CCCR Systems Model Student Cases
CASE 1

Patient Story

Sandy, a 58-year-old Caucasian female, presents to a primary care provider’s office with complaints of depressive symptoms since her mother’s illness that started 1 year ago. At that time, Sandy’s mother was diagnosed with esophageal and gastric cancer. Sandy’s symptoms have significantly worsened since the death of her mother 3 weeks ago.

Sandy has been the primary caregiver for her mother for several years as she experienced cardiac surgery following and myocardial infarction, breast cancer, and then esophageal cancer. Her mother lived with her temporarily but eventually was able to move back into her own home.

Approximately 6 months ago, Sandy’s mother developed a cough and shortness of breath. The specialists taking care of her were remiss in coordinating care so Sandy felt that “everything was on me . . . I had to tell everyone what to do.” In addition, Sandy’s mother was expressing suicidal ideation and she attempted to have the depression treated “but all the physicians disagreed and felt the symptoms were ‘normal’ and refused to treat” her mother’s depression.

At this point, Sandy felt a heavy burden without guidance, direction, and care coordination for her mother’s care. Sandy did not receive support from her only sibling, a younger brother, who lives out of state.

Presentation

Sandy has excessive worry and excessive guilt of “not doing the right thing, saying the right thing to all the different doctors,” and over her mother’s last words to her: “Who are you? . . . I don’t trust you.” She has difficulty thinking, focusing, and concentrating. She reports sleeping 8 hours per night but having dreams of her mother and constant ruminating thoughts of the entire process she went through with her mother. She has guilt over feeling that her mother did not “die comfortably.” Sandy is questioning all the decisions she made throughout the process of caring for her mother. She continues to feel an excess burden as she goes to her mother’s house to feed the cat every other day. She is having difficulty getting out of bed and being motivated to do “anything.” She feels “so tired” . . . and “overwhelmed” and reports crying most of the day, most days of the week.

Sandy has taken low-dose Wellbutrin in the past when her mother was diagnosed with breast cancer.
Past Medical History

●
Sleep apnea, continuous positive airway pressure (CPAP) at bedtime

●
Allergic rhinitis

●
Hypertension

●
Mixed hyperlipidemia

●
Rectal fissure, surgically repaired in 2009

Social History

●
Two daughters: Ages 14 and 21 years, normal pregnancies

●
Religion: Catholic, raised and baptized Catholic

●
Marital status: Married for 29 years

●
Living will: No

●
Education: Associate degree in nursing

●
Occupation: Registered nurse

●
Tobacco: None

●
Alcohol: None

●
Recreational drugs: Denies ever using drugs

●
Caffeine: One coke zero per day

●
Diet: Regular, low salt

●
Exercise: None

Siblings and birth order: She is the eldest of two children. Her brother is 9 years younger. Her parents divorced when she was 10 years old. Her relationship with her father has been “strained” ever since and she states, “he didn’t know me.” Sandy reports her mother “shut down and became hard” after the divorce. She became the “mother figure” to her younger brother, cooked dinner every night, and cleaned the house after going to school every day. Her mother “was not nurturing” and “never said she loved me or was proud of me.” Sandy rationalized this as the way her mother was as she grew up. Sandy feels she was always seeking her mother’s approval and never received it.

Current Medications

  1.
Amlopidine 5 mg, one oral tablet daily

  2.
Aspirin 81 mg delayed release tablet, one oral tablet daily

  3.
Claritin 10 mg, one oral tablet daily

  4.
Daily multivitamin, one oral tablet daily

  5.
Flonase 50 mcg nasal spray, one spray each nostril twice daily

  6.
Lisinopril 40 mg, one oral tablet daily

  7.
Naproxen 500 mg extended release, one oral tablet daily as needed for pain

  8.
Pravastatin 20 mg, one oral tablet daily

  9.
Vitamin B12 1,000 mcg oral tablet, 2,500 mcg once daily

10.
Vitamin D3 1,000 international units, one oral tablet daily

CASE 2

Patient Story

 Mike is a 76-year-old Caucasian male diagnosed with advanced (severe) Lewy body dementia, residing in an assisted living facility–secure memory care unit. He has lived in this facility for the past 3 years. His son lives in Baltimore, Maryland, and wants to transport him to Baltimore to be closer to him. Mike’s son has privately hired a case manager to assist him in this process. The case manager has contacted you as the primary care provider, nurse practitioner