NURSING CARE PLAN
	Student
	
	Date
	2/2/2018

	Instructor
	
	Course
	

	Patient Initial
	R.S
	Unit/ Room#
	
	DOB
	06/30/2015

	Code Status
	
	Height/Weight
	89cm/11.4kg

	Allergies
	None



	Temp  (C/F Site)
	Pulse  (Site) 
	Respiration
	Pulse Ox (O2 Sat)
	Blood Pressure
	Pain Scale 1-10

	36.2 degrees C
	88 bpm
	25 breaths/Min
	99%
	81/54
	4



	History of Present Illness including Admission Diagnosis &
Chief Complaint (normal & abnormal)with APA references
	Physical Assessment Findings including presenting signs and symptoms with APA references

	2 year old boy doing day 26 post operation. The patient has a history of long gap esophageal atresia. Surgical procedure of colonic interposition was found to have pneumatosis and a para-esophageal hernia. Patient is s/p for explorative laparotomy, LOA, repair of hernia and removal and then replacement of gastrostomy tube. G tube is treated as a newly placed. GT is rested due to a para-stoma leaking. Patient does not complain 0f hotness of body. Pt. is currently nil per oral, on TPN/IL. Pt. is also on antibiotics, Cefazolin. Pt. has adequate urinary output, 760 ml, has not passed stool today. One day ago, pus was aspirated from a subcutaneous fluid collection at incision wound site. Patient has a previous history of easy chocking, respiratory distress and recurrent respiratory tract infections.




	General Exam: Young boy, in fair general condition, Not in obvious pain, 
Not in obvious respiratory distress, on room air
No drooling of saliva or mucus
Currently nil per oral
HEENT- Norm-cephalic, atraumatic
Neck- Supple
Per Abdomen
Has a midline surgical incision with a gastrostomy tube in situ; draining pus around the gastrostomy tube; G tube leaking at stoma site; surgical wound has erythematous margin.
Non-distended abdomen, moving slightly with respiration, reduced bowel movement, no organomegaly.
Respiratory system
Chest wall integrity intact, moving with respiration, trachea central, no rib deformity, symmetrical expansion, resonant on percussion in all lung fields, bilateral air entry, vesicular breath sounds in all lung fields
CVS
Periphery pulses present, good volume, normal rhythm, warm periphery with no temperature gradient
Pre-cordium normotensive, apex beat at 5th intercostal space, Heart sound normal with no murmur 
CNS
All cranial nerves intact, normal sensory input, good motor output, good coordination
MS
Normal muscle tone, power and bulk in all muscle groups, full joint movement



	Relevant Diagnostic Procedures/Results & Pertinent Lab tests/ Values (with normal ranges),
include dates and rationales with APA references

	Past Medical & Surgical History,
Pathophysiology of medical diagnoses
(include dates, if not found state so)
with APA references

	Collected: 1/28/2018
Lab                                    Results                       Normal Range
WBC                             10.25K/uL            4.5 - 13.5 x109 cells/L
RBC                                 3,45M/uL, L                      4 - 5.2 M/uL
HGB                                 8.7g/dL, L                   11.5 - 15.5 g/dL
HCT                                    27.7 %, L                         35% - 45%
MCV                                  80.3 fL                           77 - 95 fL
MCH                                 25.2 pg                        25 - 33 pg/cell
MCHC                                31.4%                            31% - 37%
PLTE                                 260K/uL                      150 - 400 K/uL
MPV                                 11.0 fl
RDW-CV                                 13.2%
Interim Absolute Neutrophil Count          6.54 K/uL
NRBC Percent                        0.0 per 100 WBC
Neut %                            63.8% H                            54% - 62%
Lymph %                         22.3% L                             25% - 33%
Mono %                       8.8% H                                  3% - 7%
Eos %                             4.1% H                                    1% - 3%
Baso %                            0.2%                                   0% - 0.75%
Blood Chemistry
Na+                             142mEq/L                         138 - 145 mEq/L
K+                                 3.7mEq/L                          3.5 - 5.0 mEq/L
Cl-                                 105 mEq/L                           98 - 106 mEq/L
CO2 Total                    27mEq/L                            20 - 28 mEq/L
BUN                              10mg/dL                               5 - 18 mg/dL
Cr                                 0.22mg/dL, L                          0.3 - 0.7 mg/dL
Glucose                       86mg/dL                           70 - 105 mg/dL
Ca2+                               9.4mg/dL                        8.8 - 10.8 mg/dL
Liver Function Tests        02/01/2018                01/29/2018    
Protein Total                    5.5 g/dl, L                  5.6g/dl, L
Albumin                             2.9g/dl, L                   3.1g/dl, L
Bilirubin                              0.1mg/dl                   0.2mg/dl
AST                                      29Units/L                  32Units/L
ALT                                     35Units/L                    45Units/L, H
Alk Phos                             147 Units/L                137 Units/L
LIPID TEST
Triglycerides                      81mg/dl                       85mg/dl
Urinalysis
UA  specimen                                      urine
UA color                                              Yellow
UA appearance                                    clear

