
Self Study Module: Case Studies

Case Study 1 – Mr. B. Brown

A.
Mr. Bill Bailley is a 72 year old man admitted to an Extended Care Unit on January 10, 2003 from Acute Care where he was initially admitted because of “cognitive impairment and deconditioning”. Prior to his admission to Acute Care he was living alone in a hotel in downtown Vancouver. He has a history of alcohol abuse spanning 20 years (following his wife’s death) with associated organic brain disease. He also has problems with hypertension, COPD (hx of smoking one pack per day for 30 years), Peripheral Vascular Disease with ulcers on both heels and adult onset Diabetes Mellitus (for 15 years). He has not had a drink or a cigarette for four months – the duration of his stay in Acute Care.

The following information has been collected during the two-week period following his admission.


Medication

Tylenol Plain Tabs 2 prn (He receives two pills approximately every day at no specific time)

Nifedipine (Adalat) 10 mg. TID (antihypertensive)

Ventolin 1-2 puffs by inhaler up to QID

Senokot Tabs 2 @ HS prn

Enema prn

Elavil 75 mg. @ HS

Serax 15 – 30 mg. @ HS prn for insomnia/restlessness


Treatments

Daily foot care

Lap belt when in W/C PRN

IntraSite Gel to both ulcers OD


Observations / Interview / Physical Assessment

Mr. Bailley occasionally walks with a one-person assist but he is quite ataxic and has decreased balance, poor coordination, endurance and strength. Most often he refuses to walk when asked. The Rehabilitation Assistant has questioned whether he has lower extremity pain when standing. He has functional range of motion in all extremities. He tries to climb out of the wheelchair and bed occasionally, sometimes to go to the bathroom but at other times for no apparent reason. He is only been restrained intermittently in EC, primarily after he has fallen. He needs help with all except his most basic ADLs. He will wash his face and hands and comb his hair if set up.

He takes solids poorly. His fluid intake is approximately 500-600 cc. daily. He is on a 1500 calorie diabetic diet. His food intake is variable as are his blood sugars, which range from 9 ‑ 17. He likes sweets and will take desserts off of other resident’s trays if he can. His serum albumin is 22 (normal 35 – 50). He has severe gingivitis and multiple dental caries in his few remaining teeth. Some of these teeth are broken. He appears pale and cachexic – Wt. 60 kg. and Ht. 180 cm.

His skin appears dry and scaly and he has multiple bruises and abrasions. He has 2 heel ulcers which are filled with necrotic tissue and the surrounding skin is fiery red and warm and painful to touch. Both feet are cool to touch, have no palpable pulses and thickened toenails. When his dressings are changed he often becomes verbally abusive and hits out at staff.  

Although incontinent of urine in Acute Care, he is continent of urine if the bottle is offered regularly. He rarely asks for the bottle and never requests the commode or toilet but the nurses observe that sometimes, when he becomes restlessness or calls out, he needs to go to the bathroom. He gets 2 Senokot tabs. Every 2 – 5 days and has small hard stools only after an enema, which he gets every 4 – 6 days. He states he has been constipated for “ages” and has used laxatives but is unable to say what he used or when he started. There is no record of his bowel care while in Acute Care.

Mr. Brown has variable recent and remote memory but remembers enough to function well on the unit, e.g. find his own room, know when meals are being served. He confabulates when he is not able to remember responses to questions or comments. He easily becomes angry and verbally abusive at other residents when they are “too slow” or “too noisy” and at staff when they try to toilet him. He sticks rigidly to his daily schedule and routines. He never smiles or initiates conversation and has been described as “gruff” when he does interact.  

B.  On February 6th, Mr Brown tries to get out of his wheelchair and trips over one of the foot pedals. He is sent to Emergency where an x-ray shows that he has an intertrochanteric fracture of his left hip. He is admitted to a bed on the Orthopedic unit and has an open reduction and hip pinning to repair the fracture on March 10 th.  While in acute care he is on the following medications:

· Coumadin (dose dependent on INR)

· Colace 200 mg. OD

· Magnolax 15 ml daily

· Fleet enema prn

· Multivite tabs 2 OD

· Calcium Carbonate 1250 mg. BID

· Tylenol #3 tabs 2 Q4H

· Morphine 2-5 mg. Q 3-4 H PO/IM reduce to 1-3 mg. on Days 3 post-op

C.  It is now three weeks since Mr. Brown fractured his hip and he has been transferred back to his Extended Care Unit. The following information is collected after his forst week back in ECU.


