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James Madison University Department of Nursing

Comprehensive Health History Conducted by Lydia Kranz
Spring 2015/Due February 13, 2015
A. BIOGRAPHICAL INFORMATION
2/07/2015 at 1130

Age 50, Female, Married, Elementary School Teacher, Caucasian, Speaks English, CK

Information from client (CK)

Memory intact, Pleasant mood, Trustworthy and Reliable source
B. REASON(S) FOR SEEKING CARE –
Heat flashes paired with nausea and dizziness

 “These ‘episodes’ really wiped me out. I was hot, nauseous, and dizzy until I was able to rest for a while.”

“I want to find out what the problem is and I would like to try and rid of my episodes.”
C. PRESENT HEALTH / HISTORY OF PRESENT ILLNESS – 
December 1, 2014 mid-afternoon 

Pain in head as a “throbbing” headache along with pressure and heat, pain radiated from front of forehead and throughout upper region of the stomach

Episodes lasting half an hour to an hour

Feeling uncomfortable yet rest would lessen the “episode”

“I felt very disoriented along with the dizziness, heat, and headache.”

Believing these incidences dealt with consumption of food

Rest, ice or a wet washcloth, blankets, and drinking water reduced pain and occurrence of “episodes” while vigorous activity and no rest would increase the symptoms
Rest, “sucking on candies or cough drops seem to help with the nausea”

“Episodes” occurring on December 1, December 4, December 8

(Appointment with physician made)

D. PAST HEALTH  - 
General health & last examination date(s) and results


December 2014: Routine cholesterol/blood labs

December 2014: Routine physical assessment


October 2014: Routine dental assessment


April 2014: Routine mammogram 


August 2013: Routine vision test


August 2012: Routine Pap test

Client denies knowledge of ECG, chest x-ray, and stool occult blood
Gestational or birth trauma, complications, prematurity


Denies birth trauma, complications, or prematurity
Childhood illnesses 

1967: Mumps at age 3, “lived through the mumps,” “unsure of any

treatments,” no complications, full recovery

1964: Chickenpox at age 6 months, topical treatments along with rest, no

complications, full recovery

Denies measles, rubella, pertussis, strep, rheumatic fever, scarlet

fever, polio
Accidents/Injuries 

Three minor car accidents in 2012, 1990, 1986 (no injuries)

October 1986: Dislocated left patella/kneecap at age 22, lifted left leg too

far/high during ballet class and weight adjusted in the left leg rather than

in the hips, part of bone floating within fluid in left leg

1981: “Passed out after dance class, probably from dehydration,” kept at

hospital for observation, no serious complications, complete recovery


1965: Minor Concussion in 1965 (client does not know reason, no 

diagnoses or treatment, no complications, recovered completely)
Denies penetrating wounds, head injuries, or burns
Major acute/chronic illnesses

2014: Hypothyroid, take daily medication, complications when medication not taken (“episodes” as mentioned earlier)

2011: Acid indigestion, take daily medication, no complications

2010: Hypertension, take daily medication, no complications
2002: High cholesterol, take daily medication, no complications

Denies asthma, depression, diabetes, heart disease, HIV, hepatitis,

sickle-cell, cancer, or seizure disorder
Hospitalizations
May 5-8, 1994: Vaginal delivery of daughter at Salem Memorial Hospital in Salem NJ, posterior presentation (Dr. able to reposition prior to birth), nuchal cord (umbilical cord around neck of infant causing temporary cyanosis), full recovery
 April 18-22, 1991: Vaginal delivery of son at Salem Memorial Hospital in Salem, NJ, was induced, posterior presentation (Dr. able to reposition prior to birth), full recovery

