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UNIVERSITY OF COLORADO DENVER
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EXEMPLAR FORMAT
CLINICAL NOTE SELF-AUDIT

DIRECTIONS:  Please complete a self-audit on all notes you write during your clinical experience.  Keep them along with your clinical logs for your site visitor to review.  A minimum of 3 clinical notes with self-audit are required to be submitted during the Fall and Spring semesters.  These are to be turned into your site visitor.  A minimum of 2 notes are required during Summer semesters. 
ICD Code(s): (1 point)                   052.9                                                                   CPT Code(s): ): (1 point)                99214

* The asterisk denotes the critical elements that must be included for each patient visit 

	DATA
	PRESENT
	ABSENT
	RATIONALE FOR ITEMS ABSENT FROM ORIGINAL NOTE and CORRECTIVE COMMENTS
	Faculty Comments

	* CLIENT ID:

Initials, Age, Sex
(2 points)
	
	sex –absent
MALE
	(Clinica does not include gender on the final note.)
	

	*  C/C:
(2 points)  
	present
	
	
	

	· Subjective Information:

1. *HPI/descriptors
(6 points)

2. *PMH
(4 points)

3. *FH
(2 points)

4. *ROS
(4 points)

5. *PsySocH
(4 points)

6. *Nursing Data Base 
(2 points)
	1. present

4. present

5. semi-present


	2. absent

3. absent

6. absent
	1. Included in C/C (“reason for visit”) missing is relieving factors and treatment options tried (he had not yet tried any treatments nor found any relief).  It is key to diagnosis and treatment to differentiate here that the symptoms began with malaise and that the rash and chills began one day ago (!!!) Also, (eep! I really need to watch this!), the HPI states he has fatigue while he denied fatigue when we discussed his symptoms in greater depth in his ROS. 

2.  This is not documented and is on another tab.  However, it should read: denies health issues, surgeries or hospitalizations. (This information is especially important for this case as were he immunocompromised or someone with a chronic condition, treatment may include hospitalization.) He has an allergy to penicillin but denies environmental, food, or metal allergies. (important to ascertain if his rash is allergic in nature).  He does not take any medications or supplements. (Some drugs reactions may cause rashes.)  He has not been vaccinated against varicella nor had chickenpox as a child, though he claims to be up to date on other vaccinations. (Ideally, his immunization record should be available and up to date.) 
3. This is also on another tab and should read: mother – type 2 diabetes.  

4.  HEENT should have been included in the ROS.  He denied having any URI symptoms, but the possibility of ophthalmic involvement warrants reviewing this system. He also complained of buccal mucosal lesions. Lymphatic system should also be included to investigate for possible lymphadenopathy.  The neurological system should also be reviewed to r/o encephalopathy and other neurological complications.  Musculoskeletal ROS would have yielded if there was any joint involvement.  Also, the wording that resulted under Dermatologic system is awkward. Should perhaps include the statement:  “The rash is vesicular and papular with associated symptoms of pruritis and pain.”  

5. semi-present in that it was “reviewed”.  Pertinent psychosocial history should read: Born in Mexico, moved to Colorado 3 years ago. Lives with wife and 3 children. Works in construction.  Does not use tobacco or illicit drugs and drinks occasionally. 

6.  MM is a 42-year-old Spanish speaking otherwise healthy Hispanic male presenting with a 3 day old pruritic rash, malaise and lethargy. While his wife and family have been seen at Clinica in the past, he claims he has had no health issues and this is his first visit to the clinic. He works in construction and has been recently been doing a remodel job in Boulder where he was exposed to a 3 year old girl with a known chicken pox infection. He believes he now has the chicken pox due to this exposure as he was never vaccinated and did not have it as a child. He is concerned about missing work as he lives with his wife and 3 children and is currently the only source of income for his family. He does not have insurance or a Social Security Number.  His children have all been vaccinated and his wife had chicken pox as a child. No one at home is immunocompromised. 
	

	*  Objective Information:

1. *General Survey       
(4 points)

2. *Vital Signs              
(2 points)

3. Level of Exam:          
(4 points)

a. Problem Focused

b. Expanded Problem Focused

c. Comprehensive
	1. present

2. present
	
	1.  General survey is included as “constitutional” and “psychiatric”. Should include “sits comfortably in exam room” 

2.  YIKES!!! His BP is 142/94 and there is no other documentation about this in the note. In clinic, I rechecked it and it was lower and not of concern but I did not change it in the charting. This is very bad practice/documentation. It should have been either changed or documented that he is to have a follow up appointment to recheck the BP. Unfortunately, neither was done leaving this patient very open to having been missed for HTN assessment per the note and causing me to look negligent. Consequently, I will address the elevated BP in this note as I would a person who had a first occurrence of an elevated BP, as that is what was documented. 

