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Client Profile


M.J. is a 95-year-old female who was admitted to Altercare of Nobles Pond on 10/07/2009. She was admitted with the diagnosis of debility. Her past occupation was a bookkeeper, and she is a protestant. She has no known allergies, and is on a regular diet, with no salt added, and thin liquids. Her activity level is full weight bearing. Some of her other diagnoses are depressive disorder, venous thrombosis, and infectious diarrhea. It was documented that she had symptoms of lack of coordination, abnormal gait, and was in need for occupational therapy. She had a cholecystectomy in the past. 

The diagnosis of debility or failure to thrive is defined as, “The state in which an individual experiences insidious and progressive physical and psychosocial deterioration characterized by limited coping and diminished resilience”(Lynda J. M., 2008). Some characteristics of this diagnosis are declining physical functioning, declining cognitive functioning, depression, weight loss, social withdrawal, self- care deficit, apathy, and anorexia. To treat this disorder, the patient is advised to go to music, recreation, and reminiscence therapies and as well as, depression and medication therapy (Lynda J. M., 2008). 

The diagnosis of depressive disorder is defined as, “a disturbance of mood, characterized by a full or partial depressive syndrome, or loss of interest or pleasure in usual activities and pastimes with evidence of interference in social/occupational functioning”(Lynda J. M., 2008). Some signs and symptoms of this diagnosis are fatigue, malaise, and decreased energy level, lethargy; sleep disturbances, feelings of worthlessness, morbid sadness, constipation and urinary retention, decreased/increased appetite, irritability, and headaches. To treat depressive disorders you can use a combination of supportive psychotherapy, cognitive-behavioral techniques, and pharmaceutical management (Black & Hawks, 2009, p. 395). 

The disorder venous thrombosis is a blood clot that forms with in a vein. This will then cause thrombophlebitis, which is defined as inflammation of a vein. Some signs and symptoms may be that the patient will report a dull or aching feeling in the limb, swelling or redness may be present, the symptoms are very vague which is why the first sign is usually a PE. To treat venous thrombosis, you would use drug therapy including heparin and warfarin (Lynda J. M., 2008).  

The diagnosis of infectious diarrhea is diarrhea caused by an infection of the digestive system by a bacterium, virus, or parasite that results in frequent bowel motions producing excessive amounts of liquid feces. Some signs and symptoms of infectious diarrhea are cramping, pain, nausea, or vomiting, fever, and patient may develop flu like symptoms. To treat infectious diarrhea the patient needs to rest, and re-hydrate with clear liquids, early fluid and electrolyte replacement is also and important treatment. Can treat with antidiarrheals and anti-infective agents and some anti-biotic (Lynda J. M., 2008). 

The patient’s past surgery, which was a cholecystectomy, is for the treatment of symptomatic gallstones, infection of the gallbladder or biliary ducts, calcified gallbladder, or cancer for trauma. It is the removal of the gallbladder by laparoscopic or abdominal surgery. The information for that procedure was found in Taber’s Dictionary. 

Concept Map

Please refer to attached page 28

Assessment Data

Health perception-health management


The patient’s illnesses and past surgeries have already been discussed above and in the map. M. J. stated that she did not any history of tobacco or alcohol use. M. J. has no known allergies, and the medications she is currently on are all listed on the medication sheet and map. M. J. stated her perception of her health as good, and she does not exercise on a regular basis, or follow a prescribed regimen. M. J. uses a push walker for safety equipment, to mobilize, and her activity level is full weight bearing. I did a Braden scale assessment and her result was 19, so M. J. is not at risk for developing a pressure ulcer. I also did a fall risk assessment and she scored a 10 on the Hendrich II Fall Risk Model so she is a high fall risk patient. M. J. seemed to be a little unsatisfied with her health situation and being in the nursing home seemed to make her even more unsatisfied. 

Nutritional-metabolic


When I asked M. J. about her appetite, she responded in a joking manner saying she was always hungry and needed to gain a few more pounds. She weighs 47.7 kg and her diet is regular no salt added and thin liquids. Her mouth was pink and moist; she stated she had dentures, full uppers, and lowers. Her skin was pink, warm, and dry, and intact with a good turgor. She had an oral temperature of 97.3 degrees Fahrenheit. Patient seemed content about her diet and weight and was light hearted about the subject.

Elimination


Patient stated that her last bowel movement was the day before on 9/7/11. In addition, she stated that she had a bowel movement daily and some diarrhea. Patient stated her urine is usually a clear yellow and she does go frequently, but she sad it always depends on how much she drinks. M. J. is not incontinent, but she did have a straight catheter placed in the past. Patient has a high BUN at 21. Patient didn’t seem too interested in talking about this area, so she was brief in her descriptions. 

Activity/Exercise


M.J. was independent in eating, dressing, toileting, bed mobility, transferring, ambulation, and stairs. She needed assistance with bathing. She also used a walker, her gait was unsteady, and her range of motion was limited. Her pulses were regular, the radial pulses were strong and equal at the rate of 74 beats per minute, and her pedal pulses were weak and equal. Her blood pressure was 110/60 while sitting, her capillary refill was brisk, and skin was warm and pink. Her hair and nails were normal within limits, and all pulses were palpable. Her Oxygen saturation was 97% RA, Respirations were 30 breaths per minute, her lungs were clear, and she reported no pain. Her hand grasp was strong and foot push was strong. Patient seemed content when I asked her about what she could and could not do, even with her daughter in the room with her. 

Sleep-rest


Patient stated she usually sleeps 12 hours per night for 12 consecutive hours, she stated that she felt rested after sleep, and does not awaken in the night, she does not have any medication used for sleep aids, but she stated she says reading helps her prepare for sleep at night. These findings surprised me, I was happy for her, and she seemed very confident and proud of her sleeping pattern.

