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	Assignment Date:  2/17/15

	   ( 1 PATIENT INFORMATION  
	Agency:  FHT 

	Patient Initials:  M. D.                  
	Age:  54 
	Admission Date:  2/5/15

	Gender:  Male                   
	Marital Status:  Unknown – however, pt’s “girlfriend” did come with him on admission to ED and then left 
	Primary Medical Diagnosis: 

Seizure activity related to ETOH (G40.89) 

ETOH withdrawal & delirium tremens (F10.231)



	Primary Language:  English 
	

	Level of Education:  Unknown 
	Other Medical Diagnoses: (new on this admission)
Encephalopathy (G93.40) 

Acute hypokalemia (E87.6) 

Thrombocytopenia (D69.59) 

	Occupation (if retired, what from?):  Unknown 
	

	Number/ages children/siblings:  Unknown 

	

	Served/Veteran:  Unknown 

If yes: Ever deployed?  N/A
	Code Status:  Full Resuscitation 

	Living Arrangements: Pt supposedly lives with his girlfriend in Illinois – exact living arrangements unknown
	Advanced Directives:  No 

If no, do they want to fill them out?  No 


	
	Surgery Date: N/A             Procedure:  N/A

	Culture/ Ethnicity /Nationality:  Caucasian 

	

	Religion:  None 
	Type of Insurance:  Self-Pay 


	( 1 CHIEF COMPLAINT:

	When asked if pt knows why he is in the hospital he answers “yes” - however he is disoriented and does not explain what brought him to the hospital. 

	( 3 HISTORY OF PRESENT ILLNESS: 

	Pt. is a 54 y.o. male who presented to the ED on 2/5/15 via EMS for seizure activity. The pt is on vacation from Illinois with his girlfriend.  While visiting Busch Gardens, amusement park, the pt. had seizure activity. EMS stated the girlfriend believes that the pt. had these episodes due to a detox from alcohol - “without any drinks today”. Pt. states he is a daily drinker and he consumes about “6-8 beers a day”. Pt. notes that he does have generalized shakes if he has not consumed any alcohol by 2 pm. The onset of the seizure activity was today (2/5/15) and the occurrence was 2 episodes.  The seizures were witnessed by others.  The character was generalized and without loss of consciousness.  Risk factors include alcohol abuse. There were no associated injuries and the pt. denies H/A, numbness, focal weakness, chest pain, tongue biting, or pain. While at the ER, the pt. had more seizure-like activity.  The pt. became disoriented and combative and there was an order for wrist restraints.  The pt. was placed on 2L of oxygen via nasal cannuli and labs were drawn. The pt. was started on IV Ativan drip at 12 mg/hour and IV Keppra. The pt. was sent for a CT scan of the head/brain without contrast that resulted in no abnormal finds, with a recommendation to perform an MRI of the brain if symptoms persist. An EKG and Chest x-ray were also performed showing no abnormalities. The labs came back with a critically low potassium level, as well as low calcium, magnesium, platelets and BUN.  The pt had a high bilirubin total.  The pt’s blood alcohol level came back high at 10 mg/dL – especially considering the pt was “without any drinks today”.   The pt’s drug toxicity results came back negative. The pt. was ordered to start IV KCl and oral KCl replacement as well as magnesium replacement. The pt. was diagnosed with acute seizures, delirium tremens (DTs) resulting from alcohol withdrawal, tachycardia, altered mental status, and encephalopathy. The pt. was then transferred to 4N, the progressive ICU. The pt. has undergone an MRI of the brain and an EEG both of which resulted in no abnormal findings. The pt. has stopped the Ativan drip and potassium supplements. Swallow studies were conducted which the pt failed and Dobhoff tube feedings were ordered – however the pt. pulled the Dobhoff tube out 3 different times. The pt. is now currently on NS with multivitamin, thiamine, and folic acid additives.  The pt. is still disoriented and combative requiring wrist restraints and a roll belt. The pt. is receiving IV Geodon as needed. Another swallow study was ordered today which has shown that the pt. is aspirating and must still be kept NPO. 


( 2 PAST MEDICAL HISTORY/PAST SURGICAL HISTORY Include hospitalizations for any medical illness or operation; include treatment/management of disease
	Date 
	Operation or Illness

	
	** Pt’s past medical and surgical history is unknown

	
	· Pt. is believed to have HTN and alcoholic hepatitis 

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	( 2 FAMILY MEDICAL HISTORY
	Age (in years)
	Cause 

of 

Death 

(if applicable)
	Alcoholism
	Environmental Allergies
	Anemia
	Arthritis
	Asthma
	Bleeds Easily
	Cancer
	Diabetes
	Glaucoma
	Gout
	Heart Trouble

(angina, MI, DVT etc.)
	Hypertension
	Kidney Problems
	Mental Health Problems
	Seizures
	Stomach Ulcers
	Stroke
	Tumor

	Father
	U
	U
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mother
	U
	U
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Brother
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sister
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Comments: Include age of onset

**Pt’s family medical history is unknown 


	( 1 immunization History 

	(May state “U” for unknown, except for Tetanus, Flu, and Pna)
	Yes
	No

	Routine childhood vaccinations  - Unknown 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Routine adult vaccinations for military or federal service – Unknown 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Adult Diphtheria – Unknown 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Adult Tetanus – Unknown 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Influenza (flu) – refused on 2/6/15
	 FORMCHECKBOX 

	X

	Pneumococcal (pneumonia) – Unknown 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Have you had any other vaccines given for international travel or occupational purposes? – Unknown 
	 FORMCHECKBOX 

	 FORMCHECKBOX 




If yes: give date, can state “U” for the patient not knowing date received

	( 1 ALLERGIES OR ADVERSE REACTIONS
	NAME of 

Causative Agent
	Type of Reaction (describe explicitly)

	Medications
	Penicillin 
	No reactions documented (information could not be obtained) 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Other (food, tape, latex, dye, etc.)
	No known allergies
	N/A

	
	
	

	
	
	

	
	
	


	( 5 PATHOPHYSIOLOGY: (include APA reference and in text citations) (Mechanics of disease, risk factors, how to diagnose, how to treat, prognosis, and include any genetic factors impacting the diagnosis, prognosis or treatment)

