Discussion 1
Perspective authority is the ability of advanced practice registered nurses to prescribe any prescription and controlled drugs, medical services, and other equipment and supply without any form of limitation. Perspective authority does not require any collaboration with a physician and is an important element of the scope of practice. There have been changes over the years regarding perspective authority. Over the past ten years, there have been changes regarding perceptive authority. In the past, nurses were not allowed to make decisions regarding their patients on their own, which has not been the case for the years. Currently, nurses can make decisions regarding their patients (Johnstone, 2019). Physicians can provide instructions to the nurses and give them the authority to ensure the conduction of care to the patients. Nurses have also been provided with the necessary training and education to ensure that they are able to handle patients on their own.
 The implication for limited prescriptive authority for advanced practice registered nurses interferes with the process of providing quality care to the patients. The restriction of perspective authority results in the increase in the healthcare disparities, a high chronic disease burden, primary shortage of care, and high cost of care providence. With the limited perspective authority, there is a decrease in the access to care for patients, especially in the rural areas, due to the decrease in the number of healthcare practitioners (Hendel & Kagan, 2019). Limitation of perspective authority also decreases the efficiency and effectiveness of providing care to the patients. The cost of proven healthcare services is increased, associated with outdated physician oversight of NP practice. Nurses' involvement helps reduce unnecessary office visits, care services, and the repetition of orders. Therefore, it is important for registered nurses to be trained in ensuring they can take care of patients effectively.
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Discussion 2
Mary is a 72-year-old grandmother of 6 who recently moved to the area to be closer to her older son, who lost his wife. Mary has not had a physical exam for the past five years but does not report any significant health issues. Mary, however, has a history of hypertension that has been controlled with Lisinopril for the past five years. 
Subjective
CC: the patient has a history of high blood pressure
Questions
Are you experiencing any symptoms?
What were the results of the past physical exam?
How is your diet?
Have you been exercising?
Do you take alcohol?
Do you smoke?
When was your blood pressure lastly checked?
Do you take your medication as prescribed?
PMH: none 
Medications: none 
Allergies: none
Social history: lives with son and grandson
Family history: no relevant family history
Objective
Physical Examination Elements
· The general appearance of the patient
· Taking of vital signs of the patient such as the temperature, pulse, blood pressure, height, weight 
· Conduction of a fundoscopic examination
· Auscultation for bruits in the abdomen and neck
· Full cardiac, neurological, and respiratory examination
Assessment
Diagnostic test 
The diagnostic tests include ambulatory monitoring, lab tests, and electrocardiogram. Ambulatory monitoring involves the conduction of a 24-hour monitoring test that is used to confirm high blood pressure in the patient. Lab tests such as urine tests, blood tests, and cholesterol tests are conducted (American Heart Association, 2017). An electrocardiogram is a quick and painless test that is conducted to measure the heart's electrical activity.
Diagnosis
Hypertension 
Differential Diagnosis
Cardiovascular disease- cardiovascular conditions are the main causes of high blood pressure. 
Plan
The medication for the patient will be changed to meet the current health needs. Lotensin 5mg per day will be prescribed for the patient.
Patients' education and health promotion
· Mary should be advised to take the medication as prescribed.
· Ensure the taking of healthy foods. Some examples of food that Mary should pay emphasis on include diets with fruits, vegetables, poultry, whole grains, and plenty of potassium
· Mary should be advised to decrease the intake of foods rich in salt. 
· Ensuring the maintenance of a healthy weight help in reducing the risk of hypertension-related conductions such as cardiovascular infections (Fuchs &Whelton, 2020)
· Ensuring an increase in physical activity to help lower blood pressure, ensure the control of stress, and reduce the risk of cardiovascular infections that are risk factors.
· Ensure to avoid the consumption of alcohol, smoking and reduce stress levels
· Ensure home monitoring of blood pressure levels at home 
· Visit the clinic after two weeks for follow up 
References
American Heart Association. (2017). What is high blood pressure?. South Carolina State Documents Depository.
