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	Student: Kevina Desai

	Patient Assessment Tool
LONG FORM FUNDAMENTALS
	Assignment Date: 11/16/2012

	
	Agency: Florida Hospital Tampa

	Patient Initials: MLV
	Age: 65
	Admission Date: 10/18/2012

	Gender:    Female               
	Martial Status: Divorced
	Occupation: Retired; was a Travel Agent before retiring

	Primary Language: English
	Level of Education: Two years after High School

	Number/ages children/siblings:
Daughter-46/Sister-61
	Primary Medical Dx with ICD-10 code:   L03.115-Cellulitis of right lower limb; L03.116-Cellulitis of left lower limb



	Living Arrangements: Home with Mother before hospitalization. Mother passed away after arrival to hospital so now by herself. Patient has stairs but had stair lifts installed for her mother so she will be able to use those now. 

	Advanced Directive: None

	Immunizations: All are up to date
	Code Status: FULL 

	Culture/ Ethnicity /Nationality: White

	Surgery Date: None
Procedure: 

	Religion:  Catholic

	Type of Insurance: Medicare
                                Supplemental: Liberty

	 
	


± 2
	CC:   “My primary physician sent me here because I was feeling severe pain and had swelling in both my legs.”

	

	

	+3 HPI: OLD CART The patient is a 65-year old white female who was admitted to the hospital for severe lower extremity cellulitis and an abscess on the left lower extremity. Patient had started feeling this pain in both her lower extremities a week prior to being admitted. She said the pain was sharp, tight, and throbbing and it was constant. Every time she tried walking the pain would come on stronger. The pain doesn’t radiate and to relieve the pain, the patient took fluid pills. When the pain was a 10 out of 10 and the wound start oozing, the patient went to her primary care physician who sent her to the hospital via ambulance on 10/18/2012. 


	

	

	

	( 2 PMH/PSH  Hospitalizations for any medical illness or operation

Date 

Operation or Illness

Management/Treatment

July 2006
Total knee Replacement
2007
Hypertension
Lisinopril, 20 mg
Early 2005 
Type 2 Diabetes Mellitus
Metformin, 500 mg
1999
Sleep Apnea
C-Pack Machine

1999
Asthma
Advair(Fluticasone-salmeterol), 1 puff
Jan. 2012
Pneumonia
Week Hospitalization/Antibiotics
1977
Tubal Ligation
Prevent Pregnancy
( 2 FMH
Age (in years)

Cause 

of 

Death 

(if applicable)

Alcoholism

Environmental Allergies

Anemia

Arthritis

Asthma

Bleeds Easily

Cancer

Diabetes

Glaucoma

Gout

Heart Trouble

(angina, MI, DVT etc.)

Hypertension

Kidney Problems

Mental Health Problems

Seizures

Stomach Ulcers

Stroke

Tumor

Father

79
Esophageal Cancer
X
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Myocardial Infarction
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Comments:

( 1 immunization History

Yes

No

Routine childhood vaccinations

X
 FORMCHECKBOX 

Routine adult vaccinations for military or federal service

X
 FORMCHECKBOX 

Adult Diphtheria (Date)

 FORMCHECKBOX 

X
Adult Tetanus (Date) 10/18/2012
X
 FORMCHECKBOX 

Influenza (flu) (Date)

 FORMCHECKBOX 

X

Pneumococcal (pneumonia) (Date)           2008

X
 FORMCHECKBOX 

 FORMCHECKBOX 

Have you had any other vaccines given for international travel or occupational purposes? Please List

 FORMCHECKBOX 

X


	

	( 1 Allergies or Adverse Reactions

NAME of 

Causative Agent

Type of Reaction (describe explicitly)

Medications

No Known Allergies to meds, foods, or environmental factors
Other (food, tape, dye, etc.)



	( 5 PATHOPHYSIOLOGY: (include APA reference) 

	

	Cellulitis is an infection of the dermis and subcutaneous tissue usually caused by Staphylococcus aureus or Streptococcus pyogenes.  Cellulitis can occur as an extension of a skin wound or as an ulcer. The infected area is warm, red (erythematous), swollen, and painful. The infection is usually in the lower extremities and responds to systemic antibiotics, as well as therapy to relieve pain. Cellulitis also can be associated with other diseases including chronic venous insufficiency and stasis dermatitis. Symptoms of cellulitis include: fever, pain or tenderness in the affected area, skin redness or inflammation that gets bigger as the infection spreads, skin sore or rash that starts suddenly, and grows quickly in the first 24 hours, tight, glossy, "stretched" appearance of the skin, or warm skin in the area of redness. Some signs of infection include: chills or shaking, fatigue, general ill feeling, muscle aches and pains, warm skin, or sweating. Other symptoms that can occur with this disease are hair loss at the site of infection, joint stiffness caused by swelling of the tissue over the joint, or nausea and vomiting.

	

	Huether, S. E., & McCance, K. L. (2012). Understanding Pathophysiology. (pg. 1052). St. Louis MS: Mosby, Inc.

	


( 5 Medications: (Include both prescription and OTC)

	Name  DuLoxetine
	Concentration 30mg/tab
	Dosage Amount 60 mg 


	Route  PO tablet
	Frequency  1-60 mg daily

	Pharmaceutical class   antidepressant
	 Hospital

	Indication: Major depressive disorder, Diabetic peripheral neuropathic pain, Generalized anxiety disorder, Fibromyalgia, Chronic musculoskeletal pain (including chronic lower back pain and chronic pain from osteoarthritis)

	Side effects/Nursing considerations: seizures, suicidal thoughts, fatigue, drowsiness, insomnia, activation of mania, dizziness, nightmares, blurred vision nausea, diarrhea, dry mouth, constipation, decreased appetite, vomiting, dysuria, Stevens-Johnson Syndrome, rash, pruritus

	

	Name Pantoprazole
	Concentration  40mg INJ
	Dosage Amount 40 mg

	Route IV Push
	Frequency  40 mg/Q12H

	Pharmaceutical class: antiulcer agent
	Hospital       

	Indication: Erosive esophagitis associated with GERD, Decrease relapse rates of daytime and nighttime heartburn symptoms on patients with GERD, Pathologic gastric hyper secretory conditions.

	Side effects/Nursing considerations: headache, abdominal pain, diarrhea, eructation, flatulence, hyperglycemia, hypomagnesemia (especially if treatment duration ≥3 mo), bone fracture

	

	Name Fluocinonide 0.05%
	Concentration 15 GM OINT
	Dosage Amount 1 APP TOP 

	Route Topical Ointment
	Frequency BID

	Pharmaceutical class Corticosteriod
	Hospital

	Indication Management of inflammation and pruritis associated with various allergic/immunologic skin problems.



