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 PEER HEALTH HISTORY

	BIOGRAPHICAL DATA
	MEASURED DATA

	Date of assessment: 4/28/08
	Height: 60 ¾ inches

	Examiner’s name: Marta Larsen
	Weight: 113 lb

	Client’s initials: B. S.
	Vital signs: 

	Gender: Female
	Temperature: 97.4°F

	Age: 26
	Pulse: 80

	Educational level: In college
	Respirations: 16

	Ethnic group: Hispanic
	Blood pressure: 116/70

	Marital status: Single
	Pulse oximetry: n/a

	Religious preference: Christian
	


I. HEALTH PERCEPTIONS AND HEALTH MANAGEMENT

a. Presenting Health Status:

1. Reason for seeking health care: General physical examination.
2. There are no presenting problems or specific health concerns other than wanting a general check-up.
b. Past Health History:

1. No serious illnesses or injuries.
2. No previous surgeries.
3. No hospitalizations.
4. No abnormal lab results.
5. Hx of dry eye syndrome.  Manages by staying hydrated and not wearing contacts for long periods of time.
c. General Health Practices and influences  

1. What “being healthy” means to the patient:  “Being able to enjoy my normal life without having to worry about pain, discomfort, or death.” 
2. General health:  Seeks annual medical check-ups and bi-annual dental check-ups.  Has been participating in regular physical exercise, but has not been exercising for the past month or so due to a busier schedule.  No medical conditions, injuries, or limitations.
3. Immune status:  Hep B 5/4/07, 6/5/07, 11/13/07.  MMR 4/26/93, 1/28/97.  Varicella 5/4/07, 6/26/07.  Td(adult) 1/28/97, Tdap 5/4/07.  Polio IPV 1/28/97. 
4. Current medications: Yasmin birth control pills, advil for headaches which have been occurring once or twice a week.  
5. Allergies: No known allergies.
6. Habits:   Consumes 3 to 4 drinks of hard alcohol 2 or 3 times a week.  No use of drugs or tobacco.  
a. CAGE Assessment (C = cut-down, A = annoyed, G = guilty, E = Eye-opener)

1) Have you ever felt you ought to cut down on your drinking or drug use?

“No, I don’t think I drink too much.”
2) Have people annoyed you by criticizing you drinking or drug use?  “No”
3) Have you ever felt bad or guilty about your drinking or drug use?  “No”
4) Have you ever had a drink or used drugs first thing in the morning to steady your nerves, get rid of a hangover or get the day started?  “No”
b. Patient drinks two cups of coffee and/or an energy drink a day.  Has made attempts at restricting caffeine intake.  If she drinks coffee, she will not have an energy drink, and vice versa.
d. Cultural background, Ethnicity, Race: Patient’s race is Hispanic, born in Honduras, but has lived in the United States for 17 years.  Speaks English commonly, but is fluent in Spanish.  No specific cultural practices or practitioners used for treating illnesses.
e. Occupation: Patient’s job title is “Patient Services Representative” at Tacoma South Medical Clinic.  Patient deals with individuals who have communicable illnesses, which is a risk for contracting acute illnesses.  Risk for carpal tunnel syndrome and vision impairment related to excessive computer use.  Claims to be very satisfied with current employment.
f. Hobbies:  Includes reading to relax, dancing and exercise, listening to music, shopping.  No specific associated hazards.  
g. Economic and Financial Status: Current source of income is her part time employment at medical clinic.  Patient currently has full insurance coverage offered through her employment.  Feels that source of income is adequate, but is concerned about having to quit her job during the next school year.  Not being able to work because of school, as well as having student loans may result in a harder economic status.  Having to currently work part time while going to school full time diminishes her social life, and is a contributing factor to stress.
h. Living arrangements/Environment: Patient resides in an apartment with younger sister.  Has access to services within the apartment complex.  Patient does the shopping, and cooking responsibility is shared between the patient, her sister, and significant other.  The sister of the patient does most of the housework.  Patient uses personal car for transportation.  Patient is the caretaker for younger sister who is diagnosed with epilepsy.  Her sister she has been in her care for 8 years.  No problems or concerns regarding home.
i. Family Health Patterns

