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(b} Complex or confusing
data: make sense of patterns
(Analvze cues, Prioritize
hyvpothesis. Generate
solutions))

5-J.5 is a 48-vear-old (1) who underwent a TAH with BSO (2)
today who is complaining of dvspneai3) and chest pain (4).

B- She has NKDA(S), a historv of diabetes mellitus tvpe I1(6),
PATNT), HTIN(8). depression(9). She underwent the TAH
todaw(10) related to a history of endometriosis(1 1) with chronic
pain. The BSO was not(12) anticipated and performed due to
suspicious masses on the ovaries(13).

361

21 )
A-Temp 99.8(15), BP 148/84(16). P 118bpm(17). K
3E8bpm(18). Pulse ox 86% on room air(19). Lung sound
diminished (207 in right lower lobe(21). heart rate irregular(22).
Client is agitated{26), dvspneic{27) with an intermittent
nonproductive cough(28), Client reports chest pain(29), difficulty
breathing (30) and feeling lightheaded{31).
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Appraprend g Mecical Disagross
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Racommandstion: Evaluaton by e provioer 10 ruke out tumoe s syndmome ¥ 9 5

Continuous Telemetry, Electrocardiogram (EK.G), Calcimm
ghiconate 1 gm IV X1 Sodium polvstyrene sulfate 30 gm PO X1

Percentage
4 4| Correct

44

Toral: Interpreting 4b 98 81 82.70%

5-J.5 is a 48-year-old (1) who underwent a TAH with BSO ({2}
todav who is complaining of dvspnea(3) and chest pain (4).

BE- She has NKDA(S), a history of diabetes mellitus type I1(6),
PATNT), HTN(8). depression(9). She underwent the TAH
todaw( 10) related to a history of endometriosis{11) with chronic
pain. The BSO was not(12) anticipated and performed due to
suspicious masses on the owvaries(13).

A-Temp 99 8(15), BP 148/84(16). P 118/bpm(17). K
38/bpm(18), Pulse ox 86% on room air(19). Lung sound
diminished(20) in right lower lobe{21), heart rate irregular(22).
Client is agitated(26). dvspneic(27) with an intermittent
nonproductive cough{28). Client reports chest pain(29), difficulty
breathing (307 and feeling lightheaded(31).

R.- Evaluation by provider{35) 37 35

Pain 5 out of 40 &
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TS @ Ry e G
Prioritize hypothesis.
Generate solutions)

30

¥ Notfy the provider

Start a thirg IV

Discontinue O2 therapy

Discontinue Insulin drip

Adminster Oxycodone/Acetaminophen 10mgA25mg PO
' Prepare the chent 10 return 10 the Operating room

¥ Explain your concerns 10 the cllent around her status change

38.39.40

Assessrert tnoeg Medical Dugross

The marse shousd recogrem that muscie spasms ¥ My wacate MypOCaICeTIA J

Aszeramert todga Mosca dagrose
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Asresarert ang Mescal Sagross

The shouss recogrere Pt Secreased urinary cutput . may ndcate acute kdooey Pty Y

41.42. 43

Chck 10 write Cotemn 1

Recommendation: Evaluation by the provider 10 rule out tumoe hysss syndrome ¥

0

9]

Percentage
Correct

Total: Interpreting 4c

49

81.70%

20

concem Nursing ection

first
3:’:'833 oxygen levels ~ | by placing them on O2 via partial rebroather ~

client's

second
address
the
client's

Ayspoea ~ | by placing them in high fowlers ~

21

S- J.S.is a 48-year-old (1) who underwent a TAH with BSO (2)
today who is complaining of dvspnea(3) and chest pain (4).

B- She has NKDA(S). a history of diabetes mellitus type II(6).
PAD(7). HTIN(8). depression(9). She underwent the TAH
today(10) related to a history of endometriosis(11) with chronic
pain. The BSO was not(12) anticipated and performed due to
suspicious masses on the ovaries(13).