	Index hospital admission
First surgery 26 days ago, no history of blood transfusion
No congenital anomalies, no chronic illness
No known food or drug allergy
Received all the immunization as per schedule



	Erikson’s Developmental Stage with Rationale
APA references
	Socioeconomic/Cultural/Spiritual Orientation 
& Psychosocial Considerations/Concerns (3) with APA references

	Earl childhood- 
Patient is 2yrs, has a close relationship with parents, cries when parent leave, cries when doctors approach; learning toilet mannerism, attempting to clothe himself (McLeod, 2013).
	A child, lives with both parents. Not exposed to cigarette smoking; Normal developmental milestones. 
Understands English and can express himself in English
Psychosocially, the patient is depressed by the long hospital stay. He is also anxious with the nil per oral status, now that he cannot eat his favorite pizza. He is also traumatized by surgery and the G tube in situ. He wonders when the tube will be removed. 



	Potential Health Deviations, Predisposing & Related Factors; (At least two) Include Interventions to assess or prevent potential health deviations
Include three independent nursing interventions  
(“At Risk for…” nursing dx)
	Interprofessional Consults,  Discharge Referrals, & Current Orders (include diet, test, and treatments) with Rationale
with APA references 

	Malnutrition: The child is at risk for developing malnutrition. The patient is dependent on total parenteral nutrition. If not well administered, the patient is at risk of receiving less feeds thus drifting towards malnutrition. Nutritionist should play an active role in managing this patient.
Sepsis: The patient has a surgical site infection as evidenced by beneath the skin pus accumulation and erythematous margins. If not well managed, the infection can easily spread and cause sepsis or even septic shock. Proper antibiotic administration is necessary.
	Nutritionist consult: Several indicators point toward a child who has deranged nutritional status. Such indicators include low total protein, low albumin levels and low hemoglobin level. Besides, the child is nil per oral. In addition, to improve on wound healing, proper nutrition rich in protein will be necessary.
Psychotherapy consult: The patient has had a prolonged hospital stay, more than 26 days. The long hospital stay is depressing to both the patient and the relatives. Besides, the patient is dependent on a G tube. These factors can make either the parents or the patient develop low self-esteem or get into depression. Psychotherapy services are much needed.
Discharge referrals:  The patient will be discharged when he is afebrile for at least 24 hours. He will be going home with his parents with teaching about wound care, medication administration, and proper nutrition needed for wound healing and optimal health. He has an appointment with MD one week after discharge at 8am at the General Pediatric clinic for a follow up.









Signs and
Symptoms

         As evidenced by

           Related to
Contributing
Factors
Diagnostic
Label



	Priority Nursing Diagnosis
(at least 2)
Written in three part statment

	Planning
(outcome/goal)
Measureable goal during your shift
(at least 1 per Nursing diagnosis)

	Prioritized Independent and collaborative nursing interventions;  include further assessment, intervention and teaching
(at least 4 per goal)
	Rationale
(use APA citations)
	Evaluation
Goal Met, Partially Met,
 or Not Met
& Explanation


	Impaired skin integrity related to surgical incision with subsequent infection as evidenced by collection of pus beneath skin at wound site
	Eradicate infection at surgical site
Achieve wound healing and skin closure
	1. Administer medications as prescribed by the MD 





2. Keep skin dry, clean, and intact 









3. Wound management






4. Educate patient and family about the importance of proper nutrition
	One of the strategies to eradicate infection at surgical site and achieve healing is use of antibiotics as supported by culture and sensitivity (Bode et al., 2010)

Daily cleaning washes off superficial pathogens and removes necrotic tissues. Proper drying of the wound makes the wound less susceptible to infections (Potter & Perry, 2013).
.

Dressings applied to a draining wound require frequent changing to prevent microorganism growth and skin breakdown. Bacteria grow readily in the dark, warm, moist environment under a dressing (Potter & Perry, 2013).


Proper wound healing requires adequate nutrition. Deficiencies in any of the nutrients, especially proteins, result in impaired or delayed healing (Potter & Perry, 2013).