Cognitive-perceptual


Patient was alert and oriented; her mood was pleasant and happy. Her pupil size 3mm and were brisk. Her reflexes were normal, and her hearing was impaired in her right ear with need of a hearing aid. Her touch and smell were with in limits and normal, and her ability to communicate was clear, but her decision making process was only moderately easy for her to do. M. J. scored a 22 on the mini mental exam and 5 on the depression screening. Therefore, she is indicative of cognition impairment according to the mini mental state examination, and has suggestive depression according to the geriatric depression scale. M. J. did not like the results she got on the depression scale, and the mini mental exam frustrated her when she could not draw the shapes the right way.

Self-perception-self-concept


M.J. appeared calm and verbalized a rating of zero anxiety on a scale of 1-10, her body language was relaxed, and she had good eye contact, she answered questions readily, and her view of her self was overall, positive. She rated the level of control in this situation an 8 out of 10 and her level of assertiveness a 10 out of 10. Patient was adamant in sharing with me that she had control over her situation and that she was very assertive, she looked over at her daughter as if to get an approval.

Role-relationship


M. J. does live alone in her room, and her old home she did as well. I only got to meet her daughter and they didn’t talk about there family that much either. Patent stated that she had no concerns about her illness, and that admission will not cause significant changes in her usual role. Patient stated that she was very active and comfortable in her social activities, and that she participated in bowling, tennis, and she loved going to the beauty pallor, and to read her books. Patient had a good relationship with her daughter. I saw that her daughter enjoyed being there with her mother, but was also very tired and did not put up with her mother saying things that didn’t make sense to her. 

Sexuality-reproduction


Patient stated that she did go through menopause when she was 54, and that is when her last pap smear was as well. Patient seemed content when talking about this section, but she made a joke and said she has been through it all, so whatever silly question I have to just ask, and not be bashful. Patient was not at all uncomfortable talking about this section and even remembered when her last pap smear was. 

Coping-stress tolerance


Patient did not have any signs of stress, and stated that she deals with stress by accepting what she can’t change. She also said she has no serious concerns about her illnesses. I then got to the question about any major losses and she told me her husband just died recently and I asked how recent, and she responded he passed in 1985. Just finding that out by the end of the survey of questions, really seemed to add things up, about her, and why she is the way she is. She seemed content overall, but inside she was definitely struggling with depression about her life situation, and it was showing little by little, as I continued to talk with her. 

Value-belief


Patient stated she was protestant and had no religious practices or restrictions. She seemed very brief and not interested in this section of the survey at all. 

Lab Information and Diagnostic test results

Refer to table with labs on page 12

Medication Information

Refer to table with medications on page 13-27
Care Plan

Nursing Diagnosis: Impaired gas exchange related to impaired pulmonary blood flow AEB… venous thrombosis, minor confusion, diarrhea, O2 Sat 97% RA, BUN 21 High.

Goal: Pt will maintain respiratory status within normal limits during clinical day. 

Interventions: 

1. Monitor vital signs, Note changes in cardiac rhythm.

EBP- Alessandra, Z., Sillia, A., Marilisa, C. (2011). A retrospective study of nursing diagnoses, outcomes, and interventions for patients admitted to a cardiology rehabilitation unit. International Journal of Nursing Terminologies and Classifications. 22(4), 148- 156. 

Rational: Tachycardia, tachypnea, and changes in BP are associated with advancing hypoxemia and acidosis. Rhythm alterations and extra heart sounds may reflect increased cardiac workload related to worsening ventilation imbalance.

2. Assess level of consciousness and evaluate mentation changes.

Rational: Systemic hypoxemia may be demonstrated initially by restlessness and irritability, then by progressively decreased mentation.

3. Assess activity intolerance, such as reports of weakness and fatigue, vital signs changes, or increased dyspnea during exertion. Encourage rest periods, and limit activities to client tolerance.

Rational: These parameters assist in determining client response to resumed activities and abilities to participate in self-care.

Evaluation: Goal met. Pt maintained respiratory status within limits during my clinical day. 

Nursing Diagnosis: Diarrhea related to presence of toxins AEB… frequent and often watery stools.

Goal: Pt will report reduction in frequency of stools and return to more normal stool consistency by end of clinical day.

Interventions: 

1. Observe and record stool frequency, characteristics, amount, and precipitating factors.

Rational: Helps differentiate individual disease and assesses severity of episode.

2. Promote bed rest and provide bedside commode.

Rest decreases intestinal motility and reduces the metabolic rate when infection is a complication.

3. Identify foods and fluids that precipitate diarrhea.

Rational: avoiding intestinal irritants promotes intestinal rest.

Evaluation: Goal not met. Pt reported a reduction in frequency of stools, but did not return to normal consistency by end of clinical shift. 

Nursing Diagnosis: Risk for injury related to lack of coordination AEB… abnormal and unsteady gait, depression, and debility. 

Goal: Pt will be free from injury during clinical day.

Interventions:

1. Assess degree of impairment I ability and competence and presence of impulsive behavior.

Rational: Identifies potential risks in the environment and heightens awareness of risks so caregivers are more alert to dangers.

2. Assist caregivers to identify any risks or potential hazards and visual-perceptual deficits that may be present.

Rational: visual-perceptual deficits increase the risk of falls.

3. Eliminate or minimize identified hazards in the environment.

Rational: A person with cognitive impairment and perceptual disturbances is prone to accidental injury because of the inability to take responsibility for basic safety needs or to evaluate the unforeseen consequences. 

Evaluation: Goal Met. Pt remained injury free throughout the clinical day. 

Source: Doenges, M., E., Moorhouse, M., F., Murr, A., C. (2010).
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