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Abstract

The purpose of this paper is to combine the knowledge and resources learned throughout my gerontological nursing class at Ferris State University and apply it to developing a geriatric nursing plan of care.  The nursing care plan was created specifically for a 66 year old female patient who has recently suffered a stroke.  She has entered a nursing home for rehabilitation but is declining in health. After a thorough assessment I determined her top three nursing diagnoses are related to pain, poor nutrition, and ineffective coping.  Each diagnosis includes desired outcomes and goals along with evidence-based rationales. Lastly I have identified the need for improved pain management education for patients and their families.  

Analysis of Geriatric Care Needs

When caring the geriatric patient it is the nurse’s responsibility to understanding the aging process and the unique needs of this population.  Geriatric nursing care is rapidly changing due to advancements in technology and evidence-based reach. “By 2050 on in five Americans will be over the age of 65” (Touhy & Jett, 2012, p. 1).  Due to the increasing population the voices of our seniors are becoming powerful and society’s perceptions are changing.   They are playing a significant role in changing the cultural of our nation by advocating, initiating changes and becoming active in politics.   It is for this reason nursing education in gerontology needs to promote healthy aging yet provide competent, specialized care when needed. 

In order to better understand the special circumstances surrounding the aging process I have chosen to analyze the case study of Ms. P. (Touhy & Jett, 2012, p. 336).  This particular patient is 66 years old and has recently suffered a stroke.  After spending two weeks in the hospital she has been placed into a nursing facility.  While at the facility Mr. P begins having complications with her diabetes along with pain and depression issues. In order to provide competent nursing care for Ms. P I will complete a thorough assessment, prioritize the top three problems and then include a nursing diagnosis for each problem.  Based on my findings and each nursing diagnosis I will finally develop a comprehensive nursing care plan.  

Assessment    

In order to properly caring for any patient the nurse must begin with a complete health assessment.  This type of assessment usually occurs when a patient is first admitted into a facility and includes a health history and a physical exam.   Components of a complete health assessment include the chief complaint, present health status, past health history, current lifestyle, psychosocial status, family history and review of systems (AMN Healthcare Education Services, 2011).  After the health history is complete a physical assessment should be performed on all the major body systems using inspection, palpation, percussion and auscultation.  The physical exam should include height, weight, vital signs and the fifth vital sign which is pain.   A detailed health history and physical assessment (Appendix A) was completed on Ms. P along with an initial pain assessment (Appendix B) upon admission. 

At the time of admission into the nursing home, significant findings related to Ms P included a history of depression, diabetes, hypertension, peripheral neuropathy, arthritis and constipation.  Occasionally she experiences pain from arthritis and peripheral neuropathy but is welled controlled with Motrin.  Occasionally, the pain will keep her from sleeping or performing activities but shortly after taking the Motrin she is pain free.  After suffering a stroke she now has mild weakness to the left arm and very limited mobility to the left leg.  Currently she is using a wheelchair for mobility and hopes to progress to a walker with therapy.  Prior to the stroke Ms P’s diabetes was controlled with Glucophage but while in hospital her blood sugars increased and insulin was added to her medication regime.  While in the hospital Ms. P became depressed at her condition and was placed on Zoloft.   At times her mood is sad and tearful but can quickly change to irritable.  She has lacked initiative since the stroke but is anxious to begin physical therapy so she can build up her strength and return home.  Patient is very close with her family but is resentful because they want her to stay in the nursing home for rehabilitation. It is the patient’s hope, as well as the families, therapy is successful.  If Ms. P can regain her strength and mobility then she can return home.  Ms. P has been dealing with stress incontinence for the past ten years.  However, since the stroke her incontinence has worsened due to her lack of mobility and dependence on others for assistance to the toilet.  She developed a urinary tract infection (UTI) while in hospital and was treated with intravenous antibiotics.  Prior to the stroke her weight was 142 pounds.   Unfortunately, while in hospital she lox six pounds over a two week period.  Normally, Ms. P has a good appetite but is not always compliant with her diabetic diet.  The family states she enjoys eating sweets and fatty foods.  Mr. P states, “I will eat what I want and when I want!”  

