pain?

P75

Q= Quality

What is the feeling?
Sharp, dull,
burning, stabbing?

R=Radiates

Is it in one place, or
does it spread to
another?

B/P: 27 (o8

S=Severity

0to 10

Pulse Ox:

7%

T=Time

When did it start?

|

Relevant VS Data:

Temp WNL 978
RY wNL

Clinical Significance:
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Physical Assessment Data

’ Body system

Integumentary

TAssessment
Skin color, l;\;p_eralurc. vascularity,
lesions, hydration, mobility, turgor,

edema, masses.
Nail color, capillary refills, angle, and

deformities. -
Hair texture, distribution, strength,

quantity.

Neurological

Alertness/orientation, Inspect facial
expression, speech, mental status, eye
contact.

CN 1I- XII

Pupils (PERRLA), corneal light reflexes,
EOMs.

Perform Romberg’s test - standing

Test deep tendon reflexes.

Coordination test & balance test (if able).

Findings
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Cardiovascular

Apical impulse (PMI).

Auscultate aortic, pulmonic, Erb’s point,
tricuspid, mitral area (with diaphragm
and bell).

Peripheral pulses (carotid, radial, dorsalis

pedis).
Palpate temperature, edema, and degree

of edema.

i ead pulse
ot Yones) (
2Qual & Stony ) CAQ
(nemio. 1+ Git pheed
N Lipids

Chisk o sumnetriond

cequiargstyy) Chaor
Ol}m\ [pedd s
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Respiratory

Respiration rate, effort & use of
accessory muscles.

Chest configuration.
Auscultate systematically (min 6-8 sites

+ Rt. Mid lobe).
Room air or use of O2 quantity and

form.

@eg Rake E‘((Q_‘h\&hfr‘

q}/lﬂ’/,o orl Qoo e

brogdh Sounds Cla

Gastrointestinal
/Urinary

Inspect abdomen (skin, peristalsis,
contour, pulsation, symmetry).
Auscultate bowel sounds (4 quadrants),

Percuss abdomen ( 4 quadrants),

Palpate all 4 quadrants (light and
Assess when the last BM and what the

formation was.

deep),

bowe) sound presont S(H
Lask M
ﬁ)occw\\— \Q\ood\ oo\

Musculoskeletal
(physical
mobility)

Inspect gait, muscle
& joints, symmetry, posture, mobility,
strength.

Perform ROM (active or passive).

mass, configuration,

Lower e»cwmﬂ}g; we il b latted
A thve RowY




Psychosocial
Needs

Educational
Needs

Room # \Zl A

Status.

vget me outo

' ey Yl
r?E";ﬁ;';;émicant other, social support, | Mhclraw,; vy Y l gy
employment, safety, speech, mental

€m”

Knowledge deficits.

{

Additional Relevant Assessment Notes:




Labs: Result: i:i&iéiééi-ii::ﬁ
Electrolytes [
Na' 136 — 145 mEg/l |
K" 3-5;5_-9,,"1!5‘&/,‘# e
cr ,_,,_H_d_,_%:_'r"b@ﬁ/‘,f,,
Cat++ 9-10.5 mg/dl |
Mg++ 1.3-2.1 mg/dl
PO 3.0-4.5 mg{dl
Cardiac Function
ESR 2 <20mm/hr @<15mm/hr
_________._—-—4
Troponin I <0.05 ng/ml
LDH 105 — 333 units/l
CPK 3 38— 174 units/l
- Q@ 96 — 140 units/1
MB Index 0-3
Clotting and Hegatic Function
PTT 34,9 30 — 40 seconds
PT 10,4 11 — 12.5 seconds
INR | 0 20-3.0
ALT 6 — 59 units/l
AST 10 — 34 units/l
ALP 44 — 147 units/1
Bilirubin  02-19mgdl
Albumin 39-5.0 dl
Renal Function |
Bun 10-20 mg/d
Creatinine 0.5-1.2 mg/dl
Pancreatic Function |
Glucose - 70-105 mg/dl
HgAlc 4-6%

30 — 110 units/l

CBC w/ Differential ©
" Normal Range

—abs:_ Result: ROE
C R oo

RBC Hi23 0 3.9-52
] x 10*mecl

wBC T 5-10 x10°mcl
’”’"’ 2 14-18

Hemoglobin 8.4 Q \2.(3;\6.0

7 42-52% % 37-

Hematocrit Z ®. % AT%

Platelets Eﬁ-
Polys —
Bands —

Lymphocytes — 2050 %

oo, |\ 2-1% ]

bovimopnts || _0=1% |

Basopntls || 0-2% |

Date (of 1ab): _
Time:
0.5-
Lanoxin/digoxin 2.0ng/L
‘ 0.8-
Lithium 1.4AmEgq/L
Arterial Blood Gases *
- Normal

Amylase B
Lipase - 60 units/l
/—_Otrth_/
CO»/HCO3 21-32
ilantin/phenytoin 10-20 mcg/ml
'heophylline 10-20meg/ml
Normal ranges vary depending on the clinical site.



Relevant Lap [
s Clinionl i m—————
Clinical significance of labs: Trends: Improved,
worse, stable
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NURSING CARE PLAN

Using th
ACTgU Ai, ass;ssment data from preparation of the patient care, develop a care plan with at least 2
m_an Z—BQ(_NANDA-approved nursing diagnoses based on the identified problems, expected

» Interventions with rationale, evaluation, and revisions to plan of care.

All care plans should follow the format below for each diagnosis.
F o"g‘gue Assessment Data Pale r Breed
.. WaKrnle lee
Subjective: = Objective: BH dug (ocuk- Steol Q9)
Sb;‘z.%
80—

Nursing Diagnesis #1 (Actual) :
FU\JY LG

Expected Outcomes (Goals)(1 short term &1 long term)
Client will verbalize reduchon 0% @d’]@w widdn g‘hou(s

Yahent B2 satustwn (il remin wNL. by dhe endod 66%5

Nursing Intervention Rationale wQh
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Outcome Evaluation

Groal in Pouss

Revised Care Plan (prn)
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Nursing Notes
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