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Medical Management/ Orders/ Medications & Allergies (2)

Name 
Dose 
RT
Freq.
MOA
RN Considerations 
Onset/Peak/Duration 
(Insulin) 
Acetaminophen
650 mg
Oral
Q4H
COX-2 inhibitor
PRN
0.5-2 hours
Adult multivitamin with minerals/iron 
1 tablet
oral
Daily
Replacing Hb iron stores 
PRN
N/A
Chlordiazepoxide
50 mg
oral
TID
Binds on benzodiazepoxide binding sites on GABA A receptor
PRN
N/A
Morphine
1-4 mg
IV
Q3H
Mu-delta receptor
PRN
N/A
Ondansetron
4 mg
IV
Q6H
5 HT3 receptor antagonist
PRN
N/A
Lorazepam
1-2 mg 
Intravenous
Q4H
Potentiate GABA in the CNS
PRN
N/A

















Patient Information 
(1)
Name: E. F.
Age: 61 years
Gender: Male
Code Status: Full Code
DPOA: No
Living Will: N/A

Cultural considerations, ethnicity, occupation, religion, family support, insurance. (1) (14)  
The patient is a chronic smoker
Old age- geriatric patients respond differently to drugs
Narcotics abuse- tolerance

Chief Complaint 

	Altered mental status and pain in the back and left lower extremity with associated numbness and weakness.


Admitting Diagnosis
	Patient was admitted for chronic lumbar radiculopathy, opioid and benzodiazepine dependence, anxiety and depression 


History of Present Illness (HPI), Pathophysiology of Admitting Dx (Cite References) Medical, Surgical, Social History (1).

	Mr. E.F. is a 61 years old male with a past medical history significant for chronic lumbar radiculopathy, osteoarthritis, chronic opioid and benzodiazepine use, who was admitted for altered mental status. Patient reports that while in Chicago he was being treated for multiple lumbar disc herniation as well as chronic left hip and left knee osteoarthritis. He reports his dosing of opiates kept increasing and he became very tolerant. When moving to Los Angeles he follows with a primary care provider in which he reports taking oxycodone 10 mg up to three times a day, Soma three times a day and alprazolam two to three times daily. Patient states at times he will experience more pain and take more medication so by the end of the month he will run out and go through withdrawals. He reports he ran out of his medication this month about a week and a half ago. Continues to complain of pain in the back and left lower extremity with associated numbness and weakness all of which are associated with worsening lumbar radiculopathy ( Alexande & Dulebohn, 2017). He normally ambulates without assistance, but for longer distances, uses a walker. He denies bowel or bladder changes. Pain worsens with increased ambulation.


Medical History 
 
	In the past medical history, E.F. has been diagnosed with arthritis, the date of diagnosis is not provided by the patient.


Surgical History

	Patient has no pertinent surgical history.


Social History
	
	Patient reports that he has been smoking. He does not have any smokeless tobacco history on file. He reports that he uses drugs, including narcotics and anti-anxiety drugs. He reports that he does not take alcohol. 
Erickson’s Developmental Stage Related to pt. & Cite References (1) 
 
	Mr. E.F. is in the first stage of Erickson’s psychosocial developmental stages, trust vs mistrust. Failure to navigate through this stage successfully leads to anxiety and fear of the circumstances in life as evidenced by the patient’s tendency to abuse opioids in a bid to become less anxious ( McLeod, 2018). A positive history of smoking also points towards an anxious person.

Patient Education (In Pt.) & Discharge Planning (home needs)


1) Advice the patient on the importance of attending an outpatient referral center for Suboxone therapy which will treat his opioid withdrawal.

2) Advice the patient against concurrent use of opiates and benzodiazepine and educate them on the risk of respiratory depression.