1981: Hit head on wall while “passing out after dance class”, taken to

Plainfield, NJ/Muhlenberg Regional Medical Center (hospital), remained

in hospital for 2 days for observation while staying in a “window room by the nurses’ station”, full recovery, no complications
October 15-16, 1986: Left knee arthroscopic surgery at Highland Hospital of Rochester, NY, stayed overnight after surgery, during surgery large chips floating in fluid of knee was seen, large incision into the left leg was made to continue/complete fixation of patella along with removal of bone chips from fluid, muscle loss and weakness post-surgery, leg was placed within leg-long splint for 6 weeks post-surgery, client attended physical therapy for weight training, whirlpools, range of motion exercises, as well as strength endurance throughout “Christmas vacation during senior year of college”, left knee was stiff and would continuously “give out”
Surgeries 
May 2013: Biopsy of right breast, no complications, full recovery, no diagnoses (no concerns found)

May 2011: Biopsy of right breast, no complications, full recovery, no diagnoses (no concerns found)

January 2007: Biopsy of left breast, no complications, full recovery, no diagnoses (no concerns found)

December, 2006: Biopsy of right breast, large artery was hit during minimally invasive procedure and was rushed into surgery, Salem Memorial Hospital in Salem, NJ, serious bruising post-operation, sometimes is painful and tender to this day (pain scale from 1-10: 6, sharp pains)

*October 15-16, 1986: Refer to Hospitalizations  (previous section) starting with “October 15-16, 1986…” until end of section
Psychiatric illnesses

Denies any psychiatric illness
Immunizations 

States all health maintenance immunizations are up to date

2002: Tetanus immunization


1991: Tuberculosis skin test
Allergies & significant adverse reactions to food, drugs, other chemicals, including type of reaction

1985: Acquired environmental/seasonal allergies, reaction includes “a

stuffy nose, runny nose, watery eyes, and sinus pressure”

Client denies allergies and adverse reactions to food, drugs, or chemicals
Current Medications (Chemical Use Profile)

Client provided list of medications and read labels during assessment:


Lisinopril-hctz. 20- 12.5 mg tablet PO (for hypertension)


Imvastatin 40 mg tablet PO (for high cholesterol)


Levothuroxine 50 mcg tablet PO (for hypothyroid)


Omeprazole dr 20 mg capsule PO (for acid indigestion)


Nasonex 50 mcg nasal spray and Claritin 10 mg tablet (for environmental

allergies)
Caffeine: about 2 cups of tea and 1 cup of coffee daily


Client denies herbal treatments, home remedy treatments, vitamins,

aspirin, antacids, use of alcohol, and use of illicit ‘street’ drugs
E. FAMILY HISTORY:
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KEY:
☐  Male, Living

☐  Male, Deceased

Female, Living

Female, Deceased

*   Cause of Death

Denies coronary heart disease, stroke, diabetes, obesity, blood disorders, sickle-cell anemia, alcohol or drug addiction, mental illness, suicide, seizure disorder, kidney disease, tuberculosis

F. REVIEW OF SYSTEMS (ROS): 
GENERAL:  Present weight of 160 lbs. (constant weight), denies fatigue, weakness or malaise, fever, chills, sweats or night sweats
SKIN, HAIR, NAILS: 
Skin - Denies history of skin disease (eczema, psoriasis, hives), denies pigment or color changes, denies change in moles, denies excessive dryness or moisture, denies pruritus, denies excessive bruising, denies rashes or lesions
Hair – Denies any recent loss, denies change in texture
Nails – Denies any change in shape, color, or brittleness

Denies excess sun exposure, client bathes frequently and is hygienic
HEENT:
Head – Denies frequent or severe headaches, head injuries, dizziness (syncope or vertigo)
Eyes – Wears glasses for myopia and hyperopia (since 2004), denies other

difficulty with vision, eye pain, diplopia, redness or swelling, watering or discharge, glaucoma or cataracts, and loss of vision

August 2013 was last vision assessment/glaucoma assessment
Ears – Minimal exposure to environmental noise, frequent use of hydrogen peroxide and Q-tips to clean out, denies earaches, infections, discharge, tinnitus or vertigo, hearing loss, hearing aid use or need, and any loss affecting daily living
Nose/Sinuses – Denies discharge, frequent or severe colds, sinus pain, nasal obstruction, nosebleeds, allergies or hay fever, and any change in smell

