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BIOGRAPHICAL DATA
MEASURED DATA

Date of assessment:   02/14/2008
Height: 5’11

Examiner’s name: Kim Applebee
Weight: 160

Client’s initials: HT
Vital signs:

Gender: Female
Temperature: 96( F

Age: 34
Pulse: 78

Educational level: Bachelors
Respiration: 20

Ethnic group: Caucasian
Blood pressure: 102/78

Marital status: Married
Pulse Oximetry: Measurement wasn’t taken (machine was either not working or in the 220 lab)

Religious preference: none


I. HEALTH PERCEPTIONS AND HEALTH MANAGEMENT

a. Presenting Health Status:

The current assessment is an annual health assessment, which will be conducted by using a comprehensive checklist. There are no major concerns for seeking this assessment. 

b. Past Health History:

The client’s history of early childhood illnesses includes chickenpox and throat infections like Tonsilitis and Strep Throat. She has no history of Measles, Mumps, Rubella, Pertussis, Influenza, or Ear Infections. She has an autoimmune disease called Thrombocytopenia (ITP), which was diagnosed in 2001. She also smoked about ten years ago but has had no health-related complications do to it.

c. General Health Practices and influences  
Her current medical conditions include an autoimmune disease called Thrombocytopenia (ITP). She has no known allergies to any medications, has a mild intolerance to milk, and is currently seeking medical treatment through a chiropractor. Her definition of health is a balance between family, self, and work responsibilities while keeping your self healthy and strong. 

The patient’s overall health status does not show any new health concerns besides a few sore muscles, mild depression in the winter months, and mild stressors due to school responsibilities and life events.  She describes her health status as excellent but states that there is always room for improvement. There is no preferred doctor that is visited regularly but instead relies primarily on her chiropractor. She had a physical examination in September of 2007, a vision exam in July of 2007, and a dental examination in January of 2007.Her last menstrual period was February 5, 2007. Her last Pap smear was in July of 2006. She has had one gravida, one para, and no abortions/miscarriages. Her exercise activity level is moderate and includes both cardiovascular 3-4 days a week and yoga weekly.

Immunizations are currently up to date as of September 2007. These vaccinations include Tetanus, Diphtheria, Pertussis, Mumps, Rubella, Poliomyelitis, Hepatitis B, Influenza, and Varicella (had a titer done)

Habits that the patient has taken part in is both alcohol consumption, caffeine and tobacco use. The patient no longer smokes and hasn’t since she around the age of twenty-three. Alcohol consumption is about four drinks per week, usually red wine with dinner. The CAGE test and the AUDIT test were performed but, with the scores of zero, no further evaluation was necessary. There were no indications of an alcohol problem. Caffeine consumption is between 2-3 Pepsi’s a week along with occasional chocolate consumption and morning coffee. 

The patient is a Caucasian female who speaks English. She uses a chiropractor and natural path as her main physician along with her family doctor when indicated. 

She has a bachelor’s degree and is also a massage therapist. Currently, she is going for her second bachelor degree is nursing. As a full time student she does not work full time but does massage once a week for a few hours.

As a full time student, much of her free time is spent relaxing. She enjoys reading and taking bubble baths. Once a month she attends book club where she gathers with friends and discusses the book they chose previously to read along with dinner. She also takes care of household chores, cares for her son, and husband. 

The patient’s husband is the primary source for income. She has full health coverage for herself and family.

The patient lives in a stable house just south of Tacoma with both her husband and son. There are no toxins in her environment or any hazardous situations. The town she lives in is quiet, neighborly, and not close to any real dangerous roads. There are sidewalks that lead into town where they often ride bikes. She does most of the shopping, cleaning, and child rearing. She shops at the local market and grocery stores. Transportation includes a hatchback ford focus. Her commute to school is about 45 minutes both ways. 

