Program-Level Assessment: Annual Report

Program: Adult-Gerontology Primary Care Masters NP Department: Nursing
and Adult Gerontology Primary Care Post Master’s

Certificate NP

Degree or Certificate Level: MSN, Post Master’s College/School: Trudy Busch Valentine School of Nursing
Certificate
Date (Month/Year): February, 2021 Primary Assessment Contact: Joanne Thanavaro

In what year was the data upon which this report is based collected? 2020

In what year was the program’s assessment plan most recently reviewed/updated? 2021

1. Student Learning Outcomes
Which of the program’s student learning outcomes were assessed in this annual assessment cycle?

Outcome #1: Implement collaborative strategies to provide ethical, high quality, safe, effective, patient-centered care.
Outcome #7: Utilize health care informatics and technologies to support practice.

2. Assessment Methods: Artifacts of Student Learning
Which artifacts of student learning were used to det
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What process was used to evaluate the artifacts of student learning, and by whom? Please identify the tools(s) (e.g.,
a rubric) used in the process and include them in/with this report.
Outcome #1: Direct observation of student clinical performance and therapeutic planning are conducted by
NP faculty and preceptors in simulated scenarios, case conferences and supervised clinical practicums
(Appendix E). The clinical preceptors in each of the clinical courses completed the Student Evaluation form(s)
(Appendix E) for each student and rated the student on each item according to a four-point scale that ranged from 4
(Above Average) to 1 (Unsatisfactory). The responses to each of the four sections on the Student Evaluation form
were tallied by the AGPCNP program coordinator and distributed to the other AGPCNP faculty members. The
responses to the final yes/no question and all preceptor comments were also reviewed and summarized. A direct
observation of student clinical performance is evaluated by the AGPCNP faculty through the use of simulated
scenarios (Appendix 1) during on-site residency experiences. Following completion of the simulated scenarios, the
faculty meet and average the scores students received on their cases. If there are any concerns about student’s
performance, remediation occurs. Measure: 90% of students will achieve a satisfactory clinical evaluation in the
clinical courses.
Outcome #7:
e Typhon notes are electronic logs of clinical visits that are graded by faculty in clinical courses. (Appendix K) They
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NURS 5810 (n=9) - This class is held in the fall semester, and as such they experienced some
disruption in clinical time. 8 of the 9 students completed all requirements and received a final clinical
evaluation. All evaluations
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Readily identifies normal an
abnormal findings

Develops reasonable
differential diagnosis

Therapeutic Planning
Demonstrat>BDC ge (bl)-1




Case 1l
Jose
Instructions to the Student:

Chief Complaint:

Jose is a 42 year old male, construction worker, who was in his usual state of health until
2 days ago when while playing soccer in an over 30 league he injured his left knee.

APPENDIX |

AGNP PRIMARY CARE

Vital signs, height, weight

BP: 136/86 P: 84 R: 18 T: 99
Ht: 70” Wt: 230 Ibs.

Tasks: You have 30 minutes to complete the following:

1. State the preexamination differential diagnoses.

2.




Student Name CASE#1

Instructor

Date -

Instructor solicited information:
Pre-examination diagnoses after chart review and before seeing client.

1. Possible muscle strain or ligament strain left leg

2. Obesity
Grade: History: 30pts
PE: 30 pts
Diagnoses 15 pts
Treatment 25 pts

Total:




Student Name CASE#1

Instructor

Date

During direct observations of a patient encounter or a given case simulation, score the






Client— Script for Physical Assessment

Instructor | System Findings
Check off

(30pts)






Management Plan

Instructor (30points) Comments
check off






X In general you feel all
X You wear glasses, your last eye exam was five years ago
x Black nail bed index fingerleft hand, from hammer 2 weeks ago, growing out fine.

Student copy of PE findings

| System | Findings



Client— Script for the Client History:
CC: “my knee is hurt and swollen”

1.



Case #2
Mike Kelly
Instructions to the Student:

Chief Complaint:
Mike is a 22 year old male, college studemho was in his usual state of health until 3

days ago when he noticed ear fullness, nasal congestion, and a sore throat. He is new to
your practice.

Vital signs, height, weight BP: 126/76 P: 84 R: 18 T: 99
Ht: 70” Wt: 180 Ibs.

Tasks: You have 30 minutes to complete the following:

9. State the preexamination differential diagnoses.
10.  Obtain a focused History.
11. Perform a 30.4.76100h5.6 476.34 Tm ()Tj 23fol (r4 (m)-1)-0.9 1 (mi)1 (aw)1.1i30.4.7n T



Student Name

Instructor

Date -

Instructor solicited information:
Pre-examination diagnoses after chart review and before seeing client.

