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CHAPTER

6

Circulation

Perfusion / Clott

C onwe >mo  nent of blood through the
body and isd¢  ndent on the strength and function
ofab = art. Perfusion, although often tse 1
interchangeably with circulation, refers to“.ne
passage of oxygenated blood throuaii -he cenillaries
to the tissues and cells of the body. Ir.order to

have adequate perfusion, both circulation (blood
movement) and respiration (the ability to receive
oxygen into the blood) are required. Without both of
these components, perfusion will be insufficient in
meeting the oxygen needs of the body.

NurseTim.com

Scan QR Code to access the
10-Minute-Mentor )

NurseThink.com/casestudy-book

Clctting is a normal process within the body for most
people. When the process of clotting is not functioning
as expected, negative outcomes occur, including
tissue necrosis from a blockage of blood flow or
hemorrhage from the inability to form clots.

Next Gen Clinical Judgment:

If a client has poor circulation from a weak heart,
what assessment changes can be observed?

> If there are excessive clots in the body, what
changes will be seen in the peripheral circulation?

> What assessment differences will there be for a
client with decreased perfusion from poor heart
function compared to one with excessive clotting?

> How can the nurse determine if there is decreased
perfusion to internal organs?

> Which serum labs are impacted by poor circulation or
perfusion?

Chapter 6 - Circulation



Go To Clinical Case

While caring for this client, be sure to review the concept maps in chapters 3 and 4.

Case 1: Impaired Coronary Perfusion and Chest Pain

Related Concepts: Comfort, Adaptation: Coping & Stress
Threaded Topics: Health Promotion & Teaching, Clinical
Calculations, Legal Issues, Communication

Kandice Sheridan is a 49-year-old female in
the emergency department for “achiness” in
the elbows that is atypical and worsening over
the last three days. She states that the feeling
awakens her at night. Ms. Sheridan has felt
more short of breath with activity lately and
has been under a lot of stress at work. She is
planning a trip overseas in a few days and wan?
to confirm there is nothing significantly

before leaving the country.

| N

1. Thc wseis*--inning initial assessment. In what priority o-dar shculd these actions be performed?
Answe: . B T —
. Clinical Hint: Clinical Hint: Mean Arterial Pressure
1. PQRSTpaina® s;sment.
Q ST el P - Prcvo:.ation/Palliation (MAP) is a calculation that measures
2. Vitalsi -ssment. 2 Quaiity the blood perfusion to organs. A MAP
3. Health history and medication use. R - Radiation/Relief < 65 mmHg indicates that there is
4. Place in a hospital gown. S Severity/Symptoms inadequate perfusion. Ex: 145/88
’ . T-Timi 107). The MAP is 107.
5. Assessment of contributing'svmpior.s. I O e 'S

Mursing . Flow Sheets Provider Labs & Diagnostics MAR . Collaborative Care | | Other

9 Nurse Name: Kandice Sheridan Age: 49 years

H ] Health Care Provider: M. Dixon M.D. Allergies: NKDA
Think g
EALTHCARE SYSTEM Code Status: Full Code

NURSING NOTE

June 1 49-year-old female admitted with atypical pain in the elbows. Afebrile, RR 18, HR 88, BP 145/88 (107), sats 97%

0730 on room air (RA). Denies chest pain and shortness of breath at this time. Says her arms feel “heavy” and elbows
feel “achy.” Describes achiness as “less than during the night last night.” Denies nausea or other discomforts.
Skin moist to touch. History includes iron deficiency anemia, C-sections x 2, and appendectomy. Family history
consists of a father with an acute myocardial infarction (AMI) at age 56.

54 @ Online Videos, Downloads, and Answers—Visit NurseThink.com/casestudy-book



2. NurseThink® Prioritization Power! @
Evaluate the information within the Nursing Notes from the emergency department and pick the
Top 3 Priority assessment findings.

1.
2.

9 Nurse Name: Kandice Sheridan
a Think Health Care Provider: M. D

Code Status: Full Codg

HEAI \RE P\ ‘DER PRESCRIPTIONS
June 1 1. Se “s:ccomp 2L dcellce (CBC), comprehensive metabolic panel (CMP), predirombin
0900 time ‘nte tior.  ormali.d ratio (INR), partial thromboplastin tiri e (PT1), lipid panel,
tropor WO ‘reat inase-muscle/brain (CK-MB)
12-lead € ‘ocaru. ram (EKG), Chest x-ray ASAP
3 ~apped i
4 . 2 L/NC for sats < 95%
3. After siewing the orders, which action shcula ti.e nurse take first? E

4quest serum lab draw.
2. Obtain 12-lead EKG.
3. Place IV capped line.
4. Apply O, at 2 L,/ 2a2alcannula.