Family health history includes a few diseases. Her mother, age 61, suffers from Rheumatoid Arthritis and pre-diabetic. Her father is 65 and has Hypertension. Her parent’s siblings have a history of hyperthyroidism and cancer. Her maternal grandmother is deceased and died at the age of 79 from a stroke. Her grandfather is currently 85. Her paternal grandmother is also deceased and died at the age of 75 with pancreatic cancer and her grandfather was obese and passed away at the age of 78. Her brother has a bipolar disorder and her sister has a congenital heart defect. Her husband and child both have no history of disease or health problems. A family tree (genogram) can be found in Appendix C.

 The patient appeared without any discomfort during the interview. She was relaxed, had color in her cheeks, warm to the touch, hair was clean, there were no odors present, and vital signs were within the normal limits. 

II. NUTRITION AND METABOLISM

a. Nutrition, GI tract

1. Subjective Data

a. Appetite

   The client states that she has a large appetite. She has not had any changes but does try to limit her calorie intake; eat in moderation. Preferences include wine, chocolate, and white, refined flour. She likes a wide spectrum of food, no aversions or preferences. She is the person who prepares the food in her house. She limits the meat products she consumes, buys portions of a cow from a local farmer, and often uses tofu in place of meat.  

b. Digestion 

   The client has no known allergies to food. She did have a mild case of lactose intolerance when she was pregnant. She limits her intake of refined flour. 

c. Intake 

Refer to Appendix C.

2. Objective Data:

The mouth and supporting structures are all intact. There are no open sores or lesions. There are no missing teeth. Analysis of the three day eating log reveals that the client has a fairly balanced diet. She has a variety of vegetables and fruits in her diet along with protein. She does have roughly 2 glasses a wine every other day and coffee in the morning. There is not an excess of refined sugar, salt, or carbohydrates. Comparison of her weight and height states that she is within normal limits. 

b. Endocrine 

1. Subjective Data 

The client does not have any alterations in her growth, skin, hair, or thyroid. Her height and weight have been consistent for the past few years. Her BMI is between a 22 and 23, which is within normal limits of a healthy individual. There has not been any change in her eating habits in the past few months. She does have a few striae from when she was pregnant. She does not have any increase in susceptibility to infection but does have ITP. 

2. Objective Data: 

The thyroid appears midline in the neck and is not enlarged, which is normal and indicates the absence of a goiter. It is not visible upon inspection, which is also normal. Palpation of the thyroid showed no tenderness. There were no abnormal sounds like bruits during auscultation. There is a family history of hypothyroidism (aunt). 
c. Integumentary system

1. Subjective Data 

The patient has no acute illnesses but does have an autoimmune disease called Thrombocytopenia (ITP). She is currently not taking any medication. She bathes daily, usually in the morning, and moisturizes daily with lotion. She uses sunscreen, at least SPF 15, to protect her skin from sun exposure. She has no excessive itching, numbness, or rashes present. She has no history of skin cancer or disease. However, she does have raised-pigmented nevi on the upper right side of her back but has been watching it. There is no change in hair color, texture, or amount. She does not color her hair and get trims a few times a year. The scalp has mild flaking during the spring and fall months. She does not chew her nails and is easily able to keep them clean and manicured. There is also no changes in nail color, growth, or thickness.

2. Objective Data: 

a. Integumentary Assessment

The skin has uniform color and temperature. The color is light but not pale. The right and left arm has light freckles down the arm. There were no indications of cyanosis, jaundice, or hyper/hypopigmentation. The temperature of the skin is warm and equal between the right and left side upon palpation. There was an ecchymosis on the lower right arm. This is a normal variation of the skin. The skin is smooth, moisturized, and hydrated. There was also no excessive thickness. There is a raised-pigmented nevi that is located on the upper right side of her back. The following information was reflects an examination on the pigmented nevi; A= not symmetrical, B= irregular, C= color is even, D= 15mm, E= slightly elevated, and F= no sensation.  Her skin is well hydrated which is reflected in a skin turgor test. Her skin easily went back to normal. There is no excessive sweating upon examining her palms and rest of her body.