	Alcohol is a central nervous system (CNS) depressant.  Alcohol abuse can lead to dependence and tolerance of the substance, which ultimately can lead to withdrawal. “Tolerance occurs when consistent and long-term use of a substance leads to cellular adaptation so that increasing amounts of the substance are needed to produce the substance effect” (Sommers, 2013). Alcohol withdrawal is a pattern of physiological responses as a result of the discontinuation of the substance.  “Alcohol withdrawal is life-threatening, with a mortality rate of about 20% if delirium tremens (DTs) occurs and is left untreated.  Withdrawal symptoms should be anticipated with any patient who has been drinking the alcohol equivalent of a six-pack of beer on a daily basis for a period of 6 months; patients with smaller body sizes who have drunk less may exhibit the same symptoms.  Alcohol withdrawal can begin within 12-24 hours or as late as 2 weeks after a person stops drinking. Early-stage withdrawal usually occurs within 48 hours of the patient’s last drink, with generally mild symptoms.  Late-stage alcohol withdrawal, or alcohol withdrawal delirium, usually begins 72 to 96 hours after the patient’s last drink but can occur up to 2 weeks later.” (Sommers, 2013).  Alcohol withdrawal involves CNS excitation, respiratory alkalosis, and low serum magnesium levels, leading to an increase in neurological excitement.  “The primary pathophysiological mechanism is exposure to and then withdrawal of alcohol to neuroreceptors in the brain, which changes receptor interaction with neuroreceptors such as gamma-amionbutyric acid, glutamate, and opiates.” (Sommers, 2013).  Alcohol depresses the respiratory center, causing depressed respirations and increased CO2 level.  Once the person ceases intake of alcohol, the respiratory center depressions cease, leaving an increased sensitivity to CO2.  This increase in sensitivity results in respiratory alkalosis, an increase in the rate and depth of the person’s respirations (hyperventilation) and lowered levels of CO2.  Low magnesium levels occur because many people with chronic alcohol dependence have low magnesium intake due to inadequate nutrition.  “Compounding the problem is the loss of magnesium from the gastrointestinal tract caused by alcohol-related diarrhea and the loss of magnesium in the urine caused by alcohol-related diuresis. Maintaining magnesium levels within normal limits decreases neuromuscular irritability during withdrawal.” (Sommers, 2013). Chronic alcohol use alters cell membrane proteins that normally open and close ion channels to allow electrolytes to enter and exit the cell. With the cessation of alcohol intake, the altered proteins produce an increase in neurological excitement.  Risk factors include alcohol abuse and cessation of chronic alcohol consumption. Alcohol abuse and withdrawal is seen in all genders, ethnicity, age groups, etc. There does seem to be a genetic susceptibility to alcohol abuse. Common diagnostic tests for alcohol withdrawal include blood alcohol level tests, liver function gamma-glutamyl transpeptidase, aspartate aminotransferase (AST), and alanine aminotransferase (ALT).  “Patients who are recognized as having a heavy drinking pattern are usually placed on prophylactic benzodiazepines in case the patient starts to develop early signs of withdrawal, such as irritability, anxiety, tremors, restlessness, confusion, mild hypertension, tachycardia, and a low grade fever.” (Sommers, 2013). Safety is important during the withdrawal process and treatment depends on managing the physiological changes, signs and symptoms, and the appropriate drug protocols.  The goal is to keep the patient mildly sedated or in a calm and tranquil state but still allow for easy arousal.  Patients will often require intravenous hydration and correction of electrolyte imbalances.  Patients with alcohol dependence usually have low calcium, magnesium, phosphorous, and potassium. Multivitamin supplements are usually ordered, including thiamine, and folic acid. Nausea and vomiting may also occur and will need to be treated.  Monitoring for dehydration is important and avoiding CNS stimulants. Prognosis can be good or bad depending on if treatment is started, but once treatment has been started alcohol withdrawal can usually be controlled. 


( 5 Medications:  

**Oral meds are ordered but have not been given because patient is still NPO**
	Name   chlordiazepoxide (Librium) 
	Concentration  25 mg/tablet 
	Dosage Amount  25 mg

	Route  Oral 
	Frequency  4x daily 

	Pharmaceutical class  benzodiazepine 
	Home       Hospital       or       Both

	Indication  treatment of alcohol withdrawal, management of anxiety

	Adverse/ Side effects  dizziness, drowsiness, sedation, blurred vision, GI symptoms, physical dependence, tolerance

	Nursing considerations/ Patient Teaching  may cause dizziness or drowsiness – place the disoriented pt on fall risk and instruct pt not to get up without assistance; avoid giving other CNS depressants concurrently with this medication  


	Name  nicotine (Nicoderm CQ) 
	Concentration  21 mg/patch 
	Dosage Amount  21 mg

	Route  transdermal 
	Frequency  once daily 

	Pharmaceutical class  smoking deterrents 
	Home       Hospital       or       Both

	Indication  management of nicotine withdrawal 

	Adverse/ Side effects  H/A, insomnia, tachycardia, burning at patch site, erythema, pruritus

	Nursing considerations/ Patient Teaching   apply patch at the same time every day, alternate application sites, apply to clean, dry, skin of upper arm or torso free of oil, hair, scars, cuts, burns, or  irritation; Make sure to remove old patch so that no more than 1 patch is on at a time; Assess the area for irritation – advise the pt that redness, itching or burning usually subside within 1 hour of application 


	Name  pantoprazole (Protonix) 
	Concentration  40 mg/tablet
	Dosage Amount  40 mg  

	Route  Oral 
	Frequency  once daily 

	Pharmaceutical class  Proton pump inhibitor
	Home       Hospital       or       Both

	Indication  prophylactic stress ulcers

	Adverse/ Side effects  H/A, pseudomembranous colitis, abd pain, hypomagnesemia (especially if Tx duration >3months), hyperglycemia

	Nursing considerations/ Patient Teaching  avoid alcohol, products containing aspirin or NSAIDs, and foods that may cause an increase in GI irritation; report onset of black, tarry stools; diarrhea; or abd pain to health care provider; assess pt routinely for epigastric or abdominal pain and for frank or occult blood in stool, emesis, or gastric aspirate


	Name  Normal Saline w/ multivitamin, thiamine, and folic acid additives
	Concentration  Multivitamin 10 mL, Thiamine 100 mg, Folic acid 1 mg/NS 1000 mL 

	Dosage Amount  NS 1000 mL 
+ Multivitamin – 10 mL 

+ Thiamine - 100 mg 

Folic acid - 1 mg

	Route  IV infusion  
	Frequency  daily

	Pharmaceutical class  vitamin supplements
	Home       Hospital       or       Both

	Indication  Dietary supplement in pt’s with alcoholism 

	Adverse/ Side effects  *(in recommended doses, adverse reactions are extremely rare) – urine discoloration, allergic reactions to additives (Thiamine - vascular collapse, angioedema) 

	Nursing considerations/ Patient Teaching  Encourage pt to comply with recommendations of health care professional. Explain that the best source of vitamin is a well-balanced diet with foods from the 4 basic food groups. 


	Name  ziprasidone (Geodon) 
	Concentration  20 mg/vial 
	Dosage Amount  10 mg

	Route  Intramuscular 
	Frequency   PRN – Q4 hours

	Pharmaceutical class  piperazine derivatives 
	Home       Hospital       or       Both

	Indication  control of acutely agitated patients 

	Adverse/ Side effects  neuroleptic malignant syndrome, dizziness, seizures, drowsiness, restlessness, extrapyramidal reactions, prolonged QT interval, constipation, diarrhea, nausea, agranulocytosis

	Nursing considerations/ Patient Teaching  additive CNS depression may occur with alcohol, antidepressants, antihistamines, opioid analgesics, or sedative/hypnotics; monitor mental status; monitor for extrapyramidal reactions or neuroleptic malignant syndrome; monitor CBC;


	Name  ondansetron (Zofran)
	Concentration  2mg/mL
	Dosage Amount  4 mg

	Route  IV push 
	Frequency  PRN – Q4 hours 

	Pharmaceutical class  five ht3 antagonist (antiemetic) 
	Home       Hospital       or       Both

	Indication  Prevention of nausea and vomiting 

	Adverse/ Side effects  H/A, dizziness, torsade de pointes, constipation, diarrhea, increased liver enzymes

	Nursing considerations/ Patient Teaching  notify health care provider immediately if symptoms or irregular heart beat or involuntary movement of eyes, face, or limbs occur; assess pt for nausea, vomiting, abd distention, and bowel sounds prior to and following administration


	Name lorazepam (Ativan) 
	Concentration  2 mg/mL
  
	Dosage Amount  2 mg 

	Route  IV push 
	Frequency  PRN – Q4 hours 

	Pharmaceutical class  benzodiazepine 
	Home       Hospital       or       Both

	Indication sedative, anti-anxiety

	Adverse/ Side effects  dizziness, drowsiness, lethargy, respiratory depression, apnea, cardiac arrest, bradycardia, hypotension, tolerance and dependence

	Nursing considerations/ Patient Teaching  additive CNS depression with other CNS depressants; assess degree and manifestations of anxiety and mental status prior to and periodically throughout therapy


	Name  hydralazine (Apresoline) 
	Concentration  25 mg/tablet 
	Dosage Amount  25 mg 

	Route  Oral 
	Frequency  PRN  - Q6 hours (SBP ≥ 160)

	Pharmaceutical class  vasodilator
	Home       Hospital       or       Both

	Indication  hypertension 

	Adverse/ Side effects  dizziness, tachycardia, sodium retention, drug-induced lupus syndrome 

	Nursing considerations/ Patient Teaching  monitor BP and pulse - hold if SBP less than 160;  caution pt to change positions slowly to minimize orthostatic hypotension 


	( 5 NUTRITION: Include type of diet, 24 HR average home diet, and your nutritional analysis with recommendations.

