
Patient Information 
(1)
Name: Betty Ward
Age: 97
Gender: Female
Code Status: DNR 
DPOA: N/A
Living Will: N/A
Cultural considerations, ethnicity, occupation, religion, family support, insurance. (1) (14) Socioeconomic/Cultural/Spiritual Orientation & Psychosocial Considerations/Concerns, to include        the following Social Determinants of Health
 Patient’s economic stability not noted.  Patient’s education background was unidentified. B.W is single and lives in a spiritual-faith community.  Health and Health Care: B.W is a Hospice patient. Nurses make visits to her home to take care of her. Neighborhood and Built Environment: B.W lives in Chatsworth, CA






Chief Complaint 


At the visit, the patient was unable to control her bladder uses and her appetite shifts over time.
Admitting Diagnosis
Cardiac disease with signs and symptoms of heart failure.
Medical Management/ Orders/ Medications & Allergies (2)

Name 
Dose 
RT
Freq.
MOA
RN Considerations 
Onset/Peak/Duration 
(Insulin) 































Erickson’s Developmental Stage Related to pt. & Cite References (1) 
[bookmark: _GoBack] B.W is at the last stage of Erickson’s Developmental Stages, stage 8: Integrity vs. Despair. B.W is 97 years old which makes her fit into this last stage (Hamachek, 1990). This stage is filled with people who are retirees and sit back to reflect on their achievements and failures. No achievements for B.W have been noted but she has spiritual distress. 

Patient Education (In Pt.) & Discharge Planning (home needs)
Education regarding oxygen and infection control. Teach patient the importance of taking medications prescribed by the doctor as well as avoiding heavy work that can cause discomfort or overwork the heart. Teach patient on undertaking short moderate activities every once in a while. Teach patient on the importance of proper oxygen intake. Teach patient on how to notify nurses when a discomfort occurs.
Discharge Planning 
No target discharge date. The patient needs home care. At her home, patient needs nurses to monitor the PCG, offer medication and help patient walk around the room for exercises. Review proper usage of oxygen and provide apt education concerning medication


History of Present Illness (HPI), Pathophysiology of Admitting Dx (Cite References) Medical, Surgical, Social History (1).




Medical History 
 
Coronary artery disease:  Heart disease which is common in people of old age. It is associated with stress and emotional disturbance. B.W has a history of spiritual distress. The symptoms are may be different from one person to another depending on the type of heart disease (Braunwald, 1988). 
Medications: 
-Aspirin 81mg PO Daily
-Metoprolol Succinate 50mg PO Daily
- Lisinopril 20mg (two times a day)
 Allergies: Patient has no Known Allergies


Surgical History

Patient was admitted to Liberty Hospice. She was taken care by Dr. Kochumian with routine visits twice in a day. However, no surgical history mentioned for B.W. If medications and the referrals do not work, doctor can recommend for a surgical operation for the patient (Baddour, et al., 2015). 


Social History
B.W is 97 years old single lady who does not engage in smoking or alcohol (none mentioned). She lives in Chatsworth, CA and is spiritual. The religion is unidentified.
Diagnostic Test/ Lab Results with dates and Normal Ranges (3)

 
Test
Norms
Date

Current Value









































Concept Map 
Student Name:
Instructor:





PC Outcomes/Goal

      Patient will not feel any discomforts or weakness. The patient will ambulate with assistance to reduce physical activities and will be given high nutrient foods during my shift.



1. Instruct PCG on safe transferring.
2. Do medication reconciliation.
3. Instruct PCG to report to Hospice on any changes.














Priority nursing diagnosis #2
 

Spiritual distress and 
patient’s appetite fluctuates from time to time as indicated by PCG.

Respiratory (7) 
 Potential for altered respiratory status. Respiration even unlabored with clear sounds to lungs filed on auscultation. 
Vital Signs (4) 
       BP: 118/87
       P: 93
       Resp: 18
       Temp: 97.8
       O2: 94% 

Integumentary (12) 
 Dermatitis on the forehead and left nostril. Patient has altered skin integrity. She has a skin tear on her right lower leg.

Interventions # 2 
1. Spiritual and social worker referral
2. Give high nutrient foods in smaller proportions
3. Ensure patient has sufficient easy-to-eat fast foods on hand.
4. Keep track of the type of food that works for the patient.
Assessment/ Evaluation #1
Goal met: Medical reconciliation did and PCG set to report to Hospice
Assessment/ Evaluation #2 

Goal partially met: referral was given to the patient both spiritual and social worker to aid in her spiritual distress.
PC Evaluation Plan 
Goal met: PCG was instructed during my shift to report any changes in the condition of the patient to Hospice Liberty to aid in monitoring appetite levels.
PC Interventions
1. Monitor PCG for signs of high appetite.

2. Assess labs for levels of blood pressure.


3. Assess patients breathing during the intake of Oxygen.
4. Maintain intake of Oxygen of at least 2 liters/min

Psychosocial (14)
 Patient is alert and is able to answer several questions- A& Ox3. 
Cardiovascular (6) 

  Edema +1 BLE
Endocrine (13)
 No Use of steroid or testosterone stated in the chart. Patient has no history of thyroid disease.
Misc. (Ht/Wt) 
Patient is in dire need for constant care at her home. He spiritual distress is making her lack appetite and alter her medication. 
GU (10)
Abdomen soft, non-distended. 
GI (9)
 Bowel sounds active in four quadrants, skin warm, no redness, dry to touch, no tears on the skin.
  Nutrition/Hydration
(8)
Patient has a problem of nutrition and there are no fluid restrictions identified.  She has difficulty in swallowing. 
Rest/ Exercise (11) 
 Signs of anginal syndrome present at rest, discomfort increases when patient does physical activities. 
Neurological (5) 
    B.W is alert and oriented to situation, time, place and person.
Outcome/Goal #1
     Patient will learn how to regulate her kidneys by the end of the shift as well as how to signal nurses upon difficulties.
Priority nursing diagnosis #1
Always in bed, uncontrollable bladder and bowel. Patient claimed of incontinent bladder and appetite problems a sign of terminal illness. 












Outcome/Goal #2 
Patient will be able to communicate her coping and spiritual distress issues by the end of the shift. 


	

		





Potential Complications/ at risk for
Potential for harm and increased weakness related to discomforts during tasks and lack of appetite. 
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