The hair is evenly distributed on the body. The overall texture and appearance is fine, shiny, smooth, and soft. It is not brittle, coarse, or dull.  There are no absent spots of hair, no indication of alopecia. There is slight flaking of the scalp. However, there is no pain associated with the scalp or excessive oiliness.  Hair distribution is not present on the chin or face.

The nail bed is pink, smooth, and rounded. There is no clubbing of the fingernails and perfusion is adequate, which was illustrated by blanching of the nail bed. The overall nail has uniform thickness and adherence to the nail bed. There is no apparent spooning (Koilonychia), pitting, or any trauma to the nail bed (Leukonychia).

d. Lymphatic System

1. Subjective Data (Swelling or tenderness of lymph of the any area of the body, swelling of an extremity, areas of infection on the body)

The client has no presenting problems; no recent infections or lymph node enlargement. All her immunizations are up to date (refer to the health history). She has an autoimmune disorder called Thrombocytopenia (ITP). She has no swelling of any nodes, sore throat, or any history of lymphatic diseases. 

2. Objective Data:

a. Lymph assessment
Palpation of the skin, over the superficial nodes, has no visible edema, tenderness, or red streaks. This included the following nodes: Preauricular, past auricular, occipital, tonsillar, submandibular, submental, superficial-cervical, and supraclavicular. Upon palpation of the lower nodes they were not palpable, warm, or firm. This included the axillary, arm, and groin nodes.  She has no complaints of the mouth, throat, or esophagus. 

III. ELIMINATION

a. Gastrointestinal system

1. Subjective Data 

The client has no complaints of the mouth, throat, or esophagus. Family history of gastrointestinal disorders is as follows: mother had polyps, grandmother passed away from colon cancer, and her mother’s father had a history of polyps. Her stool is characteristically formed, brown, and soft. She averages about 5-6 bowel movements per week. Bowel movements are consistent on a regular basis. She has no history of enema or medication use to aid in bowel movements.  She has had episodes of constipation in the past but has modified her diet, which has eliminated any constipation problems. The modifications are increase intake of fluids, particularly water, eliminate white flour, and increase level of activity. Flatulence, which is a normal expectant, is not a problem. There are foods that can trigger it such as beans and eggs. There was no evidence of engorgement of the veins or  

2. Objective Data:

a. GI assessment

      Abdomen was concave, smooth and symmetrical, and showed no visible masses/bulges upon palpation. Color and temperature were uniform from the left and right side of the abdomen and the rest of the body. There was no umbilical reflex (paralyzed umbilicus nerve), which can be normal with history of pregnancy. Bowel movements were heard upon auscultation. There was a slight aortic pulsation upon inspection. Auscultation of the abdomen showed no whooshing or bruits. Percussion was dull over the liver and hollow over the stomach. The patient showed no signs of tenderness or discomfort during palpation and percussion of the abdomen. 

b. Anal/Rectal assessment 

    Patient was not comfortable; procedure not performed. 

b. Urinary Tract System

1. Subjective Data 

The patient has no complaints of pain or problems urinating. She urinates roughly 7-8 times throughout the day, especially since she was pregnant. History of pregnancy has also caused slight stress incontinence. She states that she has had no changes in her urine characteristics; straw-colored and light odor. She has a history if urinary tract infections when she was in her 20’s. One of the reasons is due to a shorter urethra. Antibiotics did not work and she switched to an herbal extract called Bucchu. The last one was about 6 months ago and cause was a bubble bath. She consistently does her kegel exercises.

2. Objective Data: 

a. GU assessment (Kidneys, bladder)

There was no pain or tenderness upon percussion of the kidneys. 

IV. ACTIVITY AND EXERCISE

a. Activity levels:

1. Subjective:  

She has no limitation to ADL or IADL’s. She does most the household chores. She is currently a full-time student in nursing school. She tries to socialize during the week to alleviate stress and just relax. She does book club once a month, has friends over for dinner once a month, and goes to the gym three times a week. The only environmental influence that interfered with desired activities is school and family obligations, balancing the two. 