	Side effects/Nursing considerations allergic contact dermatitis, atrophy, burning, dryness, edema, folliculitis, hypersensitivity reactions, hypertrichosis, hypopigmentation, irritation, maceration, miliaria, perioral dermatitis, secondary infection, striae, adrenal supression

	Name Fluticasone-salmeterol 
	Concentration 250 mcg-50 mcg Powder
	Dosage Amount 1 Puff Inhalation

	Route PO Inhalation
	Frequency 1 Puff BID

	Pharmaceutical class  synthetic corticosteroid
	Both

	Indication treatment of asthma or chronic obstructive pulmonary disease (COPD) associated with chronic bronchitis.

	Side effects/Nursing considerations bronchospasm (wheezing, chest tightness, trouble breathing), fast or uneven heart beats, restless feeling, tremor, fever, chills, stabbing chest pain, cough with yellow or green mucus,blurred vision, eye pain, or seeing halos around lights, white patches or sores inside your mouth or on your lips, worsening asthma symptoms, headache, dizziness, nausea, vomiting, diarrhea, dry mouth, nose, or throat, stuffy nose, sinus pain, cough, sore throat, hoarseness or deepened voice

	

	Name Gabapentin
	Concentration 300mg/CAP
	Dosage Amount 600mg

	Route PO Capsule
	Frequency 2 Capsules TID

	Pharmaceutical class anticonvulsants
	Hospital

	Indication Partial seizures (adjunct treatment) (immediate-release only), Post-herpetic neuralgia (immediate-release and Gralise only), Restless legs syndrome (Horizant only)

	Side effects/Nursing considerations Suicidal thoughts, confusion, depression, drowsiness, sedation, anxiety, concentration difficulties (children), dizziness, emotional lability (children), hostility, hyperkinesia (children), malaise, vertigo, weakness, abnormal vision, nystagmus, hypertension, weight gain, anorexia, flatulence, gingivitis.  arthralgia, ataxia, altered reflexes, hyperkinesia, paresthesia, facial edema.

	

	Name Lisinopril
	Concentration 20mg/tab
	Dosage Amount 20 mg

	Route PO Tablet
	Frequency 20mg/daily

	Pharmaceutical class antihypertensives
	Both

	Indication Alone or with other agents in the management of hypertension, Management of heart failure, Reduction of risk of death or development of heart failure after myocardial infarction.

	Side effects/Nursing considerations dizziness, fatigue, headache, weakness, cough, hypotension, chest pain, abdominal pain, diarrhea, nausea, vomiting, erectile dysfunction, impaired renal function, rashes, hyperkalemia

	

	Name metFORMIN
	Concentration 500mg/tab
	Dosage Amount 500 mg

	Route PO Tablet
	Frequency 500mg/BIDAC

	Pharmaceutical class antidiabetic
	Both

	Indication Management of type 2 diabetes mellitus; may be used with diet, insulin, or sulfonylurea oral hypoglycemics.

	Side effects/Nursing considerations abdominal bloating, diarrhea, nausea, vomiting, unpleasant metallic taste, hypoglycemia, decreased levels of B12

	

	Name metroNIDazole
	Concentration 250mg/tab
	Dosage Amount 500 mg

	Route PO Tablet
	Frequency 500 mg/TID

	Pharmaceutical class anti-infectives, anti-protozoals, antiulcer agents
	Hospital    

	Indication Treatment of Infections

	Side effects/Nursing considerations seizures, dizziness, headache, aseptic meningitis (IV), encephalopathy (IV), optic neuropathy, tearing (topical only), abdominal pain, anorexia, nausea, diarrhea, dry mouth, furry tongue, glossitis, unpleasant taste, vomiting, STEVENS-JOHNSON SYNDROME, rash, urticaria, topical only—burning, mild dryness, skin irritation, transient redness, leukopenia, phlebitis at IV site, peripheral neuropathy

	

	Name TiZANidine
	Concentration 4mg/tab
	Dosage Amount 4 mg

	Route PO Tablet
	Frequency 4 mg/BID

	Pharmaceutical class adrenergics
	Hospital       

	Indication Increased muscle tone associated with spasticity due to multiple sclerosis or spinal cord injury.

	Side effects/Nursing considerations anxiety, depression, dizziness, sedation, weakness, dyskinesia, hallucinations, nervousness, blurred vision, pharyngitis, rhinitis, hypotension, bradycardia, abdominal pain, diarrhea, dry mouth, dyspepsia, constipation, hepatocellular injury, increased liver enzymes, vomiting, urinary frequency, rash, skin ulcers, sweating, back pain, myasthenia, paresthesia, fever, speech disorder.

	

	Name VANCOmycin
	Concentration 1 GM 
	Dosage Amount 1 GM

	Route IV
	Frequency 1 GM/Q24H

	Pharmaceutical class anti-infectives
	Hospital

	Indication treatment of potentially life-threatening infections when less toxic anti-infectives are contraindicated; Particularly useful in staphylococcal infections

	Side effects/Nursing considerations Ototoxicity, hypotension, nausea, vomiting, nephrotoxicity, rashes, eosinophilia, leukopenia, phlebitis, back and neck pain


	Name Warfarin
	Concentration 5mg/tab
	Dosage Amount 5 mg

	Route PO Tablet
	Frequency 5 mg/daily

	Pharmaceutical class anti-coagulant
	Hospital

	Indication Prophylaxis and treatment of: Venous thrombosis, Pulmonary embolism, Atrial fibrillation with embolization.

	Side effects/Nursing considerations cramps, nausea, dermal necrosis, bleeding, fever.


	Name HYDROmorphone
	Concentration 4mg/tab
	Dosage Amount 8 mg

	Route PO Tablet
	Frequency 8mg/Q8H

	Pharmaceutical class opioid agonists
	Hospital

	Indication Moderate to severe pain (alone and in combination with non-opioid analgesics); extended release product for opioid-tolerant patients requiring around-the-clock management of persistent pain.

	Side effects/Nursing considerations confusion, sedation, dizziness, dysphoria, euphoria, floating feeling, hallucinations, headache, unusual dreams, blurred vision, diplopia, miosis, respiratory depression, hypotension, bradycardia, constipation, dry mouth, nausea, vomiting, urinary retention, flushing, sweating, physical dependence, psychological dependence, tolerance 


	Name Acetaminophen
	Concentration 325mg/tab
	Dosage Amount 650 mg

	Route PO Tablet
	Frequency 650mg/Q4H

	Pharmaceutical class analgesics 
	Hospital 

	Indication Relieve mild to moderate pain from headaches, muscle aches, menstrual periods, colds and sore throats, toothaches, backaches, and reactions to vaccinations (shots), and to reduce fever.