Now that Ms. P has spent three months in the nursing home her condition has not improved, in fact it has declined considerably.  Her blood sugars are uncontrolled ranging from 20mEq/ml to 800 mEq/ml along with erratic eating habits and very limited exercise.  She is depressed and having frequent mood swings. Ms. P often refuses therapy stating, “What is the use, I will never leave here!”  She seldom eats healthy meals in the dining area.  Instead she gorges on candy bars, soda and cookies which her family sneaks in due to feelings of guilt.  Her weight has declined to 125 pounds which is nearly a ten pound weight loss in three months.   Three weeks ago she suffered a bump to her left great toe while being transferred into the wheelchair. Due to diabetes and uncontrolled blood sugar she developed a wound.  Unfortunately the wound became necrotic and was debrided.  Up until this point, Ms. P’s pain was well controlled with just Motrin but now it seems uncontrollable.  She frequently moans in her sleep and states her toe is on fire.  Various pain medications were tried but the nursing staff was not consistent with assessing her pain or administering the medication.   Now the pain is so great Ms. P just wants to die and the nurses are beginning to think death might be the best resort.  Due to Ms. P’s new complications a Geriatric Depression Scale (Appendix C) was performed an updated pain assessment (Appendix D) and a Mini-Nutritional Assessment (Appendix E)

Biological Theories

Ms. P is only 66 which is relatively young to be experiencing so many health issues.  We have to ask ourselves why one person remains healthy well into their nineties and others decline at a young age.  More than 300 theories on aging have been developed over the years in attempts to explain the aging process.  Two major biological theories which attempt to explain individual differences in the aging process are genetic aging and nongenetic aging (Aitken & Rudolph, 2012).  Since much of Ms. P’s poor health is related to her diabetes it seems most fitting to apply her aging to genetics.  One genetic theory which has been rising in popularity is the Free Radical Theory.  “The Free Radical Theory of Aging states that every time you consume something, you generate what is called fee radicals (Barber, 2003, para 2).  Barber (2003) goes on to explain every time we eat the mitochondrion inside our cells  generates energy and a by-product of that energy is released as a free radical.  The free radicals have a negative effect on the body causing damage to the cells and DNA which in turn can lead to disease such as Parkinson’s, Alzheimer’s diabetes and arthritis.  This is not to say free radicals caused Ms. P’s diabetes but it may be one of many explanations to consider.  

Diagnosis  

Pain.  The nursing diagnosis most appropriate for Ms. P is acute pain related to tissue injury secondary to left great two necrotic wound as evidenced by use of verbal complaints of pain (10/10 on numerical pain rating scale), decreased sleep, poor nutritional intake, decreased mobility, lack of motivation and depression.  Desired outcomes for Ms. P include the following:  1. Use numerical pain rating scale to identify current pain intensity level and establish a comfort-level goal within two days of beginning pain management regime.  2. Notify nursing staff immediately for pain intensity greater than established comfort level of 3/10.  3. Describe nonpharmacological methods which can be used to help achieve the comfort level goal within one week of beginning pain management regime.  4. Participate in daily therapies with physical therapy (PT) and occupational therapy (OT) within two days of beginning pain management regime.   5. Demonstrates the absence of side effects of analgesics within two weeks.  6. Ability to maintain adequate rest of at least 6-8 hours per night within one week.  Nursing interventions include the following:  1. Administer pain medications on time and according to order.  2. Evaluate the effectiveness of the analgesics one hour after administering and document the response.  3. Implement actions to decrease negative effects of analgesics such as constipation and gastric irritation whenever administering pain medications.   4. Educate Ms. P on ways to decrease negative effects of analgesics such as increased fluid intake and consuming more fruits, vegetables and fiber within one week of beginning pain medication regime.  5. Use safety precautions as appropriate when Ms. P is medicated with narcotic analgesics.  6.  Encourage Ms. P. to verbalize her feelings of frustration and fears about pain at least once per shift.  7.  Assess descriptive characteristics of pain including location, quality and intensity according to the numerical pain scale every time Ms. P complains of pain.  8. Demonstrate and practice relaxation techniques with Ms. P at least once per day.  9. Ms. P will receive a daily whirlpool bath,