2. Objective: analysis of the activity log

Analysis of the activity log revealed that she balances being a full-time student along with being a wife and mother. She splits her time between class, studying, and household chores. She is up by 7am on non-school days and 6am on school days, and in bed between 10pm and 11pm. During each day there is at least 2 hours of either relaxing or visiting time with family or friends. The analysis of the week documented shows only two days of exercise. For further information refer to Appendix C for the Activity Log. 

b. Cardiovascular System

Subjective Data Client report of symptoms:  

She does not have any current or history of cardiac problems. Her father did have an angina. She did smoke during her 20’s but does not anymore.  She is currently not taking any medications, OTC or Prescription. She exercises at least three times a week, which includes cardiovascular, yoga, and moderate weight lifting. She states that she is not high strung and is fairly relaxed. She is a nursing student; thus exams can bring moderate stress. Stress is dealt with by taking baths, yoga, and reading a non-text book. 

Her diet consists of tofu, vegetables, and fruit. She often consumes organic food bought from the near by market or farmers market during the summer and early spring and fall months. She does consume her morning cup of coffee in the morning along with 1-2 Pepsi’s a week. Red wine is also consumed occasionally during meals. 

1. Objective Data:

a. Cardiovascular Assessment 

The client appears relaxed and comfortable. She did not show any facial or physical signs of pain or difficulty during inspiration/expiration, illustrated by straight posture and no guarding of body parts. Her blood pressure was 102/78, which is at the lower end of the normal range of 120/8. However, this is WNL for the patient’s baseline BP measurement. 

Palpation of the temporal and carotid pulses were hard to find at first but once her heart rate was elevated through mild cardiovascular exercise, it was easily located. There was even pulsation and no excessive protrusion of the arteries. 

Auscultation of the carotid artery was clear and without any low-pitched sounds; no bruits were identified.

Inspection of the jugular vein did not indicate any fluttering or oscillating of the pulsation.

Capillary refill revealed normal perfusion and inspection/palpitation revealed normal skin elasticity and turgor. Temperature of the skin was symmetrical from right to left side of the body and top and bottom. Color was within normal range. It was not bluish, yellow, or excessively dark/pale. 

Palpation of the radial and brachial pulse was 78 BPM. This is within the normal range of 60-100 BMP. The rate and rhythm between the left and right side was the same.

Auscultation of the four areas included the Aortic, Pulmonic, Tricuspid, and Mitral; consistent (dubb), quieter, lubb-dubb, and Lubb. There were no abnormal sounds such as ‘Kentucky’ or ‘Tennessee.’ 

c. Respiratory system

1. Subjective Data:  

The client has no presenting problems. She has no history of muscle or skeletal abnormalities or any family history of respiratory problems and or diseases. She smoked in her late teens and early twenties quit over 10 years ago. She does have a childhood history of excessive tonsillitis and strepthroat. Currently she is no experiencing any problems with nasal drainage, sinus infections or pain associated with the nose, mouth, or throat.

2. Objective Data

a. Respiratory Assessment

The patient appeared relaxes and comfortable. She is not restless or bored. Breathing is not strained, which is illustrated by the lack of nasal flaring. She has adequate perfusion to the extremities. Inspection of the nails, skin, and lips showed no signs of cyanosis; she was getting adequate oxygenation. Her chest had no barrel appearance and was <90 degrees. Her overall posture was symmetrical. The trachea was palpable in the midline of the body and was slightly moveable. The patient had not pain or tenderness upon inspection. 

Inspection of the chest shows that the ribs are evenly spaces, sloped downward at a 45-degree angle and were firm. Muscle development is even between the right and left side of the anterior and posterior chest. The anteroposterior diameter was 30 centimeters and the lateral diameter was 15 centimeters, which is within the normal ratio of 2:1. The chest wall has no bulging (Pectus Carinatum) or indentation (Pectus Excavatum) appearance.