	Side effects/Nursing considerations rash, hives, itching, swelling of the face, throat, tongue, lips, eyes, hands, feet, ankles, or lower legs, hoarseness, difficulty breathing or swallowing


	Name diphenhydrAMINE
	Concentration 50mg/ml INJ
	Dosage Amount 25 mg

	Route IV Push
	Frequency 25mg/Q6H

	Pharmaceutical class anti-histamine
	Hospital       

	Indication Relief of allergic symptoms caused by histamine release including: Anaphylaxis, Seasonal and perennial allergic rhinitis, Allergic dermatoses.

	Side effects/Nursing considerations drowsiness, dizziness, headache, paradoxical excitation (increased in children), blurred vision, tinnitus, hypotension, palpitations, anorexia, dry mouth, constipation, nausea, dysuria, frequency, urinary retention, photosensitivity, chest tightness, thickened bronchial secretions, wheezing, pain at IM site.


	( 4 NUTRITION:  (Include: type of diet, 24 HR average home diet, 24 HR diet recall, your nutritional analysis)

	Diet ordered in hospital?   Heart Healthy Diet                      
	Analysis of home diet (Compare to food pyramid and 

	
	Consider co-morbidities and cultural considerations):

	Diet pt follows at home? Diabetic Diet
	

	Breakfast: Eggs, toast, cereal and milk, Juices like Orange Juice or Grape Juice
	Based on patient’s average home diet, she is not getting enough variations of foods in her diet. There aren’t enough 

	
	servings of vegetables in patient’s meals and there is an 

	Lunch: Sandwiches like a BLT or even a Peanut butter and Jelly Sandwich
	excessive amount of snack foods that may lead to co-morbidities and other diseases. Since patient is obese, 

	
	patient should try and incorporate more types of foods that 

	Dinner: Meat and a Starch, sometimes vegetables
	will help her live a healthy life-style such as increasing the 

	
	amounts of vegetables with dinner or eating less unhealthy 

	Snacks: Cookies, chips, ice cream, Popcorn, Trail Mix, candy
	snacks and swopping with servings of fruits or maybe even a yogurt.

	
	

	

	

(2 COPING ASSESSMENT/SUPPORT SYSTEM: (these are prompts designed to help guide your discussion)

	Who helps you when you are ill?---- My daughter and special services like VaCare.

	

	How do you generally cope with stress? or What do you do when you are upset?----

	“I like to play with my cats and sometimes I watch TV and get lost in it.”

	

	

	

	Recent difficulties (Feelings of depression, anxiety, being overwhelmed, relationships, friends, social life) --- NO. 

	

	

	+2 DOMESTIC VIOLENCE ASSESSMENT 
Consider beginning with: “Unfortunately many, children, as well as adult women and men have been or currently are unsafe in their relationships in their homes. I am going to ask some questions that help me to make sure that you are safe.”

Have you ever felt unsafe in a close relationship? __NO________________________________________________

Have you ever been talked down to? Yes; Ex-Husband Have you ever been hit punched or slapped?  __Yes;_Ex-husband_

Have you been emotionally or physically harmed in other ways by a person in a close relationship with you? 
____By my ex-husband__ If yes, have you sought help for this?  _Yes; Went to court and had a restraining order placed__
Are you currently in a safe relationship? Currently not in a relationship

	

	

	( 5 DEVELOPMENTAL CONSIDERATIONS:

	Erikson’s stage of psychosocial development:  FORMCHECKBOX 
Trust vs.  FORMCHECKBOX 
Mistrust      FORMCHECKBOX 
Autonomy vs.  FORMCHECKBOX 
Doubt & Shame    FORMCHECKBOX 
Initiative vs.  FORMCHECKBOX 
Guilt     FORMCHECKBOX 
Industry vs.  FORMCHECKBOX 
Inferiority    FORMCHECKBOX 
Identity vs.  FORMCHECKBOX 
Role Confusion/Diffusion    FORMCHECKBOX 
Intimacy vs.  FORMCHECKBOX 
Isolation   FORMCHECKBOX 
Generativity vs.  FORMCHECKBOX 
Self absorption/Stagnation    X Ego Integrity vs. X Despair

	Give the textbook definition of both parts of Erickson’s developmental stage for your patient’s age group: This stage occurs during late adulthood from age 65 through the end of life. Erikson proposes that this stage begins when the individual experiences a sense of mortality. This may be in response to retirement, the death of a spouse or close friends, or may simply result from changing social roles. No matter what the cause, this sense of mortality precipitates the final life crisis. The final life crisis manifests itself as a review of the individual’s life-career. Individuals review their life-career to determine if it was a success or failure. According to Erikson, this reminiscence or introspection is most productive when experienced with significant others. The outcome of this life-career reminiscence can be either positive or negative. Ego integrity is the result of the positive resolution of the final life crisis. Ego integrity is viewed as the key to harmonious personality development; the individual views their whole of life with satisfaction and contentment. The ego quality that emerges from a positive resolution is wisdom. Conversely, despair is the result of the negative resolution or lack of resolution of the final life crisis. This negative resolution manifests itself as a fear of death, a sense that life is too short, and depression. Despair is the last element in Erikson's theory.

	

	McLeod, S. A. (2008). Erik Erikson | Psychosocial Stages. Retrieved from http://www.simplypsychology.org/Erik-Erikson.html

	

	Describe the characteristics that the patient exhibits that led you to your determination:/ Describe what impact of disease/condition or hospitalization has had on your patient’s developmental stage of life: Patient is a 65 year old retired female who isn’t ready to pass away yet. I believe she is a risk for despair. Patient realizes that her health isn’t the best it could be and wants to get better. She isn’t ready to die yet and still wants to be there for her grandchildren. She realizes this with the recent death of her mother. Her death has created a significant amount of stress in her life and she feels that she still has a purpose of being here. She wants to take control of her life and feels like she still has a chance. Patient is aware that if she doesn’t, they death will occur. 



	+3Cultural Assessment: 

	“What do you think is the cause of your illness?” Patient stated that being overweight has an affect on illness.

	

	

	

	What does your illness mean to you? Patients stated, “I am vulnerable to certain other conditions.”