3.  Level of Exam is Expanded Problem Focused
	

	Systems to be Included for this Level of Exam:  The critical elements are driven by the nature of the patient’s chief complaint and subjective information (circle all that apply)


Total of 16 points possible

1. *General Survey
(4 points)

2. *Vital Signs
(4 points)

3. Integumentum

4. HEENT

5. Chest

a. Breasts

b. Lungs

c. Heart

d. Spine

6. Abdomen

7. Genital & Rectal (includes inguinal area)

8. Neurologic

9. Musculoskeletal

10. Peripheral Vascular/Lymphatic
	
	
	Expanded Problem Focused Exam

1. General Survey - present

2. Vital Signs - present (see previous discussion re. BP).  Missing is height/BMI, which are important measures toward a general picture of health for this patient. Especially given his family history, age, race, and the infrequency with which he seeks medical care (not to mention the recorded BP!!), BMI would greatly aid in creating a health promotion and disease prevention plan for this patient.

3. Integumentum - present (descriptive terms are difficult and numerous in the derm world. This is definitely a learning need for me!)

4. HEENT - semi-present.  Should include:  Nose clear; vesicular lesion noted on buccal mucosa. Oropharynx without erythema or other significant abnormalities. Neck supple and nontender with full ROM (important to include to evaluate for s/sx of meningitis).

5. Chest

     a. Breasts – not pertinent to   exam

      b. Lungs – present (important to evaluate for pneumonia)

      c. Heart – present (important to check for rub that may indicate pericarditis)

      d. Spine – not pertinent to exam (except for nuccal rigidity which was included in HEENT – eval for meningitis)

6.  Abdomen – not pertinent to exam

7.  Genital and Rectal – not pertinent to exam

8. Neurologic - should have been included in exam due to risk for neurologic complications such as cerebellar ataxia and meningoencephalitis.  

9.  Musculoskeletal – not pertinent to exam

10.  Peripheral Vascular/Lymphatic – not included, but lymphatic should have been to evaluate for lymphadenopathy or streaking redness of lymph nodes that would indicate lymphatic spread of the infection.  
	

	A:

1. * Statement      (8 points)

2. *Problem List/Includes Differential Diagnosis  (8 points)

The problem list must include the differential diagnosis for  the presenting complaint as well those from the patient’s past medical history or family history which  need ongoing follow up and care (include health promotion, health protection, disease prevention strategies to be completed in  today’s or future encounters). In your self-audit, include rationale (details in the elements of the H&P) that excluded your differential diagnosis for the current presenting complaint. 
	
	
	1.  Otherwise healthy 42 year-old Hispanic male presenting with a generalized pruritic and painful rash and one occurrence of chills beginning one day ago. The rash is accompanied by malaise and lethargy that began 3 days ago. No relief measures have been tried. He did not have chickenpox as a child nor has he been vaccinated for varicella and reports recent exposure to a person with known varicella infection. He denies travel or exposure to chemicals at home or work and does not have environmental or food allergies. He is allergic to penicillin but denies medication, supplement or illicit drug use. Exam findings show the rash to be comprised of red vesicular papules arranged in groups in a generalized distribution including the neck, back, abdomen, bilateral arms and hips and buccal mucosa. There is no ophthalmic involvement noted. His lungs are clear to auscultation with no evidence of pneumonitis and his heart has a regular rate and rhythm with no murmurs, gallops or rubs noted.  He is afebrile and in no apparent distress.  Rash is likely the result of a varicella infection.

2.  Problem List

Pruritic rash

Differentials:  scabies or insect bites, herpes simplex, herpes zoster, folliculitis, impetigo, contact dermatitis, varicella, measles, mononucleosis, rubella, coxsackie virus, drug eruption, secondary syphilis, smallpox

· distribution and quality of rash, as well as quantity of lesions, make scabies, insect bites, herpes simplex, herpes zoster, folliculitis, impetigo, contact dermatitis, coxsackie virus smallpox and secondary syphilis unlikely

· patient denies medication or drug use making drug eruption unlikely

· lack of fever and make mononucleosis, rubella unlikely

· based on history of exposure and lack of immunity (by vaccine or past infection) as well as the quality and appearance of the lesions, the pattern of spreading, the associated symptoms and the timing of the outbreak, varicella is the most likely diagnosis for MM’s rash

Elevated BP

Differentials: reaction to pain, rash, and stress, primary hypertension

-  lack of history of elevated BP and current stressful/painful situation make the isolated BP most likely the result of reaction to stress/pain/rash.  However, further evaluation is needed to determine this with any confidence
	Note the problem statement of “ZOSTER” was indicated on the practice note. 
The info that the student presents here is her diagnostic reasoning for selecting this option, and the differential diagnoses considered as alternative possibilities. 

