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NAME: Ihechi Alilionwu
Remember that SOAP stands for Subjective, Objective, Assessment, and Plan.   Subjective should be what your “patient” (AKA your lab partner) tells you about his or her “problem.”  Objective should address the physical findings you see – include vital signs.  Assessment should include 2 appropriate nursing diagnoses for your patient.  Your plan should include nursing interventions which would be applicable for your nursing diagnoses.
Patient:  Ms. A.F
Date: 2/22/2012
Biological Information: Ms. A.F resides in Charleston IL.
Age: 25
Chief complaint: “I have had severe head ache for the last two days. Headache is worse on the right side of my head”
Subjective
Past Medical History: 
	Ms. A.F denies any major history of past illnesses aside from usual childhood illnesses. Patient listed chicken pox, rubella, mumps and ear infection. Patient denies surgeries, injuries and hospitalization. Patient denies history of any serious or chronic illnesses. Patient also denies history of mental issues however she did state that she is under tremendous amount of stress due to her status as a nursing student. 
Current Medical History: Patient acknowledges having “severe headache for the last two days”.  Patient describes the headache as being more intense on the “right side of her head”. The headache has been going on for two days. The headache is characterized by severe throbbing especially on the right side of the head, ear pain and sensitivity to light.  Patient stated that prolonged activities such as starring at the computer screen and studying make the headache more severe. Patient indicated using Tylenol as relieving factors in addiction to rest between activities and cool compress on forehead during headache episodes.  Patient denies allergies to any medications and indicates Tylenol as the only medication in use at the moment. 
Family History: Father and mother have histories of high blood pressure. Two siblings are of good health. 
Social History: Patient is currently a nursing student, lives with her boyfriend, drinks occasionally. Patient denies smoking or use of recreational drug. 
O: Objective
Vital Signs: 
B/P: 124/86, P 80, T: 98.7, Weight: 160Ibs, Height: 5’7 
Pain rating: Patient rated pain as 8 on a scale of 0-10
Cognition: Alert and cooperative
Skin: Skin appears hydrated and elastic with no skin lesions or noted rashes.
Nails: Capillary refill adequate

A: Assessment
Nursing diagnosis: Acute pain related to potential tissue damage as evidenced by report of headache and ear pain.
Nursing diagnosis: Impaired sensory perception related to changes in visual acuity as evidenced by patient report of sensitivity to light.
Goal: Patient will express reduction of pain rating from 8 to 3 in the next 24 hours. 
P: Plan
The first plan is to devise a teaching plan for the student that will help retain decreased pain and improve sensory perception.  The teaching plan will include a journal for patient to keep track of activities and how her body’s responds to different levels of activity. The journal will then be reviewed with the patient a week later to formulate an activity schedule that reduced her risk for getting headaches. Another implementation will be work in well-lit environments while avoiding overly bright environments especially during increased activity levels. 
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