A-Temp 99.8(15). BP 148/84(16). P 118/bpm(17). R
38/bpm(18). Pulse ox 86% on room air(19). Lung sound
AiminichaAr?M in richt lnwwer Inhal2 1) haart rate irraaiar22)
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(d} Complex or confusing
data- interventional plan
fustified as potentially
successful (Analvze cues,
Prioritize hypotheses,
Generate sohitions)

30

# Motify the prowider

Start & third IV

Discontinue OZF therapy

Discontinus Insulin drig

Adminater CrycodeneAcetamnaphen 10mg28mg PO

¥ Prepase the chent 1o returm io e Opeating room

¥ Explain your concerns 1o the clent around her stalus change

33

Description of the wound coloration
Antibiotic treatment, wound vac dressing change

34
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Percentage
8 2|Correct
Total: Interpreting 4d 79 58 73.40%
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APPENDIXY

UNFOLDING COMPLEX CASE STUDY: PHASE Il
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The numbers of the questions correspond to the numbers from the Student Response Answer

sets

You are taking over caring for J.S., a 48-year-old who was admitted to your unit 3 hours ago s/p total

abdominal hysterectomy with BSO. While you are waiting for report you review J.S.’s chart which was
attached to the email you received with the link to this unfolding complex case study.

20) Drag and drop the top 4 client findings that will impact your plan of care: (Recognizing cues,

Analyzing cues) (Zero-plus scoring)

Client findings Top 4 findings
History of diabetes mellitus History of diabetes mellitus
Bmi Bmi

Vital signs

Peripheral arterial disease (PAD)

Complete Blood Count (CBC) results

S/P Total Abdominal Hysterectomy (TAH)
with bilateral salpingo-oophorectomy (BSO)

History of Peripheral arterial disease (PAD)

S/P Total Abdominal Hysterectomy (TAH)
with bilateral salpingo-oophorectomy (BS0)

Most recent assessment findings

Most recent pain assessment

Family history of cancer

You receive report on J.S. The only new information is that J.S. has not been resting well. You enter J.S.’s
room to perform her assessment and introduce yourself as her nurse, you notice she is agitated,
dyspneic and has a non-productive intermittent cough. On assessment you note:

Blood Sugar: /86 mg/dL

Vital Signs Assessment

Temperature: 37-7 ¢ (99-8) LOC X 3, Lung sounds clear but diminished in right lower lobe,
Blood pressure: 7148/84 respiratory effort labored and shallow, heart rate irregular, bowel
Pulse: 778/bpm sounds hypoactive X 4, client pale and diaphoretic, capillary refill >3
Respirations: 38/bpm seconds- Client reports chest pain 10/10, difficulty breathing and
Pulse Ox: 86% on Room air feeling lightheaded-

You begin to interpret your assessment findings.

21) For each client finding below click to specify if the finding is consistent with pulmonary embolism,
myocardial infarction and/or intra-abdominal hemorrhage. (Choose all that apply) (Analyze cues) (Plus-

minus scoring)

Client finding Pulmonary | Myocardial Intra-abdominal
embolism | Infarction (MI) | Hemorrhage

Diminished lung sounds X

Capillary refill >3 seconds X X X
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Chest pain X X

Dyspnea X X X
Irregular heart rate X

Hypoactive bowel sounds X
Diaphoretic X X X
Agitation X X
Lightheadedness X X X
Tachycardia X X X

Based on your interpretation, what will you do?

20#) You should: (choose the best responses) (Prioritize hypothesis, Generate Solutions, Take actions)
(Token scoring)

first address the client’s a. oxygen levels by a. placing them on O2 via a partial rebreather.
b. dyspnea b. placing them in high fowlers.
c. lightheadedness c. placing them in left lateral position.
second address the client’s a. dyspnea by a.placing them in high fowlers.
b. lightheadedness  b. placing them on 02 via a nonrebreather.
c. oxygen levels c. placing them in the left lateral position.

