Caring For The Sick At Home
Today’s society has become accustomed to transferring the responsibility of caring for patients to so called “more qualified professionals” rather than dealing with health issues in the home setting. As technology has advanced it is natural that people wish to have the highest quality and most technologically advanced services for those that they love. This has lead to a burgeoning healthcare system with extraordinary costs and a bloated bureaucracy. Today we truly have  a “broken” healthcare system. It has also lead to an overall loss of our own ability to analyze situations and make good decisions concerning healthcare issues with a resulting loss of confidence in our abilities to be mature, independent, self sufficient family leaders. 
It is my hope that we can correct some of these issues by providing information and a “grandmother’s common sense approach” to dealing with the fundamental healthcare issues that you may encounter and which you may need to manage. It is not our intent to turn everyone into a physician or professional nurse, however, we would like to provide some basic information about evaluating healthcare issues and present some plain sense guidelines on how the non-healthcare professional can be more self sufficient particularly when access to care may be difficult or absent. 

Experience has shown me that “tincture of time”, some basic knowledge, and some old fashioned “common sense” can handle many situations and in the long run, save time and money, and alleviate a lot of fear, apprehension, and pain.  


We live in perilous and uncertain times. Disasters have occurred and we know that Biblically we are assured that they will occur again and very possibly in our own lifetime. While we rely upon the Grace of the Almighty for all things, He provides us with our brains, our time, and our resources and we are commanded to be good stewards over these resources. Failure to utilize the resources He provides is actually a demonstration of our lack of understanding of foundational Biblical principles and a lack of obedience to His Word.


The Hospital or clinical situation is ideally a totally controlled environment. The ill patient and the staff caring for them, ideally, have all needed supplies and services provided and uniform conditions. The temperature, humidity, lighting, air flow, nutritional needs and all supplies are controlled and rapidly available. Usually there is a trained staff with volumes of policies and procedures available to manage most situations from cardiac arrest to a “simple pimple or hangnail” That control doesn’t exist in the home situation and therefore an intelligent, resourceful, well thought out plan for people who choose to pursue home care is needed. Advance planning and “situation assessment” is critical if you want to deal with illnesses in the home setting. Just as it is necessary to have a fire management and evacuation plan or a plan for handling a major storm or power outage because of a disaster or even a loss of expected “public services” due to government failure, it is important to consider the supplies you will need and how you can plan if there are limited or no healthcare services available. 
Home Assessment

A fundamental issue for preparing to care for someone at home is to look at your home and evaluate the resources you have available. Just as we are told to prepare an inventory of our “possessions” with an inventory for insurance purposes or develop a written plan for evacuation in disasters, we need to make an inventory of our supplies and resources should a health emergency occur. 

Step back out of your parent role and begin to think like a health and safety engineer. It is critical to adopt a “organized management” perspective when doing this. First you must begin to integrate your past health care experiences into your thinking. What type of situations have you encountered in the past and how were they dealt with at those times. Obviously most have experienced episodes where you have been sick with influenza, bad colds, bouts of gastro-intestinal problems, perhaps muscle or joint sprains, strains, or fractures. How were these things handled in the past?

All too often our response was to call EMS and let them do everything. That is OK but now you must think, “ what did the EMS people do?”, and “what did the emergency room staff do?” What supplies or equipment did they use?  Do I have anything similar to that at home that I might be able to substitute. Obviously every home can not be a fully equipped clinic or ambulance. That would cost families huge amounts of money, but with some creative thinking there are many things you can do to increase your self sufficiency. 


There are certain things that families should consider and plan for. 

1. If someone is ill and there is no professional health care available or the situation doesn’t seem to deem that level of care is needed, WHERE will you plan on caring for the person? Generally we may think that doing so in their own bed is appropriate, but what if the person has a high fever and there other people sharing the room? What if the person needs immediate access to a bathroom or perhaps a “designated caregiver” to deal with them in a more intensive fashion? Do you really want to potentially expose everyone to a possibly infectious disease process? Think about how you can modify your home’s design and function to accommodate a sick person that might need “isolation”. This may require moving people to other rooms and even the implementation of a “thunder mug(commode pot)” to handle basic needs. 
2. Does your designated “care area” have adequate lighting so that the patient can be observed and evaluated. Is there adequate heating for comfort? Is there good ventilation and air handling? Is there sufficient room available so that you could transfer a patient easily to a chair or help with range of motion activities in the chosen area. Is there ready access to a sink or location to wash your hands? Does the room have easy exit should there be a fire emergency and you needed to help a debilitated patient out of harms way?
3. Do you have a basic emergency kit prepared so that you do not have to go looking for things? It is best to keep things organized and together in a single location, perhaps a special closet. Do you have the items inventoried and have you looked for expiration dates on items? Items that I would suggest you should consider maintaining in an emergency or healthcare kit should include:

a. Thermometer – old fashioned glass (these will wear out over a period of time, check for accuracy) AND either an electronic or “stick on” variety
b. Ear bulb syringe

c. Economical stethoscope – these can be purchased at most drug stores

d. Blood pressure monitoring devise – either electronic or aneroid type

e. Tape measure

f. Flashlight (or two)

g. “Antibacterial Moist Wipes”

h. Band aids – assorted sizes
i. Gauze bandages – assorted sizes

j. Roller type bandages – assorted sizes

k. Compression wraps (Ace Wrap) – suggest 2”,4” 6” 

l. Tape – various types and sizes (suggest some “paper” tape for those sensitive to other kinds and also Adhesive type tape for difficult wounds)
m. “Q-Tips” for cleansing wounds & removal of eye foreign bodies – It is good to have sterile and non sterile if available
n. Blood sugar monitoring devise (if anyone is diabetic or has a strong history of it) & supplies
o. Plastic bags for holding dirty or contaminated dressings and supplies

p. Small notebook and pens and pencils for recording findings. 

q. Variety of medications according to family preferences

i. Tylenol 

ii. Naproxen 

iii. Ibuprofen

iv. Aspirin (infant chewable)
v. Diphenhydramine (generic bendryl) 
vi. Imodium AD 

vii. Pepto-Bismol

viii. Sambucol (Elderberry extract for flu)

ix. Triple antibiotic cream

x. Anti-fungal cream
xi. Silvadene Cream
xii. Any other topical creams or ointments you regularly use
xiii. Any other over the counter medications you regularly use

xiv. At least 30 days supply of any prescription medications you normally take 

xv. A first aid guide or information would be helpful

Be sure to rotate these emergency supply medications with your regular medications so that they don’t become outdated.


I would recommend placing these items along with any other items you choose to include in a duffle 
bag or gym bag so that they are accessible and immediately ready, should you need to evacuate your home.

It is also most helpful to have a good working scales if you are taking care of anyone with chronic illnesses or for a very long term basis.

4. Have you read and reviewed the emergency and home care information that you have on hand so you are prepared to act if a situation arises and not “read the book as you go?” The need to care for family members or help assist with the care of people outside the family is often an “unplanned event”. It is very worth the time and effort to have worked on developing the skills needed prior to being thrust into a difficult and perhaps emotion packed situation. Reading a first aid manual or care manual or obtaining some basic books and reading them at least helps allay the anxiety and apprehension inherent in these situations.
Patient Assessment
Evaluating a patient is a continual and ongoing process. Today’s mindset unfortunately is colored by our country’s “fast food” “drive thru” mentality. Our inclination is to view everything as a quick, one step and one stop event where we quickly go into the store, find what we want and exit by the “quick check out lane”. Contrary to the advertizing media blitz provided by today’s institutions that tells you THEIR Healthcare facility is easy in, fast out “one stop shopping” with a “lightening speed registration and check out” process where you will feel loved, pampered, “treated” and “cared for”, it isn’t necessarily so.  While a brief diagnostic assessment for a relatively simple problem may be able to be accomplished rapidly in very experienced hands, normally it takes much more time to develop a concept of what the patient’s problem is. 

Once you have been able to establish a reasonable sense about the severity of the problem with which you are dealing, then you have to establish a plan of action (or treatment plan) for the patient. If your access to a professional healthcare person is limited, it is prudent to proceed with this process very slowly and evaluate a patient’s situation on a time continuum which will require repeated patient assessments and treatment decisions. 

It is ideal in the home situation to consider each “patient encounter”, that is each time you are doing something for the patient, an opportunity to re-evaluate their condition and confirm your impression of the patients problem and your action plan. In the home and family situation this requires the primary care giver to dissociate themselves from their family role during the time they are caring for the patient and attempt to maintain a great degree of objectivity. This is no easy task when your loved one is your patient and your responsibility. 


Since the assessment and care of a patient continues over a period of time, it is important to document your findings and your actions so that you can more accurately remember events and make better care decisions. This is most easily accomplished by using some form of a check off sheet or form for the initial assessment and then recording “Interval Observations and Actions” on another sheet. For numeric and day to day actions and medication recording a tabular form is most handy. For examples see appendix 1. 
Initial Observations

Caring for the patient begins when you hear or suspect that there is a problem. Since most people are concerned and compassionate with people, our initial response is to “mother them” and want to console the person who has a health problem or injury and feels bad. It is important to initially step back and just look at the person. The old saying is that familiarity breeds contempt, but it also tends to distort our view of the person who is ill. Gradual changes are often times not noticed with people we see all the time. Therefore, put on your “objective lenses” and step back and take an overall look at the person. Do they look like they always have looked, perhaps a month ago, or is there something different about them.


