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Abdominal Pain

Possible Causes:
There are many causes of abdominal pain related to the heart, stomach, bowels, kidneys, gallbladder, pancreas and uterus. Severe or sudden onset pain may be due to miscarriage (in pregnancy), kidney stones, appendicitis or serious cardiac event. Mild or recurrent pain could be due to spicy and/or fatty foods, gas or menstrual cramping.

History:
• Onset of pain.

• Location (generalized discomfort vs. localized pain).

• Quality (dull, sharp, cramping, etc) and amount of pain (0-10 scale).

• Presence and amount of vomiting and/or diarrhea and if blood is present in stool or vomit.

• Possibility of pregnancy or pelvic inflammatory disease.

• Pain also in back, neck, jaw or left shoulder/arm (cardiac pain).

• Sweating and/or shortness of breath (cardiac pain).

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Gently palpate abdomen for tenderness, rigidity or distention.

• Assess for rebound pain and/or guarding.

• Listen for presence or absence of bowel sounds.

Management:

• Do not encourage eating, drinking, medication or enema until cause of pain is determined.

• Recommend to client they rest in a comfortable position.

Anxiety
Possible Causes:
Anxiety may be caused by a stressful situation which results in acute symptoms (panic attack) or a chronic panic disorder – where feelings of anxiety affect the client without warning and are not related to situational stress. Anxiety and “panic attacks” may be due to a physical condition – difficulty breathing, pain, etc.

History:
• Uncontrollable worry or distress about various issues.

• Restlessness and/or irritability.

• Fatigue or trouble sleeping.
• Difficulty concentrating.

• History of anxiety disorder in past.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Assess for any potential physical condition which may have triggered the client’s anxiety; these include pain, hypoxia (low oxygen, trouble breathing), low blood pressure and other causes.

• Consult with Disaster Mental Health for mental health assessment.
Management:

• Try to calm and reassure the client.

Arm/Hand Injury and Pain

Possible Causes:
Muscle strain, dislocation, sprain, fracture, tendonitis. Shoulder and arm pain (particularly left arm) can be a sign of a myocardial infarction (heart attack), especially if there has been no injury. Other symptoms can be shortness of breath, sweating, nausea and chest pain.

History:
• Type of activity client was engaged in when injury occurred.

• If the client felt/heard a bone snap.

• Past medical history related to musculoskeletal injury/surgery.

• Risk factors for coronary artery disease.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Assess all injuries for presence of a pulse distal to the injury, skin color/temperature, and range of motion – do not force movement.

• Point tenderness over a specific area is often a sign of a fracture.

• Strain: dull pain in the affected muscle that worsens with movement, swelling.
• Tendonitis (e.g. tennis elbow): pain at the joint not associated with any trauma/injury. If the area is warm, swollen or red, an infection of the tendon could be present – this is a medical emergency.

• Dislocation: swelling, deformity, severe pain, discoloration, tenderness, and/or numbness of an affected joint.

• Sprain: pain and/or swelling at joint, bruising around area of injury.

• Fracture: pain/tenderness at site when touched or moved, client has difficulty moving the injured part, client may feel grating sensation, the injured part may move unnaturally, bruising may be present.

Back Pain TC "Back Pain" \f C \l "2" 
Possible Causes:
Back pain usually involves the lower back and can be caused by a strain/tear of the muscles/ligaments, injury to the disc or vertebrae, nerve pressure or fatigue. Cardiac pain may present itself as pain between the shoulder blades. Kidney stones or kidney infections are frequently associated with severe flank pain and vomiting.

History:
• Location, quality and amount of pain (0-10 scale).

• Activities performed when back pain started

• History of previous episodes of the same type of pain and the effectiveness of treatments in the past

• Change in bowel/bladder function associated with the back pain (especially loss of control of either the bladder or bowels)

• Associated numbness, tingling, weakness or paralysis of one or both legs.
• Associated abdominal pain or pain related to a myocardial infarction (shortness of breath, sweating, nausea or chest pain).

• Does pain radiate from the back to either/both legs?

• Hypertension or heart disease.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• If the pain started due to a fall and the client is not able to walk afterward, do not attempt to get them up or move them. Call EMS immediately and treat them for comfort only.

• Visually inspect the spine for signs of bruising, swelling or other signs of trauma.

• Observe gait, posture, range of motion, balance and coordination.

• Look for weakness in extremities.
• Gently palpate abdomen for any tenderness or a pulsating mass (abdominal aneurysm – a medical emergency).

Management:

• Encourage client to avoid activities that exacerbate back pain (lifting).

Bites/Stings

Animal mammals, marine animals
Possible Causes:
Animal bites can be caused by any animal – either domesticated pets (dogs, cats) or wild animals (skunks, squirrels, etc.). Examples of marine animals include jellyfish and stingrays.

History:
• Type of animal that bit the client.

• If the animal is domesticated, attempt to determine the name and address of the owner and if it has received appropriate rabies vaccines (provide the name and address to the local animal control authorities).

• Date of the client’s last tetanus vaccine.
Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Check skin to identify any breaks in skin and/or bleeding.

• Marine animals: Check skin for remaining tentacles or stingers.

Bites/Stings:  Human
Possible Causes:
Children will sometimes bite others, as well as some adults. Cutting knuckles on someone’s teeth, as in a fist fight, should also be treated as a human bite.

History:
• Time/location and circumstances surrounding bite.

• Date of last tetanus shot of the person who was bitten.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Presence of broken skin and bleeding.

Bites/Stings:  Insect (bees, wasps, spiders, ticks)

Possible Causes: Mosquitos, fleas, bedbugs, flies, spiders, ticks, bees, wasps, etc. Most bites and/or stings do not cause serious injury, although stings from bees and wasps can cause serious pain, anaphylaxis or even death.

History:
• Ask client if he or she saw the insect that bit or stung him or her and describe it.

• Any known allergies to prior stings (especially bees and wasps).

• Date and location of bite or sting.

• Symptoms of an allergic reaction or anaphylaxis: lightheadedness, shortness of breath, wheezing or chest ‘tightness,’ throat ‘tightening,’ nausea or vomiting.

• Symptoms associated with bites and/or stings (pain, swelling, itching, burning, redness).

• Severe abdominal pain or eye symptoms (especially in children) could indicate a bite from a black widow spider.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Note any tachycardia (heart rate greater than 90 at rest) or hypotension (systolic blood pressure less than 100mmHg, or significantly lower than the client’s normal blood pressure). This can be a sign of anaphylaxis.

• Swelling to eyes, lips and tongue, or hives on the skin (indicative of an anaphylactic reaction). See Shock protocol.

• Assess affected area for redness or swelling.

• Small, itchy bumps which disappear in a couple of days (suspect mosquitos).

• Tiny red, itchy bumps (suspect bedbugs or possibly fleas if client has had contact with dogs or cats).

• Painful red bite/sting with or without blistering (suspect spiders or fire ants).