Living with pain can affect nearly every aspect of someone’s life.  The geriatric population is at high risk for pain because of degenerative and pathological conditions.  It is estimated 85% of nursing home residents experience persistent pain (Horgas, Yoon, & Grall, 2012).  “Poorly controlled pain in the elderly leads to cognitive failure, depression and mood disturbances and reduces actives of daily living (Davis & Srivastava, 2003, p. 23).  Before pain can be managed an effective pain rating tool must be implemented.  Since Ms. P has no cognitive impairments the numerical pain rating tool is effective.  Davis & Srivastava (2003) state the most successful pain management program involves both pharmacological and nonpharmacological therapies.  This is why Ms. P will receive pain medications and learn relaxation techniques such as breathing exercises and begin utilizing the whirlpool bath.  Pain can often impede the elderly from completing their activities of daily living and decrease their strength and mobility.  As soon as Ms. P. has adequate pain control she will need to resume daily therapies with PT and OT.  Lack of sleep due to pain has grave negatives.  “Poor quality sleep not only causes physical damage and escalates pain, it prevents your body from making key hormones that give you vitality and protect you from illnesses like cancer and heart disease” (Lemerond, 2011, para 2).  In Ms. P’s case a lack of sleep may be contributing to increased pain, inhibiting wound healing and affecting her mood.
Altered Nutrition.  The second nursing diagnosis most appropriate for Ms. P is altered nutrition: less than body requirements related to inadequate intake of nutrients in diet s evidence by poorly controlled blood sugars, necrotic wound to left great toe, gorging on sugary/high fat foods and weight loss.  Desired outcomes for Ms. P include the following:  1. Ms. P. will progressively gain weight toward desired goal of 136 pounds over the next three months.  2.  Will recognize factors contributing to increased blood sugars.  3. Will eat three healthy diabetic meals in dining area with other residents daily.  4. Agrees to limit sugar intact to just one treat per day.  5. Family members recognize disadvantages of sneaking in poor food choice.  6.  Will be able to verbalize understanding of diabetic diet.  7.  Have adequate energy to perform activities of daily living along with PT and OT with one week.  Nursing interventions include the following:  1. Weigh patient once weekly.  2. Monitor daily calorie count for one week.  3. Monitor weekly labs such as serum albumin levels.  4. Provide appropriate diabetic foods with each meal.  5.  Order for dietary consult.  6.  Consider patients food preferences according to cultural or religious beliefs. 7. Assess learning needs of both the patient and family.  8.  Monitor blood glucose levels before meals and one hour before bed.  
The elderly are at risk for malnutrition related to physiological, psychological, social, dietary, and environmental risk factors which can lead to complications and even premature death (DiMaria-Ghalili & Amella, 2012).  One screening tool used to assess malnutrition in the elderly is the Mini-Nutritional Assessment (MNA).   According to DiMaria-Ghalili & Amella (2012) “The most recent version of the MNA was developed in 2009 and consists of 6 questions on food intake, weight loss, mobility, psychological stress or acute disease, presence of dementia or depression, and body mass index (BMI)” (p.).  According to Ms. P.’s Mini-Nutritional Assessment she is considered malnourished (Appendix E).  However, with proper education and nursing interventions Ms. P will be able to improve her energy level, blood sugars, mood and wound healing.   The first concern is getting Ms. P to consume healthy foods and eliminate the sugary snacks.   Nutritional education both for Ms. P and her family is going to play a key factor in meeting the established goals.  This is best achieved by having the dietician hold a few educational meetings with both the patient and her family.  The nursing staff and dietician need to stress the importance of foods high in fiber such as whole grains, fruits and vegetables in order to receive the necessary vitamins and minerals needs for good health.  Staff should also encourage Ms. P to state her food preferences as this allows for a feeling of control and responsibility.  We are well aware of Ms. P.’s depression which has been escalating which is cause for concern.   “Depression is the most common cause of weight loss and anorexia in the older adult.  Early diagnosis is important to begin antidepressant therapy and nutritional support” ("Risk Factors for," 2013, p. 1).  Speaking with the physician or requesting a psychiatric consult may best serve Ms. P.  The physician may consider increasing her dose of Zoloft or adding another antidepressant to her regime.  
Ineffective Coping.  The final nursing diagnosis most appropriate for Ms. P is ineffective coping related to illness (stroke), nursing home placement, inadequate level of perception of control and pain as evidenced by frequent crying, mood swings, aggressive behavior, isolation and voicing wishes to die.   Desired outcomes for Ms. P include the following:  1. Will use effective coping strategies such as relaxation/rest, music and verbalizing negative thoughts to staff and family.  2. Reports decrease in physical symptoms of stress such as increased appetite and sleep and a decrease in pain.  3. Reports a decrease in psychological symptoms of stress such as increased motivation and socialization.   4. Seeks help from health care professionals such as social worker or psychiatrist.  5.  Able to clearly describe what is causing the anger, fear and depression. 6.  Develops a support system with trusted friends, family and healthcare professionals.   7.  Identifies strengths and sets short term and long term goals. Nursing interventions include the following:  1. Use verbal and nonverbal therapeutic communication such as active listening and empathy every shift.  2. Observe and document factors which contribute to ineffective coping such as throwing objects yelling at others and withdrawing.  3.  Assist patient with developing goals and identifying strengths every shift.  4.  Provide time for relaxation and recreational activities twice daily.  5.  Offer information on alternative coping mechanisms such as mediation or deep breathing exercises.  6.  Encourage and allow time for spiritual resources such as pray, reading the bible and talking with clergy.  7. Encourage family to visit patient.  8. Encourage family to become involved in increasing patients coping abilities.  9.  Encourage patient to make good choices and participate in planning care.  
Ineffective coping at occur at any stage of life but vulnerable populations such as the elderly or physically challenged may not have the adequate resources to skills to cope (Gulanick, 2012).  The inability to cope effectively can lead to issues such as depression, weight loss, self-harm and isolation, just to name a few.  One solid tool for measuring depression in older adults is by using the Geriatric Depression Scale (GDS).  The Short Form Geriatric Depression Scale consists of 15 questions in order to measure depression and has been tested and used extensively with the older population (Greenberg, 2012).  Ms. P. scored 11 on this examine which almost always indicates depression (Appendix C).  It is easy to see how a rapid decline in her independence and health has caused severe depression and ineffective coping.  According to research on chronic illnesses and depression it was found that 25% of patients with diabetes experiences depression and 10%-27% of patients who have had a stroke (Depression Health Center, 2012).  Over time Ms. P will need to learn effective coping strategies such as humor, relaxation techniques and seeking support from others.  
Policy