	

	

	

	+3 Sexuality Assessment: (the following prompts may help to guide your discussion)

	Consider beginning with:  “I am asking about your sexual history in order to obtain information that will screen for possible sexual health problems, these are usually related to either infection, changes with aging and/or quality of life.  All of these questions are confidential and protected in your medical record”

	

	Have you ever been sexually active?_____YES_________________________________________________________
 Do you prefer women, men or both genders? _Men_______________________________________________________
Are you aware of ever having a sexually transmitted infection? ____YES______________________________________ 
Have you or a partner ever had an abnormal pap smear?___NO_____________________________________________ Have you or your partner received the Gardasil (HPV) vaccination? ___NO____________________________________
 
Are you currently sexually active?   __NO______________________When sexually active, what measures do you take to prevent acquiring a sexually transmitted disease or an unintended pregnancy?  __________________________________

How long have you been with your current partner?___No current partner but 19 years with Ex-Husband__________
Have any medical or surgical conditions changed your ability to have sexual activity?  ____NO___________________

Do you have any concerns about sexual health or how to prevent sexually transmitted disease or unintended pregnancy?

NO


	+3 Smoking, Chemical use, Occupational/Environmental Exposures:

	1.  Does the patient currently, or has he/she ever smoked or used chewing tobacco?          Yes            X    No

	     If so, what? 
	How much?
	For how many years?

	
	
	(age          thru                   )

	
	
	

	
	
	If applicable, when did the patient quit?

	
	
	

	Does anyone in the patient’s household smoke tobacco?  If so, what, and how much?
	Has the patient ever tried to quit?

	NO

	

	2.  Does the patient drink alcohol or has he/she ever drank alcohol?     X    Yes          No

	     What?
	How much?
	For how many years?

	Wine/Beer
	1-2 cups/month
	(age   20       thru       present   )

	
	
	

	     If applicable, when did the patient quit?
	
	

	

	

	3.  Has the patient ever used street drugs such as marijuana, cocaine, heroin, or other?      X  Yes     No

	     If so, what?

	Marijuana
	How much? 
	For how many years?

	LSD
	Patient doesn’t remember but only for one summer
	Summer of 1969

	
	
	

	     Is the patient currently using these drugs?    Yes    X  No
	If not, when did he/she quit?
	

	
	
	

	
	
	

	4.  Have you ever, or are you currently exposed to any occupational or environmental Hazards/Risks   X   no

	

	

	

	

	

	

	

	

	


 Review of Systems (TO BE USED FOR DATA COLLECTION ONLY)

	General Constitution
	Gastrointestinal
	Immunologic

	 FORMCHECKBOX 
 Recent weight loss or gain
	X  Nausea, vomiting, or diarrhea
	 FORMCHECKBOX 
 Chills with severe shaking

	Integumentary
	 FORMCHECKBOX 
 Constipation         FORMCHECKBOX 
 Irritable Bowel
	 FORMCHECKBOX 
 Night sweats

	 FORMCHECKBOX 
 Changes in appearance of skin
	 FORMCHECKBOX 
 GERD                   FORMCHECKBOX 
 Cholecystitis
	 FORMCHECKBOX 
 Fever

	 FORMCHECKBOX 
 Problems with nails
	 FORMCHECKBOX 
 Indigestion            FORMCHECKBOX 
 Gastritis / Ulcers
	 FORMCHECKBOX 
 HIV or AIDS

	 FORMCHECKBOX 
 Dandruff
	 FORMCHECKBOX 
 Hemorrhoids        X  Blood in the stool
	 FORMCHECKBOX 
 Lupus

	 FORMCHECKBOX 
 Psoriasis
	 FORMCHECKBOX 
 Yellow jaundice    FORMCHECKBOX 
 Hepatitis
	X   Rheumatoid Arthritis

	 FORMCHECKBOX 
 Hives or rashes
	 FORMCHECKBOX 
 Pancreatitis
	 FORMCHECKBOX 
 Sarcoidosis

	 FORMCHECKBOX 
 Skin infections
	 FORMCHECKBOX 
 Colitis
	 FORMCHECKBOX 
 Tumor

	X   Use of sunscreen           SPF: max 30
	 FORMCHECKBOX 
 Diverticulitis
	 FORMCHECKBOX 
 Life threatening allergic reaction

	Bathing routine: Once a day typically at night
	 FORMCHECKBOX 
Appendicitis
	 FORMCHECKBOX 
 Enlarged lymph nodes

	Other:
	 FORMCHECKBOX 
 Abdominal Abscess
	Other:

	
	 FORMCHECKBOX 
 Last colonoscopy? 5 years ago
	

	HEENT
	Other:
	Hematologic/Oncologic

	 FORMCHECKBOX 
 Difficulty seeing 
	Genitourinary
	 FORMCHECKBOX 
 Anemia

	 FORMCHECKBOX 
 Cataracts or Glaucoma
	 FORMCHECKBOX 
 nocturia
	 FORMCHECKBOX 
 Bleeds easily

	 FORMCHECKBOX 
 Difficulty hearing 
	 FORMCHECKBOX 
 dysuria
	X   Bruises easily

	 FORMCHECKBOX 
 Ear infections
	 FORMCHECKBOX 
 hematuria
	 FORMCHECKBOX 
 Cancer

	 FORMCHECKBOX 
 Sinus pain or infections
	 FORMCHECKBOX 
 polyuria
	X   Blood Transfusions-2 UNITS 10/23/12

	 FORMCHECKBOX 
Nose bleeds 
	 FORMCHECKBOX 
 kidney stones
	Blood type if known: A POSTIVE

	 FORMCHECKBOX 
 Post-nasal drip
	Normal frequency of urination:   4-5x/day
	Other:

	 FORMCHECKBOX 
 Oral/pharyngeal infection
	 FORMCHECKBOX 
 Bladder or kidney infections 
	

	 FORMCHECKBOX 
 Dental problems
	
	Metabolic/Endocrine

	X  Routine brushing of teeth  1x/day
	
	 FORMCHECKBOX 
 Diabetes        Type:

	X Routine dentist visits           2x/year
	
	 FORMCHECKBOX 
 Hypothyroid /Hyperthyroid

	 FORMCHECKBOX 
Vision screening
	
	 FORMCHECKBOX 
 Intolerance to hot or cold

	Other:
	
	 FORMCHECKBOX 
 Osteoporosis

	
	
	Other:

	Pulmonary
	
	

	X   Difficulty Breathing
	
	Central Nervous System

	X   Cough - dry   
	Women Only
	 FORMCHECKBOX 
 CVA

	X   Asthma
	 FORMCHECKBOX 
 Infection of the female genitalia
	 FORMCHECKBOX 
 Dizziness 

	 FORMCHECKBOX 
 Bronchitis
	 FORMCHECKBOX 
 Monthly self breast exam
	 FORMCHECKBOX 
 Severe Headaches

	 FORMCHECKBOX 
 Emphysema
	 FORMCHECKBOX 
 Frequency of pap/pelvic exam
	 FORMCHECKBOX 
 Migraines