Fuchs, F. D., &Whelton, P. K. (2020). High blood pressure and cardiovascular disease. Hypertension, 75(2), 285-292.
Discussion 3
Sally, a 22-year-old female, presents to the clinic complaining of unbothered rashes that are itchy, red, inflamed, and dry. She reports that the scaly areas are getting worse. The rash is only at the umbilicus and the elbow.
Subjective
CC: the patient complains of a rash that is red, itchy, inflamed, and dry
Questions
When symptoms are you experiencing?
How often are the symptoms?
Have the rashes been continuous?
Does anything seem to improve or worsen the symptoms?
Anyone in the family that suffers from rashes?
Have you taken any medication?
PMH: none 
Medications: none
Allergies: none
Social history: none
Family history: both parents have psoriasis 
Objective
Physical Examination Elements
· Identify the general appearance of the patient
· Recording of the vital signs for the patient
· Examination of the skin
· Examination of the scalp and nails
Assessment
Diagnostic test 
A biopsy should be conducted. A biopsy will involve examination of the rashes in the laboratory. 
Diagnosis
Psoriasis 
Psoriasis is a skin condition that causes red, itching, scaly patches that mostly affect the knees, elbows, trunk, and scalp. The patches range from spots scaling to a major eruption that covers a very large area (Rendon&Schäkel, 2019). Psoriasis is caused by infection, injury of the skin, stress, consumption of alcohol, and taking of certain medication. 
Differential Diagnosis
Atopic dermatitis 
Plan
Triamcinolone topical. Applied in the rashes twice a day.
Acitretin 10mg twice a day 
Patients' education
· Apply the medication as required. 
· Ensure to take daily baths to help in removing any scales and calm inflamed skin
· Ensure the use of moisturizer to ensure the skin stays moist (Ogawa et.al, 2018)
· Ensure to cover the affected area overnight 
· Ensure to expose the skin to small amounts of sunlight. A controlled amount of sunlight is used to treat the skin.
· Ensure to avoid any triggers to psoriasis 
· Avoiding the drinking of alcohol
· Ensure to maintain a healthy lifestyle
· Visit the clinic after two weeks for follow up 
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Discussion 4
Callie is a 32-year-old female that comes to the clinic with complain of a hoarse voice for the past three days with a painful swallowing without drooling, fever with a Tmax of a 103 with chills and occasional body aches. The patient presents to the clinic with a temperature of 99 with other vital signs in the normal limits. The cervical lymph nodes are mildly enlarged and tender. 
Subjective
CC: the patient complains of hoarse voice for three days and painful swallowing without drooling
Questions
When first did you start experiencing the symptoms?
Have the symptoms being continuous or occasional?
What is the severality of the symptoms?
What improves or worsen the symptoms?
Do you smoke?
Do you drink?
Do you have any allergies?
Have you overused any vocal cords such as shouting or singing?
PMH: none 
Medications: none 
Allergies: none
Social history: the patient has been adopted
Family history: no relevant family history
Objective
Physical Examination Elements
· Identify the general appearance of the patient
· Take the vital signs for the patient
· Assess the neck for lymphadenopathy
· Assess the heart for hear burn
Assessment
Diagnostic test
Laryngoscopy and a biopsy will be effective for the patient. A laryngoscopy is a procedure in which a physician can visually conduct examination of the vocal cords by the use of a light and a mirror to have a look at the back of the throat (Teixeira et.al, 2018). A biopsy involves taking a sample of tissues of the suspicious area for examination under the microscope
Diagnosis 
Laryngitis 
Laryngitis is an inflammation of the voice box. Some of the symptoms that are associated with laryngitis include hoarseness, weak voice, sore throat, dry throat and dry cough (Liu et.al, 2020).
Differential Diagnosis
Rhinitis
Plan
The treatment option for the patient will be the use of antibiotics and corticosteroids. 