You also place continuous pulse oximetry. The charge nurse arrives to assist you and you call the
provider to notify them of the client’s status change.

21#) what information will you give the provider? Use SBAR (Recognize cues, Analyze cues, Prioritize
hypotheses, Generate solutions) (Zero-plus scoring)

S5- JS5 is a 48-year-old (1) who underwent a TAH with BSO(2) today who is complaining of
dyspnea(3) and chest pain (4)-

B- She has NKDA(S5), a history of diabetes mellitus type I1(6), PAD(7), HTN(E), depression(9)-
She underwent the TAH today(10) related to a history of endometriosis(T7) with chronic pain- The
BS50 was not(12) anticipated and performed due to suspicious masses on the ovaries(13)- She was
admitted to my unit 3 hours ago(14)-

A-Temp 99-8(15), BP 148/84(16), P 118/bpm(77), R 38/bpm(18), Pulse ox 86% on room
air(19)- Blood sugar 186 mg/dL (20) Lung sound diminished(27) in right lower lobe(22) heart
rate irreqular(23), client is pale(24) and diaphoretic(25), capillary refill >3(26) seconds- Client is
agitated(27), dyspneic(28) with an intermittent nonproductive cough(29), Client reports chest
pain 10/10(30), difficulty breathing (37) and feeling lightheaded(32) Client was placed in high
fowlers(33) and has O2 in place(3%4) with continuous pulse ox(35)

R- Evaluation by provider(36) for a PE (37)
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Case Study Progress

The provider arrives to evaluate J.S. and you receive the following orders from the provider who
suspects the client has developed a Pulmonary Embolism.

23) Click to specify if the order is indicated (appropriate or necessary), nonessential (Make no
difference or are not necessary) or contraindicated (could be harmful). (Generating solutions, Taking
action) (Zero-plus scoring)

Orders Indicated | Nonessential Contraindicated
STAT Arterial Blood Gases (ABGs) X

0.9% Normal Saline IV at 100 mls/hr X

Chest physiotherapy X
Chest x-ray (CXR) X

Bilateral Lower Extremity Ultrasound X

Aspirin 81 mgs PO Now X

12-lead Electrocardiogram (EKG) X

Computer tomography (CT) Pulmonary Angiogram X

Comprehensive Metabolic Panel (CMP) X

Fibrin degradation fragment (D-Dimer) X

Estimated Glomerular Filtration Rate (e-GFR) X

Antecubital 18 gauge IV X

Case Study Progress

You draw the ABGs, D-Dimer and e-GFR while starting the 18 gauge IV and perform the 12-lead EKG. The
e-GFR comes back indicating 89% kidney function. Then J.S. is transported down to Radiology for the
chest x-ray, lower extremity ultrasound and CT scan. While she is gone the ABG and D-Dimer come back.
You interpret the ABGs to show J.S. is in respiratory alkalosis with hypoxemia and the D-Dimer is
elevated.

The CT scan confirms a pulmonary embolism (PE) in right lower lobe. Based on the results of the testing
the Resident provides these additional orders.
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25) Highlight the five orders that are appropriate for this client and should be performed immediately:

(Generating solutions, Taking action) (Plus-minus scoring)

Orders

Albuterol (Proventil) metered-dose inhaler, 2 puffs Q6 hrs

0.9% Normal Saline 100ml/hr post CT with contrast for 12 hrs

per hour (Available in 25, 000 units in 250 ml/D5W

Heparin 5,000 units IV now, then 25,000 units in 250 ml/D5W to run at 18 units/kg

(PT/INR/PTT NOW and continue Q6 hrs

Prothrombin time/international normalized ratio/partial thromboplastin time

02 per nasal canula 3 Liters

Patient—controlled analgesia (PCA) pump Morphine sulfate: Loading dose 4 mg;
Patient—controlled dose 2 mgs; lock—out time 15 min; maximum 4hr dose 30 mgs

international units/hr for 24hrs

Streptokinase 250,000 international units IV over 30 minutes NOW, then 100,000

Hold Glucovance (glyburide and metformin) for 24hrs

Warfarin (Coumadin) 7.5 mg/day PO X 2 days

Complete Blood Count (CBC) Q am

Case Study Progress

You have implemented the orders above and continue to closely monitor J.S. over the next 2 hours,

documenting your findings below:

