Course Number and Name

Course: NURS 317L
NURSING CARE PLAN TEMPLATE

	Student
	
	Date
	

	Instructor
	
	Course
	

	Patient Initial
	J.T.
	Unit/ Room#
	PEDS
	DOB
	08/07/2017

	Code Status
	Full code
	Height/Weight
	72cm 8 kg

	Allergies
	NKA



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

	99.7 F Axillary 
	110  Radial
	28
	99%
	79/56
	0



	History of Present Illness including Admission Diagnosis &
Chief Complaint (normal & abnormal) supported with Evidence Based Citations
	Physical Assessment Findings including presenting signs and symptoms supported with Evidence Based Citations

	History of Presenting Illness: Respiratory Distress
10-month old male with history of trisomy 21, unrepaired VSD, PFO, duodenal atresia s/p duodenoduodenostomy, right sided hearing loss, presenting with worsening fever or cough: fever/ cough started 4 days ago. The fever was remittent and worsened during the night and was associated with irritability, restlessness and night sweats. The cough was productive with thick pale sputum and no blood stains. It was worse at night and had an associated wheeze.
Diagnosis
1. Asthma
Asthma is a chronic inflammatory pulmonary disease which results from the hyper-responsiveness of the airway and presents with symptoms such as wheezing, breathlessness, chest tightness and coughing, particularly at night and in the early morning (Hesselmar, Saalman, Wennergren, Amark, & Wold, 2017).
2. Heart failure
Heart failure is the inability of the heart to pump blood sufficiently enough to meet the metabolic requirements of body tissues. In this case, it is likely due to the complications of congenital cardiac anomalies (Stout, et al., 2016).

	Patient came in with symptoms of fever and cough. General appearance: Trisomy 21, respiratory distress, lethargic. Skin: skin warm to touch smooth, redness on bridge of nose due to BIPAP mask. Cardio: heart sound normal S1 and S2. Respiratory: Cough, shortness of breath, patient on BIPAP GI/GU: Soft non-tender, non-distended, G-Tube Placement Neuro: Eyes PERRLA (Plummer, 2015) Safety: Child is in crib, high risk for falls. Pain: no pain child was comfortably sleeping. Psychosocial: Anxious, irritable. 



	Relevant Diagnostic Procedures/Results & Pertinent Lab tests/ Values (with normal ranges),
include dates and rationales supported with Evidence Based Citations

	Past Medical & Surgical History,
Pathophysiology of medical diagnoses
(include dates, if not found state so)
Supported with Evidence Based Citations

	Echocardiogram
Date done: 6/18/2018
Rationale: To examine the state of the state of the heart, the heart defects (Walsh, Breathnach, El-Khuffash, Corcoran, & Frankline, 2018) (ASD, VSD, PDA). An echo would enable detection of any cardiac lesions secondary to these defects. It would also indicate if there was spontaneous closure of any of the defects. According to Zhang, Ko, Guileyardo, & Roberts (2015), spontaneous closure of VSD occur mostly during the initial six months or the first year of life. An echo also establishes the cardiac functions and therefore it could determine if abnormal cardiac functioning was the cause of the patient’s symptoms.
Results: Small secundum ASD with left to right shunting. Moderate to large perimembranous ventricular septal defect partially covered by tricuspid valve tissue. 
Intake and Output
Rationale: To detect dehydration or overhydration.
Results: Intake: 685.68, Output: 474 ,GI: 40ml, GU: 434ml.
Lab tests