OTC: penicillin (800mg) twice a day
Patients' education
· Take the medication as prescribed
· Ensure to breath moist air
· Rest voice as much as possible
· Ensure to drink plenty of water
· Moist the throat
· Avoid decongestants
· Avoid whispering 
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Discussion 5
Mason is a 55-year-old homeless man who presents to the clinic complaining of frequent colds and routine morning coughs. He also states to be experiencing shortness of breath while walking up the hill and having difficulties in conduction of daily activities.
Subjective
CC: the patient reports frequent colds, shortness in breathing, and morning coughs.
Questions
What exact symptoms are you experiencing?
When did the first symptoms occur?
How severe are the symptoms?
Do the breathing problems happen all the time, or are they occasional?
Do you have any allergies?
Does anything seem to worsen or improve the symptoms?
Any family history of asthma?
Do you suffer from any chronic health problems?
PMH: none 
Medications: none
Allergies: none
Social history: none
Family history: No relevant family history
Objective
Physical Examination Elements
· Measuring of the vital signs for the patient
· Identify the general appearance of the patient
· Conduct an evaluation of the lungs, which include listening for any wheezing sounds which could mean an inflammation
· Examination of the nose and throat for any swelling and drainage that could result in allergies
· Examination of the skin, eyes
Assessment
Diagnostic test 
Tests will be conducted to measure lung function to determine how much air is entering in and out. The tests include spirometry and peak flow. Imaging tests such as X-rays to help in identifying any structural abnormalities (Boonpiyathad et.al, 2019). Other tests necessary for the patient include allergy testing, nitric oxide test, and sputum eosinophils. 
Diagnosis
Asthma- J45
Asthma is a condition that results in the narrowing of the airways and swelling, therefore, producing extra mucus. The condition, therefore, triggers coughing, a whistling sound, and shortness of breathing (Zahran et.al, 2018). Other symptoms that are associated with asthma include chest pain, trouble sleeping, and wheezing attacks. 
            Differential Diagnosis
            Bronchitis 
Pertinent positive: coughing, shortness in breathing
Pertinent negative: chest pain
Plan
Accolate- 20mg twice a day orally
Fluticasone nasal spray
Patients' education
· Take medication as prescribed
· Ensure to avoid smoking
· Ensure to maintain an optimal humidity
· Cover the mouth and nose in cold seasons
· Ensure to exercise regularly
· Maintain a healthy weight
· Visit the clinic after two weeks for follow up 
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Discussion 6
Jennifer is a 84 year-old patient who has recently returned from London with her husband presents to the clinic since she does not fell well. The patient complains of being shaky, experiencing shortness in breath and lightheaded for the past 2 to 3 hours. Her BP is 90/50, HR is 155, RR 20. She is alert and oriented.
Subjective
CC: the patient complains of feeling shaky, short of breath and light headed
Questions
When did you start experiencing the symptoms?
Have the symptoms being continuous or occasional?
How severe are the symptoms?
What seems to improve or worsen the symptoms?
Have you been taking any medication?
Have you been monitoring your blood pressure?
Any family history of heart disease?
PMH: none 
Medications: patient has been taking Norvasc and lisinopril
Allergies: none
Social history: patient recently moved from London with the husband
Family history: no relevant family history
Objective
Physical Examination Elements
· Identify the general appearance of the patient
· Take the vital signs for the patient
· Assess the heartbeat of the patient
Assessment
Diagnostic test
Blood tests will be conducted to help in providing information on the overall health of the patient. An electrocardiogram is also conducted to help detect the hearts electrical signal.
Diagnosis 
Hypotension
Hypotension which is also known as low blood pressure is a serious medical disorder that can be life threatening. Some of the symptoms of low blood pressure include lightheadedness, fainting, nausea, fatigue and blurred vision (Reeves& Mc Causland, 2018)
Differential Diagnosis
Cardiovascular disorders
Plan
Fludrocortisone 0.1mg three times a day. 