4. In preparation for the IV insertion, the nurse should place a gauge capped IV line.

5. Which observation(s) should the nurse make in the [Py : " L i I o
review of the 12-lead EKG? Select all that apply.

1. The client has tachycardia.

2. Thereis ST segment elevation in V leads. | el A . w-J A
. ) . Mo '_“3_,4( & g t%{ 144 o
3. Theclient has premature ventricular contractions _ , | i
(PVCs). L
4. There is artifact on the tracing.
5. The tracing is normal. | P e e e | fa J”ﬂ'\ lz,ﬁ,‘ A [/4|‘w | A
4 L wf ol ! Fjm) " || -_r_rH' un.l. , !

NurseTim.com Chapter 6 - Circulation 55



6. After reviewing the EKG, what should be the nurse’s next action?
1. Apply continuous EKG monitor.
2. Check to see if the serum lab report is back.
3. Notify the healthcare provider.
4. Apply the ordered oxygen. °

N\

Nursing .Fluw Sheets

? Nurse

Think

4

N\

Provider Labs & Diagnostics

Name: Kandice Sheridan
Health Care Provider: M. Dixon
Code Status: Full Code

o000

M.D.

LABORATORY REPORT

Lab Normal 100
WBC 4,000 - 10,000 5.0¢
Hemoglobin 12.0 - 17.0 g/dL aL
Hematocrit 36°.-51.0% 39
RBC 4. alls/L L
Platelets 50,0 - 2L 245,000
Calcium 9-10.5 L 9
Chloride 98 -1061. ‘L 98
Magnesiu~ 24 mEc _ 2.0
Phosp® s 3.0- _~mg/dL 3.1
Potast. 3.5-5.0mEg/L 3.3L
Sodium 136 - 145 mEqg/L 139
Glucose 70 -100 mg/dL 10H
BUN 8 - 20 mg/dL 20
Creatinine 0.7 -1.3 mg/d! 1.0
Creatine Kinase (CPK) 30-170L/L 378 H
CPK-MB 3-5% 6% H
Lactic Dehydrogenase (LDH) 604100 U/L 150 H
Aminotransferase, Aspartate (AST) 0-35U/L 30
Aminotransferase, Alanine (ALT) 0-35U/L 33
GGT 9-48 U/L 34
T. Bilirubin 1.2 mg/dL 0.9
Cholesterol <200 mg/dL 254 H
Triglycerides <150 mg/dL 298 H
Troponin | < 0.5ng/mL 0.10H
Troponin T <10 ng/mL 12H
Myoglobin <170 ng/mL 168
PT 11-12.5 seconds 1.5
INR 0.8-1.1 0.8
aPTT 25 - 35 seconds 32

56 Clinical Cases & Exemplars
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10.

1.

7. NurseThink® Prioritization Power! @
Evaluate the information on the lab report and pick the Top 3 Priority lab findings.

1.

2.
3.
8. THIN Thinking Time! /
Reflect on the events that have occurred since Kandice Sheridan came . *
emergency department and apply THIN Thinking. T-Tor
H - Quick
T- B «dentify Risk to Safety
N - Nursing Process
H- _ -
Scan to access the E E
I - 10-Minute-Mentor -
e #R
N on THIN Thinking. TFr
| NurseThink&om/TEINThinking
The nurse ga ‘“elabrep  ana. insto prepare an SBAR conversction tor tne HCP. Complete each
section of the mi.  ‘-ationt1 .
. — Clinical Hint:
S N} S - Situation
'y B - Background
- — - A - Assessment
R R - Recommendation

The nurse obtains several STAT v arLal orescriptions from the HCP for a client experiencing an acute
myocardial infarction. !~ wii2_ o:der should the nurse complete these actions?
Answers: , , ) )

1. Nitroglycerin (NTG) 0.4 mg SL x 3 PRN for pain.

Clinical Hint: Remember MONA?

M - Morphine
2. Consult Dr. Nemus, Cardiologist. O - Oxygen
3. Obtain blood pressure and heart rate. N - Nitroglycerin
4. Read back the verbal orders. A - Aspirin
5. Morphine 2-4 mg IV PRN for pain unrelieved by NTG.

After administering 4 mg of morphine sulfate IV for chest pain, the nurse discovers that the consent for
an emergent coronary angiogram was not signed. The assessment shows that the client is alert, oriented
and pain-free. What should the nurse do next?

1. Obtain a signature before the morphine peaks in the bloodstream.

2. Notify the cardiologist and cancel the procedure.

3. Determine if a power of attorney is available.

4. Ask the client’s teenage son, who is at the bedside, to sign the consent.

NurseTim.com Chapter 6 - Circulation
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12. The nurse teaches the client about expectations of the emergent coronary angiogram and reviews
what the cardiologist told her about the possibility of open-heart surgery if the stent placement is
unsuccessful. The client begins to cry saying that her father died after open-heart surgery. How should
the nurse respond?