It seems Ms. P.’s problems began escalating after her toe became infected leading to uncontrolled pain.     Before entering the nursing home her pain was well controlled with Motrin.  However, after injuring her toe the nurses seemed to neglect her pain needs.  Pain medication was administered sporadically with little documentation on its effectiveness.  This is precisely why it is imperative both the patient and their families receive proper education on managing pain in long term nursing centers. They need to have a clear understanding of their rights, the various methods used for rating pain and the options available for pain control.  I would like to see mandatory monthly in-services held for the patients and their families regarding all aspects of pain management.  I believe this would have the potential to greatly reduce needless suffering and stress.  For example, had Ms. P or her family been aware of the alternative options available to them, she may not have declined to the point of wanting to die.   Or had they realized the nurses were not conscientious in their documentation and delivery of pain medication they could have spoken up in order to initiate change.  

In the end Ms. P began receiving scheduled pain medications along with breakthrough pain medication on an as needed basis.  Once her pain was controlled she became more optimistic and slept soundly through the night.  Through education Ms P and her family recognized the hazards of poor nutrition and the effects of sugary snacks on the blood sugar.  The family stopped bringing in sugary foods in exchange for fresh fruits and vegetables for their garden.  Once her nutrition and pain improved she was able to resume PT and OT which proved to be a success, as she is now ambulating independently with a walker.  Due to all the positive changes and an increase in her antidepressant Ms. P began to laugh, smile and look forward to a new life outside of the nursing home.  
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Appendix A

Admission Nursing Assessment and History
Nursing Assessment and History
 Admission
 Annual                                        

Resident Name ___Ms. P_________________ Adm. Date ___9-13-2013

Reason for admission: LT Placement   
 Rehab/Recuperation   
 Hospice Care         Respite Care   

 Other _________________

Admitted From:
 Hospital    Private Home    Assisted Living      Retirement Community      Group Home 

 Other _________________

Admitting Diagnosis CVA
Other Active Diagnosis, Health Conditions _Depression, Diabetes, Hypertension, Peripheral Neuropathy, Arthritis, Constipation (Prior to stroke diabetes was controlled with Glucophage but while in hospital blood sugars increased and patient put on insulin)_

See below for medications and allergies.

	Mental Status Assessment      

 Comatose (if present skip to section on Physical Assessment Status)     

Directions:   Check all that apply.


Memory:   Short-term intact       Not intact, can’t remember 3 items in 5 minutes       Can follow directions                                                                                                       

 Long-term memory intact, knows family and significant life events                 Not intact

Recall:
 Knows name         Current season          Why s/he was admitted
      No recall

Decision-Making:  Reasonable        Some difficulty        Poor          Rarely/never makes any

Comments, clarification: Patient A&0x3.  Able to speak clearly and make all needs known.
Indicators of Delirium/Disordered Thinking 

Directions:   If anything other than None is checked, further evaluation is indicated.  Alert RN Assessment Coordinator.
 None
      Easily distracted        Thinks s/he elsewhere/confuses day and night        Speech disorganized  

 Restless, fidgets, calling out         Lethargic, difficult to arouse, staring in space    
   Mental status varies 

	Sensory and Communication (Analysis can eliminate need to complete Vision and Communication RAPs if triggered on MDS)

Directions:  Check all that apply.  Checks in bolded areas indicated the need for additional action/care planning, proceed accordingly. Non-bolded areas may be considered strengths when addressing other problems needs on the care plan.