	Diet ordered in hospital – NPO                        
	Analysis of home diet (Compare to “My Plate” and 

	Diet patient follows at home – unable to assess 
	Consider co-morbidities and cultural considerations):

	24 HR average home diet:
	     I was unable to assess the pt’s home diet and suggest changes because the pt is disoriented. However, I know that the pt has alcoholism which is usually associated with malnutrition. Upon admission, the pt was found to have critically low potassium level, as well as low magnesium and calcium. I would refer the pt to a dietary consult or nutritionist. I would also give the pt information about foods rich in these items. Some examples of potassium rich foods include baked potato, non-fat yogurt, low-sodium tomato juice, halibut, orange juice, banana, cantaloupe, and spinach. Some examples of magnesium rich foods includes green leafy vegetables – like spinach, whole grains, seeds, and nuts, seafood, and some dairy products. Some examples of calcium include dairy products, green leafy vegetables – like collard greens, kale, broccoli, cabbage, etc. It would be important for the pt to include these types of food in his diet.  
     It is also recommended for pt’s with alcoholism to take multivitamin supplements.  I would give the pt on information about vitamin supplements and identify foods rich in vitamins – especially thiamine and folic acid. Foods rich in thiamine include whole grain total cereal, pork loin, ham, tuna, black beans, green peas, and white rice.  Foods rich in folic acid include whole grain total cereal, lentils, spinach, broccoli, pinto beans, and white rice. 
     The pt. is also found to have low albumin levels due to alcoholic hepatitis.  Protein balance is important in pt’s with liver problems – they need the protein because of hypoalbuminemia, however a by-product of protein metabolism is ammonia - which high levels of ammonia can be dangerous to the pt.  I would refer the pt to a dietary specialist or nutritionist. Some foods rich in protein include meats, seafood, dairy, soy products, beans, nuts, cereals, grains, breads, and some vegetables. 
    I would also give the pt information and resources available for alcoholic support groups, etc., if the pt is interested.  I would recommend that the pt quits drinking and stays hydrated by increasing his water intake. 

	
	

	
	

	Lunch:  unknown 
	

	
	

	Dinner: unknown 
	

	
	

	Snacks: unknown 
	

	
	

	Liquids (include alcohol):  “6-8 beers a day”, unknown 
	

	
	

	


	Use this link for the nutritional analysis by comparing the patients 24 HR average home diet to the recommended portions, and use “My Plate” as a reference.

	(1 COPING ASSESSMENT/SUPPORT SYSTEM: (these are prompts designed to help guide your discussion)

	Who helps you when you are ill?

	*Unable to assess – pt is disoriented

	

	How do you generally cope with stress? or What do you do when you are upset?

	*Unable to assess – pt is disoriented 

	

	

	Recent difficulties (Feelings of depression, anxiety, being overwhelmed, relationships, friends, social life)

	*Unable to assess – pt is disoriented 

	

	+2 DOMESTIC VIOLENCE ASSESSMENT 

Consider beginning with: “Unfortunately many, children, as well as adult women and men have been or currently are unsafe in their relationships in their homes. I am going to ask some questions that help me to make sure that you are safe.”

Have you ever felt unsafe in a close relationship?  - unable to assess (pt disoriented) 

Have you ever been talked down to? - unable to assess (pt disoriented)  
Have you ever been hit punched or slapped? - unable to assess (pt disoriented)

Have you been emotionally or physically harmed in other ways by a person in a close relationship with you?  - unable to assess (pt. disoriented) 
If yes, have you sought help for this? – unable to assess (pt. disoriented) 
Are you currently in a safe relationship? – unable to assess (pt disoriented) 

	( 4 DEVELOPMENTAL CONSIDERATIONS:

	Erikson’s stage of psychosocial development:  FORMCHECKBOX 
Trust vs.  FORMCHECKBOX 
Mistrust      FORMCHECKBOX 
Autonomy vs.  FORMCHECKBOX 
Doubt & Shame    FORMCHECKBOX 
Initiative vs.  FORMCHECKBOX 
Guilt     FORMCHECKBOX 
Industry vs.  FORMCHECKBOX 
Inferiority    FORMCHECKBOX 
Identity vs.  FORMCHECKBOX 
Role Confusion/Diffusion    FORMCHECKBOX 
Intimacy vs.  FORMCHECKBOX 
Isolation   FORMCHECKBOX 
Generativity vs. X Self absorption/Stagnation     FORMCHECKBOX 
Ego Integrity vs.  FORMCHECKBOX 
Despair

	Check one box and give the textbook definition (with citation and reference) of both parts of Erickson’s developmental stage for your 

	patient’s age group:

	According to Erikson, Generativity vs. Stagnation is a psychosocial development stage that occurs during middle adulthood (40 – 65 years of age).  This stage of life involves addressing the major question of “How can I contribute to the world?”  The important events that influence this stage of life are parenthood and work.  “During this time, adults strive to create or nurture things that will outlast them; often by having children or contributing to positive changes that benefits other people.  Contributing to society and doing things to benefit future generations are important needs at the generativity vs. stagnation stage of development.  Generativity refers to “making your mark” on the world, through caring for others, creating things and accomplishing things that make the world a better place.  Stagnation refers to the failure to find a way to contribute.  These individuals may feel disconnected or uninvolved with their community and with society as a whole.  Those who are successful during this phase will feel that they are contributing to the world by being active in their home and community.  Those who fail to attain this skill will feel unproductive and uninvolved in the world.” (Halter, 2014).

	Describe the stage your patient is in and give the characteristics that the patient exhibits that led you to your determination:

	I was unable to assess my patient for developmental stage because he was disoriented; however, I would assume that the patient is in the self-absorption/stagnation stage.  I would assume this based on his chronic alcohol abuse and the fact that he has been in the hospital – out of his home state – and no one to my knowledge has tried to contact him, visit him, call the hospital, etc. His girlfriend left him after coming to the ED with him.  There is no history on the patient but I would assume he is unemployed and if he was married at one time he is no longer married.  I am not sure if he has children.  According to Erikson, generativity is accomplished when an individual feels as though they are contributing to society.  Individuals in the stagnation stage of development may feel disconnected from society or as though they have failed.  I would assume that with his alcoholism this patient does not feel as though he is contributing to society and it may even be a reason behind the drinking.  

	Describe what impact of disease/condition or hospitalization has had on your patient’s developmental stage of life:

	I think that the patient’s alcoholism has a major impact on his developmental stage of life.  I think his alcoholism could be a result of stagnation or could have led to this stage in life. 

	+3 CULTURAL ASSESSMENT: 

	“What do you think is the cause of your illness?”

	*Pt is disoriented but noted upon admission that he is a daily drinker 

	

	

	What does your illness mean to you?

	*Pt is disoriented

	+3 SEXUALITY ASSESSMENT: (the following prompts may help to guide your discussion)

	Consider beginning with:  “I am asking about your sexual history in order to obtain information that will screen for possible sexual health problems, these are usually related to either infection, changes with aging and/or quality of life.  All of these questions are confidential and protected in your medical record”

	

	Have you ever been sexually active?  *Pt is disoriented
 Do you prefer women, men or both genders?  *Pt is disoriented 
Are you aware of ever having a sexually transmitted infection?  *Pt is disoriented 
Have you or a partner ever had an abnormal pap smear?  *Pt is disoriented 

Have you or your partner received the Gardasil (HPV) vaccination?  *Pt is disoriented 
 
Are you currently sexually active?   *Pt is disoriented 
If yes, are you in a monogamous relationship?  *Pt is disoriented 
When sexually active, what measures do you take to prevent acquiring a sexually transmitted disease or an unintended pregnancy?  *Pt is disoriented 

How long have you been with your current partner?  *Pt is disoriented  

Have any medical or surgical conditions changed your ability to have sexual activity?  *Pt is disoriented 

Do you have any concerns about sexual health or how to prevent sexually transmitted disease or unintended pregnancy?

*Pt is disoriented




±1 SPIRITUALITY ASSESSMENT: (including but not limited to the following questions)
What importance does religion or spirituality have in your life?

 *Unable to assess - pt disoriented
Do your religious beliefs influence your current condition?