1. “I’m sure you are frightened, this is a scary thing to go through.”

2. “Doyou want me to get the cardiologist back in here to answer your questions?”
3. “It’s okay, your cardiologist is excellent; he’s one of the best.”

4. “Would you like it if | called the chaplain?”

Hand-Off Report

Kandice Sheridan is a 49-year-old returning from the cardiac cath lab after an anteri .11 ST-Elevation
Myocardial Infarction (STEMI). The cardiologist was able to place a stent in her proxime  ft a=" -ior descending
(LAD) artery. She also has a 40% lesion in her circumflex and a 30% lesien in her right cc .y artery (RCA)
which do not require intervention at this time. She has a sheath in herric  ‘emoral artery. reis- -eding at
the groin site, and her pedal pulses are 3-4+ bilaterally. Her sk =m t.  uch. Hervital s < stable. The
nurses review the prescriptions together.

Labs D ostics . MAR

? Nurse . andi Age: 49 years
Thil‘lk ider: Allergies: NKDA
CAR EM C «

HE~ .d CARE PROVIDER PRESCRIPTIONS

June 1 onar ! to patient care unit, assess puncture sits, vitaisigns, and color, warmth, movement, and
1545 sation of the affected limb.

every 15 min x 2
> every 30 minx 2
> every 1hrx 2 then with roxtine vit |l signs as ordered and PRN

0, at 2 L/NC corunuoys:

Heparin infusion at 1,000 units/hr until 2100. Draw activated clotting time (ACT) at 2200 and discontinue
sheath if ACT <180 seconds.

Complete bedrest x 6 hrs. post hemostasis with affected limb straight. May be out of bed tomorrow at
0400 if no hematoma or bleeding. If bleeding occurs from the puncture site, apply direct pressure for 10
minutes or until bleeding stops.

13. The client returns from a cardiac catheterization procedure with a right groin sheath in place. What
should the nurse include in the priority assessment of this client? Select all that apply.

1. Blood pressure.

Temperature. Clinical Hint: After a procedure that involved the large vessels
Right groin assessment. of the groin, the distal pulse assessment should include the

Lung sounds. popliteal, dorsalis pedis, and posterior tibialis arteries.

Cardiac monitor.

A wDN

58 Clinical Cases & Exemplars NurseThink.com



14. A client has 25,000 units of heparin in 500 mL NS infusing at 1,000
unit per hour via a 20 gauge IV in the left hand. At what rate should

the pump be set?

1. 10 mL/hr.
2. 20 mL/hr.
3. 25 mL/hr.
4. 50 mL/hr.
e @0
% 3 1
| MNursing Flow Sheets [ Provider Labs & Diagnostics [ MAR ] | labor>"ive Care Other ]
~ JNurse Name: Kandice Sheridan Age: 49
1 Think Health Care Provider: M. Dixon M.D. Allergies:
T — Code Status: Full Code
Vi SIGNR JRD
Time BP (MAP) AR RR Sats
1545 “(79) R 19 S7% 2 LyNC
1601 105, (7o, 97 20 98% 2 L/NC
1622 100/59 108 = 98% 2 L/NC
._.i1ne. seo0 insthe first three sets of vital sigihs. Waat should the nurse do next? E

1. H: theunlicensed assistive personal coninle e the remaining set of vital signs.
.>sess for bleeding at the sheath si‘e.
3. Re-evaluate the vital signs iii!5 minutes.

4. Notify the health.carz'croviaer of the client’s status.

The client is dehydrated and vital signs are stabilized after the intravenous fluid is administered. The sheaths are
pulled at 2245 without complications.

16. While administering the ordered medications, Kandice asks why each of these medications are needed.
Describe how the nurse should instruct her for each of these medications.

1. Clopidogrel 75 mg daily, by mouth.

2. Aspirin 81 mg daily, by mouth.

3. Metoprolol 50 mg daily, by mouth.

4. Atorvastatin 80 mg daily, by mouth.

NurseTim.com Chapter 6 - Circulation 59



17. Kandice asks what she can do to help decrease the risk for having another heart attack in the future.
What should the nurse instruct? Select all that apply.
1. Eat adiet low in cholesterol and saturated fats.

Minimize carbohydrate intake.

Walk 30 minutes 5 days a week.

Increase dietary intake of fruit.

Monitor serum lipid levels.

uvkhowonb

18. As the nurse enters Kandice’s room on the morning of discharge, she finds her crying. When asked what is
wrong, she states, "I'm so afraid I'll pass my bad genes to my children, and they'll hay <eart disease also.”
How should the nurse respond?