Eyes:   Clear        Drainage       Irritation        Redness        Visual, perceptual defect  

Pupils:  Equal/ reactive      No, ______________

Vision:  Adequate     Inadequate:  Sees only object’s outline       Follows with eyes       

 Doesn’t follow with eyes           Blind

 Side Vision Compromised:  Left    Right       Sees halos, rings, flashes of light          Eye pain, blurred or double vision 

Eye exam:  Done in past 12 months      Longer       No or unknown       Candidate for eye exam
Appliance:  Glasses       Magnifying glass        Contacts       Other         

Eye Med:  No   If yes, received as prescribed  No    Yes

Use is independent?  Yes  No                Appliance in good repair?  Yes  No
Functional Impact of vision:  None       Interferes with ADLs        Interferes with independence/being involved 

Ears:  Clean, without wax buildup     Wax impacted       Drainage       Recent change in hearing
Hearing:  Adequate in quiet setting        Impaired: speaker must adjust voice tone/rate/pitch     No useful hearing
Hearing aid:  No        Present:    Used       Doesn’t use            Candidate for hearing exam

Speech:  Clear & audible     Inaudible     Unclear, slurred, garbles or nonsensical        Absent

Modes of Expression:  Verbal      Written      Signs/gestures/sounds        Sign language/Braille 

 Communication board           None                Candidate for speech evaluation

Understands:  Always    Usually     Sometime    Rarely/Never   

Understood:  Always   Usually    Sometimes    Rarely/Never 

	Psychosocial  Status—Any checks indicating a problem require initial care planning and should also be referred to Social Services for further evaluation.


Well Being:  Accepting of placement     Comfortable, at ease    Distressed over placement     Ill at ease 

Expresses feelings      Readily       With difficulty      Not at all 

Problems with relationships:  No   Yes 
Mood:
  Pleasant, Cheerful       Unpleasant, Irritable      Change in sleep cycle     
  Presents as sad or distressed   

 Crying, tearful      Repetitive remarks about health concerns    Repetitive questions  
 Negative comments    Fearful 

 Sense of impending doom     Lacks initiative    Restlessness, paces, fidgets   
 Withdrawn

Behavior:  Aggressive    Inappropriate actions     Wanders    Verbally or physically abusive      Resistant to care

 Restraints are/have been in use to manage behavior  Psychotherapeutic meds are in use or have been used in last 30 days

Comments/clarifications: Since the stroke pt has been depressed and resistant to nursing home placement.  At times her mood is sad and tearful but can quickly change to irritable.  Patient has lacked initiative since the stroke but states she is anxious to begin physical therapy so she can build her strength and return home.  Patient is very close with her family but is resentful they want her to stay in the nursing home for rehab. It is the patients hope, as well as the families, that therapy is successful and Ms. P can regain her strength and mobility so she can return home independently.  While hospitalized for her stroke Ms. P. was started on Zoloft for depression. 

	Physical Status Assessment


Apical rate: ____81____    Radial rate: __81________ Rhythm:  Regular     Irregular      Bounding     Thready

Peripheral Pulses Present:  Right  __  Strong _ _ Weak           Left   __  Strong _ _ Weak           Not present

BP Right Arm:
Sitting _152/82__________ Standing __________ Lying ___________         Temperature: 98.0
BP Left Arm:
Sitting _155/80__________ Standing __________ Lying ___________

Edema:  No           Pitting             Non-pitting       

Complaints of Chest Pain:  No   Yes   __ Constant   __ Intermittent    __ At rest with activity    ___ Anxious

Complaints of palpitations or heart racing:  No        Yes  __ Constant   __ Intermittent    

Comments/clarifications 

Respiratory Rate:  18________    Unlabored       Labored  

Breath sounds:  Clear       Diminished       Congested       Short of breath: __  Always __ With exertion  __ At night

Cough:  No     Non-productive       Productive Sputum:  __ yellow  __  green  __ white   __  clear

Treatments:  Suctioning     Trach Care     Oxygen: ___ Continuous ___ PRN ___ Mask  ___ Cannula ___ Vent Care

Elimination    

Directions: Check all that apply.  If incontinence is present or catheters used alert RN Assessment Coordinator.
BOWEL continence:  Always  or       Incontinent   Less than weekly      Weekly  2-3x/wk     All or most of time

BM Control via    Ostomy      Enemas/irrigations    Scheduled toileting times    
 Use of laxatives      None of these

Habits/ Problems:  BM daily or twice weekly   Constipated, over 3 days between BM   
 Diarrhea    Fecal Impaction

Pt has a long history of constipation.  Takes Dulcolax tablets PRN

BLADDER continence:  Always or      Incontinent    Once/week     Daily       Always inadequate control

Control of incontinence via     Catheter        Scheduled toileting times      Pads/briefs       None of these

History:  Able to recognizes urges      Can respond to urges with assist  
 Unable to recognize urges

 Spurts urine with coughing/ laughing/straining   Loses large amount of urine on standing/shifting to upright position 

 Complains of frequency/urgency       Takes diuretic   UTI last 30 days    UTI several times /year   
Catheter Use:  Constant     Intermittent    Reason for Use: 
Pt has had stress incontinence for the past ten years but since the stroke the incontinence is worse partly due to her lack of mobility and dependence on others for assistance to the toilet.  Developed an UTI while in hospital and was treated with IV antibiotics.  Currently negative for UTI   


Nutrition and Hydration—Any checks indicating a problem require care planning and should also be referred to Dietary. 

