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Assess the physical, biopsychosocial, cultural, spiritual, and environmental elements to improve health in patients and populations. Comprehensive assessment strategies appropriate to evaluate the health of diverse patients across the life span. Analyze assessment data to create health promotion plans for patients and communities. Analyzes evidence from the physical assessment to determine relevant multiple potential diagnoses based on evidence from the physical examination. Analyzes epidemiologic methods to assess the health of communities and populations. Construct strategies to develop disease prevention and control interventions
Marcia’s COPD case study
Marcia is a 63-year-old white female who is being discharged from the hospital after being admitted for management of Chronic Obstructive Pulmonary Disease (COPD). In order to facilitate rehabilitation of the patient and to prevent readmission of the patient several factors need to be considered and a plan be made that would have primary, secondary and tertiary prevention plans. The patient has an history of tobacco use and that poses a risk factor for recurrence of COPD.  To prevent the recurrence of COPD it would be even necessary to have cessation of smoking or taking of the nicotine gum. This seems to have lethal effect and would increase exacerbations.  The basal metabolic index is above the normal ranges given as 29 kg/m2   this poses a risk factor and in evidence based practice the patient should be advised to have more exercise to offset the overweight and be fit.  The named evidence based practices would serve as secondary prevention measures (Raghavan, Bartter & Joshi, 2016). This is an individual practice that would be facilitated by the patient. 
On social basis, she is a divorced lady with three children who leave far away from him. To ease off the social isolation and the anxiety that would trigger her to engage into smoking. It is a psychological approach to address loneliness. This would be of great benefit since it would not intensify the severity of the patient’s symptoms that would result to readmission. Involving the family members in patient management would help meet the already existing gap and also ensure that the patient does not feel lonely which may make smoke as a way to keep her busy.  The best action would include advising her to stop smoking and even taking alcohol (Derdak, 2017). Taking alcohol as well as smoking predisposes them to more comorbid diseases. Engaging her in other better activities would keep her engaged and make her more active and less involved in such acts.
From the data the patient is already diagnosed with COPD. As a secondary preventive measure more screenings can be done in order to establish the disease progress and have the best management protocols for the disease (Raghavan, Bartter & Joshi, 2016). This would mean that the patient should be advised to go for checkups and adhere to the medications prescribed. 
 Another intervention would be to educate the patient about the COPD to cover the knowledge gap that may exist and ensure that the patient is able to call for help in case the symptoms worsen. The patient should be taught on what to do and what to avoid. This would ensure that the symptoms are not precipitated and that the patient is not reluctant on taking the medications (Derdak, 2017). Lastly, the patient should be taught about the side effects of the medications that they are taking and the interactions for the various drugs that would have adverse effects to the patient. This would ensure that the patient can report in case of weird symptoms following the intake of the drugs. 
Family based care should be promoted where the family system can be made functional and the children and relatives would be advised to take care of their patient and ensure that they recover well (Derdak, 2017). This will offer emotional support for the patient. This would be a psychological benefit to the patient. 
Reggie HF case study
Reggie presented with swollen legs and abdomen that was distended and he complained of having a feeling of short breath. He got hospitalized for eight days and was being treated for heart failure exacerbation.  From the past medical history given the patient had hypertension for forty years, obesity since the BMI was 35.9, had diabetes type 2 and hyperlipidemia. This serves as some of the risk factors that could result to heart failure exacerbation. The first phase of management is usually to establish the various risks or causes that would result to the condition. In order to prevent readmission, the given factors need to be well managed with the necessary medications as indicated in his drug card (Ziaeian & Fonarow, 2016). The drugs prescribed to him include metoprolol XL 25mg, Lisinopril 10mg tab, Aspirin 81mg tab, Aldactone 25mg tab, Simvastatin 40mg, Tylenol and Metformin 500mg tab.  Making the patient aware about the causes of the condition and the risks that could trigger HF would serve as a primary prevention. In primary prevention of the HF the plan of care would involve addressing the causes of HF and all the risks that would result to recurrence of the condition. 