1. “I don’t think that will be an issue since your spouse has a good heart.”

2. “I'm sure you are afraid for them, maybe they’ll be luckier than you.”

3. “They can make some lifestyle changes now, so their chances oft  rt disease are
4. “With proper medication, they will have less chances of ha==*disec "

”

19. NurseThink® Prioritization Power! ?
Evaluate the care of this client.and pick th 3 Pric. :discharge needs.

1.

2.

20. Kandice returns he ¢ cetwo weeks later appearing with. drewn aiid sad. The nurse asks how things
are going and sh. ates, “It's such an adjustment, | don™ kiiow if | can do it.” What suggestions should the
nurse mg = client?

1. Request an antidepressant from the cardiolagi' t.
2. Participate in a cardiac support grouj..

3. Encourage her spouse to be'mare(supportive.

4. Suggest she takes more time ~ff of work.

Clinical Hint: Heart disease demands a lifetime of Next Gen Clinical Judgment: List all possible symptoms that can
compliance with lifestyle change. Providing community indicate impaired circulatory event. Consider the cues of each
support and resources for the client after discharge will body system when it is experiencing a decrease in perfusion.

improve the chances of long-term success.

Because heart disease is often familial it is important
for the nurse to address concern for the blood relatives
of the client. Prevention education is critical to slowing
the cycle of disease and illness.

60 Clinical Cases & Exemplars NurseThink.com



Go To Clinical Case

While caring for this client, be sure to review the concept maps in chapters 3 and 4.

Case 2: Decreased Perfusion from Hypertension and Heart Failure

Related Concepts: Oxygenation, Mobility, Acid-base Balance
Threaded Topics : Legal Issues, Error Identification,
Communication, Teamwork, Patient Education, Medication
Safety

William Jones is a 69-year-old man with a 25-year
history of hypertension. He was discharged from
the Veteran’s Hospital last week after a 2-day stay
for hypertensive crisis. The home care nurse is
making an initial visit to his home today. Mr. Jones

The rw-< a perfc s an environmental assessment. Why wau'd cach observation listed be a potential
.weii. . 1are or further assessment by the nur-e: List the action that the nurse should take.

Large bu/

Waino with a limp

Mildly short of breath

Small dog

Smell of food

After completing the initial admission paperwork and physical assessment of Mr. Jones, the nurse documents the
findings in the electronic record using a tablet computer.

¥ -

@ Online Videos, Downloads, and Answers—Visit NurseThink.com/casestudy-book 61




m Flow Sheats [ Provider Labs & Diagnostics | | MAR ] [ Collaborative Care

Name: William Jones

Health Care Provider: K. Kumar M.D.
Code Status: No intubation

Other |

Age: 69 years
Allergies: NKDA

NURSING NOTE

Sept. 5 69-year-old man discharged from the Veteran’s Hospital last week after a 2-day stay for™  >rtensive crisis.

0930 Health history includes hypertension x 25 years, diabetes x 2 years, and an enlargs “«ate gland. Surgical
history includes cholecystectomy 30 years ago and significant orthopedic surg -er a“blown out left knee”
in Vietnam at the age of 20 years. Client lives with his wife who was his “high-sct.  sweetha rt” VS =T 97.6°F
(36.4°C), RR 22 breaths, HR 110 beats, BP 167/89 (115) mmHg, Sat 93% on room & A .and oriented
(A& 0O) x 3. Moves all extremities. Grips and pushes equal in ur~ r extremities. Left | -aker than rioht and
knee is swollen. States knee pain of 5 on a 1-10 scale. Pulses sti in upper extremitie . - in feet" ,S3
heart sounds with some irreqular beats. Fine bibasilar~2=k|es. & s feeling short of bi : _uvity. Bowel

sounds active x 4. Last bowel movement yester~
denies burning. Up to void 1-2 times each r?
daily. Ht. 6’1" Wt. 263 pounds. BMI 34.7.

2. NurseThink® Prioritization Pc

Evaluate the infor= »tion withint  ad.
assessment conc

1.

ad “ al.” States hesitanc .aurine flow but
.entstate  ornin odglucoss s178,and he checks it

d pick the Top 3 Priority

Next, the nurse reviews the client’s medicationfiist.

\S
MY MEDICATIONS

Lisinopril 40 mg once a day by mouth
Atenolol 50 mg once a day by mouth
Metformin 1000 mqg twice a day by mouth
Tamsulosin 0.4 mg once a day by mouth

Celecoxib 200 mq twice a day by mouth as needed

Next Gen Clinical Judgment: For each of these
medications, review the drug category and priority
teaching point.

62 Clinical Cases & Exemplars

Clinical Hint: Always compare the actual medication bottles
to a written/typed list that the client provides. Dosages may
have changed and the list may be outdated.