Height: _64 inches    Weight  136.2 lbs.  Stable         Unstable      

Appears to be:   Above Average wt.     Average wt.      Below average wt.     

This is:  Usual     Unusual

Diet:  Regular     Mechanically Altered        Therapeutic       Enteral/Parenteral

Food/Fluid Intake:  By Mouth       Feeding Tube       Syringe        NPO 

Level of Assistance:  Independent     Supervised          Assisted       Dependent 

Quantity of Food Portions:  Large        Average        Small           Unknown/NA

Appetite:  Good       Fair        Poor/None     Complains of food tastes     Complains of hunger often   

Liquid Intake:  Drinks between meals   Drinks with meals   Rarely/Never feels thirsty   Excessive sweating or fever

Problems:  Chewing     Swallowing       Pain in mouth/throat       Fear of swallowing, choking  

 Vomiting, diarrhea, nausea        Anemic, pale mucous membranes       Abdominal distention present

Prior to the stroke patient’s weight was 142lbs.  While in the hospital patient lost six pounds over a two week period.  Normally, patient has a good appetite but not always compliant with her diabetic diet.  Enjoys eating sweets and fatty foods.  Patient states “I will eat what I want!”  Family hopes she will develop healthier eating habits while at the nursing home.  No chewing or swallowing deficit from stroke.

Oral Dental Status (Analysis of this section can eliminate need to complete related RAP if it triggers on MDS.)

Checks in bolded areas may indicate the need for additional action/care planning. Proceed accordingly.  Non-bolded areas may be considered strengths when addressing other problems/needs on the care plan.

Condition:  Gums pink, moist      Coated , bleeding or swollen     Ulcerated /inflamed   Mouth pain /sensitivity

 White patches       Tongue/lips/mucosa dry, cracked or coated         Mouth odor present

Teeth:  All  present     Some missing       All missing      Broken, loose or carious
Dentures:  None       Full       Partial      Bridge     

 Does not/cannot wear, reason ______________________________

Oral Care:  Completed on own     With assist      Does not/cannot do      Resist oral care

Other factors:  Has had Rheumatic fever, hip replacement, or has Diabetes or takes anticoagulants   

 Has not been seen by dentist in past year or since problems have developed     Embarrassed by condition of teeth 
a) PAIN

Presence:  None     Mild       Moderate      Excruciating      Unable to be determined/seems in distress of some sort 

Frequency:  No pain         Less than daily      Daily or more often

Site:  Back       Bone     Chest      Hip      Joint      Stomach      Headache      Incisional      Other 

Relief from:  Non-medical interventions    xMedication       Other       No relief

Patient has arthritis in bilat shoulders and knees.  Was diagnosed with peripheral neuropathy in bilat feet about 1 year ago but is not very severe according to patient.    Pain is effectively controlled as needed with Motrin.  

Skin Condition—Check al that apply and complete risk assessment tool to determine care planning need.

Color:  Pink       Pale     Cyanotic     Jaundiced

Condition:  Dry, flaky     Clammy      Warm     Cold       Poor turgor    
  Desensitized to pain    Abrasions

 Bruises     Burns    Skin tears, cuts    Rash     Surgical wound     Stasis ulcer    Pressure ulcer or history of :none
 Corns, calluses, hammer toes, bunions, toes cross, pain      Foot infection    
  Open lesions, foot


Limited sensation to bilat feet due to peripheral neuropathy.  Bialt lower extremities dry and flaky but skin intact.   



Bathing:  Independent    Supervise     Assist    Dependent    Prompts, direction, task segmentation
Dressing:    Independent    Supervise     Assist    Dependent    Prompts, direction   Street clothes   

 Bed clothes during day

Hygiene:  Indep.  Supervise     Assist    Dependent    Prompts, direction

Preferences:  Tub       Shower      Bed bath      Female assist      Male assist        AM        PM

__Prior to stroke patient was completely independent with all hygiene and ADLs. 
Mobility—Also do Fall-risk assessment. Bolded areas reflect need for further assessment. Alert RN Assessment Coordinator or Restorative Nurse.

