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Demographics (5 points)
	Date of Admission
7/26/2022
	Client Initials
LO
	Age
89+
	Gender
F

	Race/Ethnicity
Caucasian
	Occupation
Retired dental hygienist
	Marital Status
widowed
	Allergies
Aspirin, azathioprine, Casein, Cefditoren, Cephalosporins, Chocolate, Codeine, Erythromycin, Iodine, Meperidine, metronidazole, Penicillins, Secobarbital, Sulfa Antibiotics

	Code Status
DNR
	Height
5’3
	Weight
136.2 lbs



Medical History (5 Points)
Past Medical History: Anemia, generalized muscle weakness, essential primary hypertension, unsteadiness on feet, dysphagia, abnormalities of gait and mobility, Crohn’s disease, COPD, morbid obesity due to excess calories, unspecified dementia, atherosclerotic heart disease of native coronary artery without angina pectoris, weakness, difficulty in walking
Past Surgical History: Arthroplasty Hip Total Anterior Approach L 02/26/21, Arthroplasty Hip Total Anterior Approach L 02/05/21, Arthroplasty Hip Total Anterior Approach L01/09/21, Esophagogastroduodenoscopy biopsy 10/07/2018, Colonoscopy biopsy 10/29/2017, Hysterectomy 07/25/1960
Family History: Father-cancer. Mother-diabetes, heart attack. Paternal grandfather-cancer. Brother-cancer.
Social History (tobacco/alcohol/drugs including frequency, quantity and duration of use): No substance, tobacco, or alcohol use.

Admission Assessment 
Chief Complaint (2 points): L Hip Pain
History of Present Illness – OLD CARTS (10 points): The patient’s left hip pain started in February of 2021. The location of the pain is the left hip. The patient states the pain has been coming and going since January of 2021, and that the pain feels sharp. The hip pain gets worse when she puts weight on it and gets better when she lays down. The patient tried to do rehabilitation, but she decided she “did not want to go anymore. The patient still does ROM exercises every day to help with movement, but has trouble getting up and walking without her walker. Her pain is a 9/10.

Primary Diagnosis
Primary Diagnosis on Admission (3 points): Essential Primary Hypertension
Secondary Diagnosis (if applicable): Generalized muscle weakness, Iron-Deficiency Anemia, unsteadiness on feet, dysphagia, abnormalities of gait and mobility, Crohn’s disease, COPD, morbid obesity due to excess calories, unspecified dementia, atherosclerotic heart disease of native coronary artery without angina pectoris, weakness, difficulty in walking

Pathophysiology
Pathophysiology of the Disease, APA format (20 points):


	Hypertension is the elevation of a person's blood pressure, the normal range for blood pressure is 120/80. It has been established that in order to have hypertension, a patient has to have a diastolic pressure of over 80, and a systolic pressure of over 130 during two separate visits to a clinical. Hypertension can lead to many health risk factors like heart damage, strokes, and renal failure. Primary hypertension makes up 90-95% of adult patients who are diagnosed with hypertension, they other percentage is made up of secondary hypertension. Primary hypertension has no known cause, but many factors that can contribute to this include things such as age, ethnicity, family history, and different lifestyle factors such as obesity, tobacco use, a person's diet, and a sedentary lifestyle. For adults over the age of 60 that have been diagnosed with high blood pressure, it is optimal for them to keep their blood pressure under 150/90 (Capriotti & Frizzell, 2020). 
	Hypertension negatively effects the cardiovascular system by damaging the endothelial linings of the arteries, and causing resistance against the hearts left ventricle. High pressure in the aorta causes the hearts left ventricle to work much harder, causing muscles to have to work harder to eject blood into the aorta; over time this causes the left ventricle to enlarge, eventually causing it to be prone to not having an adequate amount of blood supply, obstruction of blood supply, or heart failure. It is believed that hypersensitivity to angiotensin II in the RAAS can contribute to primary hypertension due to arterial vasoconstriction and an increase in blood volume (Capriotti & Frizzell, 2020). 
It is often common that a person with hypertension may not have any noticeable symptoms to make them believe they have hypertension, a person usually only finds out they have high blood pressure by measuring their blood pressure. Many people do not find out they have hypertension until it has already caused damage to the body. Sometimes a person with hypertension may have symptoms such as headaches, shortness of breath, or nosebleeds (Centers for Disease Control and Prevention, 2021).
	Diagnostic testing for hypertension include a 12-lead EKG in order to get information on how the hypertension is affecting the heart. A provider will order a urinalysis to see the BUN and serum creatinine levels to see if there is any injury to the kidneys. Some other tests that will be done include a complete blood count, blood glucose, serum potassium, and serum calcium levels (Capriotti & Frizzell, 2020). 
	