NurseThink.com



3. After further inquiry, it is discovered that no morning medications have been taken. -
Which medications should the nurse suggest Mr. Jones take now? Select all that apply.

1. Lisinopril.
Atenolol.
Metformin.

Tamsulosin.

voswoN

Celecoxib.

Read what the American Heart Ok 40|
Association says about blood pressure . '3
management and hypertensive Crisis. 0]

CEE
www.heart.org

Explain why you chose each medication as a priority.

4. The nurse completes a Fall Risk Ass e

nt k
? Sele

intervention(s) would be most apprc
1. Ask himtofind anew I “arhisc .
2. Request a physical thera, <. L
3. Request a national tt.  oyi1c  al.
4. Getabrace ru. 2ee,

'ggest gr¢  Hars hathre .
6. Placeared" sk ba. on his wrist.

5. ..enurs wviel

except b/

No intubation, should he stoy bi=achiag.
Perform defibrillaticn if his r=art stops.

R N

6. NurseThink® Prioritization Power!

_ones. His scc.e is 13 (at-risk is >10). Which
A1l that apply.

Clinical Hint: Early fall risk assessm nt and
interventions can save lives Th deith rate
from unintentional fali > for aa !Its aged 65 or
more years has be i1 'nc.easing an average of
4.9% pery 2ar a~cutding to the Centers for
Disease Coni-ol and Prevention.

ELEE
n.-'ﬁ-l;'E

Mr. Jones advanced directives. Ti e 1arins .ndicate that he is agreeable to everything
Jon life support. He has identified his w fe as his Power of Attorney. How should the nurse
ir .nese preferences? Select all tha: zpply.

His wife is the proxy and will make iiis | ealth care decisions.

Provide nutritional sunrort if he is in a vegetative state.
Perform CPR if he is found unconscious and not breathing.

What additional concerns did the nurse not address on this visit?

NurseTim.com
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7. One week later, Mr. Jones calls the home care nurse saying that he feels very short of breath since he
awoke three hours ago and is having a hard time breathing. What actions should the nurse take next?
1. Change the plan for the day and make a visit to Mr. Jones.
2. Ask him to check his blood pressure and call you back.
3. Have him take an extra antihypertensive medication and lay down.
4. Tell him to hang up the phone and call an ambulance.

Mr. Jones chooses to have his wife drive him to the emergency department, where he is admitted. The nurse makes
these notes in the electronic health record.

MNursing | [ Provider Labs & Diagnostics | MAR | | Collabora.

? Nurse. Name: William Jo‘nes
{ Thil’lk Health Care Provider: K. Kumar M.D.

e E] Code Status: No intubation

Time BP (MAP? N RR Sats
Sept. 13
1 \ /s
1010 0/114 (146) gula 28 90(% kA
Brought in by wife per prival  »hicic -t and or.. d x 3. Crackles bilaterally anteriorly & gostric:ly.*1oist cough. Some
nasal flar’ 2s feeling li e car his breth.
8. NurseThink® oritization Power! @
Evalc .1formation within the emergenc . ¢=partment note and pick the Top 3

Priority actions.

1.

2.

9. The nurse discusses the situation with the emergency department provider. Which prescription(s) should
the nurse question? Select all that apply.
IV 0.9% sodium chloride at 100 mL/hr.

Delivery of sodium nitroprusside intravenously. (U a5 [P SE GRS

medication, therapy, or anything ordered by

Portable chest x-ray. the health care provider.

Furosemide 5 mqg intravenously.
Oxygen at 15 L by non-rebreather mask.
Arterial blood gas.

ou A w N
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o 9 @ l .
| MNursing Flow Sheets [ Provider Labs & Diagnostics | HAR] [L‘oll:hurative Care | Other |

Name: William Jones Age: 69 years
urse
. Thi“k Health Care Provider: K. Kumar M.D. Allergies: NKDA
Y YSTEM

Code Status: No intubation

LABORATORY REPORT

Arterial Blood Gas Normal Admit
pH 7.35-7.45 7.28 L
PO, 80-100 mmHg 65L
PCO, 35-45 mmHg 52 H
HCO, 22to 26 mEq/L

Sa0, 95-100% 91L
0, Delivery 2L/NC

10. Thenurserec. 2st.  *erialb. 'gas results above. What
wsionssh  df+ make about the client’s situation?

1. In metabolic.  _usis and nas impaired renal function.
atory  idosis and needs more oxygen.

3. Needs reo.ygen and to breathe into a pape; peg.

4. Moo pronchodilator and intubatior

Clinical Hint: It is not important to “.ic me’ ti = blood gas but
rather determine the best acticii \he nuise should take in response
to the lab report, based ¢n *h= ¢itiigtion.