The patient’s respiratory rate was 20 BPM, which was within the normal range of 12 to 20 breaths per minute for an adult. Observation of respiration revealed smooth, non-strained breaths. The length and depth of the respiration was similar and showed no sign of ‘air hunger’ or abnormal patterns. She tended to use her thoracic muscles during breathing, which is a normal variation for females. Palpitation and inspection of the spine showed no tenderness, lesions, or abnormal protrusion. Thoracic expansion was uniform with each breath during inspection. Auscultation of the thorax showed an even distribution in both the left and right lung upon comparison of both inspirations and expirations. The three areas ausculated were the vesicular, bronchovesicular, and the bronchial. Auscultation of all three areas revealed no presence of crackles (Rales), wheezing, or rhonchi. 

b. Nose and Sinuses Assessment

The nose appears symmetrical, smooth, and intact. There was no discharge or any tenderness upon inspection. Assessment of the nose for patency revealed noiseless, free exchange of air on each side.  Evaluation of the olfactory nerve (cranial nerve I) was able to properly identify the scent placed in from of her with her eyes and mouth closed. Inspection of the internal nasal cavity was conducted by using a nasal speculum. 

Inspection and palpation of the sinuses showed no tenderness or obvious signs of congestion. The sinuses inspected included the Frontal, Maxillary, and the Esthmoid/Sphenoid.

d. Musculoskeletal System

1. Subjective Data  

The client states that she is a bit sore throughout her body due to a recent body pump class she attended at her local gym. She has to alter her movement slightly, especially with stairs. She was diagnosed at a young age with knocked knees, Genu Valgum. The disorder was due to her inward-pronation of her ankles. She wore braces on her feet to try and correct the disorder.

2. Objective Data:

The client was in an erect position upon inspection of the axial skeleton. Examination of the right and left side showed symmetry. Feet slight turn inwards when standing normally. Muscles were not measured but were symmetrical upon inspection of the right and left side. There was a mild tenderness of the larger muscles but no joint pain or excessive pain. The body’s joints were examined for ROM and showed even, smooth movements with no hyperextension or stiffness. Inspection of the client’s walk showed conformity between the two sides along with smooth, rhythmic motion. Inspection of the face showed symmetrical movement; no drooping. The jaw also showed no sign of TMJ; no clicking upon opening and closing. Muscle strength was observed/tested and revealed symmetry between the left and right side and showed no pain or tenderness. Inspection of the legs showed a slight pronation of the ankles. Assessment of the wrists for carpal tunnel syndrome was negative. 

e. Hematological System

1. Subjective Data 

The client does feel fatigue fairly often, which is a primary symptom related to ITP. She does not have any weakness, chills, fever, or heat intolerance. She does have poor healing time; she bruises often. The mucosa of the mouth is intact. She does not have a history of vitamin K deficiency or liver disease. She does have a history of urinary tract infects. Further data can be located in the urinary/gastrointestinal section. 

2. Objective Data: (Any of the above subjective noted on your client during assessment?) 

There are a few bruises observed on the client’s arms and legs. She appears awake and oriented. She is able to carry a conversation and respond adequately to questions. Further assessment can be found in the urinary section.

V. COGNITION AND PERCEPTION

a. Perception of reality: 

The client is content with who she is and what she looks like. She describes herself as a wife, mother, and student.

b. Neurological Subjective Data:  

She does not usually have headaches. She has no change in smell or taste. She has occasional dizzy spells if she stands up too quickly, which is due to her low BP (baseline). 

c. Ear Subjective Data:  

She has no tenderness over the sinuses, no history of sinus infections, or hearing problems. She does have occasional spring allergies. 

d. Eye subjective data: 

She has no history of blindness, vertigo, or blurring of the visual field. 

e. Pain Subjective Data:

No pain is present.

f. Communication:

1. Description of client's nonverbal behavior during interview

The client does not show any inconsistent behavior. She smiles, gestures, and gives feedback throughout the conversation. Her facial expression or symmetrical from right to left. 