Medications

Tylenol 3 Tab 1-2 q4h prn

Coumadin (dose dependent on INR)

Senokot tabs 2-3 @ HS prn

Fleet enema prn

Serax 15 – 30 mg. HS prn for insomnia/restlessness

Observation / Interview / Physical Assessment

Mr. Brown is no longer walking. He is able to transfer with a one or two person assist depending on his level of fatigue and the approach that is used by staff to prepare him for the transfer. He has full functional range in all extremities except his left hip. He no longer tries to climb out of his chair and he repeatedly asks to return to bed when he is in his W/C for longer than 1-2 hours. He will wash his hands and face if set up but needs total assistance with all other ADL’s.

His nutritional intake and blood sugars have not changed since prior to his fracture except for his serum albumin, which is now 23. His skin turgor is poor and his mucous membranes are dry. His lower extremity pressure sores are clean and covered with granulation tissue and some small patches of exudate.  

He is not offered the urinal and is therefore incontinent. He wears disposable briefs and has small areas of redness and excoriation in his groins. He has had one small hard BM since his return from acute care and the bowel records from Acute Care are not available. He is given Senokot every 3 days @ 1600, which is not effective and an enema after 6 days effective for moderate amount of hard stool. Defecation was uncomfortable for Mr. Bailley.

His cognitive status appears unchanged from his pre-fracture status. His angry outbursts and verbal abusiveness occur less often especially when his feet are bumped or his hip joint is over‑extended. He gets a Tylenol #3 most days, often before his dressing changes. He does not initiate any interactions with others but will respond with one or two word monotone responses when he is approached.

Case Study 2 – Mrs. G. Smith

A. Mrs. Smith is a 82 year old woman admitted to ER from home with a suspected left CVA . Mrs. Smith is transferred to the neurology unit for two weeks and is then transferred to the rehab unit for 2 months. On admission to the rehab unit her daughter describes Mrs. Smith prior to her CVA as functionally independent with some very mild short-term memory loss that was frustrating but did not interfere with her functional ability or communication. She was also continent of urine and became constipated easily but with the use of fiber and fluids had a BM every 1-2 days without the use of medications.

Observations / Interview / Physical Assessment

On admission to the rehab unit she is incontinent  and there is evidence of fecal oozing. When the nurse does a rectal exam, there is a moderate amount of hard stool in the rectum. Mrs. Smith is not able to tell the nurse when she last had a BM prior to admission. She is placed in disposable briefs.

She is on the following medications:

Medications

Ferrous Gluconate 400 mg. BID

Enteric coated ASA tab 1 BID

Nifedipine 10 mg. TID po

Tylenol Plain tabs 2 Q4H PRN

Colace tabs 2 OD

Senokot tab 2-3 Q HS PRN

Glycerin supp Q3days if no BM 

Fruit laxative 30 cc BID

Slowly over two months her sitting tolerance and stamina increase but there no further recovery in her right leg and she is not able to walk. She is able to sit up and propel herself very slowly for short distances in the wheelchair.

Initially she took only thick fluids but over time progresses to a soft diet with thin fluids if supervised. She regularly pockets food in the right cheek and does not always remember to check for this. She is able to feed herself slowly and usually takes 75% of her meals. Her fluid intake improves and she drinks approximately 1200 ml daily. Slowly she progresses from thick fluids only to a combination of thin and thick fluids.

Over the next 2 months she becomes continent with regular toileting every four hours during the day. She is occasionally incontinent and uses disposable briefs at night as the nurses find if they wake her for toileting she has a greater problem with fatigue during the day. She has a soft-formed bowel movement every 2-3 days and only occasionally needs a suppository. She does not receive a laxative.