Height: 67 inches
Vital Signs Record Admission Weight: 225 /bs
BMI: 42-5 Kg/m?
Date/Ti Temp Pulse Respiration BP Eq_u!p, Spo 02 Amount
me position 2
2 hrs 98-3°F 772bpm, R Radial 28/min 138/74 mmHg | Man, Sit | 88% | 10LitersNR
ago oral B
7 hr 99-9°F 720bpm, L 30/min 7128792mmHg Man, Sit | 89% | T0LitersNR
30 oral Radial B
min
ago
7 hr 97-6°F 7104bpm, R 27/min 7126/72 mmHg | Man, Sit | 88% | T0LitersNR
ago oral Radial B
30 98-4°F 700bpm, R 24/min 140/70mmHgq Man, Sit | 90% | TOLitersNR
min oral Radial B
ago




371

Pain Assessment

Date/Time Location Radiation Characteristics ;22 Scale Used Associated s/s
It
2 Chest non- Sharp, 70y 0-70 Holding chest
hrs ago radiating Stabbing Scale
7 hr 30 min Chest non- Sharp, 9 0-70 Holding chest
ago radiating Stabbing Scale
7 hr ago Chest non- Sharp, 6 0-70 No associated s/s
radiating Stabbing Scale
30 min ago Chest non- Sharp, 5 0-70 No associated s/s
radiating Stabbing Scale

Nursing Assessment and Procedure Documentation

2 hrs ago- Alert and oriented X 3, Lung sounds clear but diminished in right lower lobe, respiratory
effort shallow with dyspnea

noted, heart rate reqular, bowel sounds hypoactive X 4, client pale and diaphoretic, capillary refill >5

seconds- Client reports a

chest pain of 10/10, and continues to report lightheadedness: O2 per nonrebreather and continuous

pulse ox maintained- Client

instructed on use of PCA pump- Abdominal surgical drsq dry and intact- Accu check 207 mg/dL---------

7 hr 30 minutes ago- Alert and oriented X3, Lung sounds clear with diminished sound in the right

lower lobe, breaths shallow

with dyspnea noted, heart rate reqular, client pale, cap refill >5 seconds- Chest pain of 9/710- Client
states a pain goal of 5/70-

02 per nonrebreather, continuous pulse ox and PCA pump maintained-----=--===============--cccococoo-

1 hr ago- Alert and oriented X3, Lung sounds clear with diminished sound in the right lower lobe,

breaths shallow with dyspnea

improving heart rate regular, client pale, cap refill >5 seconds: Chest pain of 6/10- Abdominal drsg dry

and intact--------------

30 min ago- Alert and oriented X3, Lung sounds clear with diminished sound in the right lower lobe,
breaths shallow with

dyspnea continuing to improve, heart rate reqular, pallor improving, cap refill >5 seconds: Chest pain
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Labs

Arterial Blood | Reference Range 2 hours ago Now
Gases (ABGS)

pH 7.35-7.45 7.5 7.47
PaCO, 35-45 mmHg 29.6 32 (low)
PaO, 80-100 mmHg 50 82
HCO; 22-26 mmol/L 232 24.2
Sa0, 95-100% 83 90 (low)
Coagulation Reference Ranges Now
Panel

PT 10-14 seconds 104
PTT 25-36 seconds 36

INR 0.8-1.1 1.1

The table below includes the data you just gathered:

27) For each of the findings below indicate if these assessment findings require nursing follow-up

(could be harmful to the client) or are expected (no follow-up is required) for the client at this time:

(Recognizing cues, Analyzing cues, Prioritizing hypothesis) (Zero-plus scoring)

Assessment finding Expected | Require nursing
follow-up

Pain of 5 out of 10 X

Pulse ox 89% X

Arterial Blood Gas results X

Blood pressure 145/98 X

Dyspnea noted X

You continue to monitor J.S. for the remainder of your shift as she stabilizes. After giving report, you

reflect on your day.