*Unable to assess - pt disoriented 
	+3 Smoking, Chemical use, Occupational/Environmental Exposures:

	1.  Does the patient currently, or has he/she ever smoked or used chewing tobacco?         X Yes          No

	     If so, what? 
	How much?(specify daily amount)
	For how many years?  Unknown 

	Cigarettes 
	Unknown – pt disoriented 
	*Pt disoriented 

	
	
	

	Pack Years:  unknown – pt disoriented 
	
	If applicable, when did the patient quit?  N/A

	
	
	

	Does anyone in the patient’s household smoke tobacco?  If so, what, and how much?
	Has the patient ever tried to quit?

If yes, what did they use to try to quit?

	

	

	2.  Does the patient drink alcohol or has he/she ever drank alcohol?          X Yes          No

	     What?  beer
	How much?  “6-8 beers” 
	For how many years?  unknown

	
	Volume:  12 oz
	*Pt disoriented

	
	Frequency:  daily 
	

	  If applicable, when did the patient quit?  N/A
	
	

	   

	

	3.  Has the patient ever used street drugs such as marijuana, cocaine, heroin, or other?     X Yes       No

	     If so, what?

	       Marijuana and cocaine 
	How much?  Unknown 
	For how many years?  Unknown 

	
	
	*Pt disoriented 

	
	
	

	     Is the patient currently using these drugs?    Yes     X No  - negative drug screen 
	If not, when did he/she quit?
	

	
	“years ago”
	

	
	
	

	4.  Have you ever, or are you currently exposed to any occupational or environmental Hazards/Risks

	      *unknown – pt disoriented 

	

	

	5. For Veterans: Have you had any kind of service related exposure?

	      *unknown – pt disoriented

	

	

	

	


( 10 Review of Systems Narrative

	Integumentary
	Gastrointestinal
	Immunologic

	 FORMCHECKBOX 
 Changes in appearance of skin
	X Nausea, vomiting, or diarrhea
	 FORMCHECKBOX 
 Chills with severe shaking

	 FORMCHECKBOX 
 Problems with nails
	 FORMCHECKBOX 
 Constipation         FORMCHECKBOX 
 Irritable Bowel
	 FORMCHECKBOX 
 Night sweats

	 FORMCHECKBOX 
 Dandruff
	 FORMCHECKBOX 
 GERD                   FORMCHECKBOX 
 Cholecystitis
	 FORMCHECKBOX 
 Fever

	 FORMCHECKBOX 
 Psoriasis
	 FORMCHECKBOX 
 Indigestion            FORMCHECKBOX 
 Gastritis / Ulcers
	 FORMCHECKBOX 
 HIV or AIDS

	 FORMCHECKBOX 
 Hives or rashes
	 FORMCHECKBOX 
 Hemorrhoids         FORMCHECKBOX 
 Blood in the stool
	 FORMCHECKBOX 
 Lupus

	 FORMCHECKBOX 
 Skin infections
	 FORMCHECKBOX 
 Yellow jaundice   X Hepatitis 
	 FORMCHECKBOX 
 Rheumatoid Arthritis

	 FORMCHECKBOX 
 Use of sunscreen           SPF:
	 FORMCHECKBOX 
 Pancreatitis
	 FORMCHECKBOX 
 Sarcoidosis

	Bathing routine: unknown
	 FORMCHECKBOX 
 Colitis
	 FORMCHECKBOX 
 Tumor

	Other:
	 FORMCHECKBOX 
 Diverticulitis
	 FORMCHECKBOX 
 Life threatening allergic reaction

	
	 FORMCHECKBOX 
Appendicitis
	 FORMCHECKBOX 
 Enlarged lymph nodes

	HEENT
	 FORMCHECKBOX 
 Abdominal Abscess
	Other:

	 FORMCHECKBOX 
 Difficulty seeing
	 FORMCHECKBOX 
 Last colonoscopy – unknown 
	

	 FORMCHECKBOX 
 Cataracts or Glaucoma
	Other:
	Hematologic/Oncologic

	 FORMCHECKBOX 
 Difficulty hearing
	Genitourinary
	X Anemia

	 FORMCHECKBOX 
 Ear infections
	 FORMCHECKBOX 
 nocturia
	 FORMCHECKBOX 
 Bleeds easily

	 FORMCHECKBOX 
 Sinus pain or infections
	 FORMCHECKBOX 
 dysuria
	 FORMCHECKBOX 
 Bruises easily

	 FORMCHECKBOX 
Nose bleeds
	 FORMCHECKBOX 
 hematuria
	 FORMCHECKBOX 
 Cancer

	 FORMCHECKBOX 
 Post-nasal drip
	 FORMCHECKBOX 
 polyuria
	 FORMCHECKBOX 
 Blood Transfusions

	 FORMCHECKBOX 
 Oral/pharyngeal infection
	 FORMCHECKBOX 
 kidney stones
	Blood type if known:

	 FORMCHECKBOX 
 Dental problems
	Normal frequency of urination:  unknown  - pt. disoriented and has indwelling catheter      
	Other: thrombocytopenia r/t alcoholic hepatitis 

	 FORMCHECKBOX 
 Routine brushing of teeth – unknown
	 FORMCHECKBOX 
 Bladder or kidney infections 
	

	 FORMCHECKBOX 
 Routine dentist visits – unknown
	
	Metabolic/Endocrine

	 FORMCHECKBOX 
Vision screening
	
	 FORMCHECKBOX 
 Diabetes        Type:

	Other:
	
	 FORMCHECKBOX 
 Hypothyroid /Hyperthyroid

	
	
	 FORMCHECKBOX 
 Intolerance to hot or cold

	Pulmonary
	
	 FORMCHECKBOX 
 Osteoporosis

	 FORMCHECKBOX 
 Difficulty Breathing
	
	Other: 

	 FORMCHECKBOX 
 Cough - dry   or    productive
	
	

	 FORMCHECKBOX 
 Asthma
	
	Central Nervous System

	 FORMCHECKBOX 
 Bronchitis
	Women Only
	 FORMCHECKBOX 
 CVA

	 FORMCHECKBOX 
 Emphysema
	 FORMCHECKBOX 
 Infection of the female genitalia
	 FORMCHECKBOX 
 Dizziness 

	 FORMCHECKBOX 
 Pneumonia
	 FORMCHECKBOX 
 Monthly self breast exam
	 FORMCHECKBOX 
 Severe Headaches

	 FORMCHECKBOX 
 Tuberculosis
	 FORMCHECKBOX 
 Frequency of pap/pelvic exam
	 FORMCHECKBOX 
 Migraines

	 FORMCHECKBOX 
 Environmental allergies
	     Date of last gyn exam?
	X Seizures

	X  last CXR – 2/5/15 & 2/7/15
	 FORMCHECKBOX 
 menstrual cycle        regular         irregular
	X Tremors

	Other:
	 FORMCHECKBOX 
 menarche            age?
	 FORMCHECKBOX 
 Encephalitis

	
	 FORMCHECKBOX 
 menopause          age?
	 FORMCHECKBOX 
 Meningitis

	Cardiovascular
	Date of last Mammogram &Result:
	Other:

	X Hypertension
	Date of DEXA Bone Density & Result:
	

	 FORMCHECKBOX 
 Hyperlipidemia
	Men Only
	Mental Illness

	 FORMCHECKBOX 
 Chest pain / Angina
	 FORMCHECKBOX 
 Infection of male genitalia/prostate? 
	 FORMCHECKBOX 
 Depression

	 FORMCHECKBOX 
Myocardial Infarction
	 FORMCHECKBOX 
 Frequency of prostate exam – unknown
	 FORMCHECKBOX 
 Schizophrenia

	 FORMCHECKBOX 
 CAD/PVD
	     Date of last prostate exam – N/A
	 FORMCHECKBOX 
 Anxiety