Otitis media; acute sinusitis; pharynagitis (r/o strep); viral syndrome

Grade: History: 30pts
PE: 30 pts
Diagnoses 15 pts
Treatment 25 pts

Total:




Student Name CASE # 2

Instructor

Date

During direct observations of a patient encounter or a given case simulation, score the
student on the following program outcomes:

Program Learning Outcomes Advanced| Proficient| Not
Proficient

3A.Thestudent integrates advanced competencies in
relationships with patients/professionals.

3B. The student integrates advanced theories in relationsk
with patients/professionals.

3c. The student integrates cultural sensitivity in relationshi
with patients/professionals.

4a. The student designs culturally sensitive patient care th
includes health promotion and disease prevention.

Definitions:

Advanced: Performs/demonstrates at a superior level with no verbal cues or prompting
(91-100)

Proficient: Performs/demonstrates at the expected level with minimal verbal cues or
prompting (8090)

Not Proficient: Performs/demonstrates below minimally competent level; requires
frequent verb cues/prompting. Requires remediation. (79 or bglow




History : 30pts

(1pt) Confirm chief complaint
(8pt) HPI: onset

Duration

Quality

Quantify pain




Client— Script for Physical Assessment

Instructor
Check off
(35pts)

System

Findings

Demonstrates cultural
sensitivity during physical
examination

le. Draping, covering/uncovering, gendé
of provider/religious preferences
observed

Vital signs, height, weight

BP: 126/76 P: 84 R: 18 T: 99.6
Ht: 70” Wt: 180 Ibs. BMI=25.8

1 General appearance

Well nourished, well developed, alert ar
oriented X3, appropriate, pleasant

2 Skin

Warm dry, ndesions, cuts or bruises,

suntanned, callused hands, blackened
nail bed index finger left hand; No rashe
or lesions

£S

6 Eyes/Nose/Sinus

Sclera white. Conjunctiva pink, not
injected. Sinuses notender. Erythema
present but turbinates not swollen;
yellow dscharge present

6 Ears

Auricles without tenderness. Canals cle
L TM has fluid present but not
erythematous; R is pearly with normal
landmarks

6 Mouth
Pharynx

Dentition good; oral mucosa without
lesions; Tonsils without exudate but 3+
andcryptic. Halitosis present

Pharynx: Erythema present

6 Neck/Lymph

3 Heart/peripheral vascular

Supple, full ROM, no thyroid
enlargement, or bruits; Anterior cervical

lymphadenopathy present bilaterally



Instructor Grade:

Preexam diagnoses (5 points)

Post









Client— Script for the Client History:
CC: “My throat has been sore for 3 days”

1. History of Present lliness



Case: #3
Kelsey
Instructions to the Student:

Chief Complaint: | feel terrible; | keep getting pain and diarrhea

HPI: Kelsey is an 18 y.o female or male who periodically seen for minor complaints.
Today she comes in with a complaint of having problems with abdominal pain following
meals. The pain will go away after she has a bowel movement but sometimes she also
gets diarrhea. Sometimes she is constipated.

Vital signs, height, Female: Height: 5'4” Weight: 110
weight Male: Height 5’10’ Wt 165
Temp: 97.8 Pulse =72 Tanner level: V

Task
You have 30 minutes to:

State the possible differential diagnoses at the onset

Obtain a focused history

Perform a focused physical assessment

Reexamine the list differential diagnoses

State your diagnosis

Develop a therapeutic plan include, all of the following if appropriate:
pharmacologicalpursing/supportive therapies health promotion and health
education, and followsp.

oukwnNE



Student Name

Instructor

Date

Instructor solicited information
Pre-examination diagnoses before seeing the patient

Abdominal Pain

1) IBS

2) H. Pylori infection

3) Lactose intolerance
4) Infectious diarrhea

Grade: History: 30 pts
PE: 30pts
Diagnoses 15 pts
Treatment 25 pts

Total:




Student Name

CASE #3

Instructor

Date

During direct observations of a patient encounter or a given case simulation, score the

student an the following program outcomes:

Program Learning Outcomes

Advanced

Proficient

Not
Proficient

3A.Thestudent integrates advanced competencies in
relationships with patients/professionals.







1. Relieved with defecation; and/or
2. Onset associated with a change in frequency of stool; and/or
3. Onset associated with a change in form (appearance) of stool.