	P:

1. *3-Pronged Plan for 

Each Problem noted above
(12points)


	
	
	Chickenpox
1. Diagnostics – none needed at this time.  

a. Could consider isolating virus from a scraping of the vesicle base by doing tissue cultures, DFA, or Tzanck smear.

b. Could do acute and convalescent titers to confirm diagnosis (significant increase in serum varicella IgG antibodies confirm diagnosis).  Due to MM’s uncertain vaccine history, titers for may be a good idea to determine his need for polio, MMR, and DTaP vaccines as well. 

2. Treatment

a. Acyclovir 800mg po 5 x a day for 7 days

b. Pruritis relief

i. Oatmeal baths 3 x day

ii. Cool cloths and calamine lotion to lesions

iii. Diphenhydramine HCl (Benadryl) 25-50mg qid as needed
c. Fever/pain relief

i. Acetaminophen (tyelenol) 500-1000mg qid as needed (NTE 4g/24hr)

d. Transmission prevention

i. Wash hands frequently

ii. Trim fingernails and avoid scratching lesions

iii. Stay at home until all lesions crust over

e. Complication precaution – RN tasked to call patient in 2 days to see how he is doing

3. Education

a. Reviewed purpose of Acyclovir, how to take it and reviewed its side effects

b. Spanish handout given and discussed with patient

i. Emphasized airborne transmission and importance of staying home to prevent transmission to others

c. Discussed possible complications, especially pneumonia precautions

i. Reviewed increased risks d/t age and instructed to go to ER immediately if difficulty breathing

Elevated BP
1. Diagnostics – with no history of HTN or risk factors, none are needed at this time other than a scheduled recheck of BP in 2-4 weeks.

2. Treatment – as per above, none needed at this time. Schedule a recheck

3. Education – discussion about possible causes of elevated BP, risk factors, and appropriate dietary and lifestyle modifications may be more appropriately addressed and better received at a future appointment (2-4 weeks to recheck BP) when he is not distracted by rash
	

	Attach copies of permanent problem list, immunization record, medication list, and growth chart from client’s record (if records are unavailable, include the status of  age appropriate health promotion, health protection, and disease prevention strategies to be addressed in the future; include a medication list- current  meds (Over the counter, prescription and , herbals and non-traditional therapies) 
	
	
	As this was MM’s first time to Clinica, his immunization record is not available. Given the current circumstances for which he is being seen, getting his immunizations up to date is imperative.  He does not take medications and we have no other data about his weight trends and BMI at this time. With his age, race family history of diabetes, good health promotion and disease prevention practice would include getting a fasting lipid panel, CMP, and CBC in the near future. His recorded elevated BP has been discussed in sections above.  He should be seen again in 2-4 weeks to evaluate if this BP was a one time occurrence related to the infection or a possible new diagnosis. In this case, and for general health maintenance and disease prevention as well, a conversation about healthy diet and exercise would be appropriate.  
	

	*Self-Reflection-

On DOCUMENTATION: This tool is designed to assist students use reflective practice. As you reread over the written account of your patient encounter, please include a brief rationale for the critical elements that you may have omitted. Use this tool to assess your progress in attaining the desired NONPF and UCHSC competencies for nurse practitioners based on your current level competency form, and to identify future learning needs.

(3 points)

ON PRACTICE: Reflect on the experience of caring for this patient in the context of the clinical setting and on your perceptions of the visit. Share these reflections in 2-3 paragraphs. Topics may include how your nursing background informed the care of your patient/family (what about nursing influenced your care that a medical-model only approach would not have seen/done), “near misses”, working with patients who appear less than satisfied, interactions with staff, safety issues, interactions with different cultures or value systems—and how these will shape your future interactions


(5 points)
	
	
	
	

	Include a copy of a recent evidenced-based article related to your diagnosis and plan of care.  Summarize the findings, rate the level of evidence, discuss the generalizability of the recommendations, compare the care given to the recommendations and share if/how you will incorporate these findings in future patient encounters. 
(6 points)