Mouth/Throat – Denies pain, frequent sore throat, bleeding gums, toothache, lesions in mouth or on tongue, dysphagia, hoarseness or voice change, tonsillectomy, and altered taste
October 2014 was last dental assessment

Neck – Denies pain, limitation of motion, lumps or swelling, enlarged or tender nodes, and goiter

BREASTS – Occasional sharp pains since breast biopsies (and past 5 years) in lateral left breast, pain resides within a few seconds, performs self-examinations, denies lumps, nipple discharge, rash, current lactation, and personal history of breast disease
*See Surgeries for breast biopsies

April 2014 was last mammogram

Axilla – Denies tenderness, lumps, swelling, and rash

RESPIRATORY – Vigorous activity produces shortness of breath, sputum is clear and in small amounts, denies history of lung diseases (asthma, emphysema, bronchitis, pneumonia, tuberculosis), chest pain with breathing, wheezing or noisy breathing, shortness of breath, cough, hemoptysis, toxin or pollution exposure

Denies chest x-ray, TB skin test in 1991

CARDIAC – Hypertension since 2010, takes daily medication, no complications, high cholesterol since 2002, takes daily medication, no complications, denies chest pain, palpitations, cyanosis, dyspnea on exertion, orthopnea, paroxysmal nocturnal dyspnea, nocturia, edema, history of heart murmur, coronary artery disease, coronary artery disease, anemia
December 2014 was last cholesterol screening

Denies ECG or other heart tests

Peripheral Vascular – Denies coldness, numbness, tingling, swelling of legs, discoloration in hands or feet, varicose veins, intermittent claudication, thrombophlebitis, ulcers, long term sitting or standing (there is various physical movement throughout the day)

GASTROINTESTINAL – Heartburn and indigestion occasionally (yet since treatment with medication, has not occurred, no complications), denies loss of appetite as well as over appetite, food intolerances, dysphagia, pain associated with eating, abdominal pain, pyrosis, nausea and vomiting, vomiting blood, history of abdominal disease (ulcer, liver or gallbladder, jaundice, appendicitis, colitis), flatulence, changes in bowel movements, constipation or diarrhea, rectal hemorrhoids or fistulas, use of antacids or laxatives

Bowel movements about 2-3 times a day, stools present as hard and “pellet-like” or “mushy-gushy ones” (but not diarrhea)
GENITOURINARY – Denies frequent urge to urinate, strong/inconvenient urgencies, nocturia, dysuria, polyuria, oliguria, hesitancy or strain, narrowed stream, blood in urine, incontinence, history of urinary disease (kidney disease), kidney stones, urinary tract infections, pain in flank/groin/suprapubic region/lower back, does not have prostate

Urine presents as “lighter than lemonade”

REPRODUCTIVE – Menarche age 13, last menstrual cycle 2/1/15-2/5/15, entire span of cycle (5-7 days), menopausal symptoms present (“personal summers”/hot flashes, absences of cycles), denies amenorrhea, menorrhagia, premenstrual pain, dysmenorrhea, spotting, vaginal itching, discharge, age of menopause (going through currently), postmenopausal bleeding (not postmenopausal)