3)Advice the patient on the need for adherence to medication



Concept Map 
Student Name:
Instructor:





	Test
	Norms
	Date

	Current Value
	Test
	Norms
	Date

	Current Value

	Phencyclidine screen-urine
	Negative
	7/5/2018
	Negative
	Crystal UA
	None
	7/5/2018
	Present (A)

	Benzodiazepines Urine Screen
	Negative
	7/5/2018
	Positive(A)
	Basic Metabolic Panel
	
	
	

	Cocaine Metabolites Ur
	Negative
	7/5/2018
	Negative
	Na
	136-145 mEq/L
	7/5/2018
	141

	Amphetamine Screen, Urine
	Negative
	7/5/2018
	Negative
	K
	3.3-4.8 mEq/L
	7/5/2018
	3.6

	Cannabinoids Screen, Urine
	Negative
	7/5/2018
	Positive (A)
	CL
	98-108 mEq/L
	7/5/2018
	106

	Opiates Screen, Urine
	Negative
	7/5/2018
	Negative
	CO2
	20-30 mEq/L
	7/5/2018
	20

	Barbiturates Screen, Urine
	Negative
	7/5/2018
	Negative
	BUN
	6-22 mg/dl
	7/5/2018
	23 (HIGH)

	URINALYSIS
	
	
	
	Creatinine, Serum/Plasma
	0.70-125 mg/dl
	7/5/2018
	0.85

	Color
	Yellow
	7/5/2018
	Amber (A)
	Glucose
	65-99 mg/dl
	7/5/2018
	88

	Clarity
	Clear
	7/5/2018
	Cloudy (A)
	Calcium
	8.6-10.4 mg/dl
	7/5/2018
	8.8

	Specific Gravity
	1.001- 1.035
	7/5/2018
	1.023
	GFR Estimate
	>59.9
	7/5/2018
	>60

	Leukocytes Esterase UA
	Negative
	7/5/2018
	Negative
	CBC With Differential
	
	
	

	Nitrite UA
	Negative
	7/5/2018
	Negative
	WBC
	4.1-11.1 thou/cmm
	7/5/2018
	12.4 (HIGH)

	Urobilinogen UA
	0.2-1.0 mg/dl
	7/5/2018
	0.2
	RBC
	4.50-6.00 million/cmm
	7/5/2018
	4.26 (LOW)

	Protein UA
	Negative
	7/5/2018
	1 + (A)
	Hgb
	14.0-18.0 gm/dl
	7/5/2018
	13.1 (LOW)

	pH Urine
	
	
	
	HCT
	40.0-52.0%
	7/5/2018
	39.2 (LOW)

	Blood UA
	Negative
	7/5/2018
	Negative
	MCV
	81-97 fl
	7/5/2018
	92

	Ketones UA
	Negative
	7/5/2018
	Negative
	MCH
	25.0-35.0 pg
	7/5/2018
	30.7

	Bilirubin UA
	Negative
	7/5/2018
	(A)
	MCHC
	32.0-36.0 g/dl
	7/5/2018
	33.4

	Glucose UA
	Negative
	7/5/2018
	Negative
	RDW-CV
	12.3-17.0 %
	7/5/2018
	15.4

	WBC, UA
	None /hpf
	7/5/2018
	6-10 (A)
	Platelet Count
	150-400 thou/cmm
	7/5/2018
	203

	RBC, UA
	None/ hpf
	7/5/2018
	6-10 (A)
	MPV
	7.3-11.3 fl
	7/5/2018
	8.8

	Epithelial cells
	None
	7/5/2018
	Many (A)
	NRBC %
	0.0-0.4 %
	7/5/2018
	0.0

	Casts
	None/ Lpf
	7/5/2018
	Too numerous to count hyaline (A)
	% Neutrophils
	43.0-77.0%
	7/5/2018
	72.6

	
	
	
	
	% Lymphocytes
	16.0-44.0 %
	7/5/2018
	12.2 (LOW)

	
	
	
	
	% Monocytes
	3.0-13.0 %
	7/5/2018
	5.9

	
	
	
	
	% Eosinophils
	0.0-5.0 %
	7/5/2018
	9.0 (HIGH)

	
	
	
	