Handoff Report to ICU:

Mr. Jones is a 69-year-old with a history of hypertension, diabetes mellitus (DM) type Il, and knee pain from a war
injury. He came to the emergency department (E.D.) via private vehicle this morning after feeling severely short of
breath. Upon admission to the E.D., he was found to be severely hypertensive and short of breath. His blood gases
showed respiratory acidosis with hypoxemia, and his chest x-ray confirmed he is in acute cardiogenic heart failure.
He’s on 4 L/NC, and his saturations are at 93%. We gave him the “now” dose of furosemide 40 mqg of IV about

10 minutes ago and started him on sodium nitroprusside intravenously at 0.1 mcg/kg/minute 15 minutes ago,

and his last blood pressure was 211/115 (147) mmHg, heart rate is 120 in a sinus tachycardia, with rare premature
ventricular contraction (PVC), respirations are 24 breaths per minute. His wife is in the intensive care unit (ICU)
waiting room.
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| Flow Sheats Provider Labs & Diagnostics | | MAR Collaborative Care

Mursing

Name: William Jones Age: 69 years
urse

Think Health Care Provider: K. Kumar M.D. Allergies: NKDA
HEARE SYSTEM Code Status: No intubation

HEALTH CARE PROVIDER PRESCRIPTIONS

Sept. 13 1. O, to maintain saturations > 94%
1300 2. Labs: Complete Blood Cell Count (CBC), Comprehensive Metabolic P- _MP), Brain Natriuretic
Peptide (BNP) stat
3. Chest X-Ray in morning
4. Blood glucose monitoring before meals (AC) and at badtime (HS)
5. Sodium nitroprusside titrate for Systolic BP <160 m\ and Diastolic BP mmHa ot
exceed 10 mcg/kg/min
6. Furosemide 40 mg IV now and in 8 ho!
7. Metformin 1,000 mg twice aday b ath
8. Acetaminophen 650 mgevscy4ho  2RN hea e
9. 1800 calorie American Dic  Assoc r oW sodium d.
10. indwelling catheter — stric
11. Baseline ane »ily weight

Over the next couple of h== ~ theintensi -a ICU, rsecares for Mr. Jones and doctm¢nty tie carein
the electronic healthreco . ™\ Review. sequc :e of events listed below.

e 7

&
- / 5 T 4 Y
MNu eets Provider Labs & Diagnostics

— S & =

M, R Collaborative Care

ame: William Jones O Age: 69 years

Health Care Provider: K. Kumar Ne Allergies: NKDA

Code Status: No intubation

~ \
NURSING NOTE

Handoff report re==ived from the emergency department. Orders reviewed. Head of bed elevated. O, at
Sept. 13 4 L/NC, sats 92%. Crackles bilaterally. 3+ pedal edema, positive for jugular venous distension (JVD). BP
1530 215/117 (150) mmHg. Nitroprusside at 0.1 mcg/kg/min in right forearm 20 g IV. States having a headache
and feeling tired. Weight obtained by bed scale.

BP 210/110 (143) mmHg. Nitroprusside increased to 0.2 mcg/kg/min. Headache a 4 on 1-10 scale.
1600 Administered acetaminophen 650 mg orally. Resting with cool cloth over eyes. Voided 100 mL clear urine.
States breathing is “better.”

1630 BP 200/105 (137) mmHg. Nitroprusside infusing at 0.2 mcg/kg/min. Resting quietly, wife at bedside. Labs
show K+ 3.3 mEg/L, BUN 32 mg/dL, Creatinine 2.3 mg/dL, Brain natriuretic peptide (BNP) 452 pg/mL.

1700 BP 192/100 (131) mmHg. Voided 500 mL clear urine. States headache is a dull ache now.

Increasing premature ventricular contractions on EKG monitor, 4-8 per minute. BP 195/101 (132) mmHg.
1715 Nitroprusside continues at 0.2 mcg/kg/min. O, at 4 L/NC sats 93%, crackles in lungs continue. Glucose
meter reading 190 mg/dL, metformin delivered, refuses dinner.
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12.

13.

14.

15.

11. After reviewing the last two hours of care in the intensive care unit, identify which
prescription(s) the nurse did not complete correctly. Select all that apply.

Oxygen titration.

Completion of labs draw. Clinical Hint: To use high-level clinical judgment, begin
Blood glucose monitoring. by identifying clinical cues that establish a concern for

. . . . . the nurse and require additional exploration.
Sodium nitroprusside titration.

Metformin.
Acetaminophen.
Diet.

Indwelling catheter.

©® N U A wN S

Baseline weight.

Which priority data collected by the nurse .dhav. en. > munica* 'to che health care provider?
1. Crackles, edema, jugular venous di=tensic. VD).