2007 was last GYN/Pap

SEXUAL HEALTH – One partner for life, never have had strong urges for sexual intercourse, no intercourse had for a while due to decreased urges and partner having erectile dysfunction as side effects of medications, when having intercourse routine use of condoms, some dyspareunia (no pattern, localized pain in genital/pubic area, no treatment, during course of intercourse), denies birth control, sexually transmitted infections (gonorrhea, herpes, chlamydia, venereal warts, HIV, syphilis)
MUSCULOSKELETAL – Stiffness in hands/fingers (onset of arthritis, “throbs”, rest and ice help with the pain), left knee (from surgery, sharp pains, sometimes swells if overused), and pain in balls of feet (after overuse or inadequate footwear), noisy joints at random times but not necessarily with pain (client unsure of reason), muscle aches (“Charlie horses”, at random times or overuse), denies history of arthritis or gout, joint deformity, limitation of motion, muscle weakness, gait problems, coordination problems, back pain, stiffness, limitation of motion, disk disease, denies effect on ADLs
NEUROLOGICAL – Fainted in 1981 at dance class and hit head on wall, no treatments, no complications (refer to Accidents/Injuries), denies history of seizure disorder, stroke, blackouts, motor weakness, tic, tremor, paralysis, coordination problems, numbness and tingling, memory disorder, nervousness, mood changes, depression, history of depression, anxiety, memory change, suicide attempts
HEMATOLOGIC – Bruises occasionally upon hard force/pressure, denies excessive bruising, lymph node swelling, exposure to toxic agents or radiation, blood transfusions/reactions

METABOLIC (ENDOCRINE) – Hypothyroidism diagnosed in 2014, daily medications, no complications, denies history of diabetes, polyuria, polydipsia, intolerance of heat or cold, change in skin pigmentation or texture, excessive sweating, abnormal hair distribution, nervousness, tremors, need for hormone therapy (only daily medications)
G. FUNCTIONAL ASSESSMENT
Self-Esteem, Self-Concept

BS degree in Education, “patient and approachable basic skills teacher”,

middle class, “great mom!” organized, Methodist/Christian, “keep things

running!”
Past 24 hours: high self esteem, “boring, tired day”, “still got things done”

Activity/ Exercise

Denies excessive/vigorous physical activity, occasional “walks”, teaching,

“home chores, errands, obligations”, knitting, reading, watch movies, craft

Past 24 hours: walked around building of occupation, no vigorous activity

Sleep/Rest

Night sleep 2000 until 0600, 30-60 minute naps almost everyday, denies

use of sleep aids

Past 24 hours: night sleep 2400 until 0545, denies nap, denies use of sleep

aids



Nutrition/Hydration


3 meals a day, snacks in between, occasional small pieces of chocolate, 1

2 cups coffee everyday, 2 cups tea everyday, 2 glasses milk everyday,

denies enough water intake (plans to attempt frequent water intake now)

Past 24 hours: LIFE cereal with skim milk, 2 cups coffee, 8 oz glass water,

vanilla yogurt topped with fruit and granola, 2 pieces of chocolate,

chicken, ziti, assorted fruit, 1 glass milk, 2 cups tea
Role/Relationship

“Mother, teacher, and a wife”, support from family, colleagues, and

friends, strong interpersonal relationships and support systems

Past 24 hours: “was a mother, teacher, and wife today!”

Spiritual Resources

Faith is of importance but not entire lifestyle, Methodist, sense of

community, attend church almost every Sunday, influences by positivity

and learning from all occurrences

Past 24 hours: denies spiritual encounters/activities 

Coping and Stress Management

Stresses: finances, aging parents and mother-in-law

Relievers: talk with others, relax, read, knit, watch movies, call family

Changes in lifestyle: to accommodate finances (spend less money)

Past 24 hours: daughter’s schedule/organization/safety, occupational

trainings

Tobacco Use

Denies any and all use of tobacco products

Past 24 hours: denies use of tobacco products

Alcohol/CAGE

Denies any and all use of alcohol

Past 24 hours: denies use of alcohol

C: no, A: no, G: no, E: no 

Illicit or Street Drugs

Denies use of marijuana, cocaine, crack, amphetamines, heroin, pain

killers (OxyContin/Vicodin), and barbiturates

Past 24 hours: denies use of above illicit/street drugs

Environmental Hazards/Exposures

Safe neighborhood, access to heat and utilities, access to transportation

(4:4, car: person), use of seatbelts, minimal hazards at workplace

Past 24 hours: denies feeling unsafe, issues with transportation, exposure

or hazards

Violence

Denies being hit, slapped, kicked, punched, or physically hurt in past year
Denies being forced into any type of sexual activity in past year

Past 24 hours: denies violence listed above

Occupational Health

BS degree and employed, denies hazards at work at any point in time, no

need for use of protective equipment

Past 24 hours: employed, denies hazards at work, denies need for

protective equipment 

H. PERCEPTION OF HEALTH, ILLNESS, RISKS, NEED FOR TREATMENT
“Being able to function on a daily basis without too much of a problem.”