	 FORMCHECKBOX 
CHF
	 FORMCHECKBOX 
 BPH
	 FORMCHECKBOX 
 Bipolar

	 FORMCHECKBOX 
Murmur
	 FORMCHECKBOX 
Urinary Retention
	Other: unknown 

	 FORMCHECKBOX 
 Thrombus
	Musculoskeletal
	

	 FORMCHECKBOX 
Rheumatic Fever
	 FORMCHECKBOX 
 Injuries or Fractures
	Childhood Diseases

	 FORMCHECKBOX 
 Myocarditis
	 FORMCHECKBOX 
 Weakness
	 FORMCHECKBOX 
 Measles

	 FORMCHECKBOX 
 Arrhythmias
	 FORMCHECKBOX 
 Pain
	 FORMCHECKBOX 
 Mumps

	X Last EKG screening – 2/5/15
	 FORMCHECKBOX 
 Gout
	 FORMCHECKBOX 
 Polio

	Other: continuous telemetry
	 FORMCHECKBOX 
 Osteomyelitis
	 FORMCHECKBOX 
 Scarlet Fever

	
	 FORMCHECKBOX 
Arthritis
	 FORMCHECKBOX 
 Chicken Pox

	
	Other: 
	Other: unknown 

	
	
	

	General Constitution 

 FORMCHECKBOX 
 Recent weight loss or gain – unknown (pt disoriented) 
How many lbs – N/A
Time frame – N/A
Intentional – N/A
How do you view your overall health – unknown (pt disoriented) 


	Is there any problem that is not mentioned that your patient sought medical attention for with anyone?  

	-Unable to assess (Pt disoriented) 

	

	

	

	

	

	

	Any other questions or comments that your patient would like you to know?

	-Unable to assess (Pt disoriented) 

	

	

	

	


	±10 PHYSICAL EXAMINATION:

	General Survey:  Patient is a 54 y.o. male who is alert to person but disoriented and combative. 
Height – 5’11’’ 
Weight – 176 lbs
BMI – 24.5
Pain: (include rating and location)
*When asked if he has pain he states “no” 
Pulse - 52
Blood Pressure: (include location)
173/92 (Right Arm) 
Respirations – 18 
Temperature: (route taken?)
SpO2 – 100%
Is the patient on Room Air or O2  

· room air 
Overall Appearance: [Dress/grooming/physical handicaps/eye contact]

	X clean, hair combed, dress appropriate for setting and temperature, maintains eye contact, no obvious handicaps

	

	Overall Behavior: [e.g.: appropriate/restless/odd mannerisms/agitated/lethargic/other]

	 FORMCHECKBOX 
 awake, calm, relaxed, interacts well with others, judgment intact

	*Pt is awake but disoriented.  Pt is agitated, combative and without judgment intact requiring restraints. Pt. is restless and stares blankly.

	

	Speech: [e.g.: clear/mumbles /rapid /slurred/silent/other]

	 FORMCHECKBOX 
 clear, crisp diction

*Pt’s speech is slightly slurred

	

	Mood and Affect:  FORMCHECKBOX 
 pleasant      FORMCHECKBOX 
 cooperative       FORMCHECKBOX 
 cheerful         FORMCHECKBOX 
 talkative         FORMCHECKBOX 
 quiet         FORMCHECKBOX 
 boisterous        X flat

	 FORMCHECKBOX 
 apathetic    FORMCHECKBOX 
 bizarre     X agitated        FORMCHECKBOX 
anxious       FORMCHECKBOX 
tearful       FORMCHECKBOX 
withdrawn     X aggressive     FORMCHECKBOX 
hostile     FORMCHECKBOX 
loud         

	Other:

	Integumentary

	X Skin is warm, dry, and intact     X Skin turgor elastic      X No rashes, lesions, or deformities

	X Nails without clubbing      X Capillary refill < 3 seconds      X Hair evenly distributed, clean, without vermin
*Skin is dry and peeling on hands and feet

	

	 FORMCHECKBOX 
 Central access device    Type:  Peripheral IV  - 20 gauge     Location: Left upper arm        Date inserted:  2/5/15                             

	Fluids infusing?    FORMCHECKBOX 
 no     X yes – NS and NS with multivitamin, thiamine and folic acid additives

	

	HEENT: X Facial features symmetric    X No pain in sinus region  X No pain, clicking of TMJ    X Trachea midline

	X Thyroid not enlarged       X No palpable lymph nodes      X sclera white and conjunctiva clear; without discharge   

	X Eyebrows, eyelids, orbital area, eyelashes, and lacrimal glands symmetric without edema or tenderness     

	X PERRLA  pupil size 3 / mm  X Peripheral vision intact  X EOM intact through 6 cardinal fields without nystagmus

	X Ears symmetric without lesions or discharge      FORMCHECKBOX 
 Whisper test heard: right ear-            inches & left ear-             inches

	X Nose without lesions or discharge   X Lips, buccal mucosa, floor of mouth, & tongue pink & moist without lesions

	Dentition:  Pt has original teeth, poor oral care

	Comments:  *Did not assess whisper test

	Pulmonary/Thorax: 
X Respirations regular and unlabored      X Transverse to AP ratio 2:1   X Chest expansion symmetric         

	 FORMCHECKBOX 
Percussion resonant throughout all lung fields, dull towards posterior bases    

	 FORMCHECKBOX 
Sputum production:     thick     thin           Amount:    scant    small     moderate    large    

	Color:  white      pale yellow     yellow   dark yellow   green     gray     light tan   brown    red

	Lung sounds:  clear lung sounds, base sounds slightly diminished 

	RUL - CL                 LUL - CL

	RML - CL                 LLL – CL, D

	RLL – CL, D

	CL – Clear; WH – Wheezes; CR – Crackles; RH – Rhonchi; D – Diminished; S – Stridor; Ab – Absent

*Percussion not assessed, Sputum not applicable 

	Cardiovascular:    X No lifts, heaves, or thrills     

Heart sounds:   X S1 S2 audible  X Regular   FORMCHECKBOX 
 Irregular  X No murmurs, clicks, or adventitious heart sounds    X No JVD

Rhythm – Sinus rhythm 
[image: image2.jpg]e





X Calf pain bilaterally negative      X Pulses bilaterally equal [rating scale: 0-absent, 1-barely palpable, 2-weak, 3-normal, 4-bounding]
Apical pulse:          Carotid:            Brachial:             Radial:  3         Femoral:              Popliteal:              DP: 3        PT:

X No temporal or carotid bruits        Edema:   N/A              [rating scale:  0-none,  +1 (1-2mm),  +2 (3-4mm),   +3 (5-6mm),    +4(7-8mm) ]
Location of edema:    N/A                                  pitting        non-pitting 


X Extremities warm with capillary refill less than 3 seconds

GI          X Bowel sounds active x 4 quadrants; no bruits auscultated         X No organomegaly     

 FORMCHECKBOX 
Percussion dull over liver and spleen and tympanic over stomach and intestine         X Abdomen non-tender to palpation

Last BM: (date   2/16/15 )         Formed       Semi-formed        Unformed         Soft        Hard        Liquid      Watery          

Color:  Light brown        Medium Brown         Dark Brown           Yellow        Green          White       Coffee Ground          Maroon          Bright Red  
 FORMCHECKBOX 
 Nausea    FORMCHECKBOX 
emesis   Describe if present:  *pt is not nauseous at today but has been previously during hospitalization
Genitalia:  X Clean, moist, without discharge, lesions or odor       FORMCHECKBOX 
Not assessed, patient alert, oriented, denies problems

 Other – Describe:  

*Last BM was yesterday – formation and color of stool not assessed during this shift or communicated by night shift nurse
GU       Urine output:   X Clear      FORMCHECKBOX 
Cloudy          Color:  amber                  Previous 24 hour output:      1550   mLs  N/A

X Foley Catheter    X Urinal or Bedpan      FORMCHECKBOX 
Bathroom Privileges    without assistance     or      with assistance
 FORMCHECKBOX 
CVA punch without rebound tenderness     - *CVA tenderness not assessed 
Musculoskeletal: X Full ROM intact in all extremities without crepitus 
X Strength bilaterally equal at  __5__ RUE __5__ LUE __5__ RLE    &   __5__ in LLE     