Include a paragraph discussion of the theorist you would/did use to care for this client.  Describe the theory identifying the key concepts and how you applied them to this patient or would apply it to future encounters.                                     (4 points)


	
	
	
	


GRADE:

100% 
Self-Reflection
There are days I wish there would be a magic pill so I would just be really good at this. NOW. This clinical note audit amplified that desire for me. I spent a long time working with MM, reviewing my resources, consulting with my preceptor, reviewing the plan and important precautions with the patient and writing a thorough plan in my note. I left thinking “BINGO! This is going to be a perfect case for a write up!” Alas, this exercise proves itself once again to be full of insights on how very far away I still am from being the practitioner I strive to be.  While I did not enter MM’s room thinking, “this is definitely chicken pox”, all of my documentation makes it look like I did just that.  It is a challenge to remember the possible etiologies of something as symptomatically broad as an itchy rash and ensure that every system that may yield a clue be checked.  Rashes are alarming looking, uncomfortable and demand a lot of attention, but should not do so at the expense of overlooking a less obvious cause or problem. As I tease out all of the differentials his rash could have been attributed to, I recognize just how very difficult and foreign derm is to me. This area has a language all its own and there are such subtle differences in the text description of each that were it not for the exposure history, I’m not sure how we would have treated him. 

Sadly, I once again failed to edit my MA note thoroughly enough, despite the lesson learned from my last clinical note audit, to reflect what I learned while interviewing the patient more accurately.  Further, and quite seriously, I neglected to addend the return to normal BP that I had, to my credit, rechecked after the patient was more at ease during the physical exam.  This error could be quite serious, as it was not addressed in the note at all, therefore gives the impression that it was not addressed with patient and no follow up plan was made.  In every nursing job I have had, it takes time and practice to get used to where things are located on each different charting system.  With time, I don’t believe these problems that keep haunting me will be much of an issue, but it does make me feel as though I am not paying close enough attention to details, a struggle I have in real life as well as in my nursing practice.   

Reflecting on the experience with MM, and at Clinica in general, one thing I find to be true is that the majority of what guides decision making comes from an expert, informed and careful history taking.  While no one in clinic believed MM had chicken pox until we laid eyes on his lesions, I’m amazed to find just how much information can be obtained without laying a hand on the patient.  If I could dump every word I read in my textbooks into my head in some accessible way, I can almost believe that my exam findings are simply needed to reassure me that my diagnosis is correct and to check for problems the patient may not have deemed important enough to address.  

The other issue the case with MM brought up is the age-old conflict of self-interest vs. the good of the masses.  MM is uninsured, undocumented, supporting a family of 5, and working in a job where he is fairly easily replaceable in the current economic climate.  The vaccination controversy that permeates out of areas like Boulder County has always seemed an interesting enough dilemma until my encounter with MM.  Because of the wishes of a few parents to protect their child from the perceived danger of vaccination, my patient’s life, as well as the financial well being of his family, are at risk.  It made me a little angry, I have to admit it.  It is unlikely that the parents who own the house MM has been working on are even aware that they placed a man’s life and livelihood at risk because of their decision to not immunize their child.  Part of me wanted to get their number and inform them.  It is a challenge at Clinica, located in Boulder County, to honor the rights of a patient who does not want to immunize his/her child while knowing that the consequence of such action could place another, often socioeconomically disadvantaged, person at extreme physical and financial risk as a result.  It makes for an interesting ethical dilemma that I’m sure I am likely to be faced with again.

Evidence-Based Article Critique


While children in the U.S. are routinely vaccinated against varicella, some countries do not.  In addition, many parents choose not to have their children vaccinated.  The result is that exposures to the highly contagious varicella infections still occur.  Typically, the disease is mild, although complications of pneumonitis, encephalitis and secondary bacterial infections occur in about 1% of those with the infection, often leading to hospitalization   (Macartney and McIntyre, 2008, p.2).  Adults, pregnant women and immunocompromised patients are at higher risk having complications from the varicella infection.  Because of MM’s age, there was greater concern for complications from the varicella infection, making me wonder if there was any evidence for ways to prevent infection after exposure.  In a Cochrane review, Macartney, K. and McIntyre, P.  (2008) examined the available literature to determine the usefulness of the varicella vaccine as post-exposure prophylaxis (PEP) and found that if the vaccine was administered within three days of exposure, there is a reduction in the rates of infection and in the severity of the cases (p. 2).  