Concerns: random bodily issues, water intake, aging

Goals: make more doctors appointments, lower cholesterol and blood pressure using diet and exercise, increase water intake
I. SUMMARY - 
Client seems fairly healthy with no unattended serious health problems throughout the assessment. Client should evaluate self daily and make appointments to see a doctor if any unusual or concerning issues arise
Health strengths regarding personal outlook on health, lifestyle, and psychosocial elements of assessment. Risks dealing with cardiac elements of assessment as evidence by hypertension and high cholesterol as well as hypothyroidism, acid indigestion, and the onset of musculoskeletal weakening putting client at risk for falls, edema, fatigue, and decreased nutritional status. 
· Hypertension: continue use of Lisinopril unless harmful reactions occur (previously prescribed, appointment if reactions occur), attempt adjustment of nutritional intake by adding vegetable and fruits in place of fattening foods by teaching client proper nutritional intakes for each category of foods, attempt moderate physical activity in order to naturally lower blood pressure by referring to mild exercise programs, set up appointments 2-3 times a year for physical assessments and teach client about ways to assess own blood pressure at home (whether it be someone else learning to take blood pressure or an automatic machine that can be bought to take blood pressure)

· High cholesterol: continue use of Simvastatin unless harmful reactions occur (previously prescribed, appointment if reactions occur), attempt adjustment of nutritional intake by adding vegetable and fruits in place of fattening foods by teaching client proper nutritional intakes for each category of foods, attempt moderate physical activity in order to naturally lower LDLs and raise HDLs of blood cholesterol by referring to mild exercise programs, assess/monitor/record all labs client attends and receives lab data dealing with cholesterol levels and teach client the normal ranges of each concerning level and advise client on actions to be taken with the specific lab value for each component of the blood cholesterol levels
· Hypothyroidism: continue use of Levothuroxine unless harmful reactions occur (previously prescribed, appointment if reactions occur), teach client to asses self for cardiovascular status, bowel activity, edema, condition of skin, and activity tolerance (find the maximum amount of weight/endurance/vigorous activity until fatigue), instruct client to take pulse twice a week and if pulse is >100 to notify health care providers, assess client during appointments for cardiac and hyperthyroidism as a result from over-medicating and/or change in health status, encourage nutritional changes and teach client to report any abnormal weight gain/loss or change in bowel elimination
· Acid Indigestion: continue use of Omeprazole unless harmful reactions occur (previously prescribed, appointment if reactions occur), suggest full digestion of meals prior to sleeping (at night, naps, etc), encourage client to monitor symptoms and possible triggers to avoid pertaining to food intake and activity, suggest client sleep at an incline to avoid stagnation of undigested components in esophagus or reflux

· Acute or chronic pain related to movement, fatigue, aches as evidence by swollen joints, noisy joints, previous leg fracture, and family history of osteoarthritis. Teach client simple muscle and bone strengthening techniques regarding physical activity, soothing mechanisms to reduce swelling, and nutritional intake. Encourage client to adjust nutritional intake and realize fatigue and when to discontinue activity. Assess client every year during physical assessment for edema in joints of carpals, metacarpals, phalanges, and lower limbs bilaterally. 
· Overall, assess patient each encounter/assessment for reactions to medications, nutritional status, and symptoms of fatigue, edema, and risk for falls. Identify client’s subjective opinion of personal health and purpose and address any concerns client may have. 
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