	% Basophils
	0.0-1.5 %
	7/5/2018
	0.3

	
	
	
	
	Absolute Neutrophils
	1.8.-7.80 K/uL
	7/5/2018
	9.0 (HIGH)

	
	
	
	
	Absolute Lymphocytes
	1.00-3.20 K/uL
	7/5/2018
	1.5

	
	
	
	
	Absolute Monocytes
	0.20-0.80 K/uL
	7/5/2018
	0.7

	
	
	
	
	Absolute Eosinophils
	0.00-0.50 K/uL
	7/5/2018
	1.1 (HIGH)

	
	
	
	
	Absolute Basophils
	0.00-0.10 K/uL
	7/5/2018
	0.0

	
	
	
	
	Magnesium
	
	7/5/2018
	

	
	
	
	
	MG
	1.7-2.5 mg/dl
	7/5/2018
	1.6 (LOW)

	
	
	
	
	Protime INR
	
	7/5/2018
	

	
	
	
	
	Protime
	12.1-14.4 SEC
	7/5/2018
	12.8

	
	
	
	
	INR
	<1.20
	7/5/2018
	0.92



Diagnostic Test/ Lab Results with dates and Normal Ranges (3)

 





PC Outcomes/Goal

Prevent progression to long term disability


















Priority nursing diagnosis #2
Opioid and benzodiazepine abuse

Respiratory (7) 
Cough/ wheeze, dyspnea
Vital Signs (4) 
BP-: 133/89
Pulse: 90 bpm
Respiratory Rate: 18
Temperature: 35.9  degree celsius

Integumentary (12) 
ROM intact spine and extremities, no joint erythema or tenderness, antalgic gait due to left lower extremity (LLE) pain

Interventions # 2 
Suboxone therapy
Assessment/ Evaluation #1
1)Be in touch with the patient to monitor progress


2)Involve the family members or the people that live with the patient.
Assessment/ Evaluation #2 

1)Recommend an outpatient facility where the patient can get suboxone therapy

2)Counsel the patient on the dangers of opioid abuse
PC Evaluation Plan 

Monitor patient’s management to ensure all stakeholders are involved









PC Interventions
1) multi-displinary management of the patient by relevant medical and surgical specialists

2) physiotherapy to prevent disability 
Psychosocial (14)
Demonstrated adequate judgement and reason, patient is however, anxious which has led to chronic use of opioids and benzodiazepines
Cardiovascular (6) 

Regular rate and rhythm, no chest pain, no palpitations
Endocrine (13)
Patient reports no history of thyroid disease, patient, however, reports night sweats
Misc. (Ht/Wt) 
Normo-cephalic, cranial nerves grossly intact, Neck supple, patient reports muscular weakness
GU (10)
Patient does not report any bowel or bladder changes
GI (9)
Abdomen soft without tenderness to palpation. No masses palpated. No guarding, no rebound tenderness. Normal bowel sounds noted, weight loss
  Nutrition/Hydration
(8)
Fairly good nutritional status. However, weight and height was not taken for this patient
Rest/ Exercise (11) 
Patient ambulates normally but muscle weakness is reported, pain increase with ambulation, cannot walk a long distance without help
Neurological (5) 
Strength 4+/5LLE, 5/5 RLE, sensation intact and symmetric
Outcome/Goal #1
Pain control/ stop the pain. Make the patient less anxious
Priority nursing diagnosis #1
Pain and opioid withdrawal were the priority nursing diagnosis in this patient. This is evidenced by back pains and left lower extremity numbness and weakness. Anxiety and excessive sweating that are present in this patient are some of the symptoms of opioid withdrawal (Legg, 2017).












Outcome/Goal #2 
Discourage the patient from opioid abuse


	

		





Interventions #1 
1)Morphine and acetamino
Phen given to control
The pain
2) Alprazolam given to 
Treat anxiety


2



 
Potential Complications/ at risk for

Leading cause of disa-
Bility ( Alexande & Dulebohn, 2017)
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