	 FORMCHECKBOX 
 Pneumonia
	     Date of last gyn exam? Feb 2012
	 FORMCHECKBOX 
 Seizures

	 FORMCHECKBOX 
 Tuberculosis
	X menstrual cycle        absent
	 FORMCHECKBOX 
 Ticks or Tremors

	 FORMCHECKBOX 
 Environmental allergies
	X menarche            age?  14
	 FORMCHECKBOX 
 Encephalitis

	 FORMCHECKBOX 
last CXR?  JAN 2012
	X menopause          age?   44
	 FORMCHECKBOX 
 Meningitis

	Other:
	Date of last Mammogram &Result: Apr 2012-negative
	Other:

	
	Date of DEXA Bone Density & Result:No
	

	Cardiovascular
	Men Only
	Mental Illness

	X   Hypertension
	 FORMCHECKBOX 
 Infection of male genitalia/prostate? 
	 FORMCHECKBOX 
 Depression

	 FORMCHECKBOX 
 Hyperlipidemia
	 FORMCHECKBOX 
 Frequency of prostate exam?
	 FORMCHECKBOX 
 Schizophrenia

	 FORMCHECKBOX 
 Chest pain / Angina
	     Date of last prostate exam?
	 FORMCHECKBOX 
 Anxiety

	 FORMCHECKBOX 
Myocardial Infarction
	 FORMCHECKBOX 
 BPH
	 FORMCHECKBOX 
 Bipolar

	 FORMCHECKBOX 
 CAD/PVD
	 FORMCHECKBOX 
Urinary Retention
	Other:

	 FORMCHECKBOX 
CHF
	Musculoskeletal
	

	 FORMCHECKBOX 
Murmur
	 FORMCHECKBOX 
 Injuries or Fractures
	Childhood Diseases

	 FORMCHECKBOX 
 Thrombus
	 FORMCHECKBOX 
 Weakness
	 FORMCHECKBOX 
 Measles

	 FORMCHECKBOX 
Rheumatic Fever
	 FORMCHECKBOX 
 Pain
	 FORMCHECKBOX 
 Mumps

	 FORMCHECKBOX 
 Myocarditis 
	 FORMCHECKBOX 
 Gout
	 FORMCHECKBOX 
 Polio

	 FORMCHECKBOX 
 Arrhythmias
	 FORMCHECKBOX 
 Osteomyelitis
	 FORMCHECKBOX 
 Scarlet Fever

	 FORMCHECKBOX 
 Last EKG screening,when?Not had one
	 FORMCHECKBOX 
Arthritis
	X  Chicken Pox

	Other:
	Other:
	Other:


	+10 REVIEW OF SYSTEMS: (Include health promotion/maintenance activities)

	General Overall Health Status: Denies any previous weight gain or loss, fatigue, weakness, fever, chills, and sweats or night sweats.  Bathes every day. 



	

	Integumentary: Denies any history of skin disease, pigment changes, mole changes, rashes, dry skin, or lesions. Patient states that she does bruise easily.  Denies any changes in nail shape, color, or brittleness.  Denies any recent hair loss or change in textures.  When outside in the sun, patient wears sunscreen at a SPF of no more than 30.



	

	

	

	HEENT: Denies frequent or severe headaches, or head injury.  Denies difficulty with eye pain, diplopia, redness, swelling, or discharge from eyes, glaucoma, or cataracts.  Seen an optometrist April 2012 and does not wear glasses.  During her visit with the optometrist a glaucoma test was performed and it was negative. Denies any hearing loss, earaches, infections, tinnitus, or discharge from the ears.  Denies any nasal or sinus discharge, frequent or severe colds, any sinus pain, nasal obstruction, nosebleeds, or change in sense of smell.  Denies mouth or throat pain, frequent sore throats, bleeding gums, toothaches, mouth lesions, dysphagia, hoarseness, or altered taste.  Denies a history of tonsillitis.  Sees a dentist regularly twice a year.  Brushes teeth every day.  Denies any neck pain, limited back motion, lumps, enlarged or tender nodes, or goiter.



	

	

	Pulmonary: Denies any history of lung disease, sputum, hemoptysis, pain with breathing, or toxin/pollution exposure.  Patient usually experiences mild shortness of breath when walking or excessive moving. Patient has a dry cough. Patient reported she had pneumonia this year in January and was hospitalized for it. Last CXR was in January of 2012.  Last mammogram was April 2012 and was negative. 



	

	

	

	Cardiovascular: Denies precordial pain, cyanosis, orthopenia, paroxysmal nocturnal dyspnea, edema, and history of heart murmur, hypertension, or CAD.  Patient visited family practitioner day she was admitted to hospital.  Denies discoloration of the hands but has slight discoloration of feet, denies varicose veins, intermittent claudication, thrombophlebitis, or ulcers.  Denies experiencing coldness, numbness, and tingling in hands and sometimes feels numbness and tingling in feet.  Does not wear support hose. Has not had an EKG. Patient reports she has been diagnosed with Hypertension.


	

	

	

	

	

	


	10 REVIEW OF SYSTEMS: (continued)

	GI: Occasionally has had constipation.  Denies dysphagia, heartburn, indigestion, abdominal pain, pyrosis, polydipsia or flatulence.  Patient complains of a two history of polydipsia and nausea. Patient stated she was coughing up blood, had rectal bleeding, and has had diarrhea for the past two days. Colonoscopy performed five years ago which was negative for colon cancer.



	

	

	GU: Patient denies urinary frequency, dysuria, oliguria, hesitancy, straining, narrowed stream, incontinence, polyuria,nocturia, history of urinary disease, or pain in flank, groin or suprapubic region. Urine is generally “light yellow” in color. She denies current sexual activity, or contact with any STDs.  Menarche occurred around the age of fourteen. She denies any vaginal itching, yeast infections, or discharge. Last Pap smear was September of 2011.



	

	

	

	

	Musculoskeletal: Denies history of gout, deformity, limited range of motion, or crepitus.  Denies muscle pain, cramps, weakness, gait problems, or coordination problems. Has not had a DEXA scan.


	

	

	

	

	Neurological/ Endocrine: Denies history of seizures, stroke, fainting, or blackouts.  Denies any muscle weakness, tics, tremors, paralysis, or coordination problems.  Has some tingling and numbness when she has edema in lower extremities.  Denies any cognitive disorders, any hallucinations, thyroid problems, and hot/cold intolerance.  See a little change in skin pigmentation of lower extremities, has excessive swelling now and once before. Denies nervousness, tremors, or need for hormone therapy



	

	

	

	

	Hematologic: Denies bleeding of skin or mucous membranes, lymph node swelling, or exposure toxic radiation. States she bruises easily and received 2 units of blood 10/23/2012 due to low hemoglobin level.



