Myocardial Infarction Nursing Care Plan

Patient name:Robert Chen
Age:64
Medical history

- Hypertension (diagnosed 5 years ago)

Gender:Male

- Type 2 Diabetes Mellitus (diagnosed 8 years ago)

- Hyperlipidemia

- Former smoker (quit 2 years ago, previously 1 pack/day for 30 years)

- No previous Ml

Assessment

Subjective

- Severe chest pain described as "crushing
pressure,” rated 8/10

- Pain radiating to left arm and jaw

- Shortness of breath

- Nausea

- Anxiety about condition

- Reports feeling "clammy and weak"

- States "I thought it was just heartburn at first"

Nursing diagnosis

1. Acute pain related to myocardial ischemia

Objective

Vital signs:

BP: 162/94 mmHg

HR: 98 bpm, irregular
RR: 24 breaths/min
SpO2: 94% on room air
Temperature: 36.8°C

- Diaphoretic
- Pale, cool skin

- Capillary refill >3 seconds
- Diminished breath sounds in bases

Test
ECG

Result

ST-segment elevation
in leads V2-V4

Troponin I: 2.3 ng/mL
(elevated)

CK-MB: 25 ng/mL
(elevated)

Potassium: 3.8 mEqg/L
Glucose: 156 mg/dL

Cardiac enzymes

Basic metabolic panel

2. Decreased cardiac output related to altered myocardial contractility

3. Anxiety related to acute health crisis

4. Risk for decreased tissue perfusion related to reduced cardiac output



Goals and outcomes

Short-term Long-term

Patient will report pain level 3/10 within 1 hour.  Patient will understand medication regimen.

Patient will maintain stable vital signs within Patient will verbalize understanding of lifestyle
normal parameters. modifications.

Patient will demonstrate reduced anxiety levels. Patient will demonstrate compliance with
cardiac rehabilitation plan.

Nursing interventions Rationale

1. Monitor vital signs g15min until stable, then q1h 1. To detect early signs of complications and

- . o evaluate treatment response
2. Administer prescribed medications:

Aspirin 325mg PO

Nitroglycerin 0.4mg SL g5min PRN (max 3 doses) 2. TQ reduce cardiac wquload, manage pain,
Morphine sulfate 2-4mg IV PRN and improve oxygen delivery
3. Maintain continuous cardiac monitoring 3. To detect arrhythmias and ST-segment
changes
Evaluation

- Pain level decreased to 2/10 after interventions

- Vital signs stabilized within normal range

- Anxiety level decreased with support and education

- Patient demonstrating understanding of condition and treatment plan

- Tissue perfusion adequate as evidenced by warm extremities and normal capillary refill

Additional notes

- Family education provided regarding cardiac risk factors and lifestyle modifications
- Cardiology consult completed

- Patient scheduled for cardiac catheterization

- Social work referral placed for discharge planning

Nurse’s information
Name:Sarah Rodriguez, RN

License number:RN123456 Contact number:555-0123
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