Acute SOAP Note

Nursing 703

Active Problems                                                                           Inactive Problems
1/09 AVR, MVR, TVR, MAZE, Aortoplasty                                  Atrial Fibrillation

1/09 Anxiety                                                                                       Sleep Apnea        1/09Cardiomyopathy                                                                            Obesity
1/09 Atelectasis                                                                                  Depression
1/09 Post Op Hypertension                                                                              
1/09 Glycemic Control                                                                                     
Risk Factors                                                                  Risk For
Hypertension                                                                 CVA, PVD, CAD, renal insufficiency

Obesity                                                                          DM type II, HTN, arthritis, CVA, CAD
CC:  11/12/08 67 year old white male who complains of “fatigue and shortness of breath”   

Subjective

The patient was evaluated for possible surgery for mitral regurgitation on 11/12/08.  He was told in 1995 he had a small amount of leakage of the mitral valve while being evaluated for atrial fibrillation.  He complains of chronic episodes of congestive heart failure and would like to consider a valve replacement at this time. 1/19/09 67 year old white mail who is POD #4.  On 01/15/09 he underwent Median sternotomy, open heart; MAZE procedure including left atrial appendix ligation.  Mitral valve repair. Aortic valve replacement with a CE valve #27 and tricuspid valve repair.  Reduction aortoplasty and on 1/15/09 reoperation for bleeding and hemostasis using cardiopulmonary bypass.  He was extubated POD #2

Medications:

	insulin glulisine 2-10 Units injection (rapid acting) (APIDRA) 
	2-10 Units 
	SUBCUTANEOUS 
	BEFORE MEALS & BEDTIME 

	artificial tear with lanolin 1 application ophthalmic ointment (AKWA, LACRI- LUBE) 
	1 application 
	BOTH EYES 
	AS NEEDED 

	buPROPion SR 150 mg tab(s) (ZYBAN SR; WELLBUTRIN SR) 
	150 mg 
	ORAL 
	DAILY 

	fluoxetine 20 mg cap(s) (PROZAC) 
	20 mg 
	ORAL 
	AT BEDTIME 

	hydrALAZINE 10 mg tab(s) (APRESOLINE) 
	10 mg 
	ORAL 
	EVERY 6 HOURS 

	omeprazole 40 mg cap(s) (PRILOSEC) 
	40 mg 
	ORAL 
	DAILY AT 6 AM 

	polyvinyl alcohol ophthalmic 1.4 % 1 Drop (AKWA,LIQUITEARS) 
	1 Drop 
	BOTH EYES 
	3 TIMES DAILY 

	primidone 50 mg tab(s) (MYSOLINE) 
	50 mg 
	ORAL 
	EVERY 12 HOURS 

	aspirin 81 mg chewable tab(s) 
	81 mg 
	ORAL 
	DAILY 

	potassium chloride SR 10-20 mEq tab(s) (K-DUR) 
	10-20 mEq 
	ORAL 
	AS NEEDED 

	dolcusate sodium 100 mg cap(s) (COLACE) 
	100 mg 
	ORAL 
	2 TIMES DAILY 

	pramipexole 0.25 mg tab(s) (MIRAPEX) 
	0.25 mg 
	ORAL 
	2 TIMES DAILY 

	oxycodone-acetaminophen 5-325 mg 1-2 Tab (PERCOCET) 
	1-2 Tab 
	ORAL 
	EVERY 4 HOURS 


Allergies: No known allergies to medications, food or environmental factors

Past Medical History:

No unusual childhood illnesses. Pt. denies chicken pox, measles, mumps, rubella, polio or scarlet fever.  Patient received the flu vaccine in November of 2008 and the Pneumonia vaccine in November of 2006.  Last tetanus booster unknown.  

Family History:

	Mother: None (Died at age 94 - old age) 

	Father: Heart (Died at age 69 - ? MI or CVA) 

	Sister: Heart (Living - age 79 - atrial fibrillation), Heart (Died at age 45 - CHF, MI, diabetes mellitus) 

	Brother: Heart (Living - age 77 - atrial fibrillation) 


Past Surgical History:

	Removal of Tonsils,<12 Y/O - childhood (Tonsillectomy) 

	Appendectomy - 1999 

	Blepharoplasty Lower Lid - 2005 (Bilateral) 


Personal/Social History:

Smoked 3 packs of cigarettes per day for 25 years; Quit 01/01/1984; Denies use of alcohol or recreational drugs including IV drugs; Drinks 2 cups of coffee per day

ROS:

HEENT: Positive for glasses. Negative for headaches, migraines, dental problems, cataracts, glaucoma, tinnitus, ear pain, hard of hearing, epistaxis or dysphagia. 