	

	

	

	

	

	


	PHYSICAL EXAMINATION(TO BE USED FOR DATA COLLECTION ONLY)

	Orientation and level of Consciousness: A&O x3

	General Survey: Pt is well developed 65 year old female who is obese with no visible signs of distress.
	Height: 165 cm
	[image: image3.jpg]


Weight: 134 kg    BMI:49.22
	Pain: (include rating & location)

6 out of 10 in both lower extremities

	
	Pulse: 78
	Blood

Pressure: left arm 159/74
(include location)
	

	Temperature: (route taken?)

Oral-98.3
	Respirations: 20
	
	

	
	SpO2  93%
	Is the patient on Room Air or O2: Nasal Canula 2 Liters

	Overall Appearance: [Dress/grooming/physical handicaps/eye contact]

	X clean, hair combed, dress appropriate for setting and temperature, maintains eye contact, no obvious handicaps

	

	

	Overall Behavior: [e.g.: appropriate/restless/odd mannerisms/agitated/lethargic/other]

	 FORMCHECKBOX 
 awake, calm, relaxed, interacts well with others, judgment intact ---- sleep apnea so kept dozing off

	

	Speech: [e.g.: clear/mumbles /rapid /slurred/silent/other]

	X clear, crisp diction

	

	Mood and Affect: X pleasant     X cooperative       FORMCHECKBOX 
 cheerful        X talkative         FORMCHECKBOX 
 quiet         FORMCHECKBOX 
 boisterous         FORMCHECKBOX 
 flat

	 FORMCHECKBOX 
 apathetic    FORMCHECKBOX 
 bizarre      FORMCHECKBOX 
 agitated        FORMCHECKBOX 
anxious       FORMCHECKBOX 
tearful       FORMCHECKBOX 
withdrawn      FORMCHECKBOX 
aggressive     FORMCHECKBOX 
hostile     FORMCHECKBOX 
loud         

	Other:

	Integumentary
	[image: image4.emf]8











	X Skin is warm, dry, and intact
	

	X Skin turgor elastic
	

	X No rashes, lesions, or deformities
	

	X Nails without clubbing
	

	X Capillary refill < 3 seconds
	

	X Hair evenly distributed, clean, without vermin 
	

	
	

	
	

	
	

	
	

	X Central access device    Type:   PICC                   Location:       Right Basalic Vein        Date inserted:    10/20/2012           

	          X no redness, edema, or discharge

	          Fluids infusing?   X no      FORMCHECKBOX 
 yes - what?

	 FORMCHECKBOX 
 Peripheral IV site     Type:                                    Location:                                 Date inserted:                     

	           FORMCHECKBOX 
 no redness, edema, or discharge

	          Fluids infusing?    FORMCHECKBOX 
 no      FORMCHECKBOX 
 yes - what?

	HEENT: X Facial features symmetric    X No pain in sinus region  X No pain, clicking of TMJ    X Trachea midline

	X Thyroid not enlarged       X No palpable lymph nodes      X sclera white and conjunctiva clear; without discharge   

	X Eyebrows, eyelids, orbital area, eyelashes, and lacrimal glands symmetric without edema or tenderness     

	Functional vision: right eye -            left eye -          FORMCHECKBOX 
 without corrective lenses     
	right eye -               left eye -             FORMCHECKBOX 
 with corrective lenses

	Functional vision both eyes together:  FORMCHECKBOX 
 with corrective lenses or  FORMCHECKBOX 
 NA

**Test for the eyes to check for visual acuity. Usually would use a Rosenbaum chart to test visual acuity.**

	X PERRLA  pupil size    /     mm    X Peripheral vision intact     X EOM intact through 6 cardinal fields without nystagmus

	X Ears symmetric without lesions or discharge     X  Whisper test heard

	 FORMCHECKBOX 
 Weber test, heard equally both ears             Rinne test, air          time(s) longer than bone     **would use a tuning fork to test for bone conduction and air conduction.

	X Nose without lesions or discharge   X Lips, buccal mucosa, floor of mouth, & tongue pink & moist without lesions

	Dentition:

	Comments:

	


	Pulmonary/Thorax: X Respirations regular and unlabored       FORMCHECKBOX 
Transverse to AP ratio 2:1   X Chest expansion symmetric         

	
	
	X Lungs clear to auscultation in all fields without adventitious sounds

	
	CL – Clear
	 FORMCHECKBOX 
Percussion resonant throughout all lung fields, dull towards posterior bases    

	
	WH – Wheezes
	X Tactile fremitus bilaterally equal without overt vibration

	
	CR - Crackles
	 FORMCHECKBOX 
Sputum production:     thick     thin           Amount:    scant    small     moderate    large    

	
	RH – Rhonchi
	   Color:  white      pale yellow     yellow   dark yellow   green     gray     light tan   brown    red

	
	D – Diminished 
	

	
	S – Stridor 
	

	
	Ab - Absent
	

	
	
	

	
	
	


	Cardiovascular: X No lifts, heaves, or thrills     PMI felt at: 5th ICS Mid-Clavicular line

	Heart sounds:   S1 S2     X Regular        Irregular            X  No murmurs, clicks, or adventitious heart sounds          X No JVD

	Rhythm (for patients with ECG tracing – tape 6 second strip below and analyze)

	 FORMCHECKBOX 
 Calf pain bilaterally negative      X Pulses bilaterally equal [rating scale: 0-absent, 1-barely palpable, 2-weak, 3-normal, 4-bounding] 3+

	Apical pulse:      3+    Carotid:   3+     Brachial:     3+    Radial:  3+      Femoral:   3+      Popliteal:    2+     DP: 2+     PT: 2+     

	X No temporal or carotid bruits        Edema:   2+                    [rating scale:  0-none,  +1 (1-2mm),  +2 (3-4mm),   +3 (5-6mm),    +4(7-8mm) ]

	Location of edema:  Both lower extremities      2+    pitting        

	X  Extremities warm with capillary refill less than 3 seconds

	

	

	

	

	

	GI/GU:  X  Bowel sounds active x 4 quadrants; no bruits auscultated         X No organomegaly         Liver span      7    cm

	X  Percussion dull over liver and spleen and tympanic over stomach and intestine         X Abdomen non-tender to palpation

	Urine output:   X Clear      FORMCHECKBOX 
Cloudy          Color:  Light yellow                    Previous 24 hour output:              mLs  N/A

	 FORMCHECKBOX 
Foley Catheter     FORMCHECKBOX 
Urinal or Bedpan      FORMCHECKBOX 
Bathroom Privileges    without assistance     or       X  with assistance