Ambulation:  Indep.  Supervise     Assist      Dependent      Prompts, direction

Transfer: Indep.  Supervise     Assist      Dependent      Prompts, direction, balance                    

Gait:  Unsteady       Needs support to sit upright         Needs support to stand/walk

Disabilities:  Paraplegic     Quadriplegic        Hemiplegia: L R 
  Poor coordination, dexterity problem

Limited Range of Motion:  Neck      Arm:  L  R      Hand:  L  R       Leg:  L  R     Foot: L  R       Other

Appliance/Equipment   Wheelchair    Walker      Cane     Splint/Brace      Use of restraint for support *

_Patient has Left sided deficit from stroke.  Left arm weakness and very limited movement to leaf leg.  Using a WC for mobility at this time but hopes to progress to walker.  

Side Rail Safety Assessment 

Evaluate if side rails are or are not indicated.Obtain order if use indicated.

Side Rail Use is:  Not indicated       Indicated:  Full or 3/4         Half          One side          Both Sides    

 Permits getting in/out of bed unassisted      Allows increased mobility   

 Resident demands use, reason: _________________________   

 Resident refuses use, reason: ______________________________________

 Use provides safety due to physical size and dependence when turning       Active seizure disorder     

 Use prompts to request assist

NKDA

Accuchecks ACHS

Physical therapy and occupational therapy

Medications

Zoloft 50mg Daily

Norvasc 5mg Daily

Motrin 400mg every 8 hours PRN pain

Plavix 75mg Daily

Glucophage 1000mg Twice Daily

Regular Insulin SQ per sliding scale coverage with ACHS accuchecks

· 2 units for BS 140-160

· 3 units for BS 161-180

· 4 units for BS 181-200

· 5 units for BS 201-220

· 6 units for BS 221-240

· 8 units for BS 241-260

· 9 units for BS 261-280

· 10 units for BS 281-300

· 12 units for BS 301-320

· 13 units for BS 321-340

· > than 341 call doctor for further orders

Appendix B

Admission Assessment of Pain

	Resident Name  Ms. P  (Current pain is chronic and related to arthritis and peripheral neuropathy)
	Date 9-13-13


	PROBLEM/NEED RELATED TO
	RESULTING IN
	STRENGTHS TO DRAW ON

	Back  Bone   Headache

Chest during usual activities

Hip    Incision   Stomach

( bilateral  knee and shoulder pain related to arthritis)

Soft tissue pain

Other, specify: Experiences pain and tingling in bilateral feet due to peripheral neuropathy.  Pain is chronic.
	Complaints of pain less than daily
Complaints of pain daily

Mild pain    Moderate pain

Times when pain is excruciating

Unable to express pain; shows evidence of pain by: _________________________
	Able to communicate needs

Able to express level of pain

 Motrin has been effective in controlling pain 



	NURSING
	DIETARY

	Assess symptoms of pain on occurrence and document location and pain scale as reported by the resident.

Provide quiet environment.

Offer calming music, TV per resident request.

 warm blankets

Provide pain medication as prescribed.  

Notify Physician if:  Pain persists despite interventions 
	Offer comfort foods per resident request.

Which comply with diabetic diet. 

	
	SOCIAL SERVICES

	
	Provide opportunity to vent feelings



	
	ACTIVITIES

	
	Involve in structured activities as able.

Provide divisional activity:

Type: Enjoys drawing and watching movies.



Appendix C

Geriatric Depression Scale: Short Form

Choose the best answer for how you have felt over the past week: 
1. Are you basically satisfied with your life? YES / NO 

2. Have you dropped many of your activities and interests? YES / NO 

3. Do you feel that your life is empty? YES / NO 

4. Do you often get bored? YES / NO 

5. Are you in good spirits most of the time? YES / NO 

6. Are you afraid that something bad is going to happen to you? YES / NO 

7. Do you feel happy most of the time? YES / NO 
8. Do you often feel helpless? YES / NO 

9. Do you prefer to stay at home, rather than going out and doing new things? YES / NO 

10. Do you feel you have more problems with memory than most? YES / NO 
11. Do you think it is wonderful to be alive now? YES / NO 
12. Do you feel pretty worthless the way you are now? YES / NO 

13. Do you feel full of energy? YES / NO 

14. Do you feel that your situation is hopeless? YES / NO 

15. Do you think that most people are better off than you are? YES / NO 
Answers in bold indicate depression. Score 1 point for each bolded answer. 

A score > 5 points is suggestive of depression. 

A score ≥ 10 points is almost always indicative of depression. 

A score > 5 points should warrant a follow-up comprehensive assessment. 
Source: http://www.stanford.edu/~yesavage/GDS.html 
Appendix D

Pain Assessment Tool
Date: 12-1-13                       Signature: _Adrianne Tozer                         Discipline: RN
REASON FOR ASSESSMENT: Admission Change of condition other (e.g. regular

review)

BODY MAP: Place a number (e.g. 1, 2, 3) on the body indicating

the location of pain/discomfort; use 1 for worst pain and 2 for next pain,

etc. in the order of how distressing each pain is.