[rating scale: 0-absent, 1-trace, 2-not against gravity, 3-against gravity but not against resistance, 4-against some resistance, 5-against full resistance]

X vertebral column without kyphosis or scoliosis
X Neurovascular status intact: peripheral pulses palpable, no pain, pallor, paralysis or paresthesia
Neurological:  FORMCHECKBOX 
Patient awake, alert, oriented to person, place, time, and date    X Confused; 
X CN 2-12 grossly intact               X Sensation intact to touch, pain, and vibration          FORMCHECKBOX 
Romberg’s Negative     
 FORMCHECKBOX 
Stereognosis, graphesthesia, and proprioception intact      FORMCHECKBOX 
Gait smooth, regular with symmetric length of the stride
DTR: [rating scale:  0-absent, +1 sluggish/diminished,  +2 active/expected,  +3 slightly hyperactive,  +4 Hyperactive, with intermittent or transient clonus]

Triceps:            Biceps:             Brachioradial:             Patellar:            Achilles:             Ankle clonus:  positive    negative   Babinski:   positive    negative       



	*Pt is awake, a&o x2 to person and place; however, pt is still disoriented.  
(Progress notes show that the pt’s disorientation and combativeness is improving) 

*Did not assess Romberg’s, sterognosis, graphesthesia, or proprioception, gait, or DTR. 



	±10 PERTINENT LAB VALUES AND DIAGNOSTIC TEST RESULTS (include pertinent normals as well as abnormals, include rationale and analysis. List dates with all labs and diagnostic tests):

	

	Lab

Dates

Trend

Analysis

WBCs 
    4.8

    3.9 L 

    3.5 L

    5.0 

    6.1

*Normal 4.5 – 11      
2/5/15
2/6/15

2/11/15

2/14/15

2/16/15
Upon admission, the pt’s WBC count was in the normal range. Then the WBC count started to trend downward into the low range and then upward into the normal range again. 
WBCs are the body’s primary defense system. The pt’s WBC count on admission was on the low range of the normal count. This finding is not surprising because WBCs are decreased in alcoholism related to WBC changes associated with nutritional deficiencies of vitamin B12 or folate.
RBCs 
    4.17 
    3.66 L

    3.92 

    3.66 L 

    4.02

*Normal 3.71 – 5.31          
2/5/15

2/6/15

2/11/15

2/14/15

2/16/15
Upon admission, the pt’s RBCs were in the normal range.  Then the RBC count started to trend downward into the low range and is now trending upward into the normal range. 
Red blood cells are responsible for the transport and exchange of oxygen; Even though the trend goes slightly down it is not significant enough to cause an issue – H&H are still in normal ranges. 
Hemoglobin 
    15.3 

    13.2 

    13.9 

    13.1 

    14.3 

*Normal 12.6 – 17.4 
2/5/15

2/6/15

2/11/15

2/14/15

2/16/15
Upon admission, the pt’s Hgb levels were in the normal range and remained in the normal range throughout hospitalization. 
Oxygen-carrying part of Red blood cells;  Trend reflects RBC count – normal H&H because normal RBC count
Hematocrit 
    42.9 % 

    37.2 % 

    41.1 %

    38.2 % 

    41.3 %

*Normal 36 - 52%             
2/5/15

2/6/15

2/11/15

2/14/15

2/16/15
Upon admission, the pt’s Hct levels were in the normal range and remained in the normal range throughout hospitalization. 
Percentage of Red blood cells;  Trend reflects RBC count – normal H&H because normal RBC count
Platelets 
    71 L

    133 L

    210 

    238 

*Normal 150 – 450
2/5/15

2/6/15

2/11/15

2/14/15

2/16/15
Upon admission, the pt’s platelet count was low but has trended upward into the normal range. 
Platelets affect clotting and a low platelet count can be associated with bleeding. The pt was diagnosed with thrombocytopenia secondary to alcoholic hepatitis. 
Sodium 
   135

   138

   140 

   138 

   138 

*Normal 135 – 145 
2/5/15

2/6/15

2/11/15

2/14/15

2/16/15
Upon admission, the pt’s sodium level was in the normal range and remained in the normal range throughout the hospitalization. 
Sodium plays a major role in maintaining homeostasis and hydration.  The pt’s sodium level is within normal limits, but it is important to check because a patient with chronic alcohol abuse may be at risk for dehydration from alcoholic diuresis. 
Potassium 

   2.9 L 

   3.2 L 

   3.8 

   3.2 L 

   3.7 

*Normal 3.5 – 5.0

2/5/15

2/6/15

2/11/15

2/14/15

2/16/15
Upon admission, the pt’s potassium level was critically low.  The potassium level started to trend upward and then back down but is currently in the normal range. 
Potassium is essential for the transmission of electrical impulses in cardiac and skeletal muscle and helps maintain acid-base equilibrium. The pt’s potassium level was critically low which can be expected in alcoholism because of insufficient dietary intake and alcoholic diuresis. The trend upward reflects the supplemental potassium that was administered. 
Calcium 

   8.6 L
   8.0 L 

   8.2 L 

   7.8 L 

   7.6 L
*Normal 9 - 11
2/5/15

2/6/15

2/11/15

2/14/15

2/16/15
Upon admission, the pt’s calcium level was low and has remained in the low range. 
Calcium is involved in neuromuscular conduction, intracellular regulation, and skeletal and cardiac muscle contractility.  Low calcium levels can cause seizures and confusion. Low calcium levels can be expected in pt’s with alcoholism because of inadequate nutrition. It can also occur in patients with hypoalbuminemia because some calcium binds to albumin. This pt has both alcoholism and hypoalbuminemia. Low blood calcium levels may be related to low magnesium levels.  
Magnesium 

   1.2 L 

   1.9 

   1.7 L 

*Normal 1.8 – 3.0 

2/5/15

2/14/15

2/16/15
Upon admission, the pt’s magnesium level was low. The magnesium level went up into the normal range and is now slightly low. 
Mg is important in muscle contraction and absorption of other electrolytes.  Low Mg levels can be expected in alcoholism r/t increased renal excretion and possible insufficient dietary intake. Alcoholism consumption decreases Mg reabsorption in the kidneys. Mg is associated with calcium absorption. Mg deficiency severe enough to cause hypocalcemia and cardiac arrhythmias can exist despite normal serum Mg levels. 
AST 

   136 H

   117 H

   42 H

*Normal 10 – 35 

2/5/15

2/6/15

2/14/15
Upon admission, the pt’s AST level was high. It has been trending downward closer to the normal range. 
AST is an enzyme that can be found in the liver. It is elevated when there is cellular damage to the tissues where the enzyme is found. AST is expected to be high in pt’s with chronic alcohol abuse. 
ALT 

   137 H 

   30 

   20 

*Normal 10 – 40 

2/5/15

2/6/15

2/14/15
Upon admission, the pt’s ALT level was high.  However, it has trended downward into the normal range.
ALT is an enzyme produced in the liver.  ALT is elevated when liver damage occurs. ALT can be expected to be high in a pt with chronic alcohol abuse. 
Bilirubin total

   2.3 H 

   2.6 H 

   1.2 
*Normal <1.2
2/5/15

2/6/15

2/14/15
Upon admission, the pt’s unconjugated bilirubin total was high and remains slightly high, however it is trending downward. 
Bilirubin is primarily produced in the liver, spleen, and bone marrow. Increases in bilirubin can result from prehepatic, hepatic, and/or posthepatic conditions. The pt’s bilirubin total is elevated secondary to alcoholic hepatitis. 
Albumin 

   3.1 L 

   2.6 L

*Normal 3.4 – 4.8

2/6/15

2/14/15
Upon admission, the pt’s albumin level was low.  The albumin level is still trending downward - even lower. 
Albumin is the main transport protein in the body.  It is synthesized in the liver. Pt’s with acute and chronic liver disease (alcoholism, hepatitis, cirrhosis) can cause decreased synthesis of albumin in the liver. 
Blood Alcohol concentration 

   10 

*Normal < 10 

2/5/15
Upon admission, the pt’s blood alcohol level was high. 
BAC is used to measure the degree of a person’s intoxication. The pt notes that he is a daily drinker, but is going through alcohol withdrawals because he did not drink today. For the BAC to be this high without drinks today this result must be from alcohol assumption the day/night before. 
EKG 

2/5/15 

Normal sinus rhythm, rate 94, normal PR and QRS intervals
EKG revealed no abnormalities. 
CXR 
2/5/15
No acute cardiopulmonary disease identified; heart size normal; lung volumes normal; no consolidation, pneumothorax or effusions present; 
CXR showed no abnormalities. 
CT head/brain w/o contrast 
2/5/15
The CT of the head/brain showed no abnormalities (no abnormal areas of increased attenuation to suggest acute intracranial hemorrhage; no cerebral edema, shift, or mass-effect; no extra fluid collections).
The CT did not show any abnormalities. Physician ordered for brain MRI if symptoms persisted. 
MRI brain w/o contrast 

2/6/15

MRI revealed mild global parenchymal colume loss with minimal white matter FLAIR hyperintestines which are non-specific but may represent sequela of chronic small vessel ischemic disease  

MRI was non-specific and physician noted no abnormalities. 