Examination of a person begins as soon as you see the person from across the room. You should immediately notice a number of items concerning the patient:

	Position
	State of Consciousness
	Skin Color
	Skin Condition
	Breathing

	Standing
	Awake
	Pink
	Dry
	Relaxed/Easy

	Sitting
	Unconscious
	Pale
	Moist
	Fast(tachypnea) 

	Lying
	Sleepy
	Ashen(gray)
	Sweaty
	Labored(deep/fast)

	Straight
	Groggy
	Cyanotic(blue cast)
	
	Gasping

	Bent Over
	Apprehensive
	Red
	
	“Gurgling”

	Slouched
	Agitated/Combative
	Yellow
	
	Can Patient talk?


These initial observations tell you a great deal about the patient and their condition. If the person is standing, awake, with pink & dry skin and breathing in a relaxed way, they are probably not having a terrible or serious problem at this time. If they are slouched, groggy, pale, sweaty, and with labored breathing you have a person with a significant emergency and must modify your assessment process and take action to provide help. If the patient looks very sick and professional medical services are available such as EMS or hospital care, they belong in their care if possible. 
Chief Complaint & HPI


Obviously the next portion of the assessment is to try to ascertain what their problem is. The elicitation of history is the most important part of trying to understand what is wrong with a patient. If you don’t have a good history and a strong suspicion of what is causing the patient’s problem before you begin a physical assessment, you will probably never ascertain a diagnosis. The physical exam and any subsequent diagnostic studies usually only confirm that which you suspect from your history. 

It is most important, if the patient is not critical and is able to contribute historical information to you, that you go about the process in a very methodical, consistent way. While there is usually one major problem or “Chief Complaint = CC” that makes a patient seek medical care, there may be multiple complaints which may or may not be associated to the primary complaint. For consistency’s sake we usually spend much of our time on the chief complaint and then in the “History of Present Illness = HPI” develop the associated and other complaints. It is sometimes necessary to numerically indicate CC#1 and CC#2 etc in a very complicated situation.

Documenting the Chief Complaint is usually done in a fairly standard way depending on the documentation system that one uses. Some people use the so called SOAP method (SOAP – Subjective, Objective, Assessment, Plan) for documenting things. This works well for interval problems but I do not find it helpful for initial evaluations. The documentation form in Appendix 1 is the more traditional method. 
The CC is often written in sentence form and goes something like this:


This X year old patient presents with a CC of  XXXX. days(or hours or minutes) of YYYY(symptom) which is getting worse(or getting better etc) (usually something about progression)

For instance for a person with appendicitis you might see the following:


“The 14 year old white male presents with a CC of 2 days of severe abdominal pain which has moved to his right lower quadrant and is getting more severe. “
From the initial comment you have an immediate mental picture of this person. 


You can see from this that every complaint then has a series of questions that are associated with it:

	Site


	Associations (other symptoms)

	Onset(gradual/sudden)
	Timing/duration



	Character
	Exacerbating and alleviating factors



	Radiation


	Severity (rate the pain on a scale of 1-10)



While this may seem more applicable to purely medical symptoms similar relationships to the above 8 areas of exploration are important for trauma cases as well since the answers to these questions could indicate other problems. E.G. if there is a cut and every time the person moves the area of the cut it cases pain elsewhere, it could indicated a tendon or nerve involvement which changes the treatment.

By going through this questioning process for each Chief Complaint and associated symptom, you can begin to see the relationships of the various symptoms and begin to fit them into established diagnostic patterns. Obviously a complete course in physical diagnosis is not possible in this overview but it is important to keep this in mind when you are dealing with home care issues. By learning the history taking process you can become a more organized thinker and much better evaluator of situations. With time and experience you will be able to identify subtle changes in any patient you may be caring for and if you have access to professional medical care you will be able to more accurately communicate with those caregivers and improve the overall quality of care for a patient. You can also better identify the quality of care that a professional is providing for you and your family.
Past Medical History


Many of the remainder of the items on the Historical Assessment portion of the Patient record (i.e. Past Medical History, Family History, and Social History) is simply a process of inquiring about or remembering the pertinent medical history of the patient. I would suggest that you copy this form and fill out those portions for every family member. This would be helpful to take to a physician or clinic any time you visit someone with whom you do not have an established relationship. Having this information prepared ahead of time will simplify and expedite care and give them more information so they can do a better job. Should the individual become ill and require your attention for a period of time, you would already have the information there. 


It may not be obvious why being so compulsive about the process is important, but when you begin to see situations where a persons health status changes, you will see that the previous history or family history can be very significant. E. G. if a person were to develop a gradual onset urinary problems such as frequency of urination and you are aware that there is a history of diabetes it should set off an association that perhaps checking blood sugars would be appropriate. It could be a new case of diabetes. This would, of course, likely be associated with other diabetic symptoms. 

I hope you can see that the process of identifying a patient’s disease process is like a detective solving a crime and it takes persistent systematic inquiry to get the job done. Hopefully this will help you. 


The last portion of the Historical Portion of the Patient Form is the Review of Symptoms. Sometimes patients will have associated or other symptoms that may be important and going down this list helps you to help them to remember and identify things they may not have thought of. 
It is important in the CC and HPI portions to try to let people tell their own story by asking “open ended questions”, i.e. questions that don’t lead them into a preconceived path. In the legal field you would say don’t ask leading questions that try to push them into saying something you want to hear. In the Review of Systems section you may just list off a litany of symptoms and ask if they have had them. There are many more possibilities than those on the form but these are more common and frequently encountered ones. 

Physical Assessment

The final portion of the patient assessment is the Physical Assessment. This is the “hands on” portion and it is very difficult to identify problems on a person if you aren’t familiar with the person or with normal anatomy. Every human being is unique as created by Our Maker and there are truly an infinite number of variations. Normal physical findings are based on physical findings that are within 2 standard deviations from the norm. If a physical finding is out side the 2 standard deviations, then it is considered abnormal. It is important to remember that what may be abnormal for the some people may be normal for that person and may not be causing a problem. 

For the home based caregiver, what is most important is learning what is normal for that specific individual. That is a baseline or starting point. Then observe changes or deviations from these initial findings. I would suggest that everyone should learn how to perform a basic assessment of vital signs. With today’s electronic aids most people can do that with minimal difficulty. 

Vital Signs

Counting the Respirations is fairly simple. You tell the patient that you want them to breathe normally and then simply watch their chest rise and fall and count for a full minute which you time on your watch.
Counting a pulse is fairly simple. I use the radial artery which is found on the palmer side of the wrist at the base of the thumb. You would do well to practice on several people until you can find the arterial pulse consistently. Another location for taking the pulse is on the middle portion at the front of the elbow just by the lower biceps muscle. If the patient is very sick and they are having problems with their blood pressure you sometimes must palpate a pulse in the neck next to the trachea (remember to only push on one side of the trachea at a time - not both) or in the groin just to the outside of the pubic area. For people who are not experienced I would recommend counting for a full minute.
There are several ways to take a temperature. The most accurate is with an old fashioned mercury thermometer if the patient is old enough and awake enough. First be sure you are using an oral thermometer if taking an oral temperature OR a rectal thermometer for a rectal temperature. It will say which it is on the thermometer. Then check the thermometer to be sure that it has been shaken down. You really aren’t interested in what the last temperature was recorded on that thermometer. Next clean the thermometer with soap and tepid water(do not use hot water or you will ruin the thermometer) and rinse it thoroughly. 
For an ORAL TEMPERATURE slide the clean thermometer under the tongue and have the patient keep their mouth closed and time for 3 full minutes. Withdraw the thermometer and then, in good light roll it back and forth until you see the column of mercury. Read the height of the mercury next to the scale. The normal should be somewhere between 97 and 99.6 (F.  
A RECTAL TEMPERATURE should be used on young children who can not be trusted to hold a thermometer in their mouth and for someone who has an altered level of consciousness. Be sure you have a rectal thermometer and have followed the procedure of shaking it down and cleansing it. Then lubricate it with Vaseline and carefully insert the thermometer into the anus so that the bulb portion is just inside the anus and not visible. You need to hold the thermometer there for 3 minutes. If it is a child and the child is “wiggly” you must restrain the child or the thermometer can break and do severe damage to the child. It is imperative that the child be restrained for this if they will not hold still. Also be sure that you never let go of the end of the thermometer. Once the time has expired, you will read the thermometer just as you would an oral thermometer by rolling it back and forth to find the column of mercury and read the scale next to it. It is important to check that the thermometer has been shaken down before hand and then afterwards. It is also important to clean and sanitize a thermometer after use with soapy water and then rinse with alcohol and let it dry. After a conventional thermometer has been around for several years it may loose its calibration so if you consistently get abnormal readings you may want to purchase a new one. 
There are also electronic types of thermometers as well as the LCD stick-on varieties. Follow the instructions carefully with those. Failure to follow the instructions carefully will result in erroneous readings. 
The next major vital sign to assess is the Blood Pressure. It really isn’t difficult to take a Blood Pressure, but if you have not had experience performing this it can be intimidating and confusing. I personally prefer the standard aneroid type which can be obtained from a variety of suppliers fairly economically. It must be of such a size that it covers over ½ of the upper arm and it must overlap sufficiently to be within the guideline markings that usually are placed on the cuff. If the person is very large and it doesn’t meet these requirements, your reading will not be accurate. Once the cuff is applied you then palpate the brachial artery at the elbow and place your stethoscope over it with a firm BUT NOT hard pressure. You then close the release valve and pump up the cuff until the needle shows about 180 mmHg and then gradually open the valve and listen until your begin to hear a pulse sound and note the reading. You continue to release the air in the cuff slowly until you stop hearing the pulse. There will be changes in the sounds as it goes down. If a pulse is still heard below about 40 mm HG you are probably pressing too hard on the artery.
There are readily available economical electric blood pressure monitors. If you choose to obtain one carefully read the instructions and follow them so that you get accurate readings. 