28) What could you have done differently? (Select all that apply) (Evaluate outcomes) (Plus-minus

scoring)

-reviewed the client’s chart in more detail prior to assuming care (Q 20)
-identify potential cause of underlying client status changes (Q 21)
-identify the priority actions earlier (Q 204)
-provide a more complete SBAR report to the provider (Q 21#)
-more easily identify the indicated orders to manage the client’s condition (Q 23)
-prioritize the appropriate nursing interventions more effectively (Q 25)
-more efficiently recognize subtle status changes in the client (Q 27)

-other:

(correct answers will depend on the accuracy of the student’s previous responses=80% or

better=1 point)
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Case Study Progress

J.S. is watched closely the next several days. Anticoagulant therapy, continuous pulse oximetry,
daily CXRs and ABGs are monitored. Pain management continues. You return to work and take
over care of J.S. again on post-op day 3. You review her chart below before receiving report:

Height: 67 inches

Admission Weight: 225 [bs
Vital Signs Record 2" day Post-op Weight: 227 Ibs

3" day Post-op Weight: 224 Ibs

BMI: 42-5 Kg/m*

Date/Time Temp Pulse Res(;))rl]ratl BP plzcgllf(:gn Sgo 02 Amount
2" day 700-1°F oral | 98bpm, R Radial | 22/min | 138/74 Man, 92% 2 Liters
post op mmHg Sit NC

am
2 day 99-9°F oral | 70bpm, L Radial | 20/min | 126/72mmHg Man, 94% 3 Liters
post-op Sit NC
afternoon
2" day 97-6°F oral 7104bpm, R 20/min | 140/82 Man, 90 2 Liters
post-op Radial mmHg Sit % NC
evening
2" day 707-1°F oral | 94bpm, R Radial 18/min 139/70mmHg Man, 92% 3 Liters
post-op Sit NC
night time
Pain Assessment
Int
Date/Time Location Radiation Characteristics | ens | Scale Used Associated s/s
i
2™ day post- Abdomen non- Aching 4ty 0-70 no associated s/'s
op am radiating Scale
Chest non- Sharp, 7
radiating Stabbing
2" day post- Abdomen non- Aching 4 0-70 No associated s/s
op afternoon radiating Scale
Chest non- Sharp, 6
radiating Stabbing
2" day post- Abdomen non- Aching 6 0-70 Holding abdomen
op evening radiating Scale
Chest non- Sharp, 6
radiating Stabbing

2" day post- Abdomen non- Aching 9 0-70 Holding abdomen,

op nighttime radiating Scale wincing
Chest non- Sharp, 6
radiating Stabbing
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Nursing Assessment and Procedure Documentation
2" day post-op am- Alert and oriented X 3, lung sounds clear to auscultation bilaterally with slightly

diminished lungs sounds in

right lower lobe, heart rate reqular S1/52 noted, hypoactive bowel sounds X4, symmetric movement of

extremities with cap

refill <3 seconds: Accu check 368 mg/dL- Insulin administered per sliding scale: IV 18 gauge in left

forearm with heparin running,

no s/s infilkration- Sequential compression devices in place bilaterally while client resting in bed-

Abdominal dressing dry and

intact- Pt denies dyspnea- Reports some chest pain, primarily abdominal incision pain 5-7 out of 70
with PCA---A- Parker RN
2" day post-op afternoon- No change in assessment noted- Pt reporting moderate BM- PCA d/c’d-