Symptoms that Cumulatively Support the Diagnosis of IBS:

1. Abnormal stool frequency (may be defined as greater than 3 bowel movements per
day ard less than 3 bowel movements per week);

2. Abnormal stool form (lumpy/hard or loose/watery stool);

3. Abnormal stool passage (straining, urgency, or feeling of incomplete evacuation);
4. Passage of mucus;



Client— Script for Physical Assessment

Instructor check
off (20pts)

System

Findings

Demonstratesultural
sensitivity during
physical examination
Vital signs, height,
weight

le. Draping, covering/uncovering, gende
of provider/religious preferences
observed




List of Differential Diagnoses
Abdomen:
1.1BS

Final Diagnosis

IBS

Management Plan
Instructor (30points) Comments
checkoff

Accurate treatment decisions
(15pts)
Diagnostic tests:

TSH: normal range
CBC: normal limits

Pharmacology:
Therapeutic Communication(15 pts
Explanations easily understandable
and culturally appropriate
Professional approach
Explained findings & diagnosis
clearly
Importance of follow up (4weeks)
Patient education addresses :
goals in life, sexual activity, ETQH
health promotion:
Medical therapies:

Referral to Student Counseling

Smoking: TTM: preontemplation Bring up atachvisit

Best combination of medicine (Imodium, antispasmodic, antidepressant, Lotronex) diet,
counseling, and support to control your symptoms. Lotronex has been reapproved with
significant restrictions by the U.S. Food and Drug Administration (FDA) for women with
severe IBS who have not responded to conventional therapy and whose primary symptom
is diarrhea. However, even in these patients, Lotronex should be used with great caution
because it can have serious side effects such as severe constipation or decreased blood
flow to the colon. (Prescriber must be registered) Evidence is poor to fair for the use of
antideprssants.Stress management is an important part of treatment for IBS. Stress



Script for Patient (Instructor copy)

Yau are an 18 year old girl and comes in alone.
You don’t appear to be in any immediate distress.

CC “| feel terrible, | keep getting pain and diarrhea”

History of Present lliness

You have noticed that you seem to get diarrhea frequently. You find it potentially embarrassing. But
sometimes you get constipated too. You eat at the school cafeteria and try to get some fruits and
vegetables but it seems theyweays serve the same thing. Menarche at 13 and her menstrual periods

have been regular). The diarrhea comes after meals. The pain goes away as after you have had a BM, but
it seems to take a while before you feel finished. You haven't really tried tcat@kenedicine because

you don’t know what to take. You are embarrassed in answering questions.

You tend to get cold easily.

Past Medical History

No known allergies. No prescription medications

You have enjoyed good physical health in the past

No major ilhess, but had atopic dermatitis as child, none lately
No significant skin problems in family, parents alive and well

Personal and Social History

You smoke with friendsret more than ¥ ppd, has an occasional drink at a party, has neversbzaally

active. Likes camping and skiing and helps out at a local veterinarian’s office. Doesn’t do SBE; no pap to
date. No exercise exactly but occasionally plays volley ball.

You don’t want to stop smoking (if asked) wants to be like friends

Will play volley ball more often (if asked)

Will check BP once a year

Eats fruits and vegetables and occasionally chocolate you eat dairy products and have not noticed any
symptoms related to the intake of dairy.

Lives in college dorm. Gets along well with mothed father. No gun in house.

You have not traveled out of the country.

ROS: negative

Physical Exam

You are a little concerned about the physical exam and ask questions about what the nurse practitioner is
finding. For example, why are you looking in my ears? “They are fine.”

When the nurse practitioner tells you, you want to know what that means

Treatment Plan:
You want to know what the medicine is and why your have to take it.

For the IBS you look sad/perturbed. Ask many question$awe difficulty understanding the directions.
Say you just want to take a pill to keep you regular.



Student copy of physical findings






CASE 4

Mrs. H.
Instructions to the Student

Mrs. H. is a41 year old white female who first visited the clinic one month ago for a
women’s health exam (all negative) under the Missouri Department of Health Breast
and Cervical Cancer Project, because she is uninsured. Her incortieeid a0%

poverty level. At the time of her women’s health exam, her mean blood pressure was
an asymptomatic 154/94 (LA) with no orthostatic changes, no history of hypertension.
Since that time, she has returned twice to the clinic for a blood pressure check. Two
weeks ago, her mean left arm blood pressure was 162/98; and, one week ago, 166/96.
There were no significant right arm/left arm differences. She has brought her B/P
record with her. She returns today to consult with you regarding diagnosis and
treatment.

Vital signs, Baseline information 170/96 LA (sitting and standing, large cuff)
height, weight 166/94 RA (sitting)

HR: 72R: 18T: 97.8F

Height: 5’6" Weight: 190#

Tasks:
You have 30 minutes to

State preexamination differential diagnosis and their rationale.
Obtain a focused history.

Perform a physical assessment.

Re-
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Student Name CASE #4

Instructor

Date .

Instructor solicited information
Pre-examination diagnoses before seeing the patient

High BP
Cushings, pheocromocytoma, coarctation of the aorta, aldosteronism,
meds, renal artergtenosis, renal disease, essential hypertension

Thirst
Diabetes mellitus, dehydration, diabetes insipidus, cancer,
gastrointestinal disease; vomiting, diarrhea.

Grade: History: 30 pts
PE: 30 pts
Diagnoses 15 pts
Treatment 25 pts

Total:




Student Name CASE #4

Instructor

Date

During direct observations of a patient encounter or a given case simulation, score the
student on the following program outcomes:

Program Learning Outcomes Advanced| Proficient| Not
Proficient

3A.The student integrates advanced competencies in
relationships with patients/professionals.