• Itchy excoriated skin in the head or pubic area (suspect lice, see Lice protocol).

• If stung by a bee, wasp, yellow jacket or fire ant, assess the area for any remaining stinger left under the skin.

Bites/Stings:  Snake

Possible Causes:
Venomous snakes – pit-vipers (rattlesnakes, water moccasins, etc.) and the coral snake. Non- venomous snakes.

History:
• Obtain a description of the snake, if possible. Pit vipers typically have triangular-shaped heads, deep pits between the nostrils and eyes and long fangs. An exception to this is the brightly-colored coral snake with a small head, round eyes and red and black rings separated by a yellow ring. Most non-poisonous snakes have rounded heads and round eyes.

• Date of last tetanus shot.

• Symptoms of adverse reaction to snake venom – severe pain, rapid swelling, discoloration of skin, weakness, nausea/vomiting, numbness of arms or legs, convulsions, and/or blurred vision (all indicators of a poisonous snake).

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Identify location of bite.

• Determine extent of tissue damage and presence of bleeding.

• Observe client for signs/symptoms of an adverse reaction (see above). If there areno symptoms within four hours, the snake is probably non-poisonous.

Bleeding
External
Possible Causes:
Injuries such as cuts, scrapes, punctures, etc.

History:
• Type and extent of injury.

• History of anticoagulant therapy or clotting problems.

• Symptoms of hypovolemia/shock (rapid heart rate, low blood pressure, pale skin). (See Shock protocol).

• History of tetanus immunization.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Determine the severity and speed of the bleeding, estimate the amount of blood loss (describe it concretely – e.g. blood soaked shirt six inches in diameter).

• Reassess for further bleeding and vital signs periodically.

• Look for bruising of the injured area.

• Palpate soft tissue for tenderness, swelling or rigidity.

Management:

• Using standard precautions, stop bleeding immediately, before any other action.

Hold direct pressure to the wound for five minutes or until bleeding stops. 
Bleeding:  Internal (gastrointestinal, vaginal, urinary tract, organ damage)

Possible Causes:
Gastrointestinal bleeding, vaginal bleeding, urinary tract bleeding, organ damage.

History:
• Source of the suspected blood (vomit, rectum, vagina, urine).

• History of anticoagulant therapy or clotting problems.

• History of bleeding in past (ulcers, varices, etc.).

• Recent change in color of stool (frank blood or black/tarry stools indicate the presence of blood).

• Vomit that is coffee-ground colored or dark or bright red.

• Symptoms of hypovolemia/shock (rapid heart rate, low blood pressure, pale skin).

See Shock protocol.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Speed of bleeding (continuous, slow to brisk, seeping vs. spurting).

• Estimate the amount of blood lost (describe it concretely – e.g. blood soaked shirt six inches in diameter).

• Abdominal tenderness can indicate other causes of internal bleeding.

• Reassess periodically.

Management:

• Do not give client anything to eat or drink. 
Blisters

Possible Causes:
Burns, friction, viral infections.

History:
• Exposure to any heat source or chemical which may have caused a burn or blister.

• Walking in new or loose fitting shoes.

• History of herpes simplex I (oral blisters) or herpes simplex II (genital blisters) or potential exposure to someone who may have these conditions.

• Length of time client has had blister.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Observe size and location of blister(s).

• Observe for fluid in the blister (absent, clear or bloody).

• Observe for any skin tear in the blister.

• Look for signs of infection – redness, pus or red streaks.

Breathing Problems

Shortness of Breath/Dyspnea

Possible Causes:
Shortness of breath is often a sign of a serious medical condition such as myocardial infarction, cardiac arrhythmia, pulmonary edema, pulmonary embolism, pneumonia or anaphylactic shock. Transient shortness of breath frequently occurs with exercise or overexertion. It can also be caused by a variety of environments (high altitudes), chronic and acute illnesses (high fever, severe anemia, kidney disease, COPD, asthma, heart disease) or injury (broken rib).
History:
• Determine the presence of other concerning symptoms – chest pain/pressure or tightness, sweating, nausea, lightheadedness.

• Ask client for any past medical history of serious illness – especially lung and heart disease and diabetes.

• Some clients have shortness of breath as their baseline breathing status – determine if this is the case and ask client if he or she is concerned about his or her current breathing status.

• Any medication client is currently taking.

• Any allergies to food, medication or environmental factors.

• Any history of chest pain, high blood pressure, irregular heart rhythm or blood clots in legs or lungs.

• Any trauma or blow to the chest that the client may have experienced.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Assess heart rate and rhythm.

• Listen to breathe sounds for the presence of wheezes, rales or rhonchi.

• Assess character and intensity of chest pain (if any).

• Observe for use of auxiliary muscles during respiration (sternal retractions in infants).

• Observe for central and/or peripheral cyanosis (mottled skin, bluish tint to nail beds/lips, etc.).

Breathing Problems:  Asthma/COPD

Possible Causes:
Asthma and chronic obstructive pulmonary disease (COPD) are grouped together under obstructive breathing problems. A history of asthma may be linked to a genetic predisposition or exposure to tobacco smoke. Asthma attacks may be caused by an allergic reaction to something in the air, physical activity, exposure to tobacco smoke or exposure to certain medications (causing an allergic reaction). COPD includes all chronic obstructive airway diseases, including chronic bronchitis and emphysema (of varying causes).

History:
• Determine the presence of other concerning symptoms: chest pain/pressure or tightness, sweating, nausea, lightheadedness.

• Ask client for any past medical history of serious illness, especially lung and heart disease and diabetes.

• Previous history of asthma, emphysema, chronic bronchitis (COPD). Clients with no prior history, but with wheezing or shortness of breath, should be considered a medical emergency.

• Asthma attacks: previous triggers and effectiveness of treatment.

• Current medications, any medication recently taken.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Listen to breath sounds while the client is sitting upright – asthma is characterized by wheezing which can occur with either inspiration or expiration.

• Observe for signs of an asthma emergency – difficulty breathing, fright/anxiety, sweating, sitting upright and leaning forward, rapid heart rate and blue-tinged lips (due to inadequate oxygen intake).

• Symptoms of COPD include chronic cough and a client using pursed lips to exhale (pink puffer). Those with emphysema will frequently have a ruddy complexion and a large, barrel chest.

Breathing Problems:  Hyperventilation

Possible Causes:
Defined as breathing faster than normal due to emotional upset or tension/anxiety.
History:
• Determine the presence of other concerning symptoms – chest pain/pressure or tightness, sweating, nausea, lightheadedness.

• Ask client for any past medical history of serious illness – especially lung and heart disease and diabetes.
• Ask client or bystander, if possible, to describe the circumstances surrounding the episode of hyperventilation.

• Ask client if they have experienced these episodes previously and what triggers the response and alleviates the symptoms.

• Client may state they feel like they “can’t breathe” or “can’t catch their breath.”