Pathophysiology References (2) (APA):
Capriotti, T & Frizzell, J.P. (2020). Pathophysiology: Introductory concepts and clinical perspectives. (2nd ed.). F.A. Davis Company. 
Centers for Disease Control and Prevention. (2021, May 18). High blood pressure symptoms and causes. Centers for Disease Control and Prevention. https://www.cdc.gov/bloodpressure/about.htm 






Laboratory Data (20 points)
*If laboratory data is unavailable, values will be assigned by the clinical instructor*
[bookmark: _Hlk529864599]CBC Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	*would be advised to order CBC due to patient being anemic.
	Lab
	Normal Range
	Admission Value
	Today's Value
	Reason for Abnormal Value

	RBC
	4.0-4.9
	4.3
	4.0
	

	Hgb
	12-16
	13
	15
	

	Hct
	37-48%
	40%
	40%
	

	Platelets
	90,000-450,000
	120,000
	200,000
	

	WBC
	4000-10,000
	4800
	5000
	

	Neutrophils
	40-80%
	43%
	48%
	

	Lymphocytes
	20-40%
	33%
	30%
	

	Monocytes
	2-10%
	8%
	7%
	

	Eosinophils
	1-7%
	5%
	4%
	

	Bands
	0-5%
	3%
	3%
	



Chemistry Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	
	Admission Value
	Today’s Value
	Reason For Abnormal

	Na-
	136-145
	
	140
	141
	

	K+
	3.5-5.1
	
	5.3
	4.4
	Hyperkalemia can be present in patients who have had a major muscle trauma. This relates to our patient’s case because she broke her hip in 2021 and had to have multiple surgeries due to this (Capriotti & Frizzell, 2020).

	Cl-
	98-107
	
	108
	110
	Chloride levels may be high if a patient is experiencing dehydration. This patient has Crohn’s disease which could cause her to be dehydrated (Capriotti & Frizzell, 2020).

	CO2
	21-31
	
	27
	26
	

	Glucose
	74-109
	
	76
	79
	

	BUN
	7-25
	
	39
	21
	High BUN levels can result due to a patient being dehydrated. Our patient is diagnosed with Crohn’s disease which could be a reason she is dehydrated (Capriotti & Frizzell, 2020).

	Creatinine
	.60-1.2
	
	1.52
	1.27
	Dehydration may cause a patient’s creatinine levels to be high. Our patient’s diagnosis of Crohn’s disease could be causing dehydration (Capriotti & Frizzell, 2020).

	Albumin
	3.5-5.2
	
	n/a
	3.7
	

	Calcium
	8.6-10.3
	
	9.0
	9.1
	

	Mag
	1.3-2.1
	
	1.4
	1.7
	

	Phosphate
	2.8-4.5
	
	3.4
	4.2
	

	Bilirubin
	.3-1.0
	
	0.7
	.4
	

	Alk Phos
	34-104
	
	70
	74
	


	
Urinalysis Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Value on Admission
	Today’s Value
	Reason for Abnormal

	Color & Clarity
	clear
	Colorless and clear
	Yellow and clear
	

	pH
	5.0-8.0
	5.0
	5.0
	

	Specific Gravity
	1.005-1.034
	1.006
	1.015
	

	Glucose
	normal
	normal
	Normal
	

	Protein
	negative
	negative
	Negative
	

	Ketones
	negative
	negative
	Negative
	

	WBC
	<=5
	7
	1
	High WBC count in a urinalysis could indicate an infection in the urinary tract, so our patient may have had a UTI when she was admitted (Capriotti & Frizzell, 2020).

	RBC
	0-3
	0-3
	<1
	

	Leukoesterase
	negative
	negative
	2+
	



Cultures Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Test
	Normal Range
	Value on Admission
	Today’s Value
	Explanation of Findings

	Urine Culture
	<10,000
	7,000
	8,000
	

	Blood Culture
	10-30
	20
	25
	

	Sputum Culture
	>25 leukocytes
<10 epithelial
	26 leukocytes 8 epithelial
	30 leukocytes 7 epithelial
	

	Stool Culture
	7-7.5
	7.0
	7.2
	



Lab Correlations Reference (1) (APA):
Capriotti, T & Frizzell, J.P. (2020). Pathophysiology: Introductory concepts and clinical perspectives. (2nd ed.). F.A. Davis Company. 