3B. The student integrates advanced theories in relationsk
with patients/professionals.

3c. The studenintegrates cultural sensitivity in relationship
with patients/professionals.

4a. The student designs culturally sensitive patient care th
includes health promotion and disease prevention.

Definitions:

AdvancedPerforms/demonstrates at a superior level with no verbal cues or prompting
(91-100)

Proficient: Performs/demonstrates at the expected level with minimal verbal cues or
prompting (8090)

Not Proficient: Performs/demonstrates below minimally competent lerexjuires
frequent verb cues/prompting. Requires remediation. (79 or below)







Instructor Checklist: Physical assessmer@f®)

height, weight

Ps | System Rationale Findings
Demonstrates cultural le. Draping, covering/uncovering,
sensitivity during physical | gender of provider/religious
examination preferences observed
Vital signs, Baseline information 170/96 LA (sitting and standing, large cuff)

166/94 RA (sitting)
HR: 72R: 18 T: 97.8F
Height: 5'6” Weight: 190#

Facies and With HTN, want to r/o Cushing'’s,| Pleasant appearing, obese middiged

general hyperthyroidism, SLE female with normal fascieand general

appearance appearance. No facial changes characteristic
of Cushing’s, hyperthyroidism, nor SLE. Np
truncal obesity or abnormal fat distribution
over spine.

Skin, lip color | Good indicator of adequate Skin color good, lips pink
oxygenation

HEENT Espeially important to look for Normocephalic, no xanthomas. PEERLA.
xanthomas and signs of retinal | EOMS intact. Fundoscopic: Red flex
hemorrhage and AV nicking as | present, not nicking or AV hemorrhageM T
patient may have a longtanding | intact bilaterally. Pharynx: swallows
problem with HTN without difficulty, no erythema

Neck: nonpalpable thyroid, no carotid burit,
no lymphadenopathy.

Lungs With patient’s cat allergy, look for| No supraclavicular nor intercostals
any signs of external retractions; AP/lateral diameter WNL; chest
supraclavicular or intercostals expansion WNL,; inspiratory/expiratory ratig
retractions, wheezing. With at trachea WNL. Lungs clear to auscultation
history of HTN, look for rales. and percussion; no wheezjnrales, no

rhonchi.

Heart With HTN, be especially alert for | Apex at & ICS at MCL. RRR; S1 greater tH
increased heart S2 apex. No murmurs or gallop rhythm
size, arrhythmias, gallops murmu| noted.

Abdomen With HTN, look especially for




Neurologic Important in HTN to deteany Alert, oriented x3, exhibits coordinated gait
deficit and to obtain a baseline. | Romberg negative. Perceives light touch and
pain in all extremities, bilaterally. Vibratory
sense intact. Brachial, radial, patellar, and
Achilles DTRs 2+. No apparent neuro defg

Differential Diagn®isPost H & P
Stage 2 HTN
Probable not secondary HTN
No signs of Cushing’s renal disease, renal artery stenosis, or connective



Management Plan

Instructor | (25points) Comments
check off

Accurate treatment decisions (15pts)






Your lungs are fine. You have no shortness of breath, walk up hills and stairs fine, have
never awakened at night short of breath. You do not smoke.

Neither with exercise or at rest have you ever had any chest pressure or pain, no left
shoulder or arm pain, no left index finger pain, no throat, necfaw pain. You have
never had high blood pressure before.

You have no difficulty eating. You have no abdominal pain or discomfort. You are not
constipated nor do you get diarrhegust normal stools, usually once/day.

You have never had a kidneyldadder infection.

Your pregnancies were all normal, no complications. (Your other female exam
information was taken at the last visit and there is no need to repeat it here).

Your joints are fine. You walk, OK. You do not experience leg crampsvaitkery, nor
do you have abnormal tingling or other sensations in your hands or feet.

You never had a thyroid problem. You do have thirst but you do have excess hunger.
You are getting up more often once during the night to void and you only use the
bathroom at work during a coffee break and at lunch. You would like to lose about 15
pounds. Your 24 hour diet recall is:

Breakfast: two eggs, toast, coffee

Lunch: Diet coke, Hardy’s cheeseburger, fries
Supper: Pork chop, mashed potatoes, cake
TV snack: Popcorn

You have never been depressed, except after your husband loliggrou think that was
grief. You eventually felt better and each day you try to be upbeat. You do not feel
stressed. You sleep fine, about 7 hours/night. You haveatbtio change in weight or
eating habits. You feel good about life. You have a boyfriend, a truck driver.