[image: image1.png]



Left great toe. Pain 10/10

NUMERIC SCALE: Person indicates/states the pain/discomfort is (CIRCLE ONE)

(None) Mild Moderate Extreme

0 1 2 3 4 5 6 7 8 9 10
WORDS THE PERSON USES TO DESCRIBE THE PAIN/DISCOMFORT:

Discomfort Dull ache Sharp Burning

Pins and Needles Stabbing Cramping Throbbing
Shooting Electric Like Surface Deep

Constant Occasional Other _____________________

HAS THE PAIN/DISCOMFORT OR TREATMENT PRODUCED ANY OTHER

SYMPTOMS?

Nausea Loss of Appetite Diarrhea Constipation

Drowsiness Dizziness Unclear thinking Anxiety

Change in mood Disturbed sleep Other _____________________

NON-VERBAL PAIN

INDICATORS: Moaning in sleep and crying during the day and aggressive at times
(Check as many as apply)

Verbally Excessive

Moans/Sighs
Weeps/Cries
Cries out when moved

Grimaces/Grunts

Rubs body part

Restless
Rocks

Guards
Retracts

Holds body part

Fidgets

Resistive to touch
Lethargic

(None) Mild Moderate Extreme
Character of Pain / Discomfort 
O - Onset When did it start? Time of day.  Three weeks ago when L great toe became necrotic and required debridement.  
P – Pattern/Place Duration & triggers Pain is constant. Increases with touch or rubbing. 
Q - Quality How it affects you / others (physically & socially) Moody, depressed, agitated, erratic and unhealthy eating, decreased activity level. Prefers to be left alone in room.  Verbal comments of wanting to die
R - Relieving /Aggravating factors (What do you do to relieve the discomfort?)

Sometimes pain meds decrease the pain from a 10/10 to a 7/10.  

S - Sleep/Severity (Can you go to sleep? Does the pain/discomfort affect your sleep? Do

you wake with discomfort/pain? Frequently moans in sleep.  Decreased sleep.  Approxiamately 4 hours of sleep per night.  Awaken in pain every night.
T - Treatment (What have you tried? What has worked? Not worked? E.g. medications,

heat, other therapies) __ Sometimes pain meds decrease the pain from a 10/10 to a 7/10.  Elevating the foot at times may help but very little.  
U - Understanding (What do you understand about this pain? What does having this ‘pain’

‘discomfort’ mean for you? This pain makes me want to die. 
V - Values/Concerns (What do you hope / expect in relation to this pain/discomfort?)

_Wants the pain to end.  Wants to find a pain medication that works.  
Other comments (include comments from family, friends)

Family is in despair and feels nursing staff is not providing adequate pain control for their mother.  They sneak patient sugary snacks to make her feel better and help relieve their guilt.  

Goal: (What would you like to see happen in relation to the pain/discomfort? E.g. pain free,

tolerable, able to sleep at night, etc)

Wants to see pain decreased to at least a 3-4.  Patient feels this level would be tolerable and allow her to continue therapy.  Would like to sleep for at least 8 hours throughout the night.
Recommended interventions and time frame:

Start patient on scheduled pain medications along with PRN pain medication for breakthrough pain immediately.   Daily whirlpool baths for comfort and debridement immediately.  Elevate blankets and feet with bed cradle to prevent rubbing immediately.    
 Source: www.viha.ca/​NR/​rodonlyres/​...2D23.../​PrinciplesOfPainAssessment.pdf
Appendix E

Mini Nutritional Assessment

A Has food intake declined over the past 3 months due to loss of appetite, digestive problems, chewing or 
swallowing difficulties? 
0 = severe decrease in food intake 

1 = moderate decrease in food intake 

2 = no decrease in food intake 

B Weight loss during the last 3 months 
0 = weight loss greater than 3 kg (6.6 lbs) 

1 = does not know 

2 = weight loss between 1 and 3 kg (2.2 and 6.6 lbs) 

3 = no weight loss 

C Mobility 
0 = bed or chair bound 

1 = able to get out of bed / chair but does not go out 

2 = goes out 

D Has suffered psychological stress or acute disease in the past 3 months? 
0 = yes 2 = no 

E Neuropsychological problems 
0 = severe dementia or depression 

1 = mild dementia 

2 = no psychological problems 

F1 Body Mass Index (BMI) (weight in kg) / (height in m2) 
0 = BMI less than 19 

1 = BMI 19 to less than 21 

2 = BMI 21 to less than 23 

3 = BMI 23 or greater 

 Screening score 
(max. 14 points) 

12-14 points: Normal nutritional status 

8-11 points: At risk of malnutrition 

0-7 points: Malnourished