After two months, Mrs. Smith has reliable comprehension of simple, concrete conversation, gives correct yes/no responses and can communicate using short sentences. She is responsive to others and although she does not often initiate interactions with others, is cheerful and attempts to talk when others approached her. She participates in exercise groups and is a non-participant observer in many other activities on the unit.  
B. Although she improved while on Rehab, Mrs. Smith can not be discharged home so is transferred to the Transitional Care unit for 4 months to await placement in an Extended Care facility.
While on TCU she is on the following medications:
· Nifedipine 10 mg. TID

· Tylenol Plain tabs. 2 q4h prn

· Entrophen tab. 1 BID

· Magnolax 30 cc @ HS prn

· Dulcolax Supp prn

· Fleet enema prn

· Elavil 75 mg. at HS
· Dysphagia Diet

· Fruit Laxative 30 cc. OD

Observations / Interview / Physical Assessment

Over the four months that Mrs. Smith is on TCU she gradually withdraws. She is always pleasant and responsive when approached but she has become progressively self-isolating and no longer wants to be involved in activities on the unit. She is up in her chair for short periods but she frequently requests to go to bed after lunch and does not want to get up for supper stating she “always feels full”.

She is able to feed herself slowly but continues to require some supervision for occasional choking although she has a strong cough and is able to clear herself most of the time. The nurses monitor to make sure that she clears the food that pockets in her cheek. She rarely touches her meals except for her breakfast, which she seems to like. She drinks poorly, except for her morning coffee. Her intake is approximately 500 – 600 ml daily.

She is incontinent once or twice during the day so the nurses give her disposable briefs to wear as she is soiling her clothes faster than they can wash them although they continue to toilet her after meals. She gets Magnolax every night. Her stools are firm but not hard and she has some difficulty clearing her rectum when she has a BM every 2-3 days. Because of this she tends to need an enema once every 7-10 days.

C. After waiting four months on the Transitional Care Unit, Mrs. Smith is transferred to an Extended Care Unit. She has been on the unit for 1 month.
She is taking the following medications:

Entrophen tab. 1 od.

Tylenol Plain or Tylenol # 1 bid prn.

Ferrous Gluconate 400 mg. bid

Senokot Tab 2 HS PRN

Fleet enema PRN

Observations / Interview / Physical Assessment 

Mrs. Smith currently describes herself as incontinent. She wears a disposable brief and does not ask to use the toilet/commode. She is incontinent approximately 2 - 3 times daily for a moderate amount of concentrated urine each time but the staff say that sometimes she is dry when checked. She is aware of the urge to void but is unable to hold her urine for the time it takes for the nurses to assist her to the toilet if she is not toileted. 

She gets Senokot tabs 2 Q3days at HS but it is never effective. She often refuses the fruit laxative as she finds it  sticky and difficult to swallow. She has a moderate to large firm to hard BM approximately every 5 – 6 days following an enema. Her discharge summary from TCU states that she had a BM every 3-4 days and a Dulcolax suppository approximately every 2 weeks.

She has loose fitting dentures (top and bottom) that were last checked by a dentist one year ago and fit well at that time. She is currently on a soft, minced diet. She feeds herself but tires easily and usually only eats about 30 – 40% of her food. She may eat 50% with assistance. She has no difficulty taking fluids except that occasionally she chokes on water. Her intake is approximately 500-750 cc daily. She has lost 20 kg. since her CVA in June.  

She is a 1-2 person transfer. On examination she has flaccid paralysis of the right side with no voluntary movement. Mrs. Smith can bear weight on the left side but seems very weak and lethargic, sometimes offering little assistance with the transfer. At these times it requires two people. Mrs. Smith wears a lap belt but has not tried to get out of the bed or wheelchair on her own since admission.

She has functional range on the left side. She states that she is too tired to do her own ADL’s but if left on her own, she will wash her face and right hand.

She wakes frequently at night. She is usually awake on every round and  states that she does not sleep. The nurses find she fatigues easily and needs an afternoon rest or she falls asleep over dinner.

She has right shoulder pain that increases on passive movement of her arm. She has arthritic changes in both hands and knees but gives inconsistent answers when asked if she has pain. She gets prn Tylenol # 1 BID as her daughter feels she has joint pain during her transfers. She has claw toes, thickened toenails and weak pedal pulses in both feet.  

She has not shown any interest in the activities available at the ECU. Her daughter describes her as being a very warm, sociable, and family-oriented person prior to her CVA. Since her stroke they describe Mrs. Smith as withdrawn and uninterested in her surroundings or in others. Mrs. Smith responds when spoken to but she does not initiate conversation.  
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