The last vital sign is the patient’s weight. This is very important for someone who has vomiting and diarrhea or perhaps kidney disease or heart disease. You may notice substantial weight changes before the patient develops symptoms. I think that anyone who is sick enough to require significant home care or nursing care deserves having their weight checked initially and then with some frequency e.g. daily if there is renal or cardiac disease present or by history.

The assessment form has attempted to give you a list of common things to look for. The general physical status and mental status as listed above on the initial observations and as listed below on the form are really the most important things for those who are not formally trained in physical diagnosis. It would be worth your while to privately systematically go over a family member and just see what they look like as a training exercise. You may not know what you are looking for or at but it can give you the sense of how to start to look for things. The most important thing is to remember to be gentle and methodical and don’t rush. You may surprise yourself at what you may find and learn. 
When examining a patient you follow a specific sequency. You should:

	First – Inspect the body part or area

	Second – Palpate the area

	Third  - Auscultate the area

	Fouth – Percuss the area


It takes a long time and much practice to develop good physical assessment skills. I would hope that at least you would look at or inspect various areas in a sick patient for whom you are caring. If you see something and you aren’t sure just what you are looking at simply describe it on the form. Writing the information down may help you with future care and assessment or perhaps if a healthcare worker becomes involved.

If someone comes to you with a problem and you can understand and go through the systematic history and physical process as listed on the documentation form and attempt to get a baseline of what this person is like now, you will have done a wonderful job. It is important that you check off and document what you find since you may not remember this later on or someone else may be dealing with the person and needs to know what you saw. The baseline findings need to be established so that you have a good idea of where the person was and then you can watch over time where they are going and hopefully identify improvement. Using this system will greatly assist you when interacting with healthcare professionals should that become necessary. 


Lastly it is important to give an impression of what you think may be wrong, such as influenza, possible pneumonia, stomach flu, heart attack or perhaps just chest pain – not sure of cause. This will help give you some direction in the kind of actions you will take and the types of patient care you provide. 
Patient Interventions

Homecare interventions for a sick patient are as varied as the types of diseases with which patients are afflicted. It is difficult to give very specific or overly complex guidelines for all homecare. We have emphasized the ongoing assessment as a critical component of care in the home. There are, however, many practical things that can be done to enhance a sick or injured persons well being and facilitate their recovery. 

Degree of Patient Involvement


It is important, in so far as possible to encourage the patient to be actively involved with “self care”. Typically during an illness we go through states. Initially we tend to feel bad and revert to a rather infantile, very dependent role and want attention. At this time the person will want most of their needs met by someone else. This can be very wearing on the caregiver and unless the person has a very debilitating problem, it is best to minimize this process and encourage a much more independent and involved role by the patient. 


Second, in most care settings, as the patient tends to improve they will adopt a more adolescent behavior and sometimes be more difficult to handle. They will be more willing to express their wishes and be more demanding of specifics which will make the care giver’s role even more difficult. If you encourage self care from the beginning and a more independent role for the patient, where you are more in the monitoring roll except for essential issues, this will make your job much easier. It is important to remember that oftentimes the caregiver is the mother who has a house to run and other people to care for as well. 

Last the patient will actively want to be independent and deal with most of their own care. This is the ideal situation for helping the family maintain its function and not wearing down those people providing the interventions. 
It should be fairly obvious that, in certain situations involving chronic debilitating diseases, the patient will likely remain in the first or fundamental emotional stage of illness and will not progress to more independence. When dealing with patients who have incurred severe neurological diseases such as stroke patients, head injuries, severe cerebral palsy, multiple sclerosis, or other significant long term problems such as severe respiratory disease, chronic heart disease, or renal disease or any end stage situation, the amount of total patient care required will increase and it will be important to obtain assistance from other family members or friends so that the care giver is able to have personal respite from their duties. The primary care giver must have sufficient help so that they can maintain their own mental health and feelings of performing a good job for their loved ones.
What is needed in all these situations is one identifiable person in charge of the care who will monitor the process and see that the patient improves and the family can be maintained as a unit. This is why it is important to have advance planning and a process in mind before any situations arise. It provides a structure that is least disruptive to the family and will give the best for the patient. It is also important that the caregiver has sufficient rest and attends to their own well being. It is not possible to meet all the demands that may be required when you are exhausted.
General Basic Care Principles


There are a number of general principles applicable to all ill patients who are cared for at home, particularly when they are confined to bed for a period of time. The specifics of items should be modified to the individual needs of each patient but they are common to all people.

1. 
Nutrition. All people have nutritional needs. The Burn patient may require 8000 Kcal per day whereas the elderly cardiac or diabetic patient may only need or perhaps should be restricted to 2000 kcal or less per day. It is very important for people to have some concept of the caloric and nutritional content of various foods. I highly recommend becoming familiar with general diet information and either downloading diet nutrition information from the Internet and keeping it on had or purchasing a simple book on nutrition. 

One downloadable web site with caloric content of many foods is: http://www.nal.usda.gov/fnic/foodcomp/Data/SR21/nutrlist/sr21a208.pdf . The USDA has a wealth of sources available for people which are free and downloadable. A more comprehensive listing of nutrient values is found at: http://www.nal.usda.gov/fnic/foodcomp/Data/HG72/hg72_2002.pdf . The USDA parent site have many articles on assessment and nutrient requirements which are free for the user: http://fnic.nal.usda.gov/nal_display/index.php?info_center=4&tax_level=1 

The American Dietetic Association has an excellent web site with a wealth of information available for consumers at: http://www.eatright.org/cps/rde/xchg/ada/hs.xsl/nutrition_350_ENU_HTML.htm 

Care givers must consider that the inactive patient who is ill will generally require less caloric intake 

because their caloric expenditure for physical activity is less but, depending on their diagnosis, they may have increased caloric needs for healing and tissue regeneration. Patient with wound and tissue healing problems require more protein in their diets to help build healthy tissues. Also patients with episodic fevers will require more calories. This will require the care giver to actually sit down and plan a diet and balance the caloric content between the carbohydrates, fats and protein base requirements and then to shift the various nutrients so that protein is increased. 

Likewise, if someone is having kidney problems and decreased urine output, even though water intake is adequate, you need to consider that there could be a problem with the kidney’s handling salt and particularly potassium so you need to evaluate the potassium content of various foods(such as tomatoes, bananas, potatoes cantaloupe etc) and limit the intake of those foods. 


Nutrition planning takes a great deal of thought and I have found that writing the various issues down on paper most helpful. You need to estimate requirements according to tables that you can find in the above references and then carefully look at various food contents. This is the only way I can do this effectively. I am sure that there are some computer programs which can help with this if anyone finds them on the net, I would appreciate knowing about it.

2. Water Requirements. The average adult usually consumes about 3 liters (i.e. quarts) of water and liquids per day. That is certainly a rough estimate and water requirements vary greatly with environment, activity and state of health. Not only do people take water in but they lose water. The amount of water lost by the person changes the amount of water required to sustain their well being. The water that is lost by things like breathing and sweating is called “insensible loss” and varies greatly depending on the patient’s health status. People with respiratory problems usually breathe rapidly and because of that they will lose a substantial amount of water from their lungs and respiratory passages. The same is true when someone has a fever and is breathing rapidly. It is important to increase the fluid intake when you recognize these conditions. 
Whenever anyone has a burn, such as from a severe sunburn or a thermal burn, they will need a
substantial increase in water intake. The larger the area of burn, the greater will be the amount of water and fluids that is needed to sustain them. In a severe thermal burn that would include over about 5 - 10% of their body surface area with blistering, this can become a critical life threatening factor. 

During times of severe physical stress and with many gastro-intestinal diseases, the normal action of the intestines will cease. This is termed an ileus. Usually the person will feel very bloated and their abdomen will become distended. If you were to listen with a stethoscope to their abdomen, you would hear very little in the way of normal gurgling sounds and perhaps hear nothing or an occasional tinkling sound. When this occurs the person’s intestines will fill up with fluid and they will become “relatively dehydrated”. It is another type of insensible loss. These people normally can not take anything by mouth and would need intravenous fluids.

These are but a few of the situations that you may encounter when trying to deal with patients and provide home care. It is important to carefully look at your previous assessments and compare what you have seen in the past with what you are seeing at the present. There are several helpful clinical observations that you can use to help guide you in this effort.

a. Are the mucous membranes of the mouth, nose and eyes very dry?

b. Does the skin look dry and if you lift the thin skin on the back of the hand does it stand up?

c. Is the person still urinating  but in decreased amounts?

d. Is the urine dark and concentrated?