EEG 

2/7/15

EEG is normal; beta activity secondary to benzodiazepines

EEG revealed no abnormalities. 



	

	+2 CURRENT HEALTHCARE TREATMENTS AND PROCEDURES: (Include all medical, nursing, multidisciplinary treatments and procedures, such as diet, vitals, activity, scheduled diagnostic tests, consults, accu checks, etc. Also provide rationale and frequency if applicable.)

	Restraints assessment and documentation – at least every 2 hours
Seizure precautions – padding, supplemental O2 via nasal cannuli (in room)
Aspiration precautions – NPO, change oral meds to different routes
Swallow study – failed 2/12/15, failed 2/17/15, schedule re-assessment
Nutrition re-assessment – re-insert Dobhoff tube feedings or consider peg tube, attend to albumin level

Vitals – every 4 hours 
Labs – daily, monitor electrolytes and follow ordered protocols 

	( 8 NURSING DIAGNOSES (actual and potential - listed in order of priority)
1.  Electrolyte imbalance r/t alcoholism aeb lab results 
2.  Acute confusion r/t alcohol withdrawal aeb disorientation
3.  Impaired swallowing r/t disorientation aeb failed swallow study 
4.  Imbalanced nutrition r/t alcoholism
5.   Anxiety r/t physiological withdrawal
6.  Risk for self/other-directed violence r/t disorientation

7.  Risk for injury r/t use of restraint
8.  Risk for injury r/t seizure activity 
9.  Risk for aspiration r/t impaired swallowing 




± 15 CARE PLAN
Nursing Diagnosis:  Electrolyte imbalance r/t alcoholism aeb lab results 
	Patient Goals/Outcomes
	Nursing Interventions to Achieve Goal
	Rationale for Interventions

Provide References
	Evaluation of Goal on Day Care is Provided

	Maintain a normal sinus heart rhythm with a regular rate 
	Monitor vital signs at least three times a day. Notify provider of significant deviation from baseline.

Monitor cardiac rate and rhythm using continuous telemetry. Report changes to provider.  

	Electrolyte imbalances can lead to changes in vital signs including orthostatic hypotension, bradycardia, tachycardia, respiratory depression, and EKG changes. 
Hyperkalemia, hypokalemia, and magnesium levels can cause EKG changes. 
	Pt was tachycardiac upon admission but had a normal EKG. The pt received supplemental electrolytes and fluids.  The pt was placed on continuous telemetry monitoring and has a sinus rhythm with regular rate.  Vital signs are stable. 

	Maintain a normal serum potassium, sodium, calcium, and magnesium level 
	Review laboratory data as ordered and report deviations to provider. 
Follow supplemental electrolyte protocols in place for the pt’s electrolyte imbalance. 

Administer parenteral fluids as ordered and monitor their effects. 
	Electrolyte imbalances can lead to changes in vital signs including orthostatic hypotension, bradycardia, tachycardia, respiratory depression, and EKG changes. 

Excessive fluid administration can lead to water and electrolyte imbalance with adverse effects to the client. 
	Upon admission, the pt had major electrolyte imbalances of potassium, calcium, and magnesium.  The pt received IV and oral potassium chloride in the ED and magnesium replacement.  Labs are being monitored regularly and the latest labs reveal that the pt has normal potassium and magnesium levels, but the calcium level is still low which is related to the hypoalbuminemia. However, the pt’s vital signs are stable and EKG reading is normal. The nurse is following the supplemental electrolyte replacement protocols ordered by the physician.

	Maintain level of consciousness and mental status 
	Assess neurological status including level of consciousness and mental status.
	Electrolyte imbalances can cause changes in neurologic status including confusion, seizures, agitation, delirium, and coma. 
	Pt’s level of consciousness decreased after admission to the ED due to alcohol withdrawal. Electrolytes replacement therapy was initiated.  According to the progress notes, the pt has not become worse and altered mental status is slowly starting to improve. 

	Maintain an absence of muscle cramping
	Complete pain assessment. Assess and document the onset, intensity, character, location, duration or if comfort measures are not effective.
	Symptoms of electrolyte imbalance and dehydration can include muscle cramps, paresthesias, abdominal cramps, and tetany. 
	Upon admission the pt was having muscle spasms, tremors, and seizure activity r/t to alcohol withdrawal and electrolyte imbalances. The pt. has not had another seizure since admission to the ED and has remained free from muscle cramping and other signs of electrolyte imbalance or dehydration. 

	Pt education about vitamin and electrolyte supplements to prevent imbalances
	Assess readiness to learn 

Provide verbal and written information about vitamin and electrolyte supplements 

Educate about signs and symptoms of electrolyte imbalances 
	If pt is not ready to learn pt education may not be beneficial.

Providing verbal information allows for the pt to ask questions and written information helps the pt refer back to the information and provides resources. 

Pt will be more likely to notice electrolyte imbalances and seek treatment. 
	Pt is still disoriented and is not ready to learn at this point. Pt education has not been provided yet. 

	±2 DISCHARGE PLANNING: (put a * in front of any pt education in above care plan that you would include for discharge teaching)
Consider the following needs:

□SS Consult 

X Dietary Consult – possible dietary teaching about vitamin and electrolyte intake
□PT/ OT

□Pastoral Care 

□Durable Medical Needs 

□F/U appointments 

X Med Instruction/Prescription – possible vitamin and electrolyte supplements  

· □ are any of the patient’s medications available at a discount pharmacy? □Yes   □ No   

□Rehab/ HH 

□Palliative Care 


± 15 CARE PLAN
Nursing Diagnosis:  Acute confusion r/t alcohol withdrawal/delirium aeb disorientation 
	Patient Goals/Outcomes
	Nursing Interventions to Achieve Goal
	Rationale for Interventions

Provide References
	Evaluation of Goal on Day Care is Provided

	Be oriented to person, time, and place
	Assess pt’s alertness and orientation frequently throughout shift. Report any significant changes. 
Provide reality orientation, including identifying self by name at each contact with the client, calling the client by their preferred name; using orientation techniques; providing clocks, calendars, and gently correcting misperceptions. 
	Hallmark delirium has a rapid onset and fluctuating course.  It is important to monitor the pt’s alertness and orientation to assess the degree of disorientation and to report any significant changes. 
If the pt is disoriented it helps to reorient the pt, especially if the pt is combative, anxious, etc. Use of reality orientation can help improve cognition. 
	The pt is alert at times and oriented to person and place. The pt is not oriented to time. . The pt responds sometimes but does not talk much, mostly stares. The pt’s orientation has not become better or worse during the shift. All health care providers have been providing reality orientation when interacting with the pt. 

	Treat the underlying causes of delirium in collaboration with the health care team 
	Assess for and report possible physiological alterations (e.g., sepsis, hypoglycemia, hypoxia, hypotension, infection, fluid and electrolyte imbalance, etc.) 

Establish/maintain electrolyte balance, normal nutrition, normal body temperature, normal blood glucose levels, and normal blood pressure. Monitor for any trends occurring in these manifestations. Communicate client status, cognition, and behavioral manifestations to all necessary providers.