Diagnostic Imaging
All Other Diagnostic Tests (10 points): Spine: lumbosacral, spine: thoracic
A radiographic of the lumbar spine and thoracic spine is primarily performed due to a patient’s history of a trauma, or if they are having pain. The reason our patient had these tests done was due to pain that she was having. These tests are performed in order to assess any suspected fractures that a patient may have, although our patient test results came back showing no fractures.
	
Diagnostic Imaging Reference (1) (APA): 
Murphy, A. (2023, March 23). Lumbar spine series: Radiology reference article. Radiopaedia. https://radiopaedia.org/articles/lumbar-spine-series 
Assessment 
Physical Exam (18 points) – HIGHLIGHT ALL PERTINENT ABNORMAL FINDINGS
General, Psychosocial/Cultural, and ONE focused assessment specific to the client is required. The student and instructor may complete these assessments together.  
	GENERAL:
Alertness: 
Orientation:
Distress:
Overall appearance: 
	A&Ox4
No visual distress. All assessments appeared to be normal and appropriate.  

	INTEGUMENTARY: 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds: .
Braden Score: 
Drains present:  Y☐         N ☒      
     Type:
	
Patient’s skin is olive colored and evenly distributed.
Patient’s skin is clean, dry, and intact.
Patient’s skin temperature was warm.
Patient has poor skin turgor, her skin recoils slowly.
No noted rashes anywhere on the patient’s body.
There was a small bruise on the patient’s right arm. 
No wounds present.
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	HEENT: 
Head/Neck:
Ears: 
Eyes: 
Nose: 
Teeth:  

	
Head symmetrical, no noted spots of hair loss, but hair is thin. Face symmetrical, skin tone even and color is olive, no noted lesions. 
Eyes PERRLA with normal extraocular movements. Eyes symmetrical. Sclera white, conjunctiva pink. External eyes looked normal, no noticeable lesions.
Oral mucosa moist and intact, patient wears dentures

	CARDIOVASCULAR: 
Heart sounds:  
S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable):
Peripheral Pulses:
Capillary refill:
Neck Vein Distention:   Y ☐   N  ☒    Edema Y ☐    N ☒
Location of Edema: 

	 
Heart rhythm and rate normal, S1 and S2 present.
No noticeable murmur.
Patient’s cardiac rhythm is normal, no noticeable cardiac symptoms.
All pulses were palpable and strong.
Capillary refill is less than 3 seconds.

	RESPIRATORY:
Accessory muscle use:    Y☐     N ☒
Breath Sounds: Location, character

	

Breath sounds clear and regular, no wheezing, crackles, or rhonchi.
	GASTROINTESTINAL: 
Diet at home: regular diet 
Current Diet: regular diet, mechanical soft texture, regular liquid consistency                     
Height: 5’3
Weight: 136.2 lbs
Auscultation Bowel sounds: 
Last BM: 
Palpation: Pain, Mass etc.:
Inspection: 
     Distention:
     Incisions:
     Scars:
     Drains: 
     Wounds:
Ostomy:    Y ☐      N  ☒       
Nasogastric:    Y  ☐    N  ☒
     Size:
Feeding tubes/PEG tube   Y  ☐    N  ☒
     Type:

	Bowel sounds present in all four quadrants. Abdomen flat and nondistended; no incisions, scars, drains, or wounds. Last bowel movement 10/18/2023
	GENITOURINARY:
Color:
Character:
Quantity of urine: 
Pain with urination:  Y ☐     N ☒
Dialysis:  Y ☐     N ☒
Inspection of genitals: 
Catheter: Y ☐    N ☒    
     Type:
     Size:
	Patient urine color yellow with no odor. Patient is continent and is able to void without discomfort. Patient’s genitals are of normal anatomy.

