
DOORWAY INFORMATION
(Primary Care)
Patient’s Name:   Mariam Kowalski

Setting:  Primary Care Practitioner’s office
Presenting situation:  Mariam Kowalski is with her son (Joe Kowalski) who is her primary caregiver.  
Case Information:  Mariam Kowalski is a 73 year old female who has been discharged from the hospital after suffering a stroke. 
Student Instructions
NO PHYSICAL EXAM IS NECESSARY AT THIS STATION

· You are Mrs. Kowalski’s primary care practitioner.  Her last visit was two years ago.  You are to conduct a focused and appropriate interview with the patient.

· You have a maximum of 12 minutes to complete the encounter.  Please do NOT enter the room until you are prompted to do so.

· Following the encounter, you will remain in the room and you will have 8 minutes to complete a plan for this patient.
Hospital Discharge Summary

PATIENT NAME:

KOWALSKI, MARIAM

DATE OF ADMISSION:

February 1, 20__
DATE OF DISCHARGE:

February 5, 20__
DISCHARGE DIAGNOSES:

1. CVA, residual left sided-weakness/dysarthria/oropharyngeal dysphagia/left-sided hemianopsia

2. Atrial fibrillation, rate controlled

3. Diabetes, Type 2 – diet controlled

4. Hypertensive heart disease with renal insufficiency and congestive heart failure

5. Functional dual incontinence secondary to #1

6. Stage 1 Coccyx pressure ulcer

7. Bilateral carotid stenosis

8. Depression

9. Visible draining abscess lower mandible

IN-HOUSE CONSULTS:

1. Neurology

2. Cardiology

3. Physical Medicine & Rehabilitation (PT/OT/ST)

4. Wound care specialist

PROCEDURES:
CT of the brain, Bilateral carotid ultrasound, Cardiac echocardiogram

HISTORY OF PRESENT ILLNESS: Patient is a 73-year-old female with past medical history significant for coronary artery disease with unstable angina, hypertension, hyperlipidemia, and diet-controlled diabetes type 2 who presented with acute left sided weakness, vision loss and confusion reflective of CVA. Please see H&P for details.

HOSPITAL COURSE BY PROBLEM:

1. CVA. Multiple CT scans of the brain were done and demonstrated a nonhemorrhagic right parietal infarct in the area of the right anterior cerebral artery supply. Bilateral carotid ultrasound demonstrated a stenosis of 20% on the right internal carotid artery and a stenosis of 40% on left common carotid artery. Initial left facial droop noticed on admission cleared during course of hospital progress. Patient also regained sensation in left upper extremity but still with weakness of the leftupper extremity and paralysis of the left lower extremity. Patient upgraded from NPO status to tolerating a soft mechanical diet with thin liquids by day of discharge although regular diet not trialed as patient is edentulous maxillary and was also noted to have lower anterior tooth pain due to abscess.  

2. Atrial fibrillation. No prior history per medical records. Transesophageal echocardiogram identified multiple thrombi in left atrium. Patient initially heparanized then transitioned to oral warfarin with target INR between 2.0-3.0.  Pt placed on 2 mg Warfarin qd with initial INR of 1.1  Dosage adjusted to 6 mg qd with INR drawn on day of discharge.  Pt adamantly refused to wait for results of INR and insisted on DC.  Advised patient on fall precautions and to report any unusual bleeding immediately.  Advised pt to follow up with primary physician as soon as possible to assess INR level.  Cardiology recommends anticoagulation (follow up with Coumadin clinic) for three weeks then follow-up in his clinic for possible electrocardioversion. Rate controlled since initiation of beta-blocker regimen.

3. Diabetes, Type 2. Patient initially on tight glycemic control on intravenous insulin with hourly plasma glucose checks. Patient successfully transitioned back to diet controlled without need for medication intervention during hospitalization and adhered to a no concentrated sweets diet.

4. Hypertensive heart disease with renal insufficiency and congestive heart failure. Once heart rate controlled with beta-blockers and ACE-I resumed, patient's blood pressure normalized during course of hospital stay. Estimated GFR initially identified at 32 upon admission which later improved and stabilized at an eGFR of 48.  Echo did reveal mild left ventricular hypertrophy with an ejection fraction of 50% without any fluid collection noted.

5. Stage 1 Coccyx pressure ulcer. Due to immobility, pt developed a 1.5cm x 1.0cm Stage 1 coccyx decub which is markedly improved by day of discharge without signs or symptoms of infection. Duoderm dressing applied and changed QOD; patient repositioned every 2 hours.

6. Depression. Patient verbalized feelings of hopelessness and depression with decreased level of functioning. This is not an uncommon phenomenon in post-stroke patients. Anti-depressant regimen initiated.

7. Left sided hemianopsia.  Will refer to outpatient optometry upon discharge.

 DISCHARGE MEDICATIONS:

1.
Warfarin 6mg one tab PO QD

2.
Lisinopril 20mg one tab PO QD

3.
Metoprolol 50mg one tab PO BID

4.
Aspirin enteric-coated 81 mg one tab PO QD

5.
Pantoprazole 40mg one tab PO QD

6.
Escitalopram 20mg one tab PO QD

7.
Milk of Magnesia 8% 15mL PO QD as needed for constipation

8.
Oxybutynin 5 mg one tab PO QD

9.
Vicodin 5/500mg one tab PO Q4H as needed for pain

DIET:
Soft mechanical with thin liquids, no concentrated sweets

ACTIVITIES:
Ad lib with assistance

FOLLOWUP:



In 5-7 days with primary provider


In 2-3 weeks with optometry


In 3 weeks with cardiology


Follow up with out-patient Coumadin clinic


Home health for nursing, physical therapy, occupational therapy, and speech therapy


Instructed to make appointment with dentist upon discharge to have abscess evaluated