	X  CVA punch without rebound tenderness     

	Last BM: (date   10    /    24  /   2012    )         Formed       Semi-formed        Unformed      Soft        Hard       X Liquid      Watery          

	Color:  X Light brown        Medium Brown         Dark Brown           Yellow        Green          White       Coffee Ground          Maroon          Bright Red  

	Hemoccult positive / negative

	Genitalia:  X Clean, moist, without discharge, lesions or odor       FORMCHECKBOX 
Not assessed, patient alert, oriented, denies problems

	 Other – Describe:

	

	


	Musculoskeletal: X Full ROM intact in all extremities without crepitus 

	X Strength bilaterally equal at  ___5____ in UE   &   __4_____ in LE     

[rating scale: 0-absent, 1-trace, 2-not against gravity, 3-against gravity but not against resistance, 4-against some resistance, 5-against full resistance]

	X vertebral column without kyphosis or scoliosis

	X Neurovascular status intact: peripheral pulses palpable, no pain, pallor, paralysis or parathesias

	

	

	

	Neurological: X  Patient awake, alert, oriented to person, place, time, and date     FORMCHECKBOX 
Confused; if confused attach mini mental exam

	X CN 2-12 grossly intact               X Sensation intact to touch, pain, and vibration          FORMCHECKBOX 
Romberg’s Negative   *** -(have not learned how to do this)a person requires at least two of the three following senses to maintain balance while standing: proprioception (the ability to know one's body in space); vestibular function (the ability to know one's head position in space); and vision (which can be used to monitor changes in body position)*** 

	 FORMCHECKBOX 
Stereognosis, graphesthesia, and proprioception intact  **-(have not learned how to do this) pt would hold out hand with eyes closed and would be able to recognize the object placed in hand***  
 FORMCHECKBOX 
Gait smooth, regular with symmetric length of the stride

	DTR: [rating scale:  0-absent, +1 sluggish/diminished,  +2 active/expected,  +3 slightly hyperactive,  +4 Hyperactive, with intermittent or transient clonus]

	Triceps:            Biceps:             Brachioradial:             Patellar:            Achilles:             Ankle clonus:  positive    negative   Babinski:   positive    negative       

	***DTR=deep tendon reflex-(have not learned how to do this)- tapping of the muscle and it should  contract****

	

	

	


	+10 PHYSICAL EXAMINATION:

	Orientation and level of Consciousness: A&O x3

	General Survey: Pt is well developed 65 year old female who is obese with no visible signs of distress.
	Height: 165 cm
	Weight:134 kg    BMI: 49.22
	Pain: 6 out of 10 in both lower extremities

	
	
	Blood

Pressure: Left arm 159/74
	

	Temperature: Oral-98.3
	Pulse:  78
	
	

	(route taken?)
	Respirations 20
	SpO2  93%
	On Room Air or O2: Nasal Canula 2 Liters

	Overall Appearance: [Dress/grooming/physical handicaps/eye contact]

	Patient was sitting erect on bed comfortably and relaxed with voluntary movement.  Patient maintained good eye contact and there were no apparent physical handicaps. Hair was clean, combed, dressed appropriate for setting and temperature. Patient is alert and oriented to person, place, and time.  She responds appropriately to questions.  She could spell “shoe” backwards. She knew where she was and our current president.   



	Overall Behavior: [e.g.: appropriate/restless/odd mannerisms/agitated/lethargic/other]

	Patient was appropriate, cooperative, and polite throughout the examination. Patient has sleep apnea so kept dozing off but was answering each question in a timely matter. 


	Speech: [e.g.: clear/mumbles /rapid /slurred/silent/other]

	Clear with an appropriate pace.

	

	Mood and Affect: [e.g.: appropriate/apathetic/bizarre/agitated/other]

	Mood was pleasant, cooperative, and patient was talkative.

	Integumentary Skin is warm to touch.  Hair 

Distribution is even with no alopecia.

There is no clubbing noted.  Capillary

Refill is less than 3 seconds, and 

Skin turgor is elastic without tenting. Edema in both lower extremities noted. Lesion/Ulcer in left lower extremity.
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	HEENT: Head is normocephalic with no lumps, lesions, and tenderness.  The face is symmetric with no weakness or involuntary movements.  No pain in sinus regions. Brows and lashes are present.  There is no ptosis.  The eyes have visual fields intact by confrontation.  EOMs are intact.  The conjunctivae are clear with white sclera and no lesions.  PERRLA. The thyroid and lymph nodes were not palpable.  There was no ear pain with palpation. Neck has full range of motion and is supple with no pain, lesions, or masses.  The trachea is midline.  Carotid and temporal arteries are 2+ with no bruits bilaterally.  No JVD noted.  Nose has no deformities. The mouth has pink mucosa with no lesions or masses.  All teeth are present.  Tongue protrudes midline and patient can clench teeth.  Throat has pink mucosa with no lesions present.  Uvula raises midline. 



	Pulmonary: Respirations are regular and unlabored. Chest expansion symmetric. Lung sounds are clear to auscultation in all fields anteriorly, posteriorly, and laterally without adventitious sounds
Cardiovascular: Chest shape is symmetrical with downward sloping ribs.  Scapulas are symmetrical.  The lungs are clear with no adventitious sounds. Respirations are automatic, effortless, regular, and even.  Chest has symmetrical expansion.  AP lateral ratio is 2:1.  Heart has no audible murmurs.  Apical pulse is palpable at the left 5th intercostal space. There are no heaves, lifts, or thrills noted.  S1 and S2 are audible with no murmurs.

GI/ GU: Abdomen is flat and symmetrical with no apparent masses.  Bowel sounds are present in all four quadrants. There are no palpable masses, no organmegally, and no tenderness with palpation. Bathroom privledges are with assistance. Last bowel movement was on 10/24/2012 and was a diarrheal liquid movement. Patient noted there was some rectal bleeding. 