1. General health of family: Patient’s mother is 47 years old and generally healthy although slightly overweight.  Father is also 47 and is in good health with vision impairment.  Patient knows very little about maternal grandparents; maternal grandmother died in her sixties of an unknown cause.  Maternal grandfather died due to liver problems secondary to alcoholism.  Paternal grandmother died in her mid-eighties and had very poor health, including anorexia.  No known information about the death of her paternal grandfather.  Patient has two paternal uncles, who are both in their forties, although not much information is known about them.  One paternal uncle has depression.  Patient has three paternal aunts, in their fifties, health conditions unknown.  Has two maternal uncles, one early thirties, the other in his late thirties, and health conditions are unknown.  Patient has two sisters, a half sister from paternal side age 11 and a full sister age 23.  11 year old is in good health, and 23 year old sister has epilepsy.  Patient has one half brother from paternal side who is in good health age 10, and a full brother who has mild cerebral palsy age 24.  No spouse or children.  (Genogram in appendix.)
j. Objective Data:  Patient is well-groomed and alert.  Appearance seems to be healthy, and is consistent with stated age.  Patient is well dressed with clean hygiene.  Skin is warm-toned with no pallor.  Hair is evenly distributed, thick and well nourished.  Weight is appropriate for height, and patient’s posture is erect.  She seems comfortable and relaxed with no obvious deformities.  
II. NUTRITION AND METABOLISM

a. Nutrition, GI tract

1. Subjective Data

a. General appetite includes being hungry at meal times and wanting snacks throughout the day.  Currently patient has no appetite as she ate lunch recently.  Yesterday patient was at work all day, so her appetite was increased.  She generally eats more while at work rather than school due to being less busy and having more time to think about food.  Appetite completely diminishes when under a lot of emotional stress.  Patient prefers fruits, vegetables, cereals, spicy food, Vietnamese food, Thai food, and Japanese food.  Dislikes Korean food, Hawaiian food and fast food.  Eats a lot of beans, tortillas and rice due to cultural upbringing.  No religious eating patterns.  Social eating patterns include going out for dinner once a week with sister and boyfriend.  Patient and sister prepare food at home together.  Patient does not diet and overall feels good about her appearance; states she tries to eat very healthy.  
b. Digestion:  Patient digests food with some difficulty, complaining of having an issue with constipation.  Patient does not experience any dysphagia, nausea, vomiting, abdominal pain, or any other complications with digesting food.   
c. Intake: See “diet recall” in appendix.
2. Objective Data:

a. Analysis of 24 hour recall diet:  Patient did not eat much yesterday for dinner, due to a busy schedule.  There is worry for an insufficient calorie intake on days which are very busy.  Her intake consisted of low fat, and a good amount of grains and fruit.  However, her intake should include more foliage, such as leafy green vegetables.  This could be an intervention to improve her constipation.  
b. Physical findings related to nutrition:  Client’s skin is hydrated and smooth.  No lesions or fissures.  Height 61 inches, weight 113 lbs.  BMI=21.4, which is within normal healthy limits.  
c. GI related assessment:  Teeth are white and clean, with moist, pink gums.   Throat is moist and pink with no lesions or pain when swallowing.  Tongue is pink and moist with no fissures, and no swelling.  
b. Endocrine 

1. Subjective Data:  Patient claims to have no deviations in growth, alterations in temperature, sweating, or altered hair or nail growth.  No noted dehydration, edema, or striae.  Patient claims to not have experienced diaphoresis or polyuria.  No alterations with activity, appetite, or muscle sensitivity. 
2. Objective Data: 

a. Thyroid assessment: Thyroid gland not visible or palpable.  No abnormal firmness or hardness, and no pain experienced during palpation.  Absence of a bruit when auscultated.  
c. Integumentary system

1. Subjective Data: Client claims there has been no change in quality of hair or nails.  Verbalized concern with hypopigmentation.  
a. Integumentary Assessment:  Client’s skin is smooth and elastic, with no cracks or lesions.  Two areas of hypopigmentation 25x35 cm bilaterally on mid-upper arms.  Hair is shiny and smooth, and nails are pink, intact, and firm with shallow horizontal ridges on thumbs.  Also sparse leukonychia punctata bands on left index and middle fingernails.  
d. Lymphatic System