2. Headache.

3. Premature ventricular contraction °s).

4. Labs.

The nurseg: ‘armatior d beg. s to prepare an SBAR telephone conveisation for the health care
~=avider.Con 2tee  =section the communication form.

S -
Clinical Hint:
. ¥ A\ S - Situation
B - Background
A-_ PG A - Assessment
S R - Recommendation

The nurse obtains additiora! diiections from the provider to administer potassium chloride 10 mEqg
intravenously “now.” wnich action should the nurse perform first?

1. Input the new order into the computer.

2. Confirm that the dosing is safe for administration.

3. Restate the order to the provider.

4. Review the policy on potassium administration.

The pharmacy delivers KCI 10 mEq in 100 mL NS to infuse over 1 hour. Before administering the
medication, what action(s) should the nurse take? Select all that apply.

1. Start a new IV site.

Confirm the medication to the order.

Confirm allergies.

Check a single patient identifier.

Determine the safe rate of administration.

vohw N
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16. The next day, the client’s blood pressure is stable and he is weaned off the nitroprusside. As &‘-‘
the nurse reviews the intake and output record below, what assessment changes are S
anticipated?

1. Crackles will be increased. Clinical Hint: The nurse must review data in trends (hours
2. 0, saturations will be improved. or days worth of data) to make the best clinical judgment.
3. Weight will have stabilized. Anything with numbers should be explored in trends. This

. o includes labs, weights, intake/output, vital signs, etc.
4. Afluid restriction is needed.

N\ T

MNursing Bl Flow Sheets Provider Labs & Diagnostics | ' .are Ot4ver |

? N urse. Name: William Jo'nes
i Think Health Care Provider: K. Kumar M.D.

SCARE SYSTEM Code Status: No intubation

INTAKE OUTF _cORD
Day/Shift Ir. Output Totai
Sept. 13 Oral =10 ) Urlne.= 900 mL 2103 mL
Ta-Tp IV=44T7r Emesis =50 mL
>ept-13 0 ™" Urine = 1,200 mL -684 mL
7p-Ta 12 mL
Total 1,063 mL 2,150 mL -1,087 mL
Sept. 14 Oral =240 mL \

Irire = L -423 mL
7a-7p IV =187 mL rire =850m 3m
Sept. 14
Tp-Ta
Total

17. NurseThink® Prioritization Power! @

Mr. Jones is being discharged today. List what needs to be included in his discharge planning
and teaching based on these discharge instructions:

Discharge to home

Furosemide 40 mg each day, orally

Digoxin 0.25 mg each day, orally

Continue previous medications

Home care nurse to see client beginning tomorrow

Clinical Hint: Reviewing discharge instructions is the time for the nurse to evaluate that the instructions are comprehensive
and inclusive. For example, does the client require some dietary limitations that were not specified? It is the nurse’s role to seek
clarification before discharge.
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18. NurseThink® Time!
Complete the Medication Reconciliation form below.

= ra

Provider : Labs & Diagnostics ' Collaborative Care

Mursing Flow Sheets

? N urse Name: William Jones Age: 69 years

Think Health Care Provider: K. Kumar M.D. Allergies: NKDA
HEALTHCARE SYSTEM Code Status: No intubation

MEDICATION RECONCILIATION

Admission Medications Di. ros ‘ications

19. During the discharge conversatiors, .Ar. Jones shares with the nurse “l grew up in the church but lost my
faith during the war. | feel mv Cay: are jetting closer to the end and wonder if there’s something more in
the afterlife. Are you ¢ peliever?” How should the nurse begin the conversation?

1. “It’s common when scmeone experiences what you’ve been through to feel a sense of wonder.”

2. “I'm a strong Christian and go to church every week.”

3. “It sounds like you have questions for the hospital chaplain, let me see if she’s available to see you before
you go home.”

4. “Do you have a church close to your home?”

20. On the way home after the shift, the discharging nurse gets a call from a nursing colleague who happens
to be Mr. Jones neighbor. The colleague is at Mr. Jones house and asks about his discharge instructions
since he has some questions. How should the nurse respond?

1. Ask the colleague to read the discharge instructions to you.
2. Provide the information being asked.

3. Askto speak to Mr. Jones.

4. Suggest Mr. Jones call the home care nurse.
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Conceptual Debriefing & Case Reflection

1. Compare the impaired perfusion that Kandice Sheridan experienced with — =
the impaired perfusion of William Jones. How are they the same and how -
are they different?