Musculoskeletal: Capillary refill is prompt less than three seconds.  Skin temperature is warm to touch.  Pulses are 2+ at radial and dorsalis pedis bilaterally.  There is no swelling in any of the joints.  There is full ROM in all joints with no pain or crepitus. Strength in UE is a 5+ and 4+ in LE bilaterally. Neurovascular status intact and peripheral pulses palpable, pallor, paralysis or parathesias. Pain and edema in LE. Abscess in left, anterior, lower extremity. Drainage is yellow and scant.
PHYSICAL EXAMINATION: (continued)
Neurological: Patient is awake, alert, and oriented to person, place, time, and date. Cranial nerves two through 12 are intact. (the other exams in this section, we have not learned how to do. I have explained them in the data collection section above)


	

	

	

	+10 PERTINENT LAB VALUES AND DIAGNOSTIC TEST RESULTS: (include rationale and analysis)
HGB: 9.8- Normal: 12-16g/dL; Low HGB level of 8.9 so blood transfusion was given and level raised to 9.8
HCT:30.9-Normal: 38-47%; Low HCT Level
MCV: 89-Normal: 76-100 mm3; Within Normal Range
WBC: 8.6-Normal: 5000-10,000 mm3; Within Normal Range
PLT: 213- Normal: 150,000-450,000 mm3; Within Normal Range

Neutrophils: 57-Normal: 54-75%; Within Normal Range

Na: 143- Normal:1.35-1.45 mEq/L; Within Normal Range
K: 3.7- Normal: 3.5-5.0 mEq/L; Within Normal Range

Cl: 103- Normal:95-105; Within Normal Range

Creatine: 0.9-Normal <5% in MI; Within Normal Range
Gluc: 117-Normal 65-99 mg/dL; High glucose level-diabetic and takes metFORMIN
Ca: 8.2-Normal 9-11 mg/dL; Within Normal Range
Tot BILI: 0.3-Normal 0.3-1.2 mg/dL; Within Normal Range
Albumin: 2.9-Normal 4-6 g/dL; Low Albumin Level
Although many of the lab values are within range for this patient, I would want to pay closer attention to hemogloblin levels, white blood count levels, electrolyte levels, and glucose levels. Hemoglobin levels were low so the patient had a blood transfusion, so I would want to make sure the levels came up instead of kept coming down after the infusion. The patient is at risk for infection with the wound on her leg so keeping a close eye on the WBC level would be appropriate. Making sure patient is within range with electrolyte levels, such as Na, K, and Cl, prevents risk factors which may result in paralysis, seizures, cardiac or respiratory arrest and even death if there is an imbalance in electrolytes. 
+2 CURRENT HEALTHCARE TREATMENTS AND PROCEDURES:
Treatment with antibiotics and corticosteriods medication.
Elevation of legs but not beyond the heart. 
Ambulate three times a day



	( 2 Medical Diagnoses 

(as listed on the chart)
	( 8 Nursing Diagnoses

(actual and potential -  listed in order of priority)

	1. Severe Lower Extremity cellulitis
	1.Ineffective peripheral tissue perfusion r/t edema secondary to severe lower extremity cellulitis a.e.b 2+ edema, 1+ dorsalis pedis pulse, and warmth and redness in extremities, and low hemoglobin level.

	
	

	
	

	
	

	2. Abscess of left, anterior, lower leg
	2.Acute pain r/t edema and inflammation of tissues a.e.b patient reported pain level of 6 out of 10. 

	
	

	
	

	
	

	
	

	
	

	3.
	3.Impaired tissue integrity r/t fluid excess and improper wound healing secondary to cellulitis a.e.b edema in lower extremities and oozing wound.

	
	

	
	

	
	

	
	

	
	

	4.
	4.Ineffective health maintenance r/t lack of knowledge regarding prevention of further incidences of infection a.e.b abscess in left, anterior, lower extremity.

	
	

	
	

	
	

	
	

	
	

	5.
	5. Risk for infection r/t improper wound healing a.e.b oozing abscess in left, anterior, lower extremity.

	
	

	
	

	
	

	
	


± 15 for Care Plan

Nursing Diagnosis:  Ineffective peripheral tissue perfusion r/t edema secondary to severe lower extremity cellulitis a.e.b 2+ edema, 1+ dorsalis pedis pulse, and warmth and redness in extremities, and low hemoglobin level.
	Patient Goals/Outcomes
	Nursing Interventions to Achieve Goal
	Rationale for Interventions

Provide References
	Evaluation of Interventions on Day care is Provided

	1. Patient will maintain adequate tissue perfusion as evidenced by palpable peripheral pulses and warm and dry skin throughout length of stay.
	1a. Monitor vital signs. Palpate peripheral pulses, noting strength and equality. Inspect skin color and temperature of skin.
1b. Inspect dressings/drainage device, noting amount and characteristics of drainage.
	These are general indicators of circulatory status and adequacy of perfusion. A drop or rise in the vital signs may indicate perfusion status. A decrease in the strength of pulses may indicate decreased perfusion, which may lead to tissue necrosis. Excessive wound drainage may indicate improper wound healing, which increases chances of infection. 
	Vital sign were within baseline for patient. Skin color was still red and skin was still warm. Would was not draining and had a dressing over it to protect from infections. 

	
	
	
	

	2. ** Patient will be able to verbalize knowledge of treatment regimen, including appropriate exercise and medications and their actions and possible side effects by the end of shift. Patient should also be able to identify changes in lifestyle needed to increase tissue perfusion by end of shift.
	2a. Administer/taking antibiotic/corticosteroids on time
2b. Educate patient on side effects and when to notify prescriber.

2c. Make sure patient understands importance of appropriate exercises to decrease edema and increase tissue perfusion.
	Taking the prescribed medication will help the wound healing and decrease edema in feet. If medicine not taken in timely matter, edema may become worse and cause necrosis of tissues. Educating the client to report symptoms with a change in pain level, difficulty walking, non-healing wounds, change in skin color will decrease chances of blood pooling or necrosis as well.
	Patient understood that taking medication on time will decrease swelling and decrease the chances of inadequate perfusion. Patient understands that ambulating and foot exercises, even foot pumping exercises will help with perfusion. 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	± Discharge Planning: (put a * in front of any pt education in above care plan that you would include for discharge teaching)   **Goal #2**
-Make sure patient understands to call a prescriber if the following occurs:

Vomiting
Fever of 100.4°F (38°C) or higher, or as directed by your healthcare provider

Redness that gets worse in or around the infected area

Swelling of the infected area

Pain that gets worse in or around the infected area

Difficulty or pain when moving the joints above or below the infected area

Discharge or pus draining from the area
-Take the prescribed antibiotic medication given as directed until it is gone. Take it even if you feel better. It treats the infection and stops it from returning. Not taking all of the medication can also make future infections hard to treat
-Keep the infected area clean.

-When possible, raise the infected area above the level of your heart. This helps keep swelling down.

-Take your temperature once a day for a week.

-Wash your hands often to prevent spreading the infection.

Consider the following needs:

□SS Consult 

X Dietary Consult 

□PT/ OT

□Pastoral Care 

□Durable Medical Needs 

X F/U appts 

□Med Instruction/Prescription  

· □ are any of the patient’s medications available at a discount pharmacy? □Yes   □ No   

□Rehab/ HH 

□Palliative Care 
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