If you answer yes to these questions then the person is dehydrated and if their intestines are working and they are not vomiting, it is very important to increase their fluid intake by providing a non-caffeinated liquid. Caffeine acts as a diuretic and therefore you can loose more fluid in your urine than you take in by mouth if you use caffeinated liquids such as soft drinks, coffee and tea. Plain water is best if the person is able to eat and is getting sufficient salt and food in their diet. If they are having vomiting and not able to take foods and liquids well, I would suggest using the Oral Rehydration Solution which can easily be made at home.
a. One level teaspoon of salt

b. Eight level teaspoons of sugar 

c. One liter (quart) of clean drinking or boiled water and then cooled - 5 cupfuls (each cup about 200 ml.)

Mix this solution well in a clean container and if you can refrigerate it and provide this for the patient. I would recommend making either double or triple batches(the amount a person would normally consume in 24 hours) of the solution each day and carefully monitoring the amount the patient consumes. 
For the person with vomiting there is an old method that usually works well for keeping them hydrated. Use the Oral Rehydration Solution and begin by giving 1 – 2 teaspoons every 5 minutes. If they can keep this down for about one to two hours, then go to a tablespoon every 5 minutes. After two hours, if the vomiting has subsided, increase the amount to one ounce (a shot glass) every 5 to 10 minutes. By “trickling in” slowly the fluids, their stomachs can often tolerate the fluid. If they attempt to drink larger quantities all at once, they will often vomit. Once the person has had no vomiting for 8 to 12 hours you can then increase fluids and try to get them to a normal intake level. 
If the patient is a child and you have been able to go through the above process to alleviate the vomiting, you should then consider re-introducing foods into the patiet by means of what is termed the “B.R.A.T.” diet. These initials stand for Banana, Rice, Applesauce, and Tea. After the child has had no vomiting and they are able to keep fluids down, you may then begin to feed small amounts of mashed banana which will help to get some complex sugars into them. You may then add rice cereal to that which is then followed by unsweetened applesauce. It is best if you make your own applesauce by simply quartering and cooking fresh apples with some water and no added sugar. When they have cooked down and are very soft, put them through a food mill to remove the tough peeling and the seeds. The pectin in the peeling and core will help firm up the stool if there has been diarrhea. You may also give them weak lightly sweetened tea if they are tired of plain water or the rehydrating solution. I would again emphasize that the key is to give very small amounts frequently so that the stomach does not become overloaded which can restart vomiting or diarrhea. 
Just as it is helpful to sit down and write down your estimate caloric requirements for person in your care on a piece of paper it is sometimes helpful to step back, look at the patient’s overall condition, and try to decide if the person is taking in enough fluids. Then document your findings. It is also helpful, if the patient is able to weigh the person daily. An ill patient may normally in the course of a flu syndrome or other illness lose weight. If there is a substantial daily weight loss you need to look for signs of dehydration and begin interventions as soon as you recognize them. Measuring and recording the amount of fluids taken in and even the amount of fluids lost by urine and vomiting may be very helpful if the person is very ill and professional care is not readily available. You can use a paper cup with a known volume amount for this. I would suggest converting the disposable paper cup with a marking pen by using your regular measuring cups and pouring varying amounts of liquid in it and marking the level. That way you don’t ruin your kitchen utensils. You can judge what you need to do by carefully reviewing your records. 
On the opposite side of the coin, if a patient is older and has cardiac disease, blood pressure problems, kidney disease, or is simply rather frail, it is important to watch for unwanted weight gain due to water retention. A debilitated patient with borderline heart function can decompensate when very ill and that can lead to congestive cardiac failure with swelling and weight gain. Careful monitoring is very important and if this is seen then salt restriction should be considered as a first line intervention.
This may seem as though we are over focused on fluid intake but, in reality many people in the US today are in a chronic state of relative dehydration. This makes you very prone to headaches, sinus and respiratory problems and generally felling “poorly”. The largest component of the human body is water. All of our chemical processes function in a fluid/water environment, which has a very narrow range of acidity/alkalinity and very specific concentrations of electrolytes (salts). If this “internal milieu” or environment is not in balance, the functions can not occur, we can not fend off diseases or heal ourselves when we are impaired. We also will not feel well.   
3. Physical Activity. As mentioned previously, it is very helpful to actively involve the patient in their own healing process. It should be obvious that when one is ill, such as with a fever, respiratory illness, difficulty breathing, gastro-intestinal problem, they will not feel well and rest is important. If we expend our calories on healing and restoration rather than on being up and about, our bodies can compensate better and faster. 

When caring for a very ill person, it is best to have them in a bed and a room of their own rather than in room with someone else. This generally makes both individuals much more comfortable and allows the ill person to get more rest without being disturbed by their room mate and also allows the room mate to continue in a more normal fashion. 
This is especially important if you suspect that the patient has a communicable disease, something that may be transmitted to someone else. If someone seems to have a serious or significant respiratory illness it is best to isolate the person from the remainder of the family, if it is at all possible, so that the family does not become ill. This is particularly true with a severe flu type illness. During these type illnesses, it is best if they are in their own room, eat off of paper plates/bowls and use plastic utensils and paper napkins, tissues etc. It is also important that everyone who is not caring for the person stays away from them. Good hand washing techniques must be used and you may want to consider hand sanitizers. I also recommend that if you have a dishwasher you use it for the regular dishes of the other family members and put the cycle on high heat and heat dry to help prevent the spread of disease.

It is helpful for there to be a chair in the patient’s room so that the person may sit up for a periods of time during the day. Periods of sitting, rather than lying helps relieve the “achiness” that is often seen in the muscles and limbs when they are not used and the person is recumbent for lengthy periods of time. 

Obviously it is best if the person can tolerate being up at all that this be done for bathroom duties and also for bathing. This will simplify the care greatly and make the caregiver’s life much easier. 

If the person feels very bad, try to make the activity episodes fairly short so that they can return to bed and rest. You will then want to repeat the activity in an hour or two. An attempt should be made to get every patient up during the day unless their vital signs are very abnormal and unstable and they are so terribly ill that it is an undue burden on the caregiver. This includes (or perhaps especially should apply to) someone with severe neurological or musculoskeletal diseases because they are more susceptible to skin problems, muscle wasting, and boney deterioration if they do not have some exercise


If the person is very weak and/or has been in bed for some time, you should begin to get them up by getting them into a “sitting position” in the bed with the legs extended and allow them to remain in this position for a couple minutes. This will allow the circulation to adapt to the seated position. You would then bring their legs around so that they are sitting on the edge of the bed. You may need to support and stabilize them if they become dizzy. I would not move them too rapidly or they will lose their balance and fall. If the person has significant limitation, you .may want to tie a narrow sheet or put a belt on them at their waist. This can be used to help transfer them and gives you something fairly stable to help hold onto them besides their limbs. This may make it easier for the person attempting to transfer the patient. If the person does not walk well or seems unsteady, be sure to have a chair near the bed so that you do not have to move long distances because you may loose your grip and the person can fall. It is difficult to retrieve a sick patient with limited mobility off of the floor. 


If the person is very weak and limited in their activity, particularly if they have had some form of neurological or musculo-skeletal insult, an integral part of their treatment is to assist them by helping perform range of motion exercises when sitting up or while in bed. Ideally, at least twice per day every joint should be moved through a complete range of motion to prevent muscle atrophy (weakening) and contractures(having a joint “freeze”). I would begin on one upper extremity, preferably one that is not affected and move each of the joints on each finger, in the wrist, elbow and shoulder. Move the joints slowly and smoothly to gently stretch them. You do not want to damage a joint. A small amount of stress should be placed on a joint but not to the point of severe pain. The patient should, however, feel that the joint is being stretched. You would then move to the opposite side and repeat the process. You would then go to one foot and move the toes, ankle, knee, and hip and then move to the other side. Gentle massage can be of help for stiffness and discomfort, but avoid deep massage in the calf and thigh muscles as you can actually cause a problem with blood clot embolism. It is best if the patient can move the joints themselves with you supporting but if it is difficult, you will need to be more actively involved. 

If the patient has begun to develop contractures, that is, a joint is freezing, you need to work diligently to help keep the joint mobility in tact. When a person has had a stroke or some form of a brain insult and develops paralysis the normal inclination is for a joint to move into a position of flexion, much like a fetal position. The arms, wrists, thighs and knees will tend to “bend inwards”. The feet will tend to “drop down”, what we call plantar flexion. It is often helpful to place a covered board at the foot of the bed so that the patient’s feet rest up against it so that they will not point down. It may also be helpful to frequently move the other joints and straighten them so that the person does not develop contractures. You may need to consider actually applying padded splints periodically to help with this process. 


Debilitated patients who are confined to a bed most of the time must be moved in the bed frequently. They can not be allowed to remain on their back or in one position for long periods of time. It is best to place patients on one side or the other and prop or bolster them in that position with pillows. In an hour or perhaps two at most, change the sides and position so that they are rotated to the opposite side. Between times they can be on their back for one of the hourly rotations. While the patient is angled onto one side or the other it is important that pillows are placed between the knees and oftentimes ankles so that the skin of the legs, knees and other parts of the extremities are not constantly abutting and rubbing each other. The skin of debilitated or chronically ill or elderly patients will break down very rapidly if one does not pay extremely close attention to this issue. Monitoring the patient’s skin condition is one of the most critical issues when dealing with a person who is bedridden for periods of time. Once tissue breakdown begins as can be identified by persistent redness in an area or superficial blistering, it is extraordinarily difficult to heal the areas.