Secondary prevention would be addressed in the plan of care through having the patient subjected to screening for that particular disease as it was done when the patient reported to hospital and got diagnosed with HF.  Regular screening would the best secondary prevention plan that would address any form of disease apart from HF and would allow the best decisions to be made on the form of treatment for the patient and follow up made to ensure that the patient does not get readmitted to the ward. In such plan of care, the patient should be asked to have regular visits to hospital (Zohrabian, Kapp & Simoes, 2018).  The physician will be able to know the progress of the patient and establish if the diagnosis made was correct or not or if there is any other condition that may be diagnosed based on the symptoms the patient may present with. 
As a plan of care for the doctors before discharging the patient, they should establish the interaction of the drugs that are prescribed to the patient and whether they would result to adverse drug effects or not. Any drug that would have antagonistic effect to the medications used to manage HF condition can be stopped and a better medical agent prescribed. This would prevent readmission of the patient who may have precipitated severe symptoms.
 As a tertiary prevention care plan the patient should be made aware of the symptoms how they should expect if the symptoms are severe and when they are supposed to see a doctor. If they do not respond well to the prescribed drugs, they should be asked to report to the caretaker who can help them seek more medical intervention. The education given to the patient cover the knowledge gap that may exist and that would greatly help the patient in ensuring that they recover well and have their condition well managed (Zohrabian, Kapp & Simoes, 2018).  The education should be based on ensuring that the patient adhere to the drugs that have been prescribed to them and ensure that they maintain low sodium cardiac diet and have fluid restriction to 1500cc per day. 
Involving the patient’s family in the patient care would ensure that the patient is well managed. Based on the age of the patient it would be necessary to have his family taking care of him. The patient should be advised to stop taking frozen and canned food since the junk food triggers hypertension that would affect her heart negatively since the cholesterol can result to reduction of the vessel lumen and have reduced cardiac output and the heart may also fail (Ziaeian & Fonarow, 2016).  With the family members they can help improve the self-esteem for the patient and give emotional and general psychological support that would help them improve.
Lakshmi Pneumonia Case study 
 The patient is 73 years old and is being discharged today after being admitted for 4.5 days. The patient became ill ten days ago and she complained that she had cough, fever and even body aches. As the symptoms got severe she complained of shortness of breath. The primary prevention care would be based on the risk factors that would have the patient developing the same problem once more. Some of the risk factors include the area where she works. She is part of the neighborhood book club and that would mean that she might be working for long hours and would stay without having cold protection gear or clothes to keep her warm (Wadhera et al., 2018). This would mean that the patient can be advised to keep warm to avoid exposing herself to risk of developing recurrent pneumonia attacks. 
 The most dependent form of prevention care would be based on the secondary prevention plan. As indicated the patient underwent the various tests that confirmed that the patient had pneumonia. Screening to establish the real condition would help the patient in receiving the best treatment. This form of prevention plan ensures that the already existing condition is determined whether clinically or based on lab tests. The patient underwent several lab tests to identify the bacterial infection that presented with the given symptoms (Wadhera et al., 2018).  Treating the patient using the various antibiotics would help reduce the symptoms. In this case the drugs prescribed include vitamin D 1000 U tab, calcium carbonate 600mg tab, Levofloxacin 750mg and Excedrin migraine tabs that were used to treat the migraine for the patient. 
The migraine for the patient need to be established and the real cause looked into. The patient might have been traumatized by her condition and that can be as a result of stress (Leppin et al., 2017). If the migraine is as a result of stress, the management would incorporate non pharmacological ways of management that would include psychiatric counselling for the patient. This would offset the stressor. 
The patient is a retired microbiologist and it would be nice to have him use his knowledge on biology and adhere to the prescribed drugs. the nurses and even physicians can educate her about the various side effects of the drug and any drug interactions that might have effect to the patient based on her age (McLennan, Eapen & Allen, 2015). The family members can also be advised to visit the hospital after two weeks with the patient to ensure that she undergoes the necessary checkup and the assessment should find out any complaints of chest pain, fever, and shortness of breath. This would help ensure that the patient status does not worsen and she does not get readmitted back to the hospital. 
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