NECK: Negative for pain, goiter or stiffness. 

RESPIRATORY: Positive for shortness of breath, PND, orthopnea and recent pneumonia. Negative for asthma, bronchitis, TB, wheezing, pulmonary emboli or hemoptysis. 
CARDIOVASCULAR: Positive for HTN, CHF, cardiomyopathy, pedal edema, history of smoking and heart murmur. Negative for chest pain, MI, CAD, hyperlipidemia, DVT or palpitations. Negative history of scarlet fever or rheumatic fever. Negative family history of sudden death. 

GASTROINTESTINAL: Positive for remote GERD. Negative for abdominal pain, blood in stool, PUD, change in bowel habits, indigestion, hemorrhoids, n/v/d/c, gallbladder disease or hiatal hernia. 
GENITOURINARY: Negative for dysuria, frequency, incontinence, UTI, hematuria or stones. 

MUSCULOSKELETAL: Positive for elevated uric acid. Negative for joint pain or swelling, muscle pain, back pain, gout or arthritis. 

NEUROLOGIC: Negative for CVA, TIA, seizures, dizziness, numbness or weakness. 

SKIN: Positive for itching. Negative for rash, skin cancer or lesions. 

PSYCHIATRIC: Positive for depression and sleep apnea. Negative for nervousness, anxiety or psychosocial stressors. 

HEMATOLOGICAL/LYMPHATIC: Positive for polycythemia vera, anemia and chemotherapy. Negative for prolonged bleeding, bruising easily, blood transfusions, blood clots, palpable cervical lymph nodes or cancer. 
ENDOCRINE: Negative for diabetes, thyroid problems or cold/heat intolerance. . 

Objective:  

BP 112/60 supine, Pulse 65, Temp 95.5 F PO, Respirations 20, Ht 175 cm (5ft 8.9 inches), Wt 114.533 kg (252 lbs 8 ounces). SpO2 92% on room air

Pre op weight 104.7 kg (up 10 kg from admission weight)

Intake/Output summary (Last 24 hours)


Intake 1020 ml


Output 650 ml


Net 370 ml

General: Alert and oriented times four, appropriate questions and conversation. Well groomed, no apparent distress.

Skin: Intact without redness or bruising, light cream colored skin; Midsternal incision well approximated. No drainage noted.   

Neuro: Moves all extremities with no apparent weakness; CN I-XII intact

CV: No jugular venous distentions, RRR without murmur, gallop, or rub. No ectopy

Rhythm: normal sinus rhythm with PAF

Respiratory: clear to auscultation bilaterally with fine crackles in left posterior base

Abdomen: The abdomen is soft, non tender, distended; BS present in all four quadrants; no masses or organomegaly noted

Extremities: 2 plus pitting edema noted to left lower extremity up to knee, non-pitting edema noted right lower extremity up to knee

Wounds: clean, dry and intact

Drains: none

Assessment/Plan:


CVICU: The patient was extubated POD #2, Hypertension was treated with beta blockers, appresoline; Hyperglycemia –weaned to SQ insulin; Respiratory insufficiency – PEP and CPAP; Anxiety-wellbutrin; transferred to RNF POD #2

Valvular Surgery – echo pending


Atrial fibrillation – S/P MAZE procedure; start Coumadin 5 mg today PT/INR in am. Patient continues to have PAF with rates in the 120’s with self conversion to sinus brady; Will restart Coreg as at home (12.5 mg BID, will increase dose as needed or as BP tolerates). Discontinue temporary pacer wires


CAD – Normal coronaries – on ASA 81 mg daily and Coreg 12.5 mg BID 

History of cardiomyopathy – EF 40%, beta blocker Coreg 12.5 mg BID, will plan to add ACE as BP tolerates


Respiratory – On room air; uses CPAP at night; history of OSA; encourage PEP and ambulation, atelectasis on x-ray


Fluid Volume Overload - weight up 10 kg from admission will add Lasix 40 mg PO daily, monitor I&O q shift


Activity – increasing walking in hallway with wife


Pain – well controlled with percocet 1-2 tablets as needed for pain

Depression – controlled with Wellbutrin 150 mg daily will continue to monitor


Renal – Creatinine high 1.7, today 1.2 continue to monitor I&O and BUN and Creatinine


Disposition – Will be flying back home to Knoxville; possible discharge in 1-2 days


Patient education:  Patient instructed the importance of a low fat/salt diet; Patient encouraged to increase activity by getting out of bed for all meals and walking in hallway five times per day. Handout given to patient about CAD. 