Patients' education
· Take the medication as prescribed
· Ensure to take more water to help in increasing the blood volume 
· Take meals with low amounts of carbohydrates (Kuipers et.al, 2019)
· Ensure to exercise regularly
· Ensure regular blood pressure monitoring at home
· Visit the clinic after two weeks for follow up
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Discussion 7
A 30-year-old male presents to the clinic complaining of 2 days of loose to watery diarrhea 4 to 5 times day with significant nausea and vomiting episodes. The patient has a temperature of 100.5 and HR of 102. The patient’s skin is slightly pale and he complains of abdominal cramping.
Subjective
CC: the patient complains of loose to watery diarrhea, nausea and vomiting episodes and slightly pale skin
Questions
What symptom are you experiencing?
Are the symptoms continuous or occasional?
When did the symptoms begin?
Have you travelled abroad recently?
Is your vaccination up to date?
Are you being treated for any other medical conditions?
Have you taken any medications for the symptoms?
PMH: none 
Medications: none 
Allergies: none
Social history: none
Family history: no relevant family history
Objective
Physical Examination Elements
· Identification of the general appearance of the patient
· Assessment of the vital signs for the patient
· Examination of the skin 
· Conduction of a neurological exam for the patient
· Examination of the abdomen of the patient for tenderness and any bowel sounds
Assessment
Diagnostic test
Examination of a sample of blood, stool, urine and bone marrow under a microscope to identify the presence of a bacteria (Veeraraghavan et.al, 2018).
Diagnosis 
Typhoid
Typhoid is a condition that is caused by a bacteria known as salmonella typhi. Taking of contaminated foods and water ad having close contact with infected persons causes typhoid (Marchello, Birkhold& Crump, 2020). The symptoms associated with typhoid include high fever, headache, stomach pain, stomach pain, rashes, constipation and diarrhea. 
Differential Diagnosis
Abdominal Abscess
Plan
Ciprofloxacin 500mg twice a day. 
Patients' education
· Take the medication as prescribed
· Ensure the drinking of safe water
· Wash hands with soapy water to help in controlling the spread of the infection
· Avoid raw fruits and vegetables that have been washed with contaminated water
· Visit the clinic after two weeks for follow up
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Discussion 8
Harold, a 66-year-old female, presents to the clinic with chills, a fever of 101°, and low back pain. The wife reports that the patient has been leaking urine for the past 2 to 3 days, a loss of appetite, and the Tylenol, which has not been effective in relieving the pain. 
Subjective
CC: the patient complains of chills, fever, low back pain, leaking in urine, and a loss of appetite. 
Questions
What symptoms are you experiencing?
When did the symptoms begin?
Have the symptoms been continuous or occasional?
How severe are the symptoms?
What seems to worsen or improve the symptoms?
Have you taken any medication for the condition?
PMH: none 
Medications: none 
Allergies: none
Social history: no relevant social history 
Family history: no relevant family history
Objective
Physical Examination Elements
· The general appearance of the patient: patient looks distressed
· Taking of the vital signs for the patient: fever 101°
· A positive sonopalpation test for the kidney
· Examination of the skin, lungs, heart, extremities, and HEENT: all normal
· Conduction of digital rectal examination
Assessment
Diagnostic test 
To help in confirming the diagnosis, a urine sample is taken to test for bacteria, pulse, and any blood in the urine (Lim et.al, 2019). 
Diagnosis
Kidney infection- ICD 10 code N39. 0
Kidney infection is a urinary tract infection that begins in the urethra and travels to the kidney. Some of the symptoms associated with kidney infection include fever, chills, abdominal pain, nausea, vomiting, and burning sensation when urinating (Monova&Monov, 2020). 
Differential Diagnosis
Urinary tract infection 
Plan
Ciprofloxacin 500mg twice a day. 
Paracetamol 500mg three times a day 
Patients' education
· Taking off the medication as prescribed
· Heat application through the use of a heating pad on the back, abdomen, and backside to help in easing the pain
· Ensure to stay hydrated
· Ensure to urinate as soon as you need
· Avoid taking drinks that irritate the bladder 
· Visit the clinic after two weeks for follow up 
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