1. Subjective Data: No stated swelling or tenderness of lymph nodes, swelling of extremities, and no complaints of infections. 
2. Objective Data:

a. Lymph assessment: Skin over superficial lymph nodes symmetric, with no edema, erythema, or red streaks.  All lymph nodes assessed not palpable.  Skim warm, with no tenderness or infection.
III. ELIMINATION

a. Gastrointestinal system

1. Subjective Data: No complaints related to mouth, throat, or esophagus.  Bowel habits:  Patient has a bowel movement once a day, although the consistency is very hard and at times painful during elimination. Stool is usually large and light brown with no offensive odor.  Takes no aids to help with elimination.  No use of medications for elimination.  Abnormalities:  constipation regularly.  Anal or rectal problems: No hemorrhoids, fissures, or bleeding.  Has an understanding of screening procedures such as guaiacum for occult blood, colonoscopy and sigmoidoscopy, but has never utilized any screening procedures.
2. Objective Data:

a. GI assessment: Abdomen is flat and slightly concave, evenly distributed color, with no distension.  Bowel sounds in all four quadrants upon auscultation, most active in lower 2.  Client has belly-button ring with no infection.  No pain in abdomen when palpated.  No superficial abdominal reflexes when elicited with the end of a reflex hammer.  No rebound tenderness of the abdomen.  
b. Anal/Rectal assessment not performed

b. Urinary Tract System

1. Subjective Data:  Urinates 6-7 times a day, color is light yellow to clear, states she drinks a lot of water throughout the day.  No noted sensation upon urination or distinct odor.  Volume of urine tends to be a medium to large amount.  Patient has never had a UTI.  Patient reports not to have experienced incontinence, enuresis, retention, dysuria, urgency, or any other abnormalities.  No pain during urination, and states to have ease with initiating as well as stopping stream
2. Objective Data: 

a. GU assessment not performed.
IV. ACTIVITY AND EXERCISE

a. Activity levels:

1. Subjective:  Client has no limitations to ADLs, and has maintained a steady strength and endurance.  Illness has not altered activity levels.  Being very busy with school and work affects how much she is able to be active.  States she used to work out at least 3 times a week but has not been able to for the past couple of months because of prioritizing other things.  Physiologic disorders, emotional problems, and environmental influences do not play a part in her activity level.
2. Objective: Analysis of the activity log: Patient spends a lot of time sitting in class, sitting while driving, and sitting at work.  She was able to go out walking for one hour during the week, which is ultimately not enough activity and needs to work into her schedule more time for exercise.  
b. Cardiovascular System

1. Subjective Data:  Client report of symptoms:  *Cardiac:  No complaints of pain, stable or unstable angina, palpitations, rhythm irregularities, edema, nocturia, indigestion, or nausea. *Peripheral vascular:  No changes in sensation and appearance of extremities, muscle cramps, or intermittent claudication. *Hypo- or hypertension:  Weekly headaches, but no visual disturbances, syncope or fatigue. *Pulmonary aspects:  No breathlessness or dyspnea. *No weight gain or loss.
Client report of coronary risk factors:  Patient does not smoke, and eats a low fat diet.  Familial heart disease, hypertension, and diabetes not known.
2. Objective Data:

a. Cardiovascular Assessment: BP: 116/70, HR: 80 bpm.  Chest wall flat, with no pulsations, lifts, or heaves when inspected.  Auscultated S¹ and S² sounds have regular rate and rhythm.  No splitting or irregular pitch.  No lifts, heaves, or thrills when anterior chest wall palpated.  Jugular pulse not visible.  Carotid pulse strong, with no bruits when auscultated.  No pitting edema of extremities.  Capillary refill about 1 second with both upper and lower extremities.  Brachioradialis and radial pulses showed perfusion with even rate and rhythm.  Cool feet, well distributed color, dorsalis pedis pulses very faint.  Popliteal pulses not palpated.
c. Respiratory system