	Lab test
	Result
	Normal Ranges
	Impression/Rationale

	WBC
	7.76K/uL
	6-17.5/uL
	Within the normal range

	RBC
	4.15 x 10 6 uL
	3.9-5.5x106uL
	Within the normal range

	HGB
	12.1g/dL
	11.3-14.1 g/dL
	Within the normal range

	HCT
	36%
	31-41%
	Within the normal range

	MCV
	86.7 fL
	70-85 fL
	Slightly elevated

	MCH
	29.2 pg
	23-31 pg
	Within the normal range

	Platelets
	226x 10 9uL
	150-450 x109uL
	Within the normal range

	PH
	7.39
	7.35-7.45
	Within the normal range

	PCO2
	44mm Hg
	30-40 mmHg
	Elevated

	HCO3
	26 mEq/L
	18-27mEq/L
	Within the normal range

	Glucose
	101 mg/dL
	65-99 mg/dL
	Slightly Elevated

	Bilirubin
	0.6mg/dL
	<1.0 mg/dL
	Within the normal range

	BNP
	55
	<50ng/L
	Elevated

	Blood Pressure
	79/56 mmHg
	72-104/37-56 mmHg
	Within the normal range

	Respiratory rate
	28 bpm
	33-53 bpm
	Reduced

	Temperature
	99.70F
	97.5-99.5 0F
	Elevated

	Pulse rate
	110 bpm
	100-190 bpm
	Within the normal range

	PO2
	99%
	75-100 %
	Within the normal range


(O'leary, Hayen, Lockie, & Peat, 2015; Zipursky, Palko, Milner, & Akenzua, 2009)
The abnormalities in vital signs are significant for this patient. The reduced respiratory rate and elevated partial pressure for CO2 is indicative of respiratory depression and inadequate tissue clearance of CO2. The raised BNP may be indicative of right ventricula dysfunction secondary to pulmonary disease, or left ventricular dysfunctions of inflammation of the cardiac muscle (Tsai, Lin, Chu, Hsu, & Chen, 2010)
	Past Medical History
[bookmark: _GoBack]Trisomy 21, duodenal atresia s/p repair, G-tube dependence, ASD, VSD, PDA all unrepaired. PFO, duodenal atresia S/P, duodenoduenostomy, right sided hearing loss. History of ASP, PNA. Immunization: UTD per report  (Walsh, Breathnach, El-Khuffash, Corcoran, & Frankline, 2018). 
Surgical history
Gastrostomy laparoscopic 10/17/17
Duodenoduodenostmy 8/11/17



	Erikson’s Developmental Stage with Rationale
And supported by Evidence Based Citations
	Socioeconomic/Cultural/Spiritual Orientation 
& Psychosocial Considerations/Concerns (3) supported with Evidence Based Citations

	JT is 10 months old. He is still and infant and therefore he falls in the trust vs mistrust stage (Osborne, 2009). In this stage, he is still uncertain about his surroundings and the world that he is living in. Therefore, he looks towards his primary caregiver for comfort. In JT’s case, his primary caregiver is his mother who nurses and breastfeeds him. If his mother provides consistent and reliable care, JT will develop trust and he will feel secure when with her (Osborne, 2009). Success will develop by virtue of hope. Failure of the development of hope in this stage will make him develop a sense of fear. 
	JT is of the African American race (Gerstle, 2017)and he is under the care of her mother and father with whom he stays. However, since birth, he has spent most of the time in hospital with her mother and therefore he has had very little interaction with his father. Both of his parents are Catholics (Gerstle, 2017). His parents mother has been on maternity leave, and therefore she has been with him throughout. 
Concerns
1. JT’s mother was concerned on whether and when his child will be free from the chronic symptoms that he has had since birth due to the cardiac birth defects.
2. His mother was worried and wondering if she will be able to resume work because his son was still ill and weak yet her leave days were almost over.
3. She was also concerned about the safety of her child in case she left him with someone else, like a nanny or a relative, because the baby was weak and often became sick.




	Potential Health Deviations, Predisposing & Related Factors; (At least two) Include three independent nursing interventions for each
 (“At Risk for…” nursing dx)
	Inter-professional Consults,  Discharge Referrals, & Current Orders (include diet, test, and treatments) with Rationale
supported with Evidence Based Citations

	At risk of respiratory distress secondary to airway obstruction on exposure to cold (Asthma) and upper respiratory tract infections (Hesselmar, Saalman, Wennergren, Amark, & Wold, 2017). Also at risk of developing bacterial endocarditis due to the congenital birth defect lesions.
Intervention: 
1. Provide adequate warmth by using heavy cotton coverings to counter cold (Hesselmar, Saalman, Wennergren, Amark, & Wold, 2017).
2. Provide and demonstrate good hygiene and keep the patient away from other patients with upper respiratory tract infections.
3. Monitor the patient’s vital and total blood count signs to enable early detection of signs of infections such as fever and leukocytosis.
At risk of bacterial endocarditis due to the congenital heart defects
1. Provide and demonstrate good hygiene and keep the patient away from other patients with upper respiratory tract infections or other bacterial infections (Kuijpers & Koolbergen, 2017).
2. Monitor his cardiac functions through the ECG.
3. Prophylactic antibiotic therapy during his stay in hospital.
	Inter-professionals
Pediatrician: Manage the treatment plan for JT and her medical care, and will follow up with him (Kuijpers & Koolbergen, 2017).
Cardiologist: To monitor and make follow-up on his cardiac functions and cardiac defects (Kuijpers & Koolbergen, 2017).
Occupation therapists: To monitor his development and support him through development with the congenital birth defects
Nutritionist: To guide the mother through diet and the weaning process
Discharge 
The patients’ discharge will be determined by the progress of his condition and upon review and recommendation from the cardiologist and pediatrician. An estimated time of discharge is between 2-3 days.
Orders
Bronchodilators and analgesics (Hesselmar, Saalman, Wennergren, Amark, & Wold, 2017)
Review by cardiologist and pediatrician (Hesselmar, Saalman, Wennergren, Amark, & Wold, 2017)
Diet
Continue breastfeeding. 
Begin weaning but gradually
As recommended and guided by the nutritionist













