1.  Describe in detail the patient's neurological assessment (normal and abnormal data)?
The normal neurological assessment findings for my patient included PERRLA. Abnormal perhaps would be that the patient did not respond to any sensation in the lower extremities. Other wise the neuro assessment could not be efficiently performed because the patient would not follow commands nor answer questions.
2.  What medications, that the patient is currently taking, can affect the patient’s neurological status?
· Apidra- Hypoglycemic reactions could cause side effects that may mimic a stroke or altered mental status.

· Vasotec- Hypotensive reactions could decrease perfusion to the brain resulting in stroke like symptoms.
3.  What is your patients admitting diagnosis and include a pathophysiology?
Altered Mental Status & S/P Fall

Dementia

· Definition- Dementia is a syndrome characterized by dysfunction or loss of memory, orientation, attention, language, judgment, and reasoning. Personality changes and behavioral problems such as agitation, delusions, and hallucinations may result. (Lewis 1518)

· Etiology

· Age

· Gender

· Genetic

· Neurodegenerative Conditions 60-80%
· Smoking
· Cardiac Dysrythmias

· Hypertension

· Hypercholesterolemia

· Diabetes Mellitus

· Coronary Artery Disease
· Metabolic Syndrome
· Pathophysiology 
· Dementia is secondary to treatable and non treatable conditions. Cognitive impairments begin subtle and progress to severe over time. There are over 100 known causes of dementia the most prevalent being neurodegenerative diseases primarily Alzheimer’s disease which is 60% of all cases. Second most common cause is related to ischemic or decreased blood flow to the drain resulting in what is termed vascular dementia.
· Clinical manifestations 

· Forgetfulness beyond what is seen in a normal person

· Short-term memory impairment, especially for new learning
· Difficulty recognizing what numbers mean

· Loss of initiative and interests

· Decreased judgment

· Geographic disorientation

· Impaired ability to recognize close family or friends

· Agitation

· Wandering, getting lost

· Loss of remote memory

· Confusion 

· Impaired comprehension 

· Forgets how to do simple tasks

· Apraxia

· Receptive aphasia

· Expressive aphasia

· Insomnia
· Delusions

· Illusions, hallucinations

· Behavioral problems

· Little memory, unable to process new information

· Cannot understand words

· Difficulty eating, swallowing

· Repetitious words or sounds

· Unable to perform self-care activities

· Immobility

· Incontinence
· Diagnostic studies 
· Obtain medical, neurological, and psychological history in order to diagnose
· Physical exam to rule out other medical conditions.

· Screen for B12 deficiency and hypothyroidism

· Cognitive evaluation

· Mini-Mental State Examination (MMSE)

· Rule Out Depression

· MRI/CT/SPECT/PET to determine Vascular Dementia
· Treatments and Medications
· Drug therapy is limited to only slowing the disease process not reversing. Including Aricept, Exelon, and Razadyne.
· Keeping the patient in a familiar environment with a routine helps maintain optimal cognitive abilities.

· Treatment/prevention of vascular dementia includes preventing and treating HTN, DM, smoking, hyperfrinogenemia, hyperhomocystinemia, and cardiac dysrythmias.
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4.  What safety issues does the patient have related to the neurological status?
My patient lacked verbal communication as well as little or no visual communication to express her needs. This creates a fall risk because the care providers do not know if the patient will try to get out of bed or ambulate with out assistance. 
5.  List four priority nursing diagnoses for the patient?
1. Impaired skin integrity r/t decreased mobility 

2. Self-Care Deficit r/t inability to perform ADLs
3. Activity intolerance r/t progressive dementia
4. Knowledge Deficit r/t Inability to comprehend 

6.  What were five interventions for the patient pertaining to your highest priority diagnosis 

       a.  What is the rationale for the interventions?

       b.  What is your patients response to the intervention?
1. Perform complete skin assessment noting any abnormalities/ alterations.

a. This will allow a baseline to determine the patient’s skin condition.

b. BLE wounds were noted, wound consult in place. Heals were soft and showing early signs of pressure ulcers.
2. Dress open wounds according to wound care protocol. 

a. Patient’s BLE wounds were assessed and dressed by the wound care nurse.

b. This will allow the wounds to heal efficiently.

3. Maintain optimal hydration.

a. Monitor I&O and provide IV fluids d/t patient being NPO.

b. Optimal Hydration will promote healing and help prevent skin breakdown.

4. Reposition every two hours.

a. Keep heels off bed and turn patient from back to side to side to prevent pressure ulcer formation.

b. The patient’s heels began looking less impaired with in two hours of initiating this intervention.

5. Educate caregivers.

a. The patient’s family was the primary care providers prior to the most recent decline of the patient’s physical abilities. They need educated on proper positioning, monitoring of skin integrity, hydration, and wound care.
b. This will prevent skin impairments and decrease the likelihood of future hospitalizations related to skin problems.