1. Subjective Data:  Patient reports to have no dyspnea, cough, or chest pain.  Lives in a fairly unpolluted area, environmental factors not a respiratory problem.  Patient does not smoke but does work at a medical clinic where she sees people with illnesses that could be airborne, or droplet transmitted. 
2. Objective Data:

a. Respiratory Assessment: Patient’s posture is erect, no slumping or over-exerted breathing effort.  Chest symmetric with equal muscle development.  Scapulae bilaterally symmetric.  No finding of a barrel chest, pectus carinatum, or pectus excavatum.  No cyanosis or pallor of the nails, skin, or lips.  Respiratory rate 18 breaths per minute.  Breathing pattern smooth, with even depths for each breath.  Trachea palpable midline of neck, and slightly moveable.  No tenderness or bulges of chest when palpated.  Vocal (tactile) fremitus of chest wall bilaterally equal.  Breath sounds clear to auscultation, with no crackling or wheezing.  Bronchial breath sounds high in pitch, bronchovesicular breath sounds moderate pitch, and vesicular breath sounds low in pitch.
b. Nose and Sinuses Assessment: Nose symmetric with no discharge.  Good patency of the nose, and an intact olfactory nerve (able to identify odors correctly).  No tenderness of the frontal and maxillary paranasal sinus areas when palpated.
d. Musculoskeletal System

1. Subjective Data: Client reports no pain, tenderness, or weakness of muscles.  No stiffness, swelling, inflammation, or limitation of movement.
2. Objective Data:

a. Musculoskeletal assessment: Patient stands erect, body relatively symmetrical.  Spine is straight with no curvatures.  Knees, hips, and ankles in a straight line.  Muscles bilaterally symmetric, feel firm.  Bones nontender on palpation.  All joints full range of motion.  Good muscle strength, bilaterally equal.  Patient’s gait regular smooth rhythm.  Symmetric facial musculature.  Mandible moves smoothly and painlessly.  Full jaw ROM.  Knees line up with tibia and ankle when sitting.  No tenderness or edema of knees upon palpation.  Ankles and feet smooth, with full ROM.  Negative Phalen’s sign.
e. Hematological System

1. Subjective Data: No patient reports of  weakness, chills, fever, weight loss, heat intolerance, night sweats, poor wound healing, apathy, lethargy, malaise, bleeding, excessive bruising, jaundice, pruritus, pallor, epistaxis, gingival bleeding, ulceration of tongue or oral mucosa, sore tongue, dysphagia, persistent hoarseness, emboli, hemoptysis, melena stools, liver disease, ulcers, change in bowel habits, vitamin K deficiency, alcohol abuse, hematuria, menorrhagia, amenorrhea, bladder dysfunction, or urinary tract infections.  Symptoms of fatigue present.
2. Objective Data: Patient alert and awake, objective data does not correlate with the subjective information of fatigue. 

V. COGNITION AND PERCEPTION

a. Perception of reality: Patient is happy with herself physically, but believes she needs to exercise more to be a little more toned.  Describes herself as moderately active.   Patient claims to be emotionally a happy, balanced person.  Perception of self sexually includes heterosexuality, and is comfortable with self.
Client description of family includes being very family oriented, puts them above everything else, would do anything for them. Patient claims not to have a lot of friends, but is very close with the few she has.  She believes they are very important and support her.  Patient regularly sees her health care providers at University Place Medical Center about once a year, so does not have a close relationship with hospital staff, but is satisfied with them. 
b. Neurological Subjective Data: Headaches 1-2 times a week. Takes advil for alleviation.  Dull aching in frontal and temporal region.  Not severe, tend to occur when under stress.  Light does not make worse, tend to go away after taking advil.  No alteration in taste, smell, use of facial muscles, use of eye muscles, biting or chewing, frowning or smiling, dizziness, swallowing, speaking, shrugging shoulders or protruding tongue, no loss of consciousness, alteration in intellectual performance, motor skill defects, weakness, paralysis or abnormal muscle movements or seizures, ptosis of the eyelid, disturbance in gait, balance or coordination, pain or paresthesia.
c. Ear Subjective Data:  No tenderness over sinuses or mastoid, deafness or adaptation to impairment, no tinnitus, pressure, fullness, plugged feeling, aches, pain, vertigo, no history of deafness in family, prolonged hospitalization at birth, or prematurity.
d. Eye subjective data: Visual acuity: Good central and peripheral acuity which correlates with the examiners, no blind spots, blurring, color blindness, adaptation to impairments, photophobia, pain, or halos around lights.
e. Pain Subjective Data:  Not currently experiencing any pain.
f. Communication

1. Description of client's nonverbal behavior during interview: Nonverbal behavior correlates with verbal statements.  Open gestures, no fidgeting or nervous actions.  
2. Patient does communication clearly, accurately, and concisely.
3. Patient is effectively able to describe emotion, and put her thoughts into words. 