	

	Impaired nutrition status as evidenced by low albumin level of 5.5g/dl and a low hemoglobin of 8.9g/dl
	Achieve proper nutrition for proper wound healing
Achieve a Hb of 11 g/dl
	Work with nutritionist to provide patient with food rich in proteins and nutritional supplements.





Administer de-wormers to the child








Administer Hematinic and food rich in iron






Eradicate infectious bacteria that wound be feeding on iron and interfering with interferon production (Yen et al., 2011)

	Proper wound healing requires adequate nutrition. Deficiencies in any of the nutrients, especially proteins, result in impaired or delayed healing (Potter & Perry, 2013).


Leading cause of anemia in children is worm infestation (Ullah et al., 2009). Deworming children is the first step in managing anemia in children. If the anemia is not collected, the surgical wound will not heal appropriately


Our patient has a normocytic hypochromic anemia. Hypochromic anemia is an indication of low iron in the body. Hematinic and iron diet would help replace iron stores (Yen et al., 2011).

Bacteria feed on iron for survival. To control the anemia, the bacteria must be eradicated first using prescribed antibiotics as supported by culture and sensitivity (Yen et al., 2011)
.
	



MEDICATION LIST

	Medications (with APA citations
	Class/Purpose
	Route
	Frequency
	Dose (& range)
If out of range, why?
	Mechanism of action 
Onset of action
	Common side effects
	Nursing considerations
specific to this patient

	Acetaminophen
(Tylenol)
	Class: antipyretics, nonopioid analgesics
Purpose: PRN for moderate pain
	PO
	Q4H
	Dose: 320mg
Range: 10-15mg/kg/dose Q4-6H PRN; do not exceed 5 doses/24hr
(Vallerand & Sanoski, 2013, pg.99)

F.M.’s dose may be out of range due to the concurrent use of morphine also PRN for moderate pain
	Stops prostaglandin synthesis in the CNS that are possible mediators of fever and pain
(Vallerand & Sanoski, 2013, pg.98)
Onset: within 30 minutes

	Agitation, headache, anxiety, fatigue, atelectasis, hyper/hypotension, constipation, N/V, rash, muscle spasms 
(Vallerand & Sanoski, 2013, pg.98)

	Assess PQRST before and after administration

Assess for fever

Assess for toxicity: increased bilirubin, AST, ALT, LDH, and prothrombin; give acetylcysteine (Acetadote) as antidote
Administer with full glass of water
Can be taken with or without food
Do not exceed maximum dose if combined with opioid
(Vallerand & Sanoski, 2013, pg.99)

	Morphine
	Class: opioid analgesic
Purpose: PRN for moderate pain
	IV
	Q4H
	Dose: 1.5mg
Range: 0.05 – 0.2mg/kg Q3-4H; do not exceed 15mg/dose
(Vallerand & Sanoski, 2013, pg.882)

F.M.’s lower does is due to concurrent use of acetaminophen (Tylenol)
	Attaches to opiate receptors in central nervous system. Changes pain perception and reaction to painful stimuli at the same time as generalized CNS depression. 
(Vallerand & Sanoski, 2013, pg.881)
Onset:  rapid
	Sedation, hypotension, confusion, constipation, dizziness, blurred vision, N/V, urinary retention, sweating, bradycardia, itching, respiratory depression
(Vallerand & Sanoski, 2013, pg.882)
	Assess PQRST 20 minutes before and after administration
Assess LOC, BP, and respiratory status throughout therapy
Pediatrics are more sensitive - respiratory complications, restlessness, and excitability are more frequent
Assess bowel elimination
Assess for toxicity – naloxone (Narcan) is the antidote
(Vallerand & Sanoski, 2013, pg.883)

	Cefazolin
	Class: broad-spectrum Antibiotic, a cephalosporin
	I.V
	Q8H
	Dose 600mg, with a target of 50mg/kg (Vallerand & Sanoski, 2013, pg.341)

	binds to 1 or more penicillin-binding proteins, thereby arresting bacterial cell-wall synthesis and inhibiting bacterial replication; has poor capacity to cross blood-brain barrier; primarily active against skin flora, including S aureus(Vallerand & Sanoski, 2013)
	Anorexia
Diarrhea
Eosinophilia
Fever
Increased transaminases
Leukopenia
Nausea and vomiting

	Assess for S/S of infection – VS, urine & stool abnormalities, WBC
Obtain culture and sensitivity
Monitor bowel elimination
Monitor for S/S of hypersensitivity during therapy
Lab: decreased
CBC components; may increase CPK, ALT, AST, bilirubin concentrations
(Vallerand & Sanoski, 2013, pg.342)
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