Physical Exam (Student Co

py)

System

Findings

Vital signs, height, weight

170/96 LA (sitting and standing, large cuff)
166/94 RA (sitting)

HR: 72

R: 18

T. 97.8F

Height: 5'6”

Weight: 190#

Facies and general
appearance

Pleasant appearing, obese midédlged female with
normal fasciegnd general appearance. No facial chang
characteristic of Cushing'’s, hyperthyroidism, nor SLE.
truncal obesity or abnormal fat distribution over spine.

es
NO

Skin, lip color

Skin color good, lips pink

HEENT

Lungs

Normocephalic, no xanthomas. PEERLA. EQS.i
Fundoscopic: Red flex present, not nicking or AV
hemorrhage. TM intact bilaterally. Pharynx: swallows
without difficulty, no erythema

Neck: nonpalpable thyroid, no carotid burit, no

lymphadenopathy.
No supraclavicular nor intercostalstractions; AP/lateral
diameter WNL; chest expansion WNL,;



Script for the Patient (Student copy):
You are a 41 year old



ROS:
Head: no headaches, no historysefizures, fainting, or dizzy spells

Your last eye exam shows one year ago. You have no trouble reading with the glasses
your eye doctor said to buy OTC at Walmart.

No sinus problems, no teeth/mouth/throat problems
Neck is fine and it moves well as dbyalur joints

Your lungs are fine. You have no shortness of breath, walk up hills and stairs fine, have
never awakened at night short of breath. You do not smoke.

Neither with exercise or at rest have you ever had any chest pressure or pain, no left
shoulder or arm pain, no left index finger pain, no throat, neck or jaw pain. You have
never had high blood pressure before.

You have no difficulty eating. You have no abdominal pain or discomfort. You are not
constipated nor do you get diarrhegust normal stools, usually once/day.

You have never had a kidney or bladder infection.

Your pregnancies were all normal, no complications. (Your other female exam
information was taken at the last visit and there is no need to repeat it here).

Your joints & fine. You walk, OK. You do not experience leg cramps when walking, nor
do you have abnormal tingling or other sensations in your hands or feet.

You never had a thyroid problem. You do have thirst but you do have excess hunger.
You are getting up nre often once during the night to void and you only use the
bathroom at work during a coffee break and at lunch. You would like to lose about 15
pounds. Your 24 hour diet recall is:

Breakfast: two eggs, toast, coffee

Lunch: Diet coke, Hardy’s cheeseburger, fries
Supper: Pork chop, mashed potatoes, cake
TV snack: Popcorn

You have never been depressed, except after your husband lligrou think that was

grief. You eventually felt better and each day you try to be upbeat. You do not feel
stressed. You sleep fine, about 7 hours/night. You have noticed no change in weight or
eating habits. You feel good about life. You have a boyfriend, a truck driver.



Case: 5
Annetta
Instructions to the Student:

Chief Complaint: weakness and fatigue more than usual over the last 2 months

HPI: Annetta, a 56yeanld African American female, was in good health until about 2
months ago when she began to feel weak and tired more rapidly then usual. She also
noticed she was getting up several times a night to urinate. Whenever she sis get up
she was thirsty and would drink a glass of water and go back to bed. This was
occurring 23 times a night so she thought she was maybe just not getting enough
sleep. She felt like she wasn’t as produaiat work and just did not feel like going
everyday.

Vital signs, height, Female: Height: 57" Weight: 202 Ibs
weight Temp : 98.4 Pulse =76 BP 142/78



Student Name CASE # 3

Instructor

Date .

Instructor solicited information
Pre-examination diagnoses before seeing the patient

Fatigue: Anémia

Thyroid
Diabetes
Chronic Fatigue Syndrome
Depression
Sleepdisorder
UTI
Grade: History: 30 pts
PE: 30 pts

Diagn 0 Td ( )hsorder



Student Name CASE #5

Instructor

Date

During direct observations of a patient encounter or a given case simulation, score the
student on the following program outcomes:

Program Learning Outcomes Advanced| Proficient| Not
Proficient

3A.The student integrates advanced competencies in
relationshigs with patients/professionals.

3B. The student integrates advanced theories in relationsk
with patients/professionals.

3c. The student integrates cultural sensitivity in relationshi
with patients/professionals.

4a. The studendesigns culturally sensitive patient care tha
includes health promotion and disease prevention.