• Client may feel dizzy or light-headed.

• Client may experience numbness and tingling in the hands and/or feet or around the mouth.

Assessment:

• Obtain vital signs (especially respiratory rate)and document on the Health Record (Form 2077).
• Listen to breath sounds, which may be either clear or diminished. If wheezing is heard, refer to Breathing Problems Asthma/COPD protocol.

Management:

• Encourage the client to relax and encourage slow, deep breaths.

• Be sure to reassure the client in a calm, soothing voice.

Bruising
Possible Causes:
Skin discoloration due to injury. Bruising may be caused by minor bumps and sprains or traumatic blows and internal bleeding.

History:
• Determine cause of bruise, if possible.

• Determine whether client takes any blood-thinning medications.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Observe size and extent of bruising.

• Determine the location of the bruise – if on the abdomen or chest there should be concern about internal injury.

• Assess level of pain.

• Bruises are reddish/blue initially and then green/yellow as they fade.

• Assess for presence of lump or hematoma.

Burns

Chemical

Possible Causes:
Chemical burns are caused by caustic ingredients commonly found in household products (bleach, toilet bowl cleaner, drain cleaners, etc.) or industrial chemicals.
History:
• Any known exposure to chemicals – either through household cleaning agents or industrial agents.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Determine location and extent of injury.

• Try to identify the chemical and its source.

Management:

• If substance is known or manufacturer’s label is available, refer to the information on the bottle for treatment advice or poison control number.

Burns:  Electrical

Possible Causes:
Electrical burns are caused by an electrical current (lightning, electrical appliance, etc.) that passes through the body – sometimes not leaving any outward signs of trauma.

History:
• Client may be unable to give any history at time of treatment. If possible, determine the circumstances surrounding the electrical injury and the amount of electricity (volts/watts) to which the client was exposed.

Assessment:

• Obtain vital signs (specifically heart rate and respiratory rate as these are frequently affected in an electrical situation) and document on the Health Record (Form 2077).

Management:

• Look at your surroundings before touching client – they may still be in contact with the electrical device that caused their injury. 

Burns:  Thermal

Possible Causes:
Fire, sunlight or hot substances cause thermal burns of varying severity.

History:
• Type of exposure (sunlight vs. hot substance).

• Length of time exposed.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Assess skin for amount of surface area affected. The size of the palm of the client’s hand is equal to approximately one percent of their body surface area.
• First-degree: injury to only the outside layer of skin causing redness, pain, mild swelling and no blister or break in the skin.

• Second-degree: injury to the layers of tissue below the surface of the skin causing blisters, pain, swelling and oozing of moisture from the skin.

• Third-degree: Destroys all layers of skin and causes white/leathery skin at burn site and little pain (due to nerve damage).

Management:

• Cool all burns as rapidly as possible with cool water (not ice) by flushing gently and continuously. 
Chest Pain/Pressure

Possible Causes:
Chest pain is caused by both cardiac and non-cardiac conditions. Examples of noncardiac conditions include muscle strain in the ribs, pleuritic pains associated with pneumonia and heartburn. Life-threatening non-cardiac chest pain occurs in a pulmonary embolism or dissecting aortic aneurysm. The two main causes of cardiac-related chest pain are angina (temporary chest pain/pressure due to decreased oxygen to the heart muscle) and myocardial infarction (blockage of an artery in the heart muscle causing a heart attack).

History:
• Onset of symptoms and circumstances surrounding the onset (client at rest vs. physically active) and if symptoms are relieved by rest.

• Quality of pain: sharp, dull, stabbing, burning, etc.

• Location of discomfort: epigastric, between the shoulder blades, radiating down one or both arms or up to the jaw, substernal, etc.

• Severity of pain (0-10 scale).

• Presence of additional symptoms, particularly shortness of breath, sweating, nausea or pain radiating to the arms, back or neck.

• Past medical conditions that increase the risk for a serious event include prior heart disease (including heart attacks), prior coronary artery bypass surgery or stents, diabetes, blood clots in the legs or lungs, prior stroke or transient ischemic attacks (TIAs), angina (chest pain) or high blood pressure.

• All current medications.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Feel skin for cold/clammy feeling or presence of sweat.

• Observe for shortness of breath.

• Listen to heart rate/rhythm and breath sounds.

Management:

• Have client rest comfortably and loosen tight clothing.

• For clients with a known history of coronary artery disease or stable angina (chest pain upon exertion that resolves with rest), encourage client to rest and take their own nitroglycerin tablet, if available.

Frostbite

Possible Causes:
Damage to the skin and underlying tissue caused by exposure to extreme cold, usually affecting the hands, feet, nose and/or ears.

History:
• Nature and duration of exposure to cold.

• If the client has sensation in the affected area.

• Medical history of peripheral vascular disease, diabetes, smoking or alcohol abuse.

• Current medications.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Early stages: skin cold, pale or reddened, with either a “pins and needles” burning pain sensation or numbness.

• Later stages: skin waxy-looking, red/black/blue discoloration, and swollen usually without pain. Blisters possible.

Cold-Related Injury:  Hypothermia

Possible Causes:
Prolonged exposure to icy water or other cold environments which results in a core body temperature less than 95° F.
History:
• Nature and duration of exposure to cold environment.

• Type and extent of injury, if any.

• Alcohol use.

• Chronic diseases.

• Current medications.

Assessment:

• Obtain vital signs (especially oral temperature) and document on the Health

Record (Form 2077).

• Delayed or altered mental functioning or loss of consciousness is a sign of a serious problem.

• The presence of shivering is a good sign – lack of shivering may indicate severe hypothermia (usually associated with mental status changes).

• Pulse rate may be slow and/or irregular.

• Check for signs of frostbite. See Cold-Related Injury – Frostbite protocol.

Confusion – Altered Mental Status

Possible Causes:
Confusion may be a symptom associated with an acute medical problem (e.g. infection, hypoxia, hypotension, low blood sugar, stroke, etc.). Other causes include fluid/electrolyte imbalances, the use of certain medications (over-the-counter, prescription and illegal drugs), or chronic disease (e.g. Alzheimer’s disease).

History:
• Onset of symptoms – sudden confusion (hours to days) vs. progressive confusion (months to years).

• History of confusion in the past.

• Concurrent symptoms indicative of infection – headache, fever, frequency and/or burning of urination, recent respiratory infection, etc.

• Recent visual and/or auditory hallucinations.

• Recent change in sleep pattern or sleep deprivation.

• Past medical problems.

• Current medications taken – both prescription and illegal.

Assessment:

• Obtain vital signs: hypotension, tachypnea or tachycardia are serious findings. Document findings on Health Record (Form 2077).

• Assess for level of consciousness (awake and talking, awake/not talking, arousable by voice, arousable by pain, not arousable).