2. Does client communication clearly, accurately, concisely?

The client communicates in structured sentences. She is able to keep a steady conversation. She speaks normally and is coherent during the conversation.  

3. Is client able to describe emotion?  Thoughts?  Thought content?  Suicidal?  Suspiciousness?  Guilt? etc. 

The client is able to describe how she feels about various events in her life. She is open and expresses clearly about how she feels. She does not appear suicidal, is not depressed, or angry. She shows no signs of guilt or regret for any of her life experiences, “made her who she is today.”  

4. Does client use concrete terms, abstract terms, hallucinations, delusion, or illusions?

The client is able to keep up with the conversation, understands the vocabulary used and is able to reflect and ask questions back. There is no S/S of delusion, hallucinations, or illusions. She keeps the conversation in the present and does not take the conversation into an altered reality or defer any questions asked.

g. Neurological Objective:

1. Summary of Mental status exam:

The client was oriented to person, place, and time. 

2. State score, what that score means and any variations from normal

The score was a 30/30, which means she was able to correctly answer/perform all the tasks. 
3. Senses, DTR, Cranial nerves, Sensory/motor, cerebellar function

The client was able to distinguish sweet from salty along with differentiating different smells, vanilla and coffee. She was able to distinguish letters that were written on the palm of her hand along with distinguishing different objects that were placed in her hand. Examination of the upper and lower extremities concluded that the client was able to tell sharp from dull. The Babinski’s test was negative; the big toes did not fan out. The patellar reflex was also normal; the knee slightly extended outwards upon percussion. 

4. Signs of pain

Client experienced no pain upon assessment. 

VI. SLEEP AND REST

a. Subjective Data

i. Sleep Patterns 

Sleep quality is not what it used to be, especially since her child was born ten years ago. School stress has also added to her quality or lack of quality sleep. She wakes often throughout the night. This is mainly do to her son coming in to the bedroom during the night. He sleeps on the floor next to the bed. Her usual time of sleep is about seven hours during the normal week and eight to nine on the weekends. She is currently not working while in school and thus does not affect her sleep pattern. 
ii. Sleep Alterations 

She does not usually have difficulty falling asleep besides nights before exams and exams sometimes prevent her from sleeping. She tries to take short, 60-minute naps at least twice a week to get a little boost of energy and catch up on sleep that was lost during the previous few days. Waking too early does not happen normally. She uses the alarm clock to wake herself up.

iii. Influences on sleep patterns or problems? 

She has seasonal depression, which she takes Vitamin D for and also has stressors, especially while in school. She does not have muscle spasms, excessive urge to urinate (enuresis) or nightmares while sleeping
iv. Drug 

She does not take any sleeping pills, alcohol, or drugs to fall asleep. Caffeine is consumed in her coffee, Pepsi (1-2 a week), and chocolate. But, all caffinated foods/liquids are consumed before 3PM. 

b. Objective Data:

1. Any of the above noted on assessment 

She does not appear disoriented. She is able to form sentences and hold a conversation without effort. While being questioned about her past and present health history she is able to reflect and recall events. Her appearance is put together and clothes match and put on appropriately. 

VII. SELF-CONCEPT

a. Subjective Data

i. Areas of Self-Concept 

1. Social Identity 

Note Biographic Information in Health History Section. Her colleagues/friends would describe her as hardworking, flexible, and a free spirited. 

2. Personal Identity 

 
She would describe herself as a nurturing individual. Areas of achievement include the following motherhood, marriage, and enrolling in nursing school. Areas of improvement include her sleep pattern, decreasing her school anxieties (Coping Mechanisms), and being more outgoing.
3. Body Image 

She is a female who is almost 35-years old. Two areas of concern are her autoimmune disease and current weight. Her autoimmune disease is currently maintained but she is concerned if it ‘flares’ up. Physical features that she would change would be her thighs and butt.