4. Patient uses concrete and abstract terms for descriptions.  No hallucinations, delusions, or illusions.
g. Neurological Objective:
1. Summary of Mental status exam:  A score of 29/30 on the MMSE.  (See appendix.)  Score is normal for adult.
2. All senses function well,  no alterations in cranial nerves, sensory/motor, or cerebellar function.
3. No signs of pain.
VI. SLEEP AND REST

a. Subjective Data

1. Sleep Patterns: Sleeps 5-6 hours a night.  Sleep pattern is very different on the weekends.  Goes to bed later, from 1-3am and sleeps until 9am.  
2. Sleep Alterations:  Takes patient a long time to fall asleep, about 30 minutes to an hour.  Studies all evening up until bedtime.  Believes no breaks between causes sleep disturbances. Does not normally wake up during the night.  If drinks alcohol, is not able to sleep and wakes up early.  Feels does not get the chance to make up for lost sleep. 
3. Influences on sleep patterns or problems: Stress throughout the day causes difficulty sleeping.  Consistently has daytime sleepiness, normally every day.  No enuresis, getting up frequently to urinate at night, heartburn, leg jerking/muscle spasms, cardiovascular problems, respiratory problems, arthritis, diabetes, migraines, thyroid problems, renal problems, depression, nightmares, panic attacks, snoring, or morning headaches.
4. Drug History: Drinks caffeine daily, normally 1-2 cups of coffee or energy drink.  Alcohol intake: weekly, 3-4 drinks. 

b. Objective Data:

1. Appearance was well put together, mental and speech patterns not impaired.  No objective findings which correlate with fatigue.
VII. SELF-CONCEPT

a. Subjective Data

i. Areas of Self-Concept 

1. Social Identity: 26 year old female, Patient Services Representative, Christian, Hispanic.  Patient describes herself as a positive person, full of hope for future, hard-worker, dedicated, kind, responsible, and family-oriented.  Friends would describe patient as smart, responsible, likely to succeed, health-oriented.  
2. Personal Identity: Describes self as successful, being the first person in entire family to go to college, and has been able to take care of self independently since 16.  Is doing better than most of her family financially.  Would like to change fearful attitude about new situations.  Doubts herself and her abilities, and would like to change that. 

3. Body Image: Believes she is not getting enough exercise right now, and this concerns her.  Would like to be taller, and would like to have a more muscle tone. 

4. Self-Esteem: Patient believes that overall she is confident, but is fearful of new situations.  Is able to successfully deal with situations in her life right now, although they are stressful.
ii. Threats to Self-Concept: Most distressing things about current life: Fear of passing pathophysiology.  Believes that if someone were to die in her family, she would have a very hard time dealing with it, and worry about them since most live in Honduras. 

b. Objective Data: 

i. Depression scale in appendix.  Patient scored a 7 on the depression scale, which is less than 15, meaning she does not appear to be experiencing any sort of high level of depression at this time.
ii. Stage of Development:  (Erikson)

1. Patient is in the “intimacy vs. isolation” stage of Erikson’s developmental stages.  She is building relationships with coworkers and peers, as well as maintaining close relationships with family and long term boyfriend.  No deviations from normal.
VIII. ROLES AND RELATIONSHIPS

a. Subjective Data

i. Roles: Patient’s role in her family is the nurturer and supporter, by being a daughter and sister.  As a friend, she is a listener.  As a coworker, she is an innovator.  Feels pressure concerning family role, because she believes she must succeed to provide.  Preparing for new roles by going to nursing school. 

ii. Family/Relationships: There is a history of domestic violence between her mother and father, although not currently.  Lives with 23 year old sister, and is the primary caregiver for her and her special needs (epilepsy.)  Turns to boyfriend and God for help.  Sees sister everyday, communicates with mother every week and other family in Honduras every 2-3 weeks.  Patient makes most decisions for herself and sister.  Feels closest to sister and boyfriend.  Patient wanted to protect younger sister from everything, and has felt like she has been too controlling.  Has made an effort to be more of a sister figure rather than a mother figure.    