	MUSCULOSKELETAL: 
Neurovascular status:
ROM:
Supportive devices: walker
Strength:
ADL Assistance:   Y☐   N ☐      
Fall Risk:    Y ☒  N☐
Fall Score: 
Activity/Mobility Status:    
[bookmark: Check1]Independent (up ad lib) |_|
[bookmark: Check2]Needs assistance with equipment |_|  
[bookmark: Check3]Needs support to stand and walk|_|

	Patient has limited range of mobility due to pain and weakness. Patient uses a walker and has weak strength. Patient is at high risk for falls, with a total fall score of 80.
	NEUROLOGICAL:
MAEW:   Y ☐       N☒           
PERLA:    Y  ☒       N☐
Strength Equal:   Y ☐   N ☒   if no -   Legs ☒   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
	Patient is fully conscious, alert and oriented x4. Patient is diagnosed with dementia. Speech is clear and appropriate. Patient responds appropriately to stimuli.
	PSYCHOSOCIAL/CULTURAL:
Coping method(s):       
Developmental level:       
Religion & what it means to pt.:
Personal/Family Data (Think about home environment, family structure, and available family support):
	Patient uses distractions such as crossword puzzles and sudoku. 
Developmental level is appropriate for patient.
Patient does not identify with any certain religions.
Patient is a widow to both of her past husband’s, she also lost a son. She raised two of her grandkids, who come to visit her when they have time. 



Vital Signs, 1 set (5 points) – HIGHLIGHT ALL ABNORMAL VITAL SIGNS
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	Oxygen

	0837
	65 bpm
	185/133mm
HG
	14 respirations/minute
	98.7 degrees F tympanic
	98%



Pain Assessment, 1 set (5 points)
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	0840
	8
	L hip
	Severe
	Sharp
	Assess pain q2 hours



Intake and Output (2 points)
	Intake (in mL)
	Output (in mL)

	not recorded at this facility
	Not recorded at this facility



Nursing Diagnosis (15 points)
*Must be NANDA approved nursing diagnosis*

	Nursing Diagnosis 
· Include full nursing diagnosis with “related to” and “as evidenced by” components
· Listed in order by priority – highest priority to lowest priority pertinent to this client
	Rationale
· Explain why the nursing diagnosis was chosen
	Interventions (2 per dx)
	Outcome Goal 
(1 per dx)
	Evaluation
· How did the client/family respond to the nurse’s actions?
· Client response, status of goals and outcomes, modifications to plan.

	Risk for decreased cardiac output related to hypertension as evidenced by 185/133 blood pressure.
	I chose this nursing diagnosis due to the patient having a blood pressure of 185/133, which is extremely high and needs to be controlled.
	1.Ensure patient is taking all of her blood pressure medication in order to keep pressure under control

2.check blood pressure two to three times daily in order to keep track of the levels. 

	1. Get the patient’s blood pressure down to a more stable level, such as 150/90 by November 1.
	The patient agreed to continue taking her medication in order to get her blood pressure back to normal levels.

	Risk for adult falls related to abnormalities of gait and mobility as evidenced by 8/10 leg pain.
	I chose this nursing diagnosis because due to her having such a high rated pain in her leg, she may be unsteady when standing and walking. 
	1. Ensure call light is within reach at all times so if the patient needs anything she can ask for help instead of getting up and potentially falling.

2.Assess pain every two hours 

	1. Get patients pain levels down to a 4/10 by October 30 in order to make sure the patient is comfortable, and so she is at a lower risk for falling. 
	Patient is happy with interventions we are putting in place in order to get her pain down. She is hoping her pain will be at a more reasonable level soon.



Other References (APA): 
Concept Map (20 Points):

· 8/10 pain in L hip
· Pain is sharp and severe
· Hip pain is worse when putting weight on it
· Hip pain is better when laying down


· BP: 185/133
· Creatinine: 1.27
· Cl-: 110
· Ensure patient is taking all of her blood pressure medications in order to keep her pressure under control
· Check blood pressure two to three times daily to keep track of levels
· Ensure call light is within reach at all times so patient can receive help when she needs it.
· Assess pain every two hours.
· 89+ year old female with a history of L hip fracture and generalized muscle weakness, is admitted for essential primary hypertension. 
· Risk for decreased cardiac output as related to hypertension as evidenced by 185/133 blood pressure.
· To get patients blood pressure down to 150/90 by November 1.
· Risk for adult falls related to abnormalities of gait and mobility as evidenced by 8/10 leg pain.
· Get patients pain levels down to a 4/10 by October 30 in order to make patient more comfortable and decrease her risk for falls.
Nursing Interventions
Client Information
Objective Data
Nursing Diagnosis/Outcomes
Subjective Data