Definitions:

Advanced: Performs/demonstrates at a superior level with no verbal cues or prompting
(91-100)

Proficient:Performs/demonstrates at the expected level with minimal verbal cues or
prompting (8090)

Not Proficient: Performs/demonstrates below minimally competent level; requires
frequent verb cues/prompting. Requires remediation. (79 or below)

History : 30pts




(2pt)

Confirm chief complaints

(10pt)

HPI: onset :2 months ago

Progression of symptoms:




Immunizations:Can’t remember last
tetanus, doesn’t think she needs flu shq

Medication: No prescription meds, take;
OTC lbuprofen for headaches PRN, ng
herbal

Allergies none

Health maintenanceselfbreast exam
monthly, never EKG, TM, or Xray (rest
below)

2pt

Family History




-Abd, denies indigestion, regular BM nc
blood. Diet should be ? if not previous

-Female gyn, menses age 11, menopause
52, occ yeast infections treated with OTC
meds

-Neuro, numbness tingling, wakes at
night, several years, moving or changing
positions helps

_all other systems unremarkable




Client— Script for Physical Assessment

Instructor check | System Findings
off (30pts)



Strength all 5/5
Memory intact recent and past
Smooth clear speech



Therapeutic Communication

Explanations easily understandab
and culturally appropriate
- Pathology of Diabetes,
- Signs and symptoms
- Home glucose monitoring/
log
- Target range for Blood
glucose and what to do
- Diet , Exercise, Weight loss
- Complications of diabetes

Explain effects of Obesity
Explain effects of elevated BP

Professional approach

Explained findings & diagnosis
clearly

Importance of follow up (1weeks)




BP check at each visit, NAS as
mentioned above

Smoking cessation,
No alcohol for now

Health Promotion: Seat belts, smok
detectors (older home),
colonoscopy, flu shot, stress
management and sleep hygiene,
DEXA, Pelvic Pap

_Annual eye exam, foot exam, dent
BP checks

al

Help her to set personal goals for g
education: Wt loss, Exercise, BS

Referral to: Diabetic Educator
Dietitian
Podiatrist
Ophthalmologist
Dental
Local Support Group




LDL 84 mg/dl <100
Triglycerides 177 mg/dl <150
Chol: HDL ratio 3.8 <50
Urinalysis
Color Straw
PH 6.0
SpG 1.025
Protein Neg
Ketones Neg
Glucose 4+
Blood Neg
Leucocytes Neg
CXR, clear

EKG, NSR (see attached)

Script for Patient (Instructor copy)
You are a 56year-old AA female administrative secretary who came in alone in no apparent distress

CcC 1 feelweak and tired more than usual over the last 2 months

History of Present lliness

HPI:Annetta was in good health until about 2 months ago when she began to feel weak and tired more



Past Medical History



-Skin hair nails: skin dry flakey always, uses olive oil, nails unchanged, feet have dry skin and calluses
-Head and Neck, gums bleed after tooth brush, rare headaches late in day relieved with Ibuprofen

-eyes, blurry vision, especially as day goesgatting worse, wears glasses for astigmatism, near sighted,
has not seen eye dr 3 yr.

-ENT, seasonal allergies, fine right now, takes OTC meds for it

-Chest/ lung, denies sob,

-Heart, denies chest pain, palpitations

-Abd, denies indigestion, regulBM no blood. Diet should be ? if not previous

-Female gyn, menses age 11, menopause 52, occ yeast infections treated with OTC meds

-Neuro, numbness tingling, wakes at night, several years, moving or changing positions helps



Heart/Peripheral
vascular

RRR without murmur or gallop, S1 and S
within normal limits, all pulses present
equal and strong, Femoral, popliteal,
dorsalis pedis 2 + bilaterally, no carotid
bruits or thrills appreciated. PMIMCS,
Left MCL. No edema, capillary refill rapid




Script for Patient (Student copy)
You are a 56year-old AA female administrative secretary who camalome in no apparent distress

CcCl1 feelweak and tired more than usual over the last 2 months

History of Present lliness

HPI:Annetta was in good health until about 2 months ago when she began to feel weak and tired more
rapidly then usual. She alsoticed she was getting up several times a night to urinate. Whenever she sis
get up she was thirsty and would drink a glass of water and go back to bed. This was oc@itimgs2a

night so she thought she was maybe just not getting enough sleep. She felt like she wasn't as productive
at work and just did not feel like going everyday.

Her weight was always average through high school, she was a cheerleader and very active in school
events, but gradually over the years she put on pounds. Her appetite had remained excellent though she
admits she does love breads and pasta and thinks that is what contributed most to her weight gain,



Family HxBoth parents are deceasddther died at the age of 69 from a massive stroke mother died at
62 from end stage kidney disease., she had been diagnosis with Diabetes at the age of 42 and had had
numerous complications including partial amputation of her right foot. She was on dialysis for 3 years
before she died....Annetta was very involved in her mothers care, giving her shots 2 times a day and
transporting her to dialysis and MD visits.

Anetta is the youngest of 4 children and weighed 10 Ibs 2 oz at birth. Both parents are overweight as are
the siblings 2 of which have been dx as diabetes.

Personal and Social History

Happily married, lives at home that they have owned for 30 years. She has 3 grown children, 2 girls and 1
boy, 2 grand children. All live in the area. She smokes as previously noted, has an occasional drink (wine)
after work with her friends and on spwl occasions. She is in the choir at her church, and enjoys reading
and sewing, but it has been difficult to do these things lately. She knows she should exercise but it never
quite fits into her schedule.