To help prevent skin breakdown it is often helpful to have a chronic patient lying on a “sheep skin” so that their backside and hips aren’t in direct contact with the cotton sheet. This is difficult if the person has a problem with urinary or fecal incontinence. Another item which has been suggested in some writings is to use pure linen sheets which have been cleaned and softened by washing several times. It appears that there is some evidence that they actually prevent the breakdown from occurring. It is always important for the caregiver to remember that when they are tightly holding onto a debilitated or nutritionally impaired patient, they can cause skin damage just by the force and friction of their grip.  Because of this, always think about your “movement strategy” while transferring these people. You can literally “rip skin off” of a patient if you aren’t careful. 

During the time of recuperation after the acute phase of an illness is over, the patient needs to be encouraged to be up as much as possible, to walk and exercise all muscle groups as much as possible without overly exhausting them. Activity and controlled exercise is good for the patient and promotes the healing process itself. It also makes them feel much more independent and in control of their own situation. This is a very important psychological factor in dealing with the dependency problems that you can encounter with people who have long term problems. 

4.
Hygiene. Anyone who has been ill will remember how “dirty” you feel after being in bed for a long 

period of time, even if you may not really be physically dirty. If you have had a fever and been sweaty or if you have had gastro-intestinal problems, you simply feel unclean. One of the most comforting things for a person who is ill is to help clean and bathe them. 

During the initial stage of an illness for a day or two, if the person does not feel like getting up for any length of time, it isn’t necessary for them to bathe, but you can make them feel much better if you will simply take a basin of warm water and some mild soap and help them wash their hands and face to freshen them. Be sure you have a warm, moist, non-soapy cloth available and a towel for them to dry with. 


If the patient is ill but able to ambulate all that should be necessary is to help them get into a shower or a tub and clean themselves. It is advisable that someone be readily available in case the person should get dizzy or “weak kneed” and collapse. While they may be embarrassed to have someone there with them, if you simply sit somewhere to the side and look the other way until they are finished it will help with the embarrassment. Do remain available because it will create a safer situation. After the patient has completed their bath, they should sit up in a chair for a while if possible which provides the caregiver an optimal time to change the bed clothes. Fresh, clean sheets feel wonderful when you have been in bed for some time. If you suspect any type of infectious process it is best that you wash their linens and garments separately from those of the remainder of the family members. I would suggest using bleach to help sanitize them but you will want to be sure that you use at least two rinse cycles to prevent patient skin irritation from the chemicals. 

For patients who are not able to be in a shower or tub and can not be up for long periods of time, you will need to either assist or perform a “bed bath” for them.  Ideally this should be done daily. You need to think this process through and do some planning and preparation before you begin. Be sure to gather all the supplies you will need first. It is best to have a table near the bed. It is helpful to have at lest 2 if not 3 wash clothes or use small hand towels which also work well. I would use a  “low sudsing” body soap if available with little or no perfume. I would have several drying towels available. I would also plan on changing the sheets after you are finished bathing the patient and I would have the clean linens available as well. 


Prepare both basins by filling about ½ full with very warm but not hot water. If the mattress does not have a water proof cover on it, I would place a large plastic or rubber sheet(like a crib protector sheet) covered by a cloth on the patient’s mattress under the portion of the body with which you will be working. I would begin by wetting one cloth with water and then putting a small amount of soap on the cloth and washing the face gently being sure to include the ears and area behind the ears and being careful around the eyes. I would take another moist cloth and rinse the areas removing all the soap if possible. With that cloth I would focus on the eye area first of all before it becomes soapy. 

I would then start with the upper extremity furthest away from me and wash from hands to shoulder by lightly soaping it and the following with a warm moist non-soapy cloth and rinse the areas several times to remove all soap. Then dry the patient thoroughly so that they do not get chilled. Depending on your room temperature, you may want to keep most of the remainder of the patient’s body covered for their comfort. Then go on to the extremity nearest the caregiver. Follow the same procedure by lightly soaping first and then a moist clean cloth to rinse off the area. If the rinse water gets soapy, change it. If you leave soap on the skin it will feel sticky and uncomfortable. After completing the upper extremities, clean the chest and upper abdomen and then go to the lower extremities. Follow the same process. You may then need help with rolling the patient onto a side, depending on the patient’s ability to move, so that you can wash the back area and upper buttocks. Lastly, clean the perineum and genitals, if the patient is not able to do this. If the patient is a male and is uncircumcised, be sure to retract the foreskin and cleanse the area and then replace the foreskin so that they do not get an entrapment problem. Lastly cleans the anus area. 

After you have bathed the entire patient you can then change their linens. For the totally bedfast person, you will need to first loosen the sheets from under the mattress on one side of the bed. Roll the sheets up into a tight lengthwise roll and continue rolling them under the patient. For the patient who can help with rolling themselves, if they have something to grab onto, place a sturdy chair on the opposite side of the bed with the back abutting the bed so that they can grab it and help pull themselves over. If the patient is not able to help, then it is best if you can have someone helping to roll the patient up onto the opposite side. Take the new sheet, unfold it, lay it on the bed lengthwise and tuck in the side on which you are working. Roll up the opposite side and place the roll under the patient. Then roll the patient onto the clean sheet onto the other side and remove the old sheets and unroll the clean sheet. Tuck in. You will need to go back to the first side to tighten the sheets so that they don’t roll up under them. It isn’t difficult but it does take thought and some work because of all the patient movement. 


While this is a bit time consuming it is one of the most comforting things you can do, particularly for a patient that is truly bed ridden. This is also an excellent time to evaluate the patient’s overall condition and their  skin condition. You can check for skin break down, for rashes and while you are cleansing them you can obtain an idea about how their overall breathing, hydration and nutrition is doing just by watching them. It is important that you look at the patient’s skin condition particularly on the back daily. If problems are identified, immediate interventions are needed. 


When you have bathed the patient and have examined them and their skin condition, I would document any areas of redness and areas with possible difficulties with skin integrity on their record, and reassess your process for their positioning and overall care.   I can not emphasize enough the importance of intervening immediately at the very first signs of redness because once the tissues begin to have blisters or break down the problems can become unmanageable using routine measures. 


For patients who are not able to get up for bathroom duties I would strongly suggest trying to obtain what is called a “fracture pan” it is  a flat shallow pan with a built in narrow seat that can be place under them by inserting it between the legs under the buttocks. This will make dealing with those issues much easier. It is very important that if you are using a fracture pan that you try to help the person to get in as upright position as possible for them, since it is easier to eliminate that way. If you place the pan and move the patient, be sure to recheck the position before they use it because they are small and can be dislodged easily. It may also be helpful to use some powder or lotion on the “seat portion” of the pan to help keep the patient from sticking to it. 


If a fracture pan is not available I would attempt to get waterproof pads such as “chux pads” and perhaps some very flat pan such as a cookie pan under them to facilitate the clean up. Obviously if it is necessary to deal with bathroom care in this manner you will want to use disposable rubber gloves and have a large number of wash clothes available. Management of urinary issues is a bit easier for males. Any type of quart jar can be used for a urinal for them. For females it isn’t that easy and it will require more ingenuity to deal with their bathroom needs. Obviously it is best if you can deal with the elimination issue before bath time, if the patient is regular in their bowel habits.

Another significant issue of general patient care that is easily neglected is mouth care. For the debilitated and chronically ill patient, who is requiring total care, they need someone to cleanse their mouth out with some frequency. Many people are “mouth breathers” and their mucous membranes become very dry and cracked very rapidly. If they can cooperate at all, helping them to brush their teeth or brushing them for them is a very refreshing thing for them. Be careful if their mental status is impaired because they can get tooth paste down their windpipe if you aren’t careful and use much water. In between brushings or in place of brushings if they can not tolerate brushing, get Q-tips or clothes and mix lemon juice and a very small amount of liquid glycerin(¼ to ½ tsp at most with 2 tsp lemon juice), if available. This helps clean the membranes and moisten them. If you don’t have glycerin a very small amount of olive oil will do. This helps the patient’s breath and generally makes them feel much better. 

For the chronically debilitated long term care patient, you will, after a period of time, need to deal with foot and hand nail care. The skin of the feet is much thicker than much of the remainder of the skin on the body. Since it was created that way so that we could walk on our feet, when we are not walking on the feet, the skin will tend to dry and crack. After bathing a patient it is very helpful to use a good quality lubricating skin lotion and apply it to both the hands and the feet to help keep them soft, pliable and in tact. You also need to pay attention to the nails and carefully trim them when they grow because the patient can scratch themselves or their caregiver if allowed to grow too long. When trimming the nails be very careful that you do not cut the patient and also file any rough edges with a file or emery board after trimming the nails. It is important to note that toe nails should be trimmed straight across and then any sharp edges gently filed so that the person does not get ingrown toe nails. Do not trim toe nails at an angle or curve them. You can create many problems doing this. 
Some Specific Issues

Upper Respiratory Issues:

Perhaps the most common issue that confronts people caring for their family is the complaint from a child or spouse, “I don’t feel good!” Often when probed further they will complain of a variety of symptoms such as head ache, stuffy nose, sore throat, ear ache and often times fever. This group of symptoms is the most common group of complaints that occurs in America’s emergency rooms and in offices and clinics. The vast majority of times these illnesses are very minor and of minimal medical consequence but they do require your time and attention. 