2. What was your single greatest learning moment while completing the case of K~ - Sheridan? What
about William Jones?

3. How did the nursing (not medical) care provided t. .dice Sk dan. Willia=  nes change the
outcome for each of them?

4. Identify safety conc: ‘ar both Ka -e . lan a 4 William Jones for each case.

5. Iden. - e ho he nurse provided basic care and.cumiort to best meet the client’s needs.

6. What steps in each case did the.nu:st toke that prevented hospital-acquired injury?

7. How did the nurse provide culturally sensitive/competent care?

8. How will learning about the case of Kandice Sheridan and William Jones impact the care you provide for
future clients?
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Conceptual Quiz: Fundamentals and Advanced

Fundamental Quiz

1.

A nurse volunteering at a first aid station during a race is
caring for a participant who is feeling dizzy and light-
headed. What priority action should the nurse take?

1. Have the runner drink some water.

2. Take the client’s blood pressure.

3. Have the client lay down.

4. Determine how long the runner has felt poorly.

A client with a history of clot formation is experiencing
sudden pain in the left great toe. What should the nurse
do next?

1. Determine circulation, movement, and sensation (CMS) to
the feet.

2. Offer pain medication.

3. Assess for popliteal and dorsalis pedis pulses.

4. Elevate the left foot.

The nurse is caring for a client on extended” drest.
Which action(s) should the nurse take whei ing the
client out of bed for the first time? Select al pply.

1. Medicate for pain.

2. Request additional assistance.

3. Obtain orthosta*'= blood pressu. Ao
4. Apply a gait be

5. Deliver additiol  n.

6. Raise the head . 1e bec

~ous fluids

e -chool nursei  :- Je ' with a newly placed
cast on the right a .e nurse notes that the fingers
“oler t those on the left hand. What
snould the edo t?

1. Nothing,* s normal.

2. .d if the cast feels tight.

3. Assess the fingertips on each hand for blana/iiia.
4. Assess the radial pulse in the right wris®.

The nurse is caring for a client tukiag =lopidogrel after
having an embolic event. 1>~2¢'ien*' shares that since
starting the medication he ha="noticed that his stools
are darker in color. What is an appropriate response by
the nurse?

1. That is typical with this medication.

2. Tell me what you mean by “darker”?

3. Often dietary changes can cause this.

4. When is the last time you had a bowel movement?

. Aclientin the

Advanced Quiz

6. The nurse is caring for a client who’s mean arterial

pressure has been < 60 mmHg for the last two hours.
Which serum lab(s) should the nurse anticipate in
response to this event?

1. Elevation in the liver enzymes.
2. Decrease in potassium level.

3. Elevation in serum albx in level.
4. Decrease in BUN.- zatinine.

cgency department has been hydrated

with normal salii rer ' ast hour for hypovolemia.

Assessment chang include a rapid bounding pulse
' shortness of bre What act** should the nurse

Q ate to the unlices. ' 2~ < personnel?

1. k the head of bed.

2. ApL xygen.
3. Stop .
4. Obtain . . pressure.

. Aclient has been treated with a diuretic for flu ~'ove.load

and shortness of breath. After voidina 900 inL clear
yellow urine over an hour, the client sc s _he feels funny.
What should the nurse de nex:t?

1. Reassess the oxyaen sauiuretic’i reading.

2. Administer an adaifional ¢ose of the diuretic.
3. Assess the bli od hressure.

4. Obtain 3 seri:m potassium level.

. The nurse is caring for a client who has had significant

ute: ‘ne bleeding after childbirth. The client is now critical.
‘the electronic health record shows this information.
What can the nurse conclude from the information?
Select all that apply.

Time BP (MAP) HR RR Sats

0821 105/63 124 24 94% RA
0755 18/70 nr 23 96% RA
0738 132/76 110 22 97% RA

1. The client’s condition is stabilizing.

2. The changes indicate that an action is needed.

3. The heart rate is increasing from the pain of delivery.

4. The saturations are dropping because of the tachypnea.

5. The respiratory rate and heart rate changes are a result of
the loss of blood.

@ Online Videos, Downloads, and Answers—Visit NurseThink.com/casestudy-book
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Conceptual Quiz: Fundamentals and Advanced

10. For each condition, select a potential action to take. There is only 1 priority action for each condition. Each potential action
can only be used once. Not all potential actions are used.

Potential Action to Take Condition Priority Action
A. Hourly urine output Hypovolemic shock
B. Recombinant tissue plasminogen activator Pulmonary embolism
C. Orthostatic blood pressure Acute coronary syndrome
D. High flow oxygen Raynaud’s Disease
E. Oxygen at 2 L/nasal cannula Cardiogenic shock
F. Norepinephrine 2 mcg/min Embolic natt
G. Blood pressure Dee, inthromt

H. Nifedipine 20 mg by mouth

I.  Enoxaparin1mg/kg SC

72 @ Online Videos, Downloads, and Answers—Visit NurseThink.com/casestudy-book
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