She enjoys her job as an Administrative EXgelSecretary, where she has worked for the same boss for
the last 26 years...they have been promoted in the company together. In this position there are lots of
deadlines and reports and she feels that all things need to be done perfectly.

She is a highchool graduate, and then completed Ms Hickey’s Secretarial School. She was the top in her
class.

Neither she nor her husband have ever been in the military

Diet: Eats a lot of bread and pasta. Normal dinner is 2 cps cooked pasta with homemade -gaslams3

of Italian bread (sometime with cheese and garlic) During the day she has a sandwich with lunch meat,
usually puts butter on the bread to keep it moist. She also eats about 6 pieces of fruit a day at meals and
as shacks, She prefers chicken &sld when she goes out but likes when it has a cream sauce on it best!

ROS: (in addition to what has already been given)
-Skin hair nails: skin dry flakey always, uses olive oil, nails unchanged; feet have dry skin and calluses

-Head and Neck, gums lglé after tooth brush, rare headaches late in day relieved with Ibuprofen

-eyes, blurry vision, especially as day goes on, getting worse, wears glasses for astigmatism, near sighted,
has not seen eye dr 3 yr.

-ENT, seasonal allergies, fine right now,aakOTC meds for it

-Chest/ lung, denies sob,

-Heart, denies chest pain, palpitations

-Abd, denies indigestion, regular BM no blood. Diet should be ? if not previous

-Female gyn, menses age 11, menopause 52, occ yeast infections treated with OTC meds
-Neuro, numbness tingling, wakes at night, several years, moving or changing positions helps
_all other systems unremarkable

Physical ExamrThings are a little blurry and you need to wear your glasses
You have numb toes/ feet (nothing else abnormal you need to act out)



Treatment Plan: You are very motivated, want to be well so that you can do well at work and enjoy
children, and grandchildren. Think your husband will be supportive and could benefit from this plan as
well...you want to do it together. You will do what ever you neetbto

Case: 6

John
Instructions to the Student

Chief Complaint: John is a 42arold auto mechanic who is requesting a routine

checkup. He has a history of hypertension. He has not seen a health care provider since
he lost his health care insurance about one year ago. He recently started a new job and
is requesting a cheelp. He takes Hydrochlorothiazide for high blood pressure. He feels
he eats a healthy diet .His only complaints are occasional fatigue, blurred vision, and
urinary frequency with driblohg after he urinates. He has to get up several times a night
to void.

Vital Signs, heigh Male: Height: 70 inches: Weight 225 I
Weight Temp: 98 F HR= 80, regular



Student Name

Instructor

Date

Instructor solicited information
Pre-examination diagnoses before seeing the client.

1. Essential hypertension.
2. BPH
3. Obesity
4. Eye problems such as presbyopia, cataract, glaucoma.
Grade: History: 30 pts
PE: 30 pts
Diagnoses 15 pts
Treatment 25 pts

Total:




Student Name

CASE #6

Instructor

Date

During direct observations of a patient encounter or a given case simulation, score the

student on the following program outcomes:

Program Learning Outcomes

Advanced

Proficient

Not
Proficient

3A.The student integrates advanced competencies in
relationships with patients/professionals.










ClientScript for Physical Assessment

Instructor System Findings
check off
(20pts)
Demonstrates| le. Draping, covering/uncovering, gender of
cultural provider/religious preferences observed
sensitivity
during
physical
examination
Vital signs, 162/96
height, weight| HR 80
R18
T98

Height 70nches Weight 225 Ibs.

W

General Well nourished, well developed, alert,

Appearance | NAD

Skin Warm, dry, without lesions

Eyes Red reflex intact. PERRLA, EOM'’s full. Optic dis
margins well defined, no AV nicking or
hemorrhages.

Neck Supple, no thyromegaly or bruits, no JVD.

Lungs CTA, AP/Lateral WNL.

Heart No lifts or heaves. PMIHCS, MCL.

S1 and S2 RRR. Faint + S4 heard best at the ap
Grade 2/6 systolic murmur.

Abdomen Obese. + normal BS. Soft, as@mder without
masses, tenderness or bruits.

Neurological | Alert & Oriented. Cooperative. Gait coordinated.
Normal sensory, motor & vibratory sensatory
bilaterally. DTR’s + 2 throughout.

Extremities Pulses +2, skin warm & pink, no edema. Feet dry
No dermopathy. No open areas. Nails in good
repair.

Rectum Anal sphincter and rectal vault writrostate boggy

with symmetric lobes. No nodules, soft brown

stool. Guiac negative.







Script for Patient (Instructor copy)

You are a 64/earold auto mechanic andome in alone.
You are not in any immediate distress.

CC “I haven'’t been to a health care provider in a few years. | have high blood pressure
but I'm really worried about having to urinate so much.”