You should approach these as you would any other healthcare issue and go through your evaluation

and assessment process. You need to try to discern what the key component symptoms are and attempt to establish a working impression of the disease process. The majority of the time the diagnosis is simply “Upper Respiratory Syndrome” or cold. This is usually a viral problem and is resolved in about 3 to 5 days of observation and supportive care with symptomatic treatment. Generally if this is viral the patient may get a temperature for 2 to 3 days and it will not be a high grade temperature. I would not expect it to be over 101 (F. They will usually not have much in the way of other findings other than a diffuse mildly red throat and a runny nose. There may be some very small diffuse lymph gland swelling in the neck. 

Since the person will usually have head congestion and some low grade fever, they will frequently breathe through their mouth and be relatively dry. Increasing fluid intake is helpful. Any over the counter decongestant will provide some symptomatic relief. I would also suggest lots of fruit juices, increased vitamin C and probably some echinacea and Goldenseal which often helps the symptoms. I would use Tylenol or ibuprofen for fevers and achiness. 
For a patient with congestion you will probably want to increase the humidity in the room by a vaporizer. 

It is important to remember that putting children in ice baths is no longer an acceptable treatment for fevers. It is best to allow a child with fever to radiate the heat off by either simply being in a diaper and T-shirt with no bundling for a while or bathe them in tepid baths or wrap in wet sheets to help get the temperature down if it is markedly elevated. An elevated temperature allowed to continue for a couple hours can actually help destroy viruses by decreasing the viral load. 
I am a firm believer in the use of Chicken soup which generally makes you feel better and there has been documentation that it actually does have a therapeutic effect. 
You will want to keep this person away from other family members because they are contagious, particularly when running a fever. Use paper/plastic ware for them. You will need to watch the person to see how their symptoms progress. This general syndrome can lead to other problems with time. 

Another common problem that can evolve from a Upper Respiratory Infection (URI) is tonsillitis or pharyngitis. If the ill person complains of increasing sore throat and difficulty or pain with swallowing it is important to carefully look at the back of the throat. A mild URI will often have some redness in the throat but it will not usually have a white purulent (puss like) coating and if tonsils are present they will usually only be mildly swollen. If they are greatly swollen you need to consider that the condition is changing and you are dealing with a more significant problem. Generally these patients will have slightly higher fevers lasting for a longer period of time. They will have increasing difficulty swallowing and feel “more toxic”. They will oftentimes have larger and more lymph nodes in the neck. While according to the research statistics this may still be viral, it may also be bacterial and may be streptococcal. This is particularly true if this develops over time while you are treating them symptomatically. You may want to obtain an antibiotic if this persists over 48 hours and is seemingly getting worse. A penicillin, myacin or cephalosporin would likely be used. Be sure to tell the physician what you have found and if the person has allergies. I would also institute very warm salt water gargles (½ tsp in 1 cup very warm water) several times a day which helps to soothe the area and also increases the blood flow to the area to increase the antibiotic concentration there. 
Another common problem related to having URI symptoms, particularly in small children is ear infections. According to the most recent research many of these are simply viral or exudative otitis and not really bacterial. They often begin with a URI and then because of the congestion and swelling of the mucous membranes in the upper respiratory tree the drainage of the middle ear is blocked and fluid builds up leading to ear pain. If this occurs and the child is without a significant fever it is prudent to observe them, but should a fever occur and persist for 48 hours then the child needs to be evaluated and possibly put on antibiotics. I would use the standard supportive care initially as with all of these symptom complexes. 

There are multiple other symptom groups that are related to the upper respiratory system such as laryngotracheitis (croup), tonsillar abscess, sinusitis etc. This will require the evaluation by someone with expertise in the area and probably antibiotics. It is important that you observe the changes and progression of symptoms so that you know when to seek further care.

Lower Respiratory Infections

Upper respiratory Infections can progress into something more difficult and that is a lower respiratory infection or bronchitis or pneumonia. These infections may be viral or bacterial and it is important to watch the symptoms progress so that you can determine the distinction between the two. Obviously high fevers with thick productive sputum and a patient who seems to be increasingly ill with more symptoms of toxicity will need supportive care, rest and evaluation by an experienced person if available. They will likely need antibiotics. Increased fluids, position of comfort (i.e. head of bed elevated to make breathing easier), fever control and rest are important for these patients. It is important to observe the patient’s breathing and their skin color in these situations so that you can make sure they are getting sufficient oxygen. The condition of these patients can change very rapidly so close observation is prudent. 

Gastro-Intestinal Problems 

Perhaps one of the most difficult illnesses to deal with are the gastro-intestinal issues. Most commonly a person’s complaint will be nausea, vomiting, diarrhea and/or abdominal pain. This area has one of the highest rates of litigation of any area in healthcare. 

When the complaint is a relatively sudden onset of nausea and vomiting and/or diarrhea with some generalized achiness, one can consider a relatively minor gastro-intestinal flu syndrome and treat symptomatically by  restricting fluids until the vomiting  subsides and then begin a rehydration routine with small frequent amounts of water or rehydration solution. Tylenol for achiness usually works very well.
When the complaint is complicated with abdominal pain, an entirely different situation exists and probably will require someone with experience in diagnosis. Obviously you must go through your patient assessment routine and then you may choose to watch the person for a period of time but you have to understand that you can be dealing with veritable panoply of disease entities which can have devastating consequences. Gastro-Intestinal (GI) symptoms are oftentimes very diffuse and vague. They do tend to have some symptom complex patterns but because the nerve innervation of the stomach cavity has so much overlap, you can often be faced with rather surprising diseases manifest by vague and general symptoms. 
The most feared missed diagnosis which presents with GI symptoms oftentimes associated with pain is appendicitis. This can oftentimes be in a young person who may have difficulty providing a cohesive history. The “textbook” history and physical complex is remembered by the mnemonic “PNTFL”. If the patient has read the text book and follows the sequence of symptoms as described you would expect the following symptoms to occur in this order: Pain, Nausea, Tenderness(abdominal), Fever, Leukocytosis(increased white blood count). Unfortunately all too many of these patients don’t necessarily present with their symptoms that way. When you do find things in this order, obviously a surgeon needs to see the patient very rapidly. This symptom sequence can also be mimicked by other stomach problems such as mesenteric lymphadenitis and a Meckle’s diverticulum. Obviously you will probably need help with this situation. It is important to remember that appendicitis can occur in the very young and the very old so the age range can be from baby to very elderly patient. 
In the young adult who has abdominal pain one tends to think more in terms of ulcer or gall bladder problems. This type of pain tends to be in the upper portion of the stomach rather than the lower portion but does not have to be. Gall bladder pain is described in the text book as shooting thru to the back and the right shoulder blade area in the back. That certainly is nice when you see it but certainly isn’t that evident in many cases. Likewise in ulcers the text books like to talk about pain in the abdomen shooting straight thru into the back and the pain that gets worse with eating some foods and relieved by buffering or alkaline foods like milk, Maalox etc. That is certainly nice when you see it but is certainly not necessarily diagnostic. Pancreatitis is is also described in this way and is considered to be even more severe and acute but you can not distinguish the diagnosis purely by history. You can certainly raise your index of suspicion but you really must have laboratory and other tests to make the diagnosis. If someone were to come with this kind of pain in the pit of their stomach I would consider giving some Maalox to them and see what effect it had. If it seemed to relieve them greatly you are probably safe in observing the person for a short time but if the symptoms are not relieved you need help rather urgently. Severe kidney infections and stones can cause similar symptoms.  Even heart attacks can cause symptoms similar to this.
In the older patient who has pain in the left lower abdomen we tend to think of diverticulitis which used to be called left sided appendicitis. This also can be a serious life threatening situation that requires experienced hands, and diagnostic studies to delineate the cause and begin the treatment. 
There are a number of items to remember when dealing with people with GI symptoms. If you are suspecting ulcer disease you may try some Maalox but in general if the person looks very sick and you aren’t sure about their problems because they have no history of major GI problems, do not feed them because they may need surgery. While you may be justified in watching this patient for a while if they don’t look very sick, it is best to try to get to a professional healthcare setting as soon as you can, particularly if they look very ill, can’t really stand up straight or have exquisite pain when you try to palpate their abdomen. This is a person who may need intravenous solutions to keep hydrated and ultimately may need surgery. 