• Assess for level of orientation (person, place, time)

• With the assistance of a mental health worker, interview the client and determine if they are able to:

1. Answer questions appropriately.

2. Follow a conversation.

3. Understand where they are.

4. Remember important facts.

5. Make critical judgments that affect safety.

Congestion

Lower Respiratory (cough, bronchitis, pneumonia, “chest cold” symptoms)

Possible Causes:
Lower respiratory illness may be caused by bronchitis or pneumonia and is characterized by frequent coughing (productive or non-productive) with or without a fever. Pneumonia has many different causes (aspiration into the lungs, decreased breathing volume post surgery, etc.).

History:
• Any chest or lung pain associated with breathing (pleuritic pain).

• Underlying condition or illness which may predispose a client to bronchitis and/or pneumonia (emphysema/COPD, heart failure, HIV/AIDS, poor general health, etc.).

• Recent upper respiratory infection or exposure to an individual who had a known or suspected respiratory infection.

• Exposure to any known respiratory irritant (chemicals, dust, etc.).

• History of smoking tobacco products.

• History of alcoholism.

• History of chronic sinus problems or environmental allergies.

• Recent extended stay in a hospital or nursing home.

• Current medications taken.

• History of vaccination – pneumococcal (within five years) or influenza (current year).

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Tachypnea (respiratory rate greater than 20 per minute) can be a sign of serious lung compromise.

• Assess for signs/symptoms of an upper respiratory infection (runny nose, sore throat, fatigue, and perhaps a mild fever) which may lead to a lower respiratory infection.
• Assess for presence of phlegm associated with cough which may be clear/white (common in viral infections) or green/yellow (common in bacterial infections) or blood-tinged (common in bacterial infections and pulmonary emboli).

• Listen to breath sounds, rales, wheezes or rhonchi may indicate a significant problem.

• Observe for signs of shortness of breath.

Management:

• Encourage the client to rest and drink plenty of fluids (non-caffeinated and non-alcoholic). 

•Use and encourage appropriate precautions to prevent infecting others.
Congestion:  Upper Respiratory (“cold” symptoms)

Possible Causes:
Symptoms may be caused by bacterial or viral infection or allergies (“hay fever”) and may include any or all of the following: headache, sore throat, nasal congestion, cough, sneezing, runny nose, fever.

History:
• Specific symptoms the client is experiencing and when they began.

• Any known environmental allergies.

• Known exposure to others with similar symptoms.

• Recent travel, especially international.

( Any medications or over-the-counter products being taken for symptoms

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077). A fever may indicate a bacterial infection.

• Examine back of throat for redness, enlarged tonsils or exudates (pus).

• Palpate (feel) lymph nodes under jaw line and anterior neck for tenderness and/or enlargement.

• Observe respiratory effort – count respirations for one minute.

• Auscultate (listen to) breath sounds for wheezing, rales, rhonchi or diminished sounds.

• Note the color and amount of phlegm.

Management:

• Encourage client to drink plenty of fluids, rest and not come in close contact with others (no sharing of drinks, etc.).

• Encourage client to cover his or her mouth when coughing and to wash his or her hands frequently throughout the day.
Constipation

Possible Causes:
Constipation is the infrequent or uncomfortable passing of stool. This condition may be chronic or acute. One cause of constipation is slowing of stool transport through the intestines due to inactivity, certain medications or other disorders. Other causes include dehydration, low-fiber diet and obstruction.

History:
• Determine the normal bowel habits.

• Date of last bowel movement.

• Pain either during a bowel movement or between.

• Cramping and/or bloating.

• Nausea or loss of appetite.

• Recent dietary changes.

• Current medications taken.

• History of chronic bowel problems or surgery.

Assessment:

• Obtain vital signs and document on the Health Record (Form 2077).

• Palpate abdomen for distention or tenderness.

• Listen to abdomen for bowel sounds.

Seizure/Convulsions

Possible Causes:
A seizure is caused by abnormal electrical discharges from the brain. Seizures can be caused by a primary disorder (e.g., epilepsy), head injury, stroke, brain damage at birth, brain tumor, infection (febrile seizures) or alcohol withdrawal.

History:
• History of previous seizures.

• Current medications taken.

• Any trauma or injury to the client.

• Loss of memory immediately preceding event.

Assessment:

• Obtain vital signs (watch for an elevated temperature, which may cause febrile seizures or temporary loss of breathing). Document on the Health Record (Form 2077).

• Observe for twitching of the face or limbs.

• Muscle spasms or tremors.

• Loss of consciousness – partial or complete.

• Loss of bladder or bowel control.

Management:

• If you see the client start to fall, try to gently guide their fall to prevent head injury.

• Move any dangerous objects away from client.

Cough

Possible Causes:
Coughing occurs when the airway is irritated and can be caused by allergies or respiratory infection. Common causes of cough are allergies, respiratory infections, asthma and congestive heart failure. Common causes of nocturnal cough (cough at night) are congestive heart failure and gastro-esophageal reflux disease (GERD).

History:
• How long the client has had the cough.

• What time of day the cough occurs.

• What factors affect the cough (cold air, eating, lying down, etc.)?

• Any associated shortness of breath, chest pain, hoarseness, dizziness, wheezing, chills/fever or night sweats.

• Presence of sputum and amount/color of sputum.

• History of smoking tobacco products.

• History of asthma, emphysema/COPD, bronchitis, GERD, congestive heart failure.

• History of immune suppression.

Assessment:

• Obtain vital signs (especially temperature and respiratory rate) and document on Health Record (Form 2077).

• Observe for shortness of breath.

• Listen to breath sounds – may be decreased over a certain area or there may be congestion that does or does not clear with coughing.

• Observe the client for effectiveness of cough (is the client able to clear phlegm?).

Management:

• Clients with a new cough should be encouraged to cover their nose and mouth when they cough, wash their hands frequently, and avoid direct contact with other clients as their cough could be caused by an infectious agent.

• Clients experiencing a new cough or a cough with fever should be encouraged to rest, drink plenty of fluids. 
Cramps
Abdominal

Possible Causes:
Gastrointestinal: non-specific upset (gas, bloating), food allergies/lactose intolerance, food poisoning, infections (viral or bacterial gastroenteritis).

Gynecologic/ obstetric: menstrual cramping, uterine contractions (pregnancy).
History:
• Quality of pain (crampy vs. dull ache).

• Location – menstrual cramping is frequently present in the pelvis/lower abdomen, back and legs, while intestinal cramping may be diffuse over the abdomen and may radiate to the back.

• Presence of typical symptoms of the client’s pre-menstrual syndrome.

• Present, anticipated or missed menstrual cycle.

• Known or suspected pregnancy.

• Presence of nausea, with or without vomiting, and diarrhea associated with gastrointestinal illness.