History of Present lliness

Identify yourself as somem who really tries to avoid seeing a health care provider. You
work really hard as an auto mechanic and don’t really have time for routine ahgsck
You've been diagnosed with high blood pressure but you're really not concerned about
this because you hamno symptoms. You run out of your medication sometimes.

You're here today because you're constantly running to the bathroom to urinate. This
interferes with your job and your sleep. You think you're so tired because you get up
several times a night to go the bathroom. You don’t have any burning or pain with
urinating. You have noticed that it's difficult to get your stream going and sometimes
you have to urinate twice in one hour.

Past Medical History
No known allergies.
HCTZ 12.5 mg PO daily
No major illnesses.
Father had HTN.

Personal and Social History

You smoke 1 pack of cigarettes a day. You started smoking age 16. You2haeerg

every evening after dinner. You've been married for 40 years and have three children
who are all married withikls. You don’t have time to exercise. You feel you get plenty of
exercise on the job.

ROS:
You do occasionally have some chest pressure but it's usually because you work so hard.
It doesn’t last very long (maybe 5 minutes). When you rest it goes away.

Physical Exam:

You really don’t see the need for a physical examination today. You just want something
to stop the constant urination. You really don’'t want to discuss your high blood pressure
or your occasional chest discomfort.

Treatment Plan:
You want to know when you can stop taking your high blood pressure medicine. You are
not interested ingetting any testing done at this time.






Script for Patient (Student copy)

You are a 6J/earold auto mechanic and come in alone.
You are not in any immediate distress.

CC “ haven't been to a health care provider in a few years. | have high blood pressure



Case: 7

Sally
Instructions to the Student

Chief Complaint: Sally is a 26 year o&d tender. She is here today because she is
worried about shortness of breath which started one week ago. She also is worried
about a nonproductive cough that is worse at night when she gets into bed. She
sometimes has some nasal congestion. Othervgise,states she is in good health.

Vital Signs, heigh BP 110/76 HR 80 (regular) Temp 9
Weight Height 5’5 Weight 120 Ibs




Student Name Case #7

Instructor

Date

Instructor solicited information
Pre-examinationdiagnoses before seeing the client.

1. Upper Respiratory Infection

2. Seasonal Allergies

3. Asthma

4. Upper Airway Cough Syndrome

Grade: History: 30 pts

PE: 30 pts
Diagnoses 15 pts
Treatment 25 pts

Total:




Student Name

Instructor

Date

During direct observations of a patient encounter or a given case tion, score the

student on the following program outcomes:

ient| Not

Program Learning Outcomes Advanced
Proficient

3A.Thestudent integrates advanced competencies in
relationships with patients/professionals.

3B. The student integrates advanced theories in relationst
with patients/professionals.



(30 pts)

History

Confirm chief complaint

HPI:onset:

Progression of symptoms:

Associated symptoms:

Alleviating factors:

Aggravating factors

Demonstrates cultural sensitivity while establishing rapg

Past MedicaHistory

Demonstrates cultural sensitivity during history gatherin

Medication

Allergies

Previous lliness

Hospitalizations, surgeries, trauma (none)

Health Maintenance

Family History

Social History

Exercise & Diet

Smoking & ETOH

Work environment

Review of Systems




ClientScript for Physical Assessment

PE:Instructor System Findings
check off
(30 pts)
Demonstrates le. Draping,
cultural
sensitivity
during
physical

examination



(15 pts)
Final Diagnoses:

1. Asthma
2. High risk sexual behavior
3. ETOH abuse

(25 pts)Management Plan

Comments

Diagnosis

Identifies all three final diagnoses
Orders appropriate diagnostic tests:
PFT'sFEV1 1.9 (81% of predicted)
FVC 3.855%) of predicted

Improves by 20% with bronchodilator
HCGnegative

Urine-Chlamydia/GC

RPR, VRDL, HIV

Management Plan

Pharmacology Orders medications
consistent with Step 3 (moderatg
persistent asthma) care

Rescue Inhaler

Low Dose ICS & LABA

Therapeutic Communication

Explanations easily
understandable and culturally
appropriate

Professional approach

Explained findings & diagnosis clearly

Importance of follow up (-2 weeks)

Patient educationaddresses:
Asthma

Asthma Triggers

Use of inhalers

Orders PFM & Spacer

Rinse mouth after using inhalers
Written asthma plan

High Risk Sexual Practices
Safer sex practices
Schedule follow up for WWE

ETOH Use
Explores perception of ETOH Use

Discusses options for decreasing Use
Health Protection







Script for Patient (Student Copy)

You are a 2§ear oldbartender.

You are very mildly SOB during this visit
CC “I'm having difficulty breathing.
History of Present lliness

You're here today because you've been a “little bit short of breath” for the last week.
You think it started about one week ago afteuytook your dog for a walk. It's usually
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