Note results of all laboratory tests reporting abnormalities and follow-up with provider. 

Conduct a medication review. 
	Early attention to these risk factors may prevent delirium or shorten the length of the delirium episode. 

Careful monitoring is needed to identify the potential etiologic factors for delirium. 

Laboratory results should be closely monitored and physiological support given as appropriate. 
Medication use is one of the most important modifiable factors that can cause or worsen delirium, especially the use of anticholinergics, benzodiazepines, and hypnotics. 
	The pt’s delirium is assumed to be caused from alcohol withdrawal. Diagnostic tests and labs have been conducted finding no other underlying causes. The pt does have electrolyte imbalances, nutrition issues, and hypertension which are being treated.  Labs are being reviewed and provider is notified of findings. To my knowledge, medication review has not occurred yet. 

	Demonstrate appropriate motor behavior 
	Recognize that there are three distinct types of delirium: hyperalert (agitated and combative), hypervigilant (uncooperative, paranoia, disorientation, hallucinations, delusions), and hypoalert-hypoactive (withdrawn behavior, reduced alertness, confusion), or a mix of both hyper- and hypo-alert. 

Recognize that delirium is frequently treated with an antipsychotic medication. Administer cautiously as ordered, if there is no other way to keep the pt safe. 

Use restraints if all other interventions have been tried and there is no other way to keep the pt. safe – only with physician orders. Assess and document frequently. 

Modulate sensory exposure and establish a calm environment. 
	Recognizing the type of delirium can help direct plan of care and treatment to control these symptoms and provide safety.

Be aware of paradoxical effects and side effects such as extrapyramidal symptoms, agitation, sedation, and arrhythmias, because these may exacerbate the delirium. 

Restraints are last resort for pt safety and pt must be assessed frequently.  Restraints can only be used with a physician’s order. 
Lights and noise can give rise to agitation, especially if misunderstood. Sensory overload or sensory deprivation can result in increased confusion. Clients with a hyperactive form of delirium often have increased irritability and startle response and may be acutely sensitive to light and sound. 
	The pt has hyperalert and hypervigilant delirium. Plan of care and medications are directed at helping the pt control these symptoms, including restraints, Geodon, Ativan, Librium, etc. 
Pt was administered Geodon as needed when being combative or potentially causing self-harm by pulling out IV, foley, trying to get out of bed etc. 

Even with attendance to needs, distractions, medications, etc., the pt was still combative and agitated. He was trying to get out of bed, pull his IV and foley out. Pt. had already pulled Dobhoff tube out. Physician ordered wrist restraints and roll belt. 
The pt’s room was kept dim and and nature sounds were playing in the background on the speaker. I think these interventions helped calm the pt compared to if the lights were on and it was noisy.  

	Demonstrate restoration of cognitive status to baseline before discharge
	Continue to assess the pt’s orientation and cognition for improvement of confusion and delirium. Assess for pt restoration of cognitive status and readiness to be discharged. Perform any diagnostic tests as needed. 
	Clients discharged in delirium from the hospital had a high rate of institutional, and mortality over a 1-year follow-up. 
	As of this time, the pt is still disoriented and combative. The pt is not ready for discharge yet. 

	±2 DISCHARGE PLANNING: (put a * in front of any pt education in above care plan that you would include for discharge teaching)
Consider the following needs:

□SS Consult 

□Dietary Consult 

□PT/ OT

□Pastoral Care 

□Durable Medical Needs 

□F/U appointments 

□Med Instruction/Prescription  

· □ are any of the patient’s medications available at a discount pharmacy? □Yes   □ No   

□Rehab/ HH 

□Palliative Care 


± 15 CARE PLAN
Nursing Diagnosis:  Impaired swallowing r/t disorientation aeb failed swallow study 
	Patient Goals/Outcomes
	Nursing Interventions to Achieve Goal
	Rationale for Interventions

Provide References
	Evaluation of Goal on Day Care is Provided

	Remain free from aspiration  
	Monitor respiratory rate, depth, and effort. Auscultate lung sounds frequently, especially before and after feedings – noting any new onset of crackles or wheezing. Take vital signs frequently, noting onset of a temperature or increased respiratory rate. Note any signs of aspiration such as dyspnea, cough, cyanosis, wheezing, hoarseness, or fever. 
Avoid providing liquids until the client is able to swallow effectively. Add a thickening agent to liquids as ordered based on a wallowing study to obtain a soft consistency that is similar to nectar, honey, or pudding, depending on the degree of swallowing problems. 

	Signs of aspiration should be detected as soon as possible to prevent further aspiration and to initiate treatment that can be lifesaving. Aspiration pneumonia is a high risk for these pts. The presence of an increased respiratory rate, new crackles or wheezing, an elevated temperature or WBC count, a change in sputum, and also a new onset of delirium could indicate aspiration of food or onset of pneumonia. Because of laryngeal pooling and residue in clients with dysphagia, silent aspiration, may occur.
Liquids can be easily aspirated; thickened liquids form a cohesive bolus that the pt can swallow with increased efficiency. 
	The pt remained free from signs of aspiration during the shift. There were no changes in assessment or vital signs. 
Pt is on an NPO diet until the client is able to swallow effectively. Pt is getting IV medications only. Once the client shows improvement in the ability to swallow physician will advance diet. 

	Demonstrate readiness to eat 
	To determine if the pt is ready to eat the pt needs to be alert, able to follow instructions, able to hold the head erect, able to swallow, and able to move the tongue in the mouth. 

Recognize that impaired swallowing may be caused by the medications the client is taking. Side effects of medications include xerostomia (antidepressants, anticholinergics, antihistamines, bronchodilators, antineoplastic, anti-Parkinson), CNS depressants (anticonvulsants, benzodiazepines, antispasmodics, antidepressants, antipsychotics), and esophageal sphincter tone decrease (antihistamines, diuretics, opiates, antipsychotics, antihypertensives, anticholinergics). 


	If one of these elements is missing, it may advisable to withhold oral feeding and use enteral feeding for nourishment. As a client becomes less alert, the swallowing response decreases. 
Medications can cause impaired swallowing in multiple ways. Physician may want to look over medications and make changes if swallowing issues continue. 
	The pt is missing some of these elements – alertness, ability to follow instructions, and ability to swallow.  Enteral feeding was ordered and a Dobhoff tube was placed. However, the pt pulled out his Dobhoff tube three times and it has not been replaced yet. Swallow study was conducted today and the pt failed to swallow without signs of aspiration. Physician needs to order a re-order a Dobhoff tube or a new means of nourishment. 
To my knowledge, medications have not been reviewed. The pt was/is taking some of the medications that may impair swallowing – CNS depressants (anticonvulsants, benzodiazepines, antipsychotics, antihypertensives). 

	Demonstrate effective swallowing without choking or coughing 
	Consulted speech pathologist for bedside swallow study - evaluation and videofluoroscopy. 
Assess ability to swallow by positioning the thumb and index finger on the pt’s laryngeal protuberance. Ask the pt to swallow; feel the larynx elevate. 


	Speech pathologist is specialized to determine impaired swallowing problems and solutions. 
Note the length of time needed for the larynx to elevate, a prolonged times is associated with impaired swallowing. 


	Speech pathologist conducted a swallow study on 2/12/15 which the pt failed – showing signs of aspiration. The speech pathologist re-evaluated the pt today, 2/17/15, which the pt failed again – continuing to show signs of aspiration and impaired swallowing. 
This assessment was not completed during my shift. 



	±2 DISCHARGE PLANNING: (put a * in front of any pt education in above care plan that you would include for discharge teaching)
Consider the following needs:

□SS Consult 

X Dietary Consult –nutrition 
□PT/ OT

□Pastoral Care 

□Durable Medical Needs 

□F/U appointments 

□Med Instruction/Prescription  

· □ are any of the patient’s medications available at a discount pharmacy? □Yes   □ No   

X Rehab/ HH – possible speech therapy for impaired swallowing
□Palliative Care 
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