• Ingestion of unfamiliar food or food not eaten regularly.
Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Palpate abdomen to assess for tenderness, distention or guarding. These could be signs of a more serious condition. See Abdominal Pain protocol

Cramps:  Muscular
Possible Causes:
Cramps can occur due to fatigue, over-exercising, tension and infection. Exercise induced electrolyte imbalance and poor circulation to the leg may also be the cause of muscle cramping. Muscle cramps usually affect the calf muscles and feet.

History:
• Location and severity of the cramp.

• The presence of a recent injury.

• Recent strenuous or prolonged physical activity.

• Amount of water consumption over the past 24 hours – especially in warm climates.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Assess affected area for injury bruising, lumps, swelling or point tenderness.

Cuts and Scrapes/Lacerations and Abrasions

Possible Causes:
Open wound in which the skin has been broken due to a cut by a sharp object or scrape.

History:
• Activity engaged in when the cut or scrape occurred.

• Pain score (0-10 scale).

• Type of object that caused the cut and/or scrape.

• Date of last tetanus shot.

• Current medications taken, especially anticoagulants or steroids.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Assess for bleeding.

• Determine depth of cut and if any tendons and/or ligaments are exposed.

• Check for function distal to the cut/scrape (have the client move their fingers, toes, etc.).

• Look for objects or dirt embedded in the cut or under the skin.

Dehydration

Possible Causes:
Occurs when the body loses more water than it takes in. Losses could be due to diarrhea, vomiting and heat stress/excessive sweating. Inadequate intake may be due to nausea/vomiting and lack of potable water or other fluids. In addition, certain diseases

(Addison’s disease, uncontrolled diabetes mellitus, diabetes insipidus) and certain drugs (diuretics, lithium, excessive alcohol) cause an increase in urination which may cause dehydration.
History:
• Mental confusion or lethargy (a sign of severe dehydration).

• Recent increase in thirst or constant “dry mouth” sensation.

• Decreased sweat and urine production.

• Color of urine (light/clear vs. dark yellow/amber).

• Less than six wet diapers per day for infants.

• Recent episode of diarrhea/vomiting.
• Current medications.

• Weakness, dizziness, lightheadedness, fatigue.

Assessment:

• Obtain vital signs – check specifically for orthostatic hypotension (lightheadedness or low blood pressure when client stands up) and document on

Health Record (Form 2077).

• Look at skin and mucous membranes for dryness – lips may be cracked and/or dry.

• Reduced skin elasticity/turgor (‘tenting’ – loss of ability to “bounce back” when pinched).

• Lack of perspiration if febrile or overheated.

• Sunken eyes or, for infants, sunken fontanels (soft spots on head).

Diarrhea

Possible Causes:
Increase in the volume, frequency and wateriness of stool caused by infection, antibiotics or inflammation of the intestinal lining. In children, diarrhea could also be caused by altered intestinal transit, as well.

History:
• Presence of abdominal pain.

• Color of stool (red, maroon or black, tarry stools may an indicator of blood).

• Presence of gas, cramping, urgency, nausea/vomiting.

• Onset of symptoms (sudden/acute vs. persistent/chronic).

• Recent changes in diet.

• Current medications, especially antibiotics.

• Exposure to others with similar symptoms.

• Signs/symptoms of dehydration. See Dehydration protocol.

Assessment:

• Obtain vital signs, especially temperature. Document on Health Record (Form 2077).

• Assess for dehydration (see Dehydration).

• Palpate abdomen for tenderness, guarding and distention.

Dizziness
Possible Causes:
A false sense of self or surroundings moving or spinning frequently accompanied by nausea and loss of balance. Possible causes include inner ear problems, brain disorders, motion sickness, transient ischemic attack, increased intracranial pressure and certain medications.

History:
• Onset of symptoms.

• Presence of any additional symptoms; nausea/vomiting, headache, vision changes.

• Blurry vision and/or headache, slurred speech, weakness in arms or legs, uncoordinated movement (may indicate brain involvement).

• Recent upper respiratory infection.

• If sensation is present at rest or with abrupt change of position.

• Sense of fullness in one and/or both ears or change in hearing.

• Ringing in the ear (tinnitus).

• Past brain and/or inner ear disorder.

• Current medications.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Assess for mental status changes/confusion.

• Observe client’s gait and motor control.

• Assess for unintentional eye movement (nystagmus, or jerkily moving eyes).

• Listen for slurred speech when client speaks.

• Check for coordinated movement and muscle strength in extremities

Management:

• Have the client lay quietly in a position of comfort. Closing eyes may help.

• Encourage the client to rest and keep their head still or change positions slowly – rapid movement or turning the head may exacerbate the condition.

Ear Problems
Earache

Possible Causes:
Pain or pressure in or around ear caused by infection, earwax, jaw problems or foreign object lodged in ear.

History:
• Onset of symptoms.

• Quality of pain – sharp stabbing, dull ache, etc.

• Changes in hearing.

• Recent upper respiratory infection.

• Recent tooth infection or other jaw injury.

Assessment:

• Obtain vital signs (temperature may be slightly elevated with infection) and document on Health Record (Form 2077).

• Look at affected ear for drainage or obvious signs of a foreign object.

Ear Problems:  Hearing changes

Possible Causes:
A decreased ability to hear can be progressive (often seen in older adults) or acute – due to a perforated eardrum or ear infection. Tinnitus (ringing in the ears) can be caused by certain disorders/infections in the ear and by taking certain medications.

History:
• Onset of symptoms (rapidly vs. over a period of time).

• Type of hearing change: hearing loss, ringing in ears, etc.

• Symptoms associated with infection or perforation: pain in ear, discharge, etc.

• Current medications, including recent antibiotics, aspirin or chemotherapy.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Assess for signs of drainage from ear or foreign object in ear.

Edema (swelling)

Possible Causes:
Dependent edema is usually found in the lower extremities or other dependent position (back and/or buttocks of a bed-ridden client) and could be caused by heart failure, renal failure, liver disease, deep vein thrombosis (unilateral leg swelling) or musculoskeletal injury (see Leg/Foot Injury protocol). Non-dependent edema may be seen in kidney disease, liver disease or left-sided heart failure. Depending on cause, lymphedema (swelling caused by lymphatic fluid) is often unilateral.

History:
• Past medical history.

• Onset of symptoms (chronic vs. acute).

• History of cardiac, pulmonary, renal or liver problems.

• Obesity.

• Previous history of blood clots in legs or lungs.

• Current medications, specifically diuretics (“water pills”), cardiac medications and anticoagulants.

• Sedentary lifestyle or recent physical inactivity (including prolonged travel).

• Recent injury or surgery.

• Presence of associated pain/bruising in swollen extremity.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Listen to heart rhythm and breath sounds. The presence of rales (“wet” breath sounds) could indicate heart failure.

• Document whether edema is pitting or non-pitting. If pitting, document number of seconds before indentation resolves.

• Check for abdominal distention.
• Document whether edema is unilateral or bilateral. Measure and record circumference of both legs in cases of unilateral leg swelling.