Pain reported

as 4-6 out of 10- Orders received for oral pain medication- Orders received for insulin drip- 2™ IV
initiated ----- A- Parker RN
2" day post-op evening- Alert and oriented X 3, lung sounds clear to auscultation bilaterally with

slightly diminished lungs

sounds in right lower lobe, heart rate reqular 57/52 noted, active bowel sounds X4, symmetric

movement of extremities with

cap refill <3 seconds- Accu check 394 mg/dL- Insulin drip adjusted per orders- IV 18 gauge in left

forearm with heparin running,

no s/s of infiltration- Sequential compression devices in place bilaterally while client resting in bed-

Surgical drsg removed- Edges

well approximated, sutures appear intact, redness noted, slight bruising along upper right edge of

incision, slight edema present

no bleeding or discharge: Client encouraged to ambulate with assistance: Pain reported between 5-7 out
of 10 with pain

medication every 4 hrs- IV 18 gauge in right forearm with Insulin drip per orders received- No s/s
infiltration ---G- Smith RN
2" day post-op nighttime- No change in assessment noted- Abdominal incision open to air- Edges

approximated warmth,

edema and redness noted at incision, bruising yellowing along right edge of incision, no bleeding,

serosanguinous discharge noted- Pt denies dyspnea- Reports improving chest pain, with worsening

incisional pain of 6 to 9 out

of 10 with pain medication every % hours: Client appears to be resting quietly------=-===-==z==z=mc=oooc
_________ G- Smith RN

After documenting your assessment, you review the previous nurse’s documentation.
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29) Highlight the data in the nurse’s note below that could be linked to your assessment findings.
(Recognize cues, Analyze cues, Evaluating Outcomes) (Plus-minus scoring)

2" day post-op nighttime- No change in assessment noted- Abdominal incision open to air- Edges

approximated warmth,

edema and redness noted at incision, bruising yellowing along right edge of incision, no bleeding,

serosanquinous discharge noted- Pt denies dyspnea- Reports improving chest pain, with worsening

incisional pain of 6 to 9 out

of 10 with pain medication every 4 hours- Client appears to be resting quietly-------=--====-==-=----—-—

---------- G- Smith RN
Assessment
Vital Signs
Temperature: 704-4°F oral Report received- Alert and oriented X 3, pale and diaphoretic-
Blood pressure: 742/88 Rhonchi noted throughout upper lobes with slightly diminished lung
Pulse: 702/bpm sounds still noted in right lower lobes, bowel sounds absent, abdomen

Respirations: 24/bpm slightly distended and tender to touch, symmetric movement of

Pulse Ox: 94% 3 L NC

extremities to prompts, cap refill <3 seconds, incision open to air,
dehiscence of incision noted along right upper edge with separation of
7 e¢m, incisional edges red and edematous, a significant amount of
purulent drainage noted- Client reporting aching, stabling pain of 710
out of 10 in abdomen, stating it is difficult to breath because of

pain:

Your 3™ day post-op assessment findings are documented below:

30) Which of the following actions should the nurse take? (Select all that apply) (Recognize cues,
Analyzing cues, Prioritizing Hypothesis, Generating Solutions, Taking action) (Plus-minus scoring)

-Notify the provider

-Start a third IV

-Discontinue 02 therapy

-Discontinue Insulin drip

-Administer Oxycodone/Acetaminophen 10mg/325mg PO
-Prepare the client to return to the Operating room

-Explain your concerns to the client around her status change.
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Case Study Progress

The surgeon assesses J.S. and orders an immediate return to the operating room where the surgeon
lysis adhesions and drains an abdominal abscess. After the wound debridement, the incisional wound is
left open and a wound vac in placed over the incisional wound. J.S. returns to the unit after recovering in
the Post-Anesthesia Care Unit (PACU).