The article is a systemic review of randomized controlled and quasi-randomized controlled trials that investigated the use of the varicella vaccine as PEP when compared to placebo or no intervention (Macartney and McIntyre, 2008, p.4), making it a 1A level of evidence (Oxford Center for Evidence-based Medicine, 2009).  The review included 110 healthy children from three studies who were exposed to varicella through household contacts and were given the intervention within 3 days of exposure (Macartney and McIntyre, 2008, p.5).  Results of the review showed that only 18% of those given the vaccine developed varicella compared to 78% who either received no vaccine or a placebo.  Of those 18% who developed the infection after being given the vaccine, the majority had only mild disease (less that 50 skin lesions). (Macartney and McIntyre, 2008, p.4). The authors concluded that there was enough evidence to suggest that infection rates and severity are reduced when children exposed to varicella are given the varicella vaccination as PEP within 3 days of exposure (Macartney and McIntyre, 2008, p.9).  There are many limitations to the generalizabiltiy of this review, however.  While 144 studies were originally identified for the review, only three wound up being of high enough quality to include.  Because the studies varied in design, quality, the type of vaccine used and the outcomes measured, the authors could not do a meta-analysis.  There were no RTC’s for adolescents or adults identified, indicating the need for further studies of these populations, as they tend to experience higher rates of complications from varicella and also do have lower rates of seroconversion after one dose of the varicella vaccine (Macartney and McIntyre, 2008, p.9).  



The scope of this study is limited to healthy children with varicella exposure.  While efficacy for use of the varicella vaccine as PEP was demonstrated, it is difficult to apply this information with confidence to anyone outside of the narrow scope of healthy children due to the limited number of patients included and lack of diversity in ages and immune states.  Unfortunately for MM, this study would not have changed our treatment plan at all.  Because his exposure had been 7-10 days prior to our encounter, he would likely have received no benefit from a PEP vaccine.  Further, because of his age and the resulting lower rate of seroconversion after one dose of vaccine, it is unlikely that one dose would generate a sufficient immune response to prevent infection or reduce the severity of the varicella.  While this article did not aid me in developing an evidence-based plan for MM, it will be helpful in future encounters with healthy, non-immune children who have been exposed to varicella and come to the clinic within 3 days of exposure.  A venue that would be helpful for dissemination of this information is during well child exams so that parents are aware of this time-sensitive option if their child has been exposed to varicella and the child has not yet been immunized or had the infection.  It is my hope that RTC will be/are being done to explore the use of the varicella vaccine as PEP in adults and adolescents as this population is at greater risk for developing complications from the infection and would therefore be likely to receive greater benefit from its administration.

Macartney K., McIntyre P. (2008). Vaccines for post-exposure prophylaxis against varicella (chickenpox) in children and adults. Cochrane Database of


Systematic Reviews 2008, Issue 3. Art. No.: CD001833. DOI: 10.1002/14651858.CD001833.pub2.

Oxford Centre for Evidence-based Medicine. (2009). Levels of Evidence.  Retrieved 

December 4, 2009 from http://www.cebm.net/index.aspx?o=1025 

Theory

Hildegard Peplau’s Interpersonal Relations Theory allows the practitioner to identify the unique stages of the nurse (practitioner)/patient relationship and, in so doing, illuminating for the practitioner what the patient needs from the interaction in order to reach a goal satisfactory to both parties.  Peplau’s theory recognizes that nursing is an interpersonal process that involves an interaction between two individuals seeking a common goal (Current Nursing, n.d.).  The patient and nurse work together through a sequence of steps (orientation, identification, exploitation and resolution) in order to gain knowledge and attain the goal.  During the orientation phase, the nurse and patient start as strangers brought together by the patient’s “felt need”.  Working together, they are able to recognize and define the facts related to the need at this stage.  During the identification phase, the patient and nurse identify and set goals and the patient begins to feel capable of managing the need and a decreased sense of helplessness as a result. The exploitation phase is one in which the patient actively seeks assistance and expertise from those who can help with varying degrees of independence.  The nurse assists the patient in exploring all avenues of help. The key to this phase is that the effort and power shifts from nurse to patient in the path toward goal attainment.  In the final resolution phase, the nurse-patient relationship is ended and the patient’s needs have been met by the collaboration of the nurse and patient. (Current Nursing, n.d.)