• Check for discoloration of skin, e.g., redness or bruising

Eye Problems

Pain/Inflammation

Possible Causes: 

Redness, irritation and pain in the eye due to infection, environmental allergies, a foreign body or a sty. Infections could be caused by numerous types of bacteria, fungus, virus or parasite.
History:
• Any change in vision in one or both eyes.

• Onset of symptoms (rapid vs. gradual).

• Sensitivity to light (photophobia).

• Pain score (0-10 scale).

• Watering of eyes.

• Environmental allergies.

• Sensation of grittiness or “sand” in the eye.

• Recent eye procedure or surgery.

• Eye crusted close, especially upon awakening in the morning.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Assess visual acuity in each eye (covering one at a time). Document whether the client is blind (can see black only), can see light only (not shapes), can count fingers only or can read words. The two eyes should be equal.

• Assess for the presence of a sty (localized swelling of one or more of the glands surrounding the eyelid).

• Assess for presence and character of discharge (e.g. watery, mucous, purulent).

• Assess for blisters on the cornea.

• Assess for concurrent painful skin lesions over the body which may indicate herpes zoster (shingles).

Eye Problems: Injury

Possible Causes:
Foreign object in eye, scratch to the cornea, burn or blunt injury to the eye.
History:
• Trauma to face or eye, including blow to head.

• Change in vision.

• Exposure to chemicals or extreme heat.

• Increased sensitivity to light (photophobia).

• Current medications taken.

• Wearing of contact lenses.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Assess visual acuity in each eye (covering one at a time). Document whether the client is blind (can see black only), can see light only (not shapes), can count fingers only or can read words. The two eyes should be equal.

• Pain score (0-10 scale).

• Bruising or bleeding under the surface of the skin.

• Ability of client to open eye.

• Pupillary reaction (eyes equal and reactive to light).

• Ability of client to move eye in four directions (up, down, left, right) with or without pain.

• Redness/swelling of affected eye.

• Bleeding to eye/face region.

Eye Problems:  Vision Changes
Possible Causes:
Vision changes that occur over time may be due to macular degeneration, cataracts, retinopathy or open-angle glaucoma.  Acute vision changes/distortions could be due to injury (to the head or eye), blood clot to the optic nerve, detached retina or closed-angle glaucoma.

History:
• Onset of symptoms (gradual or rapid).

• Type of vision change (loss of vision, diminished acuity, halos, floaters, decreased peripheral vision, etc.).

• Injury or blunt trauma to head/face.

• History of eye surgery, vision problems, or disease involving cranial nerves (e.g. Bells’ Palsy).

• Presence of other symptoms (eye pain, redness, photophobia, headache, nausea).

• Current medications taken.

• Use of and reason for glasses/contact lenses.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Visually inspect eyes for obvious signs of injury.

• Pupil size, shape, reaction to light and uniformity.

• Assess visual acuity in each eye (covering one at a time). Document whether the client is blind (can see black only), can see light only (not shapes), can count fingers only or can read words. The two eyes should be equal.

• Hazy appearance or clouding of the cornea.

• Symmetry of eye movements.

• Drooping (ptosis) of eyelid.

Fainting (syncope)

Possible Causes:
Brief loss of consciousness due to a reduction in the amount of oxygen reaching the brain. Possible causes include abnormal heart rhythm, unwitnessed seizure, pulmonary embolism, emotional/physical stress, hyperventilation/shortness of breath, exposure to hot temperatures, hypoglycemia, orthostatic hypotension and certain medications (antihypertensives and sedatives).
History:
• Conditions surrounding the fainting episode (fear, stress, pain).

• History of an abnormal heart rhythm or palpitations.

• Chest pain, shortness of breath or problems breathing.

• Previous history of fainting or light-headedness.

• Recent exposure to hot climate.

Assessment:

• Obtain vital signs, especially blood pressure and respiratory rate as both may be low. Heart rate may be faster than normal, slower than normal or irregular.

Consider checking orthostatic blood pressure. Document on Health Record (Form 2077).
• Assess for mental status changes, level of consciousness or confusion.

• Listen to heart rate and rhythm for possible arrhythmias.

• Quality of skin (pale, damp, cool).

Fever

Possible Causes:
Usually due to illness or infection but may occur with immunizations or environmental exposures.

History:
• Onset of symptoms.

• Recent illness, injury or surgery.

• Other concerning symptoms of an infection (headache, photophobia, confusion, low blood pressure, shortness of breath, productive cough, flank pain, dysuria, myalgias, etc.).

• Recent exposure (within two weeks) to others with illness.

• Location and/or quality of any pain with pain score (0-10 scale).

• Presence of chills, sweating or flushing.

• Recent travel, especially overseas.

• Medications taken, especially antipyretics (name, dose and time of last dose).

Assessment:

• Obtain vital signs and document on Health Record (Form 2077). A fever is defined as a temperature greater than 99.0° F.

• Assess the level of consciousness or for signs of confusion.
• If fever is thought to be due to injury, assess affected area for signs of infection (reddened skin that is warm to touch, pus, pain, etc.).

• Listen to breath sounds for signs.

• Check eyes with flashlight for signs of photophobia (sensitivity to light).

Management:

• • Clients with fevers may be infectious. If in a shelter environment, place client in a more private area and encourage frequent hand washing and avoiding close contact with others.

• Encourage the client to rest and drink plenty of fluids.
Headache

Possible Causes:
Most headaches are related to tension. Other causes include sinus infection, fever, high blood pressure, brain tumor, head injury and meningitis.

History:
• Onset of symptoms: abrupt, rapid or gradual.

• Location and quality of pain (sharp, pulsating, dull, etc.).

• Pain score (0-10 scale).

• Recent injury or trauma involving the head or neck.

• History of sinus problems or sinus surgery.

• History of migraine headaches.

• History of high blood pressure.

• Current medications.

• Sensitivity to light, noise, smells or activity.

• Report of visual changes or photophobia.

• Recent withdrawal from medication or caffeine.

• Nausea or vomiting.
Assessment:

• Obtain vital signs, paying particular attention to temperature and blood pressure.

If blood pressure is abnormal, recheck in both arms to verify reading. Document on Health Record (Form 2077).

• Assess for level of consciousness and confusion.

• Observe for slurred speech, unilateral limb weakness, lack of muscle coordination or facial droop. See Stroke protocol.

• Check pupil size and reaction to light and photophobia.

Heat-Related Illness

Heat Exhaustion TC "Heat Exhaustion" \f C \l "3" 
Possible Causes:
Heat illness is a continuum from mild heat intolerance, to moderate heat exhaustion, to severe heat stroke. Heat exhaustion is caused by an imbalance of nutrients/electrolytes in the body as a result of exposure to heat over a period of time. It is often associated with dehydration.

History:
• Onset of symptoms.

• Length of time spent in high temperatures.

• Presence of fatigue, weakness, nausea, dizziness, headache, confusion and/or fainting.