Your initial assessment is documented with the post-operative orders below:

Vital Signs Assessment

Temperature: 700-7 F Alert and oriented X 3, Lung sounds clear but diminished in right lower
Blood pressure: 740/64 lobe, heart rate reqular, bowel sounds hypoactive X 4, generalized pallor
Pulse: 702/bpm noted, capillary refill >5 seconds- Client reports chest pain of 4/10,
Respirations: 24/bpm incisional pain of 8/10- Wound vac drsg intact with wound vac continuous

Pulse Ox: 90% 3 Liters NC | suction at 125mmHG- Wound 10 cm X 3-5 ¢cm X 6-8cm per surgeon’s
note: Accu check 389 mg/dL- 18 gauge IV in left forearm d/c’d- Sterile

occlusive dsrg placed- No s/s of infiltration of one remaining IV in right

forearm- Heparin therapy resumed via IV in right forearm-

Orders

Progress Diabetic diet as tolerated to 2550 calorie/day

Resume weight-based heparin therapy as previously ordered
Resume insulin drip as previously ordered with hourly accu checks
Morphine 1-3 mgs IV every 5 minutes up to 20 mgs for severe pain
Lopressor (metoprolol) 25mg PO BID

Prozac (fluoxetine) 60 mgs PO QD

Synthroid (levothyroxine) 150 mcg PO QD

The nurse should recognize: (choose the best responses) (Recognizing cues, Analyzing cues, Prioritizing
hypothesis, Generating Solutions) (Token scoring)

- 31) not to administer the a. insulin drip  until a.a second IV is initiated.
b. morphine b. 02 saturations are above 92%
c. lopressor c. blood pressure exceeds 140/90
- 32) the importance of a. regulation of blood glucose to a. support post-operative healing
b. pain management b. prevent further clot formatting
c. blood pressure management  c. decrease length of stay

33) What additional subjective and objective data would you collect from the client and what additional
orders would you seek from the provider as there are no other orders noted in the system for the
client? (Recognizing cues, Analyze cues, Prioritize hypothesis, Generate solutions, Take action) (Zero-plus
scoring)

Additional assessment data:
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Description of the wound coloration. Assessment of d/c’d IV site. Client’s respiratory effort (dyspnea?)
Nausea or vomiting? Pain?

Additional orders:

Antibiotics to treat infection. Resume other home meds (Zocor, Plavix, Altace). Activity orders, | & O
orders. Maintenance IV fluids until tolerating POs. Frequency of wound vac dressing change (1% 3 days
2Xs a day). Pain medication?

You attain these additional orders from the provider. You review them and include them in your end of
shirt report to the next nurse. Since you are returning in the am you request to care for J.S. again.

Case Study Progress

J.S. has an uneventful night. You resume care of J.S. in the am. Your am assessment is documented

below:

Vital Signs Assessment

Temperature: 99-7 F Alert and Oriented X3, Lung sounds clear but diminished in right lower
Blood pressure: 730/64 lobe, heart rate reqular, bowel sounds hypoactive X 4, capillary refill <5
Pulse: 99/bpm seconds- Client reports chest pain of 2/10, incisional pain of 7/10- Wound
Respirations: 22/bpm vac drsg intact with wound vac continuous suction at 125mmHG-

Pulse Ox: 97% 2 Liters NC | Serosanguinous drainage noted- Visible incisional edges pink- Accu check 189
mg/dL- 18 gauge IV in left hand with insulin drip running- No s/s of
infiltration- IV in right forearm with heparin therapy running: No s/s of

infiltration- Pt denies n/v- Pt up to bedside chair- Pt sipping water-

1.S.’s provider arrives shortly after breakfast to review the cancer antigen serum test (CA-125) with the
client which was drawn related to the adnexal masses found on the ovaries during the TAH BSO. The CA-
125 level is 72 units/mL. After meeting with the provider, J.S. undergoes a positron emission
tomography (PET) scan. The provider returns to discuss the scan results with J.S. which indicate J.S. has
stage IV ovarian cancer that has metastasized to the liver. You note the plan described within the
provider’s notes is for her to undergo chemotherapy treatment after the surgical wound has healed. You
enter the room to check her blood glucose and find her crying.
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