Applying Peplau’s Theory of Interpersonal Relations to the encounter with MM is as follows:

Orientation MM comes into the clinic with a painful, pruritic rash that began one day ago and feelings of malaise and lethargy that have been going on for 3 days.  He knows he has had a recent exposure to a person with chickenpox and is worried he might have the disease. He is feeling very uncomfortable and is also worried about missing work as a consequence of his rash and malaise.  Before speaking to him, I realize that I am doubtful of his having a varicella infection at his age and recognize that my perceived ideas and expectations will have to be monitored while interviewing the patient in order to get the most accurate information from our encounter.  We meet and begin to examine the facts related to his current need (the rash). 

Identification  In this stage, MM and I identify and set goals: 1) to determine the cause of his rash and other symptoms, 2) to find relief measures to manage the discomfort and feelings of malaise caused by his rash, 3) to provide him with medication and information to reduce the severity of his rash and the possible sequella of the infection and 4) to prevent him from having any life-threatening complications as a result of the infection.  

At this point in the patient-practitioner relationship, he feels more hopeful that a solution to his felt need is available and feels less helpless as a result.  Simultaneously, I have an understanding of what he requires from our relationship in order to manage his felt need and begin to formulate ways to achieve the shared goals we have developed.

Exploitation  The diagnosis of chickenpox is made after consulting with my preceptor and other resources while taking into account the information obtained by assessment and physical exam. MM verbalizes understanding about the diagnosis, its infectious nature, and the reasons it is causing his symptoms.  We now develop a treatment plan together to obtain our mutual goals. Already, we have achieved goal 1. Because of his proactive consultation about his symptoms, we have the opportunity to treat him with an oral antiviral medication that may reduce the duration and severity of his infection, hereby working toward the achievement of goal 3.  He is given a handout titled “Chickenpox in Adults” which I review with him thoroughly, ensuring he understands the content and is able to ask questions as they arise.  The information provided by myself and repeated in the handout addresses relief measures to reduce his discomfort (goal 2).  I emphasize to MM the warning signs of potentially life-threatening complications that may arise from his infection, especially pneumonitis and encephalitis, and he agrees he will go immediately to the ER should any of the warning signs we discuss occur.  I also task to an RN to call him in 2 days and ensure he is doing well.  At the end of the encounter, MM has the information, medication and knowledge to address each of the goals we identified.  At this point in the relationship, the power to attain the goals belongs to him.

Resolution MM left the clinic with the means to address his felt need.  Because he was seen in an outpatient clinic, the resolution phase of the relationship takes more time. Upon reading the telephone note after the RN called to check on MM, I found that he was feeling better, that his lesions had crusted over and he had returned to work with no complications from his infection.  We had successfully met all of our goals, thereby ending our relationship related to this particular felt need.  

In past clinical notes, I have applied the Interpersonal Relations Theory to encounters with young women.  The power dynamic of the relationship with MM, a middle-aged Hispanic male, was very different than it had been with the previous patients.  Whether it was due to age, gender, or situation, I found it much easier to identify the common goals with the previous patients than I did in MM’s case. That may be surprising as a VZV infection seems like a fairly straightforward need with obvious goals.  In reviewing Peplau’s Interpersonal Relations Theory, I spent a bit of time examining the various components that go in to the orientation phase, causing me to wonder if the was a bit of disconnect between the factors influencing the orientation phase for him and for myself. These factors include: values, culture and race beliefs, past experiences, expectations and preconceived ideas (Current Nursing, n.d.).  As these factors inform the development of the goals in the identification phase of the nurse-patient relationship, it was interesting to note that my goals were to keep him from developing any complications, infecting other susceptible persons, and reducing the discomfort the infection was causing him while his main goal was to reduce the duration of the infection thereby reducing the time he would have to spend away from work, in addition to reducing the discomfort. To reconcile this difference, it was necessary for me to realize that this was likely due to a difference in previously stated factors influencing the orientation phase.  Because of my previous application of Peplau’s Interpersonal Relations Theory, I was able to notice this disjoint and ensure that the goals identified took into account this difference, allowing us to find goals satisfactory to us both.  It is too often the case in a busy clinical setting to overlook the differences between patient and practitioner when it comes to values, culture/race beliefs, past experiences, expectations and preconceived ideas and how these factors can create very different goals for an encounter in the minds of both parties involved.  In order to have a successful interpersonal relationship between patient and practitioner, it is very important to be constantly aware of the powerful influence the factors informing the orientation phase hold.

Current Nursing, n.d., Nursing Theories: Theory of Interpersonal Relations:  Hildegard E. Peplau.  Retrieved December 5, 2009 from http://currentnursing.com/nursing_theory/interpersonal_theory.htm