Assessment:

• Obtain vital signs, paying particular attention to temperature and document on Health Record (Form 2077).

• Assess for level of consciousness or confusion.

• Assess skin – will be hot to touch, flushed and moist.

• Heart rate may be rapid and weak.

• Breathing may be fast and shallow.

Management:

• Cool the client by moving them to shade, into an air conditioned environment or wiping them with a cool wet cloth.

• Replace lost fluids by encouraging the client to drink water or sports drinks.

Heat-Related Illness:  Heat Stroke

Possible Causes:
Heat stroke is caused by overexposure to high temperatures and is accelerated by direct sunlight and exertion resulting in a dangerously high body temperature.

History:
• Exposure to hot temperatures.

• Confusion.

• Headache.

• Vertigo.

• Fatigue.

• Seizures/convulsions

Assessment:

• Obtain vital signs and document on Health Record (Form 2077). Any temperature greater than 105° F is an emergency.

• Assess for level of consciousness and signs of confusion.

• Assess skin – it will be red, hot and dry.

• Listen to heart rate/breath sounds. Heart rate may be weak and rapid while breathing may be shallow and fast.

• Assess pupils – they may be dilated.

Indigestion – “Heart Burn
Possible Causes:
Generally due to eating unfamiliar or spicy food, eating too fast or too much or drinking alcohol. More serious or chronic causes of indigestion may be due to gastroesophageal reflux disease, gallbladder disorders, ulcer or stomach cancer.

History:
• Onset of symptoms.

• Location of indigestion (epigastric, behind breast bone, etc.).

• Any worrisome symptoms for a myocardial infarction (heart attack) such as shortness of breath, sweating, nausea, chest pain or radiating pain.

• Any risk factors for a myocardial infarction such as prior heart disease, diabetes, family history, hypertension, smoking or obesity.

• Recent change in diet.

• Type/amount of food eaten.

• Alcohol consumption (quantity and frequency).

• Recent changes in bowel habits.

• Color of recent stools.

• Presence of blood in vomit or stool.

• Current medications, especially pain relievers (aspirin, ibuprofen).

• History of stomach ulcers or gastric bleeding.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Palpate abdomen for tenderness or rigidity.

Itching
Head

Possible Causes:
Itching of the scalp could be due to dry skin (dandruff) or an infestation of lice.

History:
• Intense itching of the head.

• Recent close contact with someone known to have lice.

• History of dry skin in the past.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Wearing gloves and using a tongue-depressor, inspect the client’s scalp and hair roots for signs of flaking skin or presence of lice.

Itching:  Skin

Possible Causes:
Contact dermatitis (skin allergy), plants (poison ivy/oak), skin products, detergents, metals, materials (e.g. wool). Hypersensitivity reactions (insect bites, drug reactions).

Scabies, skin infections, cold weather, prolonged exposure to water.

History:
• Known exposure to someone with itching of the skin.

• Recent use of an unfamiliar product (bath soap, detergent, perfume, etc.) which may have caused an allergic reaction.

• Possible exposure to plants or insects.

• Change in medications or new prescription.

• History of atopic dermatitis or chronic skin condition.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Assess for presence of insect bites.

• Assess for rash, hives, areas of redness or evidence of scratching.

• Assess for raised area on skin or appearance of tunneling under the skin.

• Look for evidence of vesicles (blisters) and/or pustules.

• Observe the location and pattern (if any) of rash, bites or other skin changes.

• If hives are present, assess for breathing difficulties or shortness of breath.

Leg/Foot Injury and Pain

Possible Causes:
Muscle strain, dislocation, sprain, fracture, tendonitis, deep vein thrombosis, vascular insufficiency.

History:
• Type of activity client was engaged in when the pain or injury occurred.

• If the client felt and/or heard a bone snap.

• Past medical history related to musculoskeletal injury and/or surgery.

• If the pain is not related to an injury, assess for symptoms of a pulmonary embolism (chest pain, shortness of breath, hemoptysis, tachycardia).

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Assess all injuries for presence of a pulse distal to the injury, skin color and temperature, and range of motion. Do not force movement.

• Point tenderness over a specific area is often the sign of a fracture.

• Strain: dull pain in the affected muscle that worsens with movement, swelling.

• Tendonitis: pain at the joint not associated with any injury but may be due to repetitive use or infection.

• Dislocation: swelling, deformity, severe pain, discoloration, tenderness and/or numbness of an affected joint.

• Sprain/strain: pain and/or swelling at joint that worsens with movement, possible bruising around area of injury.

• Fracture: pain and/or tenderness at site (usually with significant point tenderness) when touched or moved, client has difficulty moving the injured part, client may feel grating sensation, the injured part may move unnaturally, bruising may be present.

• If the pain is non-traumatic, check to see if one calf is more swollen than the other, for calf tenderness or for a palpable clotted vein (“cord”).

• If tendonitis is suspected, assess for an infection; check for warmth, redness and swelling, and check for pain with passive movement.

Nausea/Vomiting

Possible Causes:
Nausea with or without vomiting can be precipitated by a wide range of conditions – many of which are associated with gastrointestinal disorders (e.g. cholecystitis, gastritis, hepatitis, viral infections of the intestines, food poisoning, intestinal obstruction and excessive drinking or eating). It could also be triggered by emotional upset, stress, migraine headaches or pregnancy. It can also be caused by more serious conditions (non GI) such as allergic reactions to bites/stings, gastrointestinal bleeding, heart attack, heat exhaustion, shock, sepsis and head injury.

History:
• Onset and duration of symptoms.

• Differentiate between nausea, vomiting without emesis (“dry heaves”) and vomiting with emesis.

• Number of times vomiting has occurred within a defined period of time.

• Color/amount of emesis (e.g. coffee ground-colored emesis three times a day for two days). Be particularly concerned about bloody, maroon or coffee-ground emesis.

• Recent eating pattern, including foods and medications.

• Excessive drinking, including recent use/abuse of alcohol.

• An allergic reaction to food, medicines or a bite or sting by an insect. See Bites protocols.

• Prolonged exposure to high temperatures. See Heat Exhaustion protocol.

• Trauma or serious injury, especially to neck/head.

• Recent diarrhea. See Diarrhea protocol.

• Chest pain/pressure, sweating, and/or pain radiating to the neck, jaw or left arm.  See Chest Pain/Pressure protocol.

• Known/suspected pregnancy.

• Emotional upset.

• Current medications.

Assessment:

• Obtain vital signs, paying special attention to an elevated temperature, tachycardia, or low blood pressure. Document on Health Record (Form 2077).

• Assess skin for presence/absence of sweat and presence or absence of bites and/or stings.

• Assess mucous membranes (inside of mouth) for signs of dehydration.

• Listen to abdomen for presence or absence of bowel sounds.

• Palpate abdomen for tenderness, guarding and/or rigidity.

