
NSG6001 Advanced Practice Nursing I


Case Study Analysis and Care Plan Creation
Care Plan Template

Patient Initials: _AP_____

Age: ______52
____

Sex: ___Male______
Subjective Data:

Main Complaint: follow up visit post stent placement
Mr
. AP is an Irish American 52 year old male who went to the emergency room with complains of chest pain and shortness of breath. He was hospitalized under the family medicine team for 4 days; he was treated for stable angina and hyperlipidemia, a sent was placed as surgical intervention.  Upon admission, patient present to the ER with chest pain that has being ongoing for the past 4 days.  The client reported the pain as being crushing chest pain with some SOB upon exertion and profuse sweating. The client reported having chest pain, shortness of breath for the previous six months and the symptoms disappeared with rest but assumed that he just out of shape. The clients stated, not having an active lifestyle due to not being able to maintain a workout routine since the angina would not allow him to perform such activities. 
Patient has a medical history of Hypertension and High Cholesterol, surgical history: Cholecystectomy in 2006, stent placement 6/2016. No known allergies reported by patient. Patient was hospitalized 10 years ago for a removal of gallbladder. 

Current Medications: 
Metformin 500mg two times a day

Aspirin 81mg daily

Atenolol XL 50 mg once a day 

Atorvastatin 10 mg once a day 

Mr. AP is a licensed c
arpenter whom he and his wife live paycheck to paycheck and with the minimal commodities. He is the central financial support for him and his wife. He does not partake in any physical activity since he believes that his profession provides him with enough physical activity. The patient typically eats a single big meal after work, most of the time he does not have breakfast and for lunch eats any type of fast food. The patient denies any substance or alcohol abuse and admits to smoking one pack of cigarettes per day.
Mr. AP has 3 children living out of state, no other relative’s lives near their city. As per Mr. AP he and his wife do not socialize very much with neighbors.  He lives with his wife in one bedroom apartment.  His brothers, older than him, were diagnosed with high blood pressure and type 2 diabetes and are being treated for such diseases.  His mother passed away from breast cancer and his father died of heart disease
Behavioral Messages: Patient states suffering from extreme somnolence and eating extremely eating due to anxiety and depression.
Client Consciousness:
Patient is not well educated of the danger issues he presents. Patient entails a referral to a dietician and education on health promotion, health renovation, and illness prevention. Patient needs further teaching about current disorder to better optimize health. A recommendation for a social worker is beneficial to the patient and support system to search for supplementary assistances he may be suitable for other than his union health insurance. Smoking cessation should be stressed and verbal and written education provided on such topic being the most causative risk factors for chest pain. Physical activity (such as: exercise, walking daily for 45 min, sports) encouraged as he thinks exercise is only for young people, and exercise can reduce risks of worsening situation.
Objective Data
Vital Signs/BMI: 
T: 98 
P: 60  
R: 16
BP: sitting 160/92

BMI: 33.4
Physical Evaluation: Breath sounds reduced thru lung bases, hyperinflation of the lungs as per chest r-ray, no abnormal breath sounds, pedal pulses decreased consensually, some edema noted from ankle to mid-calf. Waist circumference 34 inches, android obesity. 
Lab Tests: 
Chest X-ray:  hyperinflation of the lungs – no infiltrate

EKG: no change from baseline.
Fasting BSL – 140

HgbA1c – 7.5
Cholesterol (Total) – 210
Triglycerides – 250

HDL- 25
LDL- 200
Support Structure: Patient is the main support of his family, he is head of household. His communal, emotional and family support is deprived; their three grown-up children do not live near client. No other close relatives live within the same area. Patient does not mingle with fellow citizen as the neighboring areas of his domestic home have a high occurrence of crimes, and patient does not feel safe. Municipal area is typically inhabited by meager people. 
Client’s Locus of Control and Readiness to Learn:
Client’s willingly went for a follow up appointment, nervous about illness process, no pain reported upon assessment, states being compliant with medication schedule, which exhibits the client’s eagerness to learn. Need for nurse instructor to debate risk elements and a current anxiety as patient has received a multiple education during allotted times, and still concerned about angina pain and is petrified of a heart attack.

ICD-10 Diagnoses/Client Problems:
E11.9 – Type 2 diabetes mellitus without complications

E66.9 – Obesity, unspecified

E78.0 – Pure hypercholesterolemia

F32.0 – Major depressive disorder, single episode, mild

I25.110 - Atherosclerotic heart disease of native coronary
 artery with unstable angina pectoris

I10 – Essential (primary) hypertension

J44.9 – Chronic obstructive pulmonary disease, unspecified

Z59.7 – Insufficient social insurance and welfare support
APN Intervention Plan: 
Angina is known as chest pain that occurs as a result of deficiency of blood supply to the heart muscle (MayoClinic, 2015). This kind of heart disease happens when a matter called plaque builds up in the blood vessel that source blood to the heart. Symptoms of chest pain include feelings of heaviness or pressing in the chest area. Such pain presents to be similar to upset stomach and indigestion, such pain radiate to body parts such as shoulders, arms, neck, jaw, or back, and sometimes it is described as sharp pain.  Angina can be overwhelming and bounds a person’s capability to accomplish daily activities. In this case, such specific client requires multiple instructions about disease process of angina. The American Heart Association website as well proposes that risk factors subsidizing to angina comprise history of hypertension, diabetes, cigarette smoking, family history, obesity, hypercholesterolemia, and stress all symptoms being presented in this patient. Every individual is accountable to make essential engagements in order to evade heart disease and stroke. Adjustable risk factors to be educated to patient include: balanced nutrition, lower high blood pressure, diabetes management, stress reducing strategies among the family. 
Interdisciplinary collaboration plan:  Recommendation to have in case a cardiologist, pulmonologist endocrinologist, and dietician. Patient was motivated to explore for legislative supports that may be reachable to client, including: secondary health insurance, meal assistance, cultural and religious groups, and cash assistance. Moreover, Mr. AP is counseled for smoking cessation, to abide with existing medication regimen, and to keep a consistent exercise plan. Being obedient with medication regimen, varying adaptable risk factors and regular visits to primary care physician and specified referrals will surely aid to decrease occurrence of angina episodes, stroke and myocardial infarction (American Heart Association, 2016).
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	Grading Criteria
	Maximum Points

	Care plan demonstrated involvement of the client in the process of recognition, planning, and resolution of the problem.
	15/15

	Care plan included effective nursing interventions that are customized for the client and appropriate to the goal.
	15/15

	Care plan included diagnostic work-up, medications, conservative measures, and follow-up plan. 
	15/15

	Care plan provided rationale for choosing a particular treatment modality.
	15/15

	Care plan demonstrated logical diagnosis that was substantiated with relevant evidence. 
	8/10

	Care plan focused on patient education and maintained a fine balance between major and minor health issues of the patient.
	5/10

	Care plan included nursing interventions that are specific, appropriate, and free of essential omissions.
	5/10

	Used APA standards consistently and accurately.
	 2/10

	Total
	80 /100


 Good try on this assignment. You did not follow the instructions because you used the template.
See comments. Dr. Gullo
�Did you read the instructions? You were told not to use this template for your submission. You should have a narratively written paper. 
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�Review the APA tutorial under Academic Resources


�Check APA format for all references. 
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