Urinary problems

It is usually fairly easy to assess the situation when someone comes to you complaining of painful urination with frequent urinating and passing blood. Most of the time, this will be a urinary tract infection. If the person has a low grade fever you are probably safe in forcing fluids and cranberry juice and perhaps using antibiotics. If they have a high fever and pain in the back then the infection is most likely in the kidneys and requires a much more intense treatment regimen. That person will most likely need to be checked for toxicity and potential sepsis by having a blood count and urine test.  Obviously you will treat the fever and pain with Tylenol and or advil but you will need antibiotics. And if the infection is in the kidney potentially intravenous antibiotics. One of the critical issues to monitor is the ability of the person to continue taking sufficient fluids. A failure to keep fluids down when there is infection in the kidneys can rapidly lead to sepsis and death. 
Heart and Lung Problems
Some of the most difficult and frightening medical situations that a patient suffers is difficulty breathing and chest pain. These symptoms are the most challenging to diagnose and deal with in a home situation. It should be obvious that the initial thought of the caregiver should be that this is a possible heart attack and if there is any way of accessing traditional healthcare, it should be done immediately. If EMS services are available, 911 should be dialed and ambulance services summoned. If the healthcare system is not operable or accessible, then you must attempt to deal with the patient to the best of your ability and understand that the results may be less than what you would desire.
For complaints of chest pain, shortness of breath, difficulty breathing, painful breathing  and other similar complaints it is very important that you are meticulous and extraordinarily detailed in obtaining your history. Even though you as the caregiver may feel fear and panic, it is vital that you maintain control and exert a calming influence on the patient. Helping to calm the patient by reassuring them is actually very therapeutic. A chest pain patient will normally be very apprehensive and this can lead to an “adrenalin rush” which puts their heart at greater risk. The more relaxed you can get the patient the better off they are. 
Difficulty breathing from fear, chest pain, asthma or other respiratory problems conveys the feeling of “air hunger” to the patient. Therefore it is important that you place the patient in as relaxed and comfortable position as soon as possible. Normally this will be a semi sitting position such as you would see in a recliner chair, with the head elevate to about 30(  - 45(. This allows the patient to be relaxed yet in a position that allows better chest expansion since the abdominal contents are not pressing on the diaphragm and the chest cavity as would be if the person is lying down. 

If you have baby aspirin and the patient is not allergic to aspirin, have them chew one up as you are asking the history questions. This has a very therapeutic anti-coagulant effect. You will need to begin your decision making process very early on in your assessment. Obviously if the person is a “textbook case” with left sided chest pain shooting into the left side of the neck, the left shoulder and down the left arm and they are cool and clammy with sweating, it will seem pretty obvious that the person is having a heart attack. Obviously you can not be 100% sure without an EKG and laboratory tests but your assessment will most likely be correct. Again if EMS is available that is what the person needs. If not we must then revert to heart attack care of many years ago which was “expectant observation” and bed rest. I would plan on giving the person a baby aspirin to chew at least 3 times a day to help decrease clotting and perhaps to save some heart muscle from deterioration. The home treatment is simply careful observation and bed rest, limiting activity and frequent re-evaluation. Typically you avoid excessively hot or cold foods or drinks for several days. 
Some of the major complications of a heart attack being treated this way are, heart irregularities causing an irregular pulse, heart failure resulting in trouble breathing(fluid in the lungs) and swelling of the feet and legs, possible heart rupture (more likely on day 5 to 7 after a heart attack) which will result in a very sudden collapse and death. Obviously any of these complications result in life threatening situations and oftentimes death. The only care available in the home setting is comfort and supportive care. Limiting salt intake will help if there is fluid retention. Keeping the patient comfortable and relaxed is helpful. Limiting activity is helpful but it is important that you do encourage range of motion exercises, particularly for the legs, to help prevent blood clots in the legs. 
If the patient has chest pain that gets worse with moving or breathing it is more probable that there could be a problem in the lung itself. This could be a blood clot going from the legs into the lung, an infection in the lung, a partial collapse of the lung or a problem in the chest wall itself. Again, you can not exclude a cardiac cause for this even though it is less likely. It is again important to take a careful extensive history and seek medical care if available. If that is not possible then you must use the conservative care approach as listed above. Obviously if the patient has a significant fever it is more likely that this is an infectious process and using antibiotics could be of help. Because of the limitations in caring for these potentially life threatening illnesses it is prudent to attempt to try to get to a physician. 
For the patient with difficulty breathing or shortness of breath, again keeping the patient relaxed and the head of the bed elevated is helpful. If the patient has a history of asthma or chronic lung disease, that information is most helpful is sorting out your possible diagnoses. If the person has “rescue inhalers” allow them to use them and see if the situation improves. Should they not get better you will have to try to decide if the person has an acute infection or other physiological stressor that has set off an acute episode. Should there be a fever you should consider an antibiotic for the patient with a history of lung problems. Other traditional treatments that may be effective are using a steam vaporizer to increase the humidity, if one is available. If one isn’t available then try boiling a pot of water on the stove over low heat. You will also want to increase the person’s fluid intake, if the patient is not in heart failure. Water is the most important fluid to use for this but decaffeinated herbal teas and other herbals can help with this. 
There are many potential diagnoses for these complaints and it requires much time and patience and clinical experience to sort out these symptoms. We are very limited in the home setting to provide for patients with these symptoms. 
Burns

The burn patient is perhaps one of the most unique and difficult patients that a person can care for. Our skin is the primary defense mechanism that protects our “internal milieu” from the external environment. Any breach of the skin or integument system creates a severe threat to the entire person. Our skin literally holds all of our water in and keeps most of the bad things out of our body. 

Burns are classified and treated based upon the depth of the burn and the amount of area that is burned. We classify burns as 1(, which is simply redness and swelling,  2( which has blistering and goes into the deeper layers, and 3( which extends into the deeper tissues and destroys nerves and fat tissue. Often you will find that a 3( burn has less pain in the center of the burn because the nerves are actually dead. The standard way of determining the amount of burn is by using the so called “rule of nines”. The head and both upper extremities each constitute 9% of the total body surface area. The front of the torso, back of the torso, and each lower extremity each constitute 18% of the body surface area. The groin is the last 1% of the area. If you are dealing with a burn it is best and easiest to draw a picture of the person and mark the areas that are 1(, 2(, and 3( degree. You then need to add up the percentage of total body surface area for each degree of burn. 
The critical factor for burn treatment is fluid replacement. Loss of the skin allows fluids and electrolytes, the chemicals in the body, to literally “ooze” from the body. A person can lose most of their total body fluids in a very short time in a severe burn. Also the stress of a burn causes the stomach motion to stop so there is a loss of fluid into the bowel. Usually burns of 10 to 15% total body surface area or more of 2( need a medical evaluation and possibly intravenous fluid replacement treatment. They will also need strong medicine for pain control. Most any 3( burn needs to be seen. All children with burns need to be seen by a doctor. Children will often do very poorly after a burn and they have a terrible rate of infection and death following a serious burn. The very elderly or debilitated patient will also need careful evaluation.

If the burn area is less than 10% 2( and the person can tolerate being at home, the first priority is hydration. You must force fluids for these people. They can become dehydrated very rapidly. Next cool moist compresses to cover the area can help relieve pain. You don’t want to cool them to the point that they chill and lose their temperature but cooling the area can decrease the total percentage of burned area if done during the first 8 hours. Cleaning the area with antibacterial soap is most important. After dehydration, the next major complication of a burn is infection with bacteria like pseudomonas and strep/staph. Silvadene (a silver based cream) works wonderfully to fight these serious infections and also when you cover the burned area, it helps to decrease the patient’s pain.
All burns need daily dressing changes. This is accomplished by soaking off the old occlusive dressing in mild soapy water, washing the area and then redressing with Silvadene and another gauze dressing. It is also very important to remember that the burn patient requires a very large caloric intake to help with healing. Skin regeneration requires many calories. You must carefully watch these patients initially for signs of shock and then later on, if they become infected, a 2( burn can actually convert into a 3( burn which will most likely need surgery to remove dead skin and replace it with a skin graft. 
Musculo-Skeletal Problems

Perhaps the most common problem of this nature is a simple sprain. It is difficult to know for sure that an injury is simply a sprain/strain rather than a fracture unless you have an x-ray machine. There are some hints available in the history. Did the patient hear a “snap or pop” when the injury occurred? Does the area of the injury hurt terribly when the joint above or below the injury is moved? Is there an immediate  “black and blue” area at he injury? Can you feel crepitus in the area, i.e. the feeling you get when you crumple cellophane? Do you note deformity in the area? Can the patient bear weight on the extremity? Obviously if many of these are answered yes, the likelihood of a fracture increases dramatically. 
It is best if you suspect a fracture to see a physician and have an x-ray. If that is not possible then you need to follow the mnemonic “R.I.C.E” which stands for Rest, Ice, Compression, and Elevate. First of all if you strongly suspect a fracture or even a bad sprain because of severe pain and swelling you would do well to attempt to splint the area. The general rule is to splint the joint above and the one below the suspected fracture. It is good to use something that is firm but not something that can injure the patient. A large thick magazine can work well to splint a forearm for a child or young adult. Carefully and slowly lift the injured area slightly and slide the splint under the injury. Then while supporting the area wrap it snugly (not tightly) with an ace wrap. For an ankle you need a splint that is bent at the ankle to hold it in place. Removing the strings from a high top boot and opening it widely and putting the extremity into it can provide the support to splint it. If the boot will not open sufficiently to allow it to be easily slid in place, you may need to cut it to open it up. You should not allow the patient to walk and bear weight however. If a fracture is in the mid leg you will need to use something like a “lath”, covered with padding of foam and cloth. You should  be sure that it extends from above the knee to the ankle or below. This should then be wrapped with an Ace wrap. Elbow and upper forearm fractures have difficulties of their own and really need to be seen and splinted by someone with expertise in orthopedics as to possible fractures of the spine or pelvis. It is very important that you check the pulses and color of the distal extremity(i.e. the part of the limb that below the injury) after you have applied the splint and wrap every hour or two. As the injury swells it can cut off the circulation below the injury and cause terrible problems. If the pulses become difficult to feel or the extremity becomes very cool or blue or pale looking you must loosen the wrappings. It is most important that you elevate the extremity above the level of the hear and also intermittently apply ice packs to help reduce swelling. I would suggest placing ice in a plastic bag and padding it with a towel and the applying it to the area for about 15 minutes out of each hour. 
The injured person needs to understand that the area. even if it is only a sprain, needs to be iced, elevated and rested for at least a week and if you strongly suspect a fracture you should expect at least 4 to 6 weeks of treatment. . Failure to use caution can result in very unpleasant and often times deforming result.
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There are an abundance of problems that one can encounter when trying to assess patients and determine what to do with them. There are literally thousands of books filled with various diseases and syndromes. It is much beyond the scope of this brief pamphlet to deal with all of the issues in physical diagnosis and therapeutics. We have tried to give you some general principles and ideas of how to develop 
the thinking process for ongoing patient assessment and monitoring. It is our hope that you will practice the history taking process and spend some time performing physical assessments on some family members so that you can learn to be comfortable with the general process of looking at specific areas of a patient and developing a general sense for what may be normal for a patient. 