4. Self-Esteem 

She feels very confident and thinks highly of herself (not arrogant). She is very easy going and able to adapt to changes, she’s flexible. But does note that she could improve her coping mechanisms.

ii. Threats to Self-Concept 

The two most notable events are balancing school with home life, husband, son, and house chores. 

b. Objective Data: 

i. Summarize results of Depression Scale (located in the Appendix)

The client took the CES-D Scale, which is a depression test. The only question that she did have marked as rarely or none of the time was restless sleep.  Her total score was 1, which indicates she does not have depression. Refer to Appendix C for the CES-D Scale. 

ii. Stage of Development:  (Erikson)

She is currently at the stage of Generativity vs. Stagnation. She is not stagnating but generative because she is continuing her education through nursing school and leading a productive lifestyle. 

VIII. ROLES AND RELATIONSHIPS

a. Subjective Data

i. Roles

   The roles of the client are student, mother, wife, and friend. She is the main caretaker of her family and house. Her husband on the other hand is the financial provider. Her current health status is managed and does not negatively affect her relationships. 

ii. Family/Relationships 

    She lives in a house with her husband and ten-year-old son.  Refer to the previous section for roles. She has no history of violence, family or domestic. Communication in her house is open but lacks the ‘put it all on the table’ feature. Her and her husband are more of the quiet type, which sometimes prevents them from resolving problems. When in need for help she turns to her mother and husband. She is balancing both school and her family, which often creates stress and lack of time—“not enough time in the day.” She is busy but tries to set aside time to have dinner with friends at least once a month. She also participates in book club once a month and is an active participant in her son’s school and the surrounding community. 
b. Objective Data: 

Upon examination there were a few indications that school stressors were present and that she was balancing household chores. She seemed a bit fatigued and appeared rundown (exhaustion).  However, there were no indications that the stressors were unmanageable or greatly affecting her health. 

IX. STRESS AND STRESS RESPONSE

a. Subjective Data

i. Stressors 

The client recently entered nursing school, which has added stress to her life. She has had to rearrange her schedule and priorities to this recent change. This has created other stressors related to family/home life. Depression is more common in the winter months but does not impact her life much. 

ii. Perception of stress 

Stress has effected the client both physically and emotionally. Fatigue, exhaustion, and ‘burnt-out’ attitude reflects the client’s stress level. 

iii. Coping strategies 

Yoga classes, reading alternative books (not textbooks), meeting with friends, and taking relaxing baths relieve stress. Her morning coffee and wine at dinner also puts her in a relaxed mood. She relies on her husband to help with errands and caring for her son. 
iv. Resolution of Stress 

The above methods usually work in reducing and/or completely relieving stress. She sometimes uses the chiropractor to relieve stress along with the previously mentioned methods. School stressors are often resolved after the task is completely or she takes a break and comes back to the task. 

b. Objective Data: 

i. Analysis of the Holmes test (Stress):

The client scored a 118/300 on the Holmes test. This indicates that although she may experience stress it is a low chance that it will develop into a serious disease (33%). The stress is at a level that is normal and manageable. 

ii. Any physical findings from the above subjective:

The client seems to be a little tense, especially with the end of the semester creeping up on her. She has been concentrating more on family life rather then dedicating her entire life to school, which has reduced her stress levels. She does not have any observable consequences to stress. 

X. SEXUALITY AND REPRODUCTIVE FUNCTION  

a. Subjective Data

The client is a heterosexual female. She has had 10 sexual partners and began at the age of 15. She is currently married and has been for the last 10 years. She is sexually satisfied in her relationship, which is monogamous. She does not use birth control or any STD protection. She has had one life birth, which was 10 years ago and had no trouble with infertility.  During her pregnancy she had no complications. Her husband had a vasectomy about 5 years ago. She has had no abnormalities upon routine self- breast exams. Menstruation is regular and began at the age of 13. She has no pain, discharge, or irritation. She currently has no questions regarding the reproductive system or sexuality concerns. 

b. Objective Data: 

Not performed on date of examination. 