Signs and
Symptoms

       As evidenced by

   Related to
Contributing
Factors
Diagnostic
Label



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

	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 Each must be 
supported with Evidence Based Citations
	Evaluation
Goal Met, Partially Met,
 or Not Met
& Explanation


	Respiratory distress related to shortness of breath as evidence by patient coughing and experiencing tachypnea.
	Patient will be weaned off BI-PAP and put on nasal cannula during my shift.
	1. Monitor vital signs to detect any changes in temperature and respiratory rate (Hesselmar, Saalman, Wennergren, Amark, & Wold, 2017).
2. Encourage mother to keep the child warm
3. Take sputum and blood samples for culture and sensitivity
4. Encourage sufficient breastfeeding by mother during the child’s period of sickness.
	1. Monitoring the vital signs to establish the progress of the healing process and the effectiveness of the interventions  (Hesselmar, Saalman, Wennergren, Amark, & Wold, 2017)
2. Keeping the child warm will provide exacerbations of the respiratory symptoms if they are due to asthma  (Hesselmar, Saalman, Wennergren, Amark, & Wold, 2017)
3.   Sputum and blood cultures will enable detection of any infective process to ensure early antibiotic intervention.
4. Sufficient breastfeeding to provide adequate acquired immunity and nutrition for faster recovery  (Hesselmar, Saalman, Wennergren, Amark, & Wold, 2017) 
	Goal was met patient was taken off BIPAP and put on 3L of O2 via nasal cannula 

	Impaired skin integrity related to redness of nose as evidence by bridge of nose red due to BI-PAP mask. 
	Patient will not have further skin breakdown during my shift. 
	1. Assessing and monitoring the skin lesion to establish progress.
2. Apply topical analgesics in case of excess pain that irritates the baby.
3. Ask mother to stop the baby from rubbing the inflamed area to prevent disruption of skin.
4. Provide appropriate wound care in case an ulcer develops. 
	1. Monitoring the lesion to establish the healing progress and detect any deterioration.
2. Topical analgesics to relieve the baby from the pain associated with the inflammation  (Hesselmar, Saalman, Wennergren, Amark, & Wold, 2017)
3. Avoiding rubbing the inflamed area to prevent deterioration and development of an ulcer.
4. Wound care to prevent infections that would worsen the baby’s condition.
	Goal was met patient was patient was sore free by the end of my shift.




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

	Albuterol 
	Beta-2 blocker
	Inhalational
	Q4h
	0.5% Inhale solution, 2.5 mg nebulized 
	Binds to beta – receptors on the respiratory mucosa to cause bronchodilation (Robertson, Maibach, Katzung, & Trevor, 2015)
	Bronchitis, Dyspnea, Pain, Headache, Pharyngitis, Cough
	Monitor to detect paradoxical bronchospasm. Modify release for infant levels

	Furosemide
	Loop diuretic
	Intravenous
	Q12h
	5mg, 3ml/hr for 30 days
	Inhibits the reabsorption of sodium ions and Chloride ions in the DCT and LOH through interference with chloride-binding cotransport system (Robertson, Maibach, Katzung, & Trevor, 2015)
	Hypokalemia, Hyperuricemia, Anorexia, Diarrhea, Photosensitivity, Hypotension (Robertson, Maibach, Katzung, & Trevor, 2015)
	Assess the patient’s blood pressure, pulse, and her respiration rate before administering this medication. Assess bowel function of the patient routinely to prevent diarrhea. Monitor fluid and electrolytes to detect diuresis or fluid and electrolyte imbalance. 

	Dexmedetomidine
	Central-acting alpha-adrenoceptoragonist
	Intravenous
	OD
	50 mL, 1.2Ml/hr STAT
	Central acting alpha 2 adrenoceptor agonist that has sedative and anesthetic properties by activation of G-protein in the brainstem resulting in the inhibition of norepinephrine (Robertson, Maibach, Katzung, & Trevor, 2015).
	Hypotension, Anemia, Bradycardia, Leukocytosis, Pulmonary edema.
	Monitor the patient closely to Rule out hypersensitivity to dexmedetomide

	Acetaminophen 
	Analgesic and antipyretic
	Oral
	Q4h
	80mg
	Acts on the hypothalamus to produce antipyretic effects. It also inhibits prostaglandin release I the CNS thereby causing pain relief (Robertson, Maibach, Katzung, & Trevor, 2015). 
	Angioedema, disorientation, dyspnea, pruritic maculopapular rush, laryngeal edema, urticaria (Robertson, Maibach, Katzung, & Trevor, 2015)
	Monitor the baby for hypersensitivity and also monitor liver functions for hepatotoxicity ( liver function tests and watch for jaundice)
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