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RENTON TECHNICAL COLLEGE

	Student Name: Valerie Supernurse
	Date: Oct 5&6, 2006

	Client initials

BB
	Room #

526
	Age 

51
	Sex:
X M


( F    
	Allergies NKDA

	Surgery date 

(if applicable) none

	VS Schedule

q4h
	Activity

may amb to bathroom
	Diet

No concentrated sugars
	I & O:
( No   
X Yes
Weight: weekly
	Hygiene self, bedside bath
	Oxygen  X No   ( Yes

Room air
If yes, ____ liters via ____________

	Code Status:

X Full Code 
( DNR

( Other:

_____________________


	IVs:  PICC line for IV antibiotics
Solution __________________ 

@Rate _________________mls/hr


	Drains     X No      ( Yes

If yes, Type: ________________

Location: __________________


	Other: Daily change of drsg to foot until surgery.  Saline soaked gauze, 4x4 and kerlix wrap 
Discharge Plans:Discharge post surgical endarectomy and stabilization of wound with social service consult and visiting nursing follow up. Must have nutritional consult before discharge. Pt will need comprehensive diabetic teaching

	Labs, include dates (indicate if normal or abnormal)
K+






_______

Na++








Cl







______
CO2








Glucose on admit 10/4 – 458, high; FBg 10/6 256; both results significantly high and represent out of control DM_____________________________
BUN______________________________________________
Creatinine__________________________________________
HgbA1C 15%.  Markedly high and indicates that glycemic control over the last 3 months has been poor ​​​​​​​​​​​_____________________________________
Lipid Profile: Cholesterol 286 HDL 45 LDL 241 cholesterol/HDL ratio 6.35  Triglycerides 200  An abnormally high lipid profile is indicative of high risk for cardiovascular disease.  This profile indicates such a risk. A cholesterol/ HCL ratio should be at 5 or under______________________________________
WBC - 20,000, high and an indicator of infection_____________________ 
Remaining CBC WNL as well as electrolytes and renal function studies.(renal disease is an associate complication of diabetes)_____________________
__________________________________________________

	Pertinent Diagnostic Tests, and other data, include dates, 
for example, X-ray, CT, MRI, Ultrasound, ECG, EEG 
(indicate if normal or abnormal, and why important for your client)






_______









______









______








______








______
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________


	Medical Diagnosis  (why the client is here for treatment - Include definition of diagnosis, signs and symptoms, and dates)

	Diabetes mellitus, type two: metabolic disorder characterized by hyperglycemia due to either an insufficient supply of insulin or the cellular resistance to insulin or a combination of the two. S/S of DM include: polyuria, polydipsia, recurrent infections, obesity, fatigue, blurred vision and paresthesias. 

Peripheral Arterial Disease: a disorder of The arterial circulation usually caused by obstruction or occlusion of the vessel. S/S of PAD include intermittent claudication, diminished or absent pulses, delayed capillary refill, hair loss on lower extremities, thickened discolored toenails, dry and cracked skin.

Gangrene of Rt great toe: Tissue death secondary to impaired blood flow and infection.  Symptoms include evidence of tissue sloughing, purulence, foul odor.

	Past Medical History  (include medical & surgical diagnoses, surgeries, dates)

	51yo African-American male with hx of type two DM for the last 10 years.  Rx with “oral medication, diet and blood glucose monitoring”. States he has not been monitoring blood glucose and it is hard to eat the right food on his limited in income. States he had lost complete sensation in his feet and was not aware of condition of his toes until he found his toenail with flesh attached to it on the floor

	Physical Assessment (head-to-toe)

	Neuro/Sensory
A/Ox3; PEARL. States continued limited sensation in his feet but that sensation has improved since hospitalization.
	Cardiovascular

Heart rhythm regular and unremarkable BP 148/69 Pulse 76. Capillary refill to hands and left foot brisk. 

Brachial, radial pulses 2 + and left pedal pulse 2 +.  R pedal pulse not assessed related to dressing wrapped on foot.  Capillary refill to R toes sluggish.

	Respiratory
Regular at 22/min with no s/s of respiratory distress.  Lungs clear on auscultation and O2 sat at 99% on room air


	GI/GU (abdomen)

Abdomen soft and non tender with active bowel sounds x4 quads. Denies nausea, vomiting, diarrhea or epigastric upset. States 1 BM daily, regular.  States voiding freely without problems. Denies problems with impotence.

	Musculoskeletal
hand grasps of equal strength
	Integument (include wounds)
Generalized warm, dry and intact with exception to R leg.  Skin is dry and scaling, absence of hair noted on leg.  R great toe is amputated and remaining toes are pail with 2-3 mm areas of black necrosis on the tips.
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