We have also tried to present some very general guidelines for what to do with a person who is ill and will be cared for at home both in the short term and in the long term sitting. We have also tried to present some general principles for comfort care for someone who is in your charge needing assistance. 

We have focused perhaps more extensively than needed on dealing with someone with chronic debilitation such as neurological or chronic musculoskeletal debilitating issues so that you can provide respite care and relief should that be required for a loved one. 

We have also attempted to try to demonstrate some basic concepts of chief compliant evaluations and guidelines for common and frequent complaints you might encounter. While it is not our expectation that you will become an experienced diagnostician, it is our hope that you begin to learn some of the thinking process so that you will be a more confident and self sufficient when dealing with difficult healthcare situations. 


We would suggest that you obtain a number of simple helpful books to assist your endeavors should you be confronted with a situation where professional health care is not accessible or will be delayed for a substantial period of time. I would suggest you have a first aid book on hand to provide guidance for immediate situations. There are a number of such books available such as the American Red Cross First Aid Book, Everything First Aid, and multiple others. There are resources available on the net including a free downloadable guideline book at www.ETBPF.ORG .

There are a number of Home Health Care books  and books on preparedness that are available and a good search on the internet can give you multiple options. Here are some that people in this area have used and recommended:

(Books on Preparedness:

· Making The Best Of Basics – Family Preparedness Handbook
By James Talmage Stevens

· The Encyclopedia of Country Living 



By Carla Emery

· Stocking Up – How to preserve the Foods You Grow Naturally
By Editors of Organic Gardening and Farming

(Books on General Home Care:

· Natural First Aid 




By Brigitte Mars

· Do-It Yourself Medicine 



By Ragnar Benson

· The Survival Nurse 




By Ragnar Benson (very good)

· Where There is No Doctor, a village health care handbook 
By David Werner (some carnal language)

· The Doctor’s Book of Home Remedies 


By Bantam Books
(
We would suggest that you consider getting some information on herbal and alternative options for treatment should an event arise where you would not have access to the more common allopathic therapies that you may be used to.
· Prescription for Nutritional Healing-A Practical A-Z Reference to Drug Free Remedies Using Vtamins,Minerals, Herbs and Food Supplements (Most Recent Edition)    

By Phyllis A. Balch, CNC and James F. Balch, M.D

· The Little Herb Encyclopedia    



By Jack Ritchason N.D.

· Health Handbook                        



By Louise Tenney, M.H.

· The Green Pharmacy




By   James A. Duke, PH.D

· Back to Eden





By Jethro Kloss

· Herbal Antibiotics 




By Stephen Harrod Buhner
· The People’s Pharmacy




By Joe and Teresa Graedon
· The top 100 Herbal Remedies



By Anne McIntyre
· Herbs to the Rescue, Herbal First Aid Handbook, 

By Kurt King,
(Books on Identifying Plants

· Venomous Animals & Poisonous Plants


By Steven Foster/Roger Caras

· Edible and Useful Plants of Texas and the Southwest
By Delena Tull

· Dorling Kindersley Handbooks -  HERBS

By Lesley Bremness (Lots of Pictures)

· RD Home Handbooks – HERBS



By Lesley Bremness (Lots of Pictures and Recipes)

· Magic and Medicine of Plants



By Readers Digest

· Identifying and Harvesting Edible and Medicinal Plants in Wild (and Not so Wild) Places

By “Wildman”  Steve Brill with Evelyn Dean 
(Hand-drawn pictures- but good info.  I use other books to identify from photograph 

· Appendix 1
Historical and Physical Evaluation form
	Patient Name (Last, First, MI)
	
	Date of Birth (dd/mm/yy}
	Age
	Sex
	Date Completed

	
	
	
	
	

	Chief Complaint: [Symptom with date &  time of  onset, severity(# out of 10)]

	

	

	HPI[  History Present Illness – Characterize the symptom OR symptoms enumerating conditions of onset, severity,  change in symptom, treatment tried, current status of symptom]

	

	

	

	

	

	

	Past Medical History:
	Past Med Hx:

X = Positive

Ht. Trouble

Chest Pains

Palpitations

Lung trouble
Asthma

Emphysema
Ulcers

Hepatitis

Liver Prob

Kidney prob
UTI's

Stones

Seizures
Concussion

Migraines

Anemia

Bone prob.

Fractures

Pregnancies #   
Miscarriages#



	Allergies: (NONE or List
	

	Surgeries: (NONE or list: (T&A  (Appy  (Hernia  (GB
	

	Traumas:  (NONE
	

	Immunizations: (NONE     (DPT     (MMR    (OPV

(Hep A    (Hep B       Date Last Tetanus:              Other:
	

	If female, Date Last Period(:
If Child, Birth Weight(:
	

	Explain Positives:

	

	Family History:   X = Positive
	Social History
	Review of Systems
X in Response
Item

Yes

NO

Item

Yes

NO

Head Aches

Chest Pain

Dizzy, Vertigo

Palpitations
Ear trouble

Breathing Prob

Hearing prob.

Nausea/Vomiting

Nose Bleeds

Diarrhea

Sinus Prob

Stomach Pains

Vision Prob.

Urine Prob. 

Neck Prob.

Bone/Joint Prob

Skin Prob.

Back Prob.



	Problem and describe
	Maternal
	Paternal
	Item:           
	Yes
	No
	

	Diabetes
	
	
	Smoke? Amt:
	
	
	

	Cancer
	
	
	Drink? Amt:
	
	
	

	Heart Disease
	
	
	Dip? Amt
	
	
	

	Hypertension
	
	
	Seat Belt?
	
	
	

	Kidney Disease
	
	
	Drugs?
	
	
	

	Other Comments:

	

	Physical Assessment

	Vital Signs:
	Temp.
	Pulse
	Respirations
	Blood Pressure
	Wt
	Mental Status
Knows Name
Awake

Knows Date
Alert

Knows Place
Appropriate

Knows Objects
Confused
Apprehensive
Calm

Agitated


	
	
	
	
	            /
	
	

	Breathing:   (Regular, (Easy, (Labored, (Shallow, (Gasping
	

	Appearance: (Distressed, (Pained, (lethargic, (Unresponsive, (Comfortable 
	

	Skin: (Warm, (Cold, (Moist, (Dry, (Pale, (Pink, (Dusky, (Yellow
	

	X  if Normal 
	Abnormal Check and NOTE
	X  if Normal 
	Abnormal Check and NOTE

	
	Scalp
	(Cut, (Bruise, (Lump -Where?
	
	Chest
	(Br. Sounds =,(Noises = ?

	
	Ears
	(Blood (Fluid, (Swelling 
	
	Heart
	(Regular, (Sounds = both sides

	
	Eyes
	(Red, (Swollen, (Puss, (Foreign Body
	
	Abdomen
	(Soft, (Tender –Where?, (Mass

	
	Pupils
	(Round, (Equal, (Vision?
	
	Back
	(Tender, (Spasms, (Marks

	
	Nose
	(Injury, (Blood, (Puss, (Swelling
	
	Arms
	(Tender, (Pain, (Deformity

	
	Throat
	(Red, (Pus, (Exudates, (Swelling
	
	Legs
	(Tender, (Pain, (Deformity (Swelling

	
	Face
	(Injury, (Swelling, (Cut,
	
	Genitals
	(Abnormality

	
	Neck
	(Tender, (Swollen, (Injury
	
	Skin
	Describe probems

	NOTES:

	

	

	

	

	Impression:

	Sig:
	Date:


Interval Observation NOTES

	Initials
	DATE
   /TIME
	NOTES: Include specific Observations and Any Treatments done or given.

	
	
	Temp

P

R

BP

    (F
   /
    (F
   /

	

	
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	Temp

P

R

BP

    (F
   /
    (F
   /

	

	
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	Temp

P

R

BP

    (F
   /
    (F
   /
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