Neck Pain/Stiffness

Possible Causes:
A stiff or painful neck can be due to muscle strain, spinal cord compression, injury or meningitis.

History:
• Onset of symptoms.

• Activity surrounding onset of symptoms, including trauma.

• History of neck pain/stiffness in past, especially disc or vertebrae disorders.

• Presence or absence of shooting pain or tingling sensation down one or both arms.

• Recent fever.

Assessment:

• Obtain vital signs, paying special attention to an elevated temperature. Document on Health Record (Form 2077).

• If injury or trauma can be ruled out, assess neck for range of motion.

• Assess hand strength by having client grip your hands simultaneously.

• Assess area of discomfort for outward signs of injury.

• Observe for reflex flexion of the hips and knees with passive flexion of the neck while client is in a supine position.

Nose Bleed

Possible Causes:
Nose bleeds can be caused by dry air, infection, repeated blowing of the nose, scratching the nose or a blow/injury to the nose.

History:
• Onset of symptoms

• Activity engaged in when nose bleed began.

• Any injury/trauma to nose or face.

• History of coagulation problems.

• Current medications, especially blood thinners.

Assessment:

• Obtain vital signs, paying special attention to an elevated temperature. Document on Health Record (Form 2077).

• Estimate amount of blood loss using an objective measure (e.g., bloody cloth6cm x 8cm).

Paralysis/Weakness – Facial or Limb

Possible Causes:
Paralysis that affects the face could be caused by Bell’s Palsy, a transient ischemic attack (TIA) or a stroke (cerebrovascular accident – CVA).

History:
• Onset of symptoms: are symptoms still present or have they subsided?

• Presence of headache before or in conjunction with the paralysis/weakness.

• Sudden paralysis or weakness on one side of the body with facial drooping.

• Loss and/or slurring of speech.

• Mental confusion.

• Lack of muscular coordination.

• Loss of bladder/bowel control.

• History of blood clots or previous TIA/CVA.

• Current medications, especially aspirin or other blood-thinner.

Assessment:

• Obtain vital signs, paying special attention to an elevated blood pressure. Document on Health Record (Form 2077).

• Assess hand strength by asking client to grip hands simultaneously.

• Assess client’s ability to speak clearly and to choose appropriate words.

• Assess client’s coordination of movements and ability to move upper and lower extremities.

• Assess the client’s ability to walk, observing gait and balance.

• Check pupil size and reaction to light.

• Assess facial symmetry. Look for differences between features of the right and left side of the face (e.g. smile/frown, raise eyebrows) and presence or absence of eyelid drooping.

Rash

Possible Causes:
Allergic reactions, fever, heat, contact dermatitis (e.g. plants, metals) or infectious diseases.

History:
• Recent change/addition in medications taken. Current medications taken.

• Sensitivity/allergy to substances.

• Pruritic (itchy) or not.

• Recent exposure to others with rash.

• Immunization history if infectious rash is suspected (e.g. measles, chickenpox).

• Past medical history.

Assessment:

• Obtain vital signs, paying particular attention to any fever, tachycardia and hypotension. Document on Health Record (Form 2077).

• Assess affected area for quality of rash: size, shape, pattern (linear, scattered,

etc.), presence of hives, itching/burning, redness, etc.

• Assess rash for secondary changes (development of blisters, etc.).

Management: Always use standard precautions.

• For rashes of all origins, it is recommended that the area be kept clean and dry.

• Encourage client to wear loose-fitting clothing that will not rub the affected area.

Sore Throat

Possible Causes:
Sore throats (also known as pharyngitis) are frequently caused by the same viruses that cause the common cold. Streptococcus (strep throat) is a less common but more serious cause of a sore throat.

History:
• Onset of pain.

• History of recent fever.

• Amount of pain (0-10 pain score).

• Pain on swallowing, difficulty swallowing or inability to swallow.

• Presence of ear pain.

• Recent symptoms of an upper respiratory infection.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Using flashlight, assess back of throat and tonsils for redness, pus, swelling.

Management:

• Encourage the client to drink adequate fluids.

Splinter

Possible Causes:
Splinters can be caused by a sliver of any foreign material (wood, glass, etc.) that becomes lodged under the surface of the skin.

History:
• Type of material believed to have caused the splinter.

• Date of last tetanus shot, if known.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Assess area surrounding splinter for bleeding or other injury.

Tooth Problems
Lost/Broken Teeth

Possible Causes:
Cavities and infections can often cause teeth to become loose in the gum, thus leading to tooth loss. Teeth could also be knocked out by sports activities, fighting or facial trauma in an accident.

History:
• When and where the loss of or injury to the tooth occurred.

• Circumstances surrounding loss.

• History of dental problems.

• Presence or absence of pain.

• Pain score (0-10 scale).

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Examine mouth for signs of the tooth injury.

Management: Always use standard precautions.

• If the tooth can be found, it should be handled very gently and only by the crown (avoid touching the root). Rinse the tooth off in cool water (no soap) and place it gently into the socket. Have client bite down on a piece of gauze or clean cloth to hold it in place. If unable to hold the tooth in place, gently wrap the tooth in gauze soaked in saline or water. Do not put the tooth in tap water or milk. Refer client to a dentist immediately – permanent teeth that have been knocked out may be able to be re-implanted if care is sought within 60 minutes.

Tooth Problems:  Toothache

Possible Causes:
Cavities and infection.

History:
• Onset of symptoms.

• Pain score (0-10 scale).

• Location and quality of pain (dull, sharp, stabbing, etc.).

• The presence of fever.

• History of dental problems.

• Sensitivity to hot or cold.

Assessment:

• Obtain vital signs, paying special attention to the presence of fever. Document on Health Record (Form 2077).

• Examine the face for swelling, redness or asymmetry.

Urination, Difficulty with

Possible Causes:
Kidney stones, urinary retention, urinary incontinence, infection of the urinary tract, enlarged prostate, sexually transmitted disease.
History:
• Onset of symptoms.

• Presence/absence of pain.

• Pain score (0-10 scale).

• Presence of fever.

• Frequency and/or urgency of urination.

• Color of urine.

• Recent increase or decrease in volume of urine produced.

• Presence or absence of burning or irritation before, during or after urination.

• History of urinary problems in the past.

• Presence of penile or vaginal discharge.

• Current medications.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).

• Gently palpate abdomen to assess for bladder distention and/or tenderness.

Vaginal Discharge/Itching

Possible Causes:
Frequently due to inflammation of the vagina caused by infection (bacterial or fungal) or chemical irritants (bubble bath, synthetic underwear, latex condoms/spermicide, etc.).
History:
• Onset of symptoms.

• Color, consistency and amount of discharge.

• Presence of foul odor.

• Presence of itching, burning or pain.

• Previous vaginal infections.

• Possibility of sexually transmitted disease.

• Recent antibiotic use.

Assessment:

• Obtain vital signs and document on Health Record (Form 2077).
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