XI. VALUES AND BELIEFS

a. Subjective Data

i. Culture 
The client does not relate to any ethnic or religious group. 

ii. Spirituality   (HOPE)

H( She finds comfort in the connectedness of the universe, which includes all people, animals, and nature. She finds peace during times of struggle by mentally releasing it into the universe. This allows her to not feel alone and gain a broader insight into resolution or acceptance. She finds hope in humanity’s innate goodness. To guide herself through challenges and decisions she uses her internal strength of character and morals that have accumulated through her own life experiences.

O( She was raised Catholic, but even as a child she could not open herself up to it. It seemed fake, contrived, and self serving. Even as a child she felt fear and guilt pressed upon her in the sermons that were unncesessary and a tactic for obedience. 

P(She does not believe God as a powerful being that decides a person’s afterlife. However, she does believe in an essence or energy of sorts where life comes from and where it returns after death. 

E( She does not have any problems that conflicts with any medical treatment, except her autonomy.  

b. Objective Data:
i. Any physical finding related to the above subjective
The patient has no observable or measurable signs/symptoms related to spirituality. A values and spiritual assessment can be found in Appendix C.

Problem List:

Health Perception – Health Management

1. ITP

2. Lack of regular doctor visits

3. Family Hx of diseases

Nutrition and Metabolism

1. Caffeine intake

2. Mild milk intolerance

3. Family Hx of hypothyroidism

4. ITP

5. Raised-pigmented nevi

6. Dry Scalp (flaky)

Elimination

1. Family Hx of gastrointestinal disorders (polyps/cancer)

2. Episodes of constipation

3. Impaired umbilical reflex

4. Hx of urinary tract infections

5. Mild stress incontinence

6. Short urethra

Activity and Exercise

1. Stress

2. Fatigue (ITP)

3. Hx of smoking

4. Sore muscles

5. Hx of knocked knees (Genu Valgum)

6. Poor healing time (ITP)

Cognition and Perception

1. Occasional dizzy spells

Sleep and Rest

1. Poor sleep quality

2. Seasonal depression

3. Caffeine intake

Self Concept

1. Current weight 

2. Autoimmune disease (ITP) 

3. Coping mechanisms

Roles and Relationships

1. Juggling multiple roles (role strain)

2. Fatigue

3. Communication impairment

4. Tense

Sexuality and Reproductive

1. Hx of urinary tract infections

Values and Beliefs

(None)

Nursing Diagnosis:

Communication, readiness for enhanced: silent personality, does not say everything that is on her mind, and just separates oneself from the situation rather then talking. 

Sleep pattern, disturbance: wakes frequently in the night, stress, and caffeine intake. 

Caregiver role strain, risk for: balancing being a mother, wife, household chores, and full-time student. 

Urinary incontinence, stress: frequent urination and incontinence –mainly since pregnancy.

Summary:


The following client is a 34 year-old Caucasian female. She exhibits appropriate health maintenance behavior. She eats a well balanced diet with moderate wine use and exercises at least three days a week. She was previously diagnosed with ITP, which accounts for symptoms like fatigue and poor healing time. Other health correlate with stress.

Stressors that are associate with exams and other school projects have had an impact on her current health status. Home obligations have also added to her current health status.  Additionally, her family history of rheumatoid arthritis, hyperthyroidism, and cancer has placed her at risks for developing further health complications. 

The overall physical examination was within normal limits; her BMI was between a 22 and 23. Her vital signs were also within normal limits; temperature was 96(F, pulse was 78, and respiration was 20. Her blood pressure was 102/78, which is at the lower end of the normal spectrum.  However, this is within the range of her baseline vital signs. Diagnoses of her exam indicate that she has mild stress incontinence, role strain, communication impairment and alterations in her sleep patterns. Management of the client’s stress level along with improvement in communication will benefit the client’s overall health status.
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