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Introduction
Our paper will discuss patient’s current health condition and his future nursing care plan. The paper will provide history on the current health condition which will not be limited to physical assessment and pathophysiology of the diagnosis through interaction with the patient. We shall also learn the patients future plans for care for the diagnosis which will be prioritised, at the end we shall summarise our discussion from our learning experience.
 Patient problem at a glance 
    A 15 year old boy was presented to the emergency department with a 2 weeks history of vomiting; diarrhoea and persistent vomiting. There were no signs of ingestion of toxin by the patient.
History of present illness
   A 15 years old boy was rushed into the emergency department by his father who was worried about the persistent presentation of diarrhoea and vomiting for the past five weeks immediately the boy takes food. Consequently it had led to off weight and the boy was emaciated (Cox, C, 2010). There was difficulty in walking and his legs could shake as he tried to stand and walk. The father became more worried about the persistent cough that was coming up. Although there were neither sweats nor fever and the cough was very dry. They boy had contracted TB some years back and he had finished his treatment. Prophylaxis for TB had not been given to the boy since showing signs of the disease.



Previous medical history
The father reported that the boy had some cases of diarrhoea while at the age of 8 months which were managed at the local health facility and the condition did not occur again until this age.
Social history
The family lives in California in an isolated house; it’s a family of five, three adults and two children. Water is available but not in constant supply.
Previous treatment
No history of scientific or herbal drug used by the patient.
Diagnosis
Blood pressure 75/54
Temperature 37.5oc
Heat beat 128 beats per minute
Breaths per minute 23
Anthropometry
Acute wasted and emaciated, he was weighing 55% of expected weight for age 
Physical examination 
There were no signs of oedema, jaundice, dehydration, rashes or lymphadenopathy (Gulanick, M., & Myers, J. L, 2013).
Chest examination did not show any respiratory distress and there were no adventurers sound
Abdomen assessment did show that there were no organomegaly condition and bowels had normal sounds.
Neurological examination showed there were cross adductors, brisk reflexes, waxing and waning levels of consciousness and cerebellar signs. There was neither neck stiffness nor nystagmus. (Hickey, A. J, 2016).
Other investigation
Glucose level 3.4
Protein 0.23
Blood culture and urine culture were both negative
The child was put on a dose of cefoxatime for a period of one week (Hickey, A. J, 2016).
One week later the patient still had persistent fever while jaundice had developed.
Additional test conducted on day seven
Stool for ova and cyst which turned negative
TB test which was non-reactive
HIV test which turned positive.
Treatment
After one week coxacillin and metronidazole treatment was initiated but the condition continued for another three days, ethambutol, amikacine and ciprofloxacin was then initiated after the third day (Hickey, A. J, 2016).
Day 13 investigation 
TB culture was undertaken and it turned positive for mycobacterium Cox, C, 2010).
The patient was then put on a 4 drug treatment for TB
Final outcome
Weight had been increased to 73% of expected weight for age.
Ultrasound conducted on the abdomen showed no focal lesions.
He was transferred to outpatient care and HIV drugs were commenced immediately
Nursing diagnosis
The patient was diagnosed with TB splenic condition which affects macrophage cells; it requires multiple combination of medication to resolve the condition (Gulanick, M., & Myers, J. L, 2013).
Goal for helping the patient to recover 
The main goal for helping the patient to recover is to ensure that primary health care is achieved in totality by ensuring availability and accessibility of health is perfect
Nursing interventions
The intervention was based on conducting multiple test in order to ascertain the actual condition that was being presented by the patient.
Recommendation and conclusion
Individuals health is paramount and should be provided in its totality
Patients should seek healthcare services immediately they notice abnormal conditions.
Nursing care should be integrated in all health care providers to enhance quality of care.
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