b. Objective Data: Patient looks very happy when talking about sister and boyfriend, and speaks protectively of family in Honduras.  
IX. STRESS AND STRESS RESPONSE

a. Subjective Data

i. Stressors: The major change in the past two years of patient’s life has been nursing school.  School causes most stress.  Things do not frequently make patient angry, annoyed, fearful, or depressed. 

ii. Perception of stress: Stressful situations have been affecting patient physically by not getting enough sleep or exercise, and emotionally she has missed relaxing with friends and family and not worrying about things. 
iii. Coping strategies: Patient relieves tension by going out drinking with friends, or watching TV.  Relies on self for problems.   

iv. Resolution of Stress: The stress factors in this patient’s life usually get set aside for a time being, but are always there and resurface.   

b. Objective Data: 

i. Holmes test in appendix.  Patient scored a 62 on the Holmes test, which indicates the amount of stress she is experiencing is manageable.  No major changes or alterations in her life.
ii. No physical findings from the above subjective.
X. SEXUALITY AND REPRODUCTIVE FUNCTION  (Students may choose to defer answering some questions)
a. Subjective Data

i. Sex roles and gender identification: Female, heterosexual.

ii. Knowledge about sexuality and reproduction: No questions related to sexuality or reproduction.  Illness has not affected sexual functioning. 

iii. Sexual functioning and satisfaction: Deferred answering. 

iv. Reproductive history: Taking birth control pills, no method for protection against sexually transmitted diseases, with no history of STDs, history of or current sexual abuse or assault.
v. Female Reproductive System

1. Breasts: Appear normal to patient, with no abnormalities, practices breast self-exams.  No family history of breast cancer. 

2. Description of menses: Menarche occurred at age 11, last menstrual period occurred 4/30/08.  Period lasts 3-4 days, heavy the first two days, then light for the remainder of the time.  Very painful the first day.   

3. Description of pregnancies: n/a

4. Problems with infertility: none
5. No complaints
vi. Male Reproductive System: Does not apply.
b. Objective Data: n/a
XI. VALUES AND BELIEFS

a. Subjective Data

i. Culture: Hispanic, no health beliefs related to culture.  Believes she is in control of her life.  Values which are important: honesty, love, and helping those in need.  Believes everyone has a right to a good life, regardless of their origins.  Believes illness is a part of life, not a punishment.  (Values inventory in appendix.) 
b. Spirituality: Patient generally gets out of life what she wants.  Family is most important.  A belief in God is important to Patient’s life.  Prayer is important.  No religious books utilized for comfort.  Does not turn to others regarding spiritual issues.  (Spiritual assessment in appendix.)
c. Objective Data:
i. Aside from dark skin and hair, appearance is not different from that of American culture.  Patient chose achievement, affiliation, aesthetics, collaboration, freedom, health, honesty, influence, justice, knowledge, location, love, morality, nurturance, nationalism, order, public contact, pleasure, protectiveness, recognition, recreation, responsibility, security, self-actualization, tolerance, wisdom, and work as important to her on the values inventory.  
Complete problem list:

Nutritional-Metabolic Pattern
1. Risk for low caloric intake during stressful, busy days.
Elimination Pattern
1. Constipation
Activity-Exercise Pattern
1. Risk for activity intolerance
2. Activity log analysis shows inadequate level of activity 

Sleep-Rest Pattern
1. Sleep deprivation

2. 5-6 hours of sleep every night is inadequate and causes fatigue throughout the day.

Nursing Diagnoses

Constipation R/T poor eating habits, insufficient fiber intake, AEB verbalization of dry, hard, formed stool, and pain with defecation.
Sleep Deprivation R/T sustained environmental stimulation, AEB verbalization of fatigue, not being able to fall asleep.
Summary Statement
This 26-year-old Hispanic female generally exhibits appropriate health behaviors.  Although, she lacks appropriate exercise habits, consistently is sleep deprived, and suffers from constipation.  Constipation could be due to an insufficient diet or high levels of stress with school.  Her lack of exercise and unstable sleep patterns are mainly due to working part time, caring for her sister with epilepsy, and recently attending school to obtain her BSN.  Her physical examination is within normal limits in all areas.  The only abnormality includes the unexplained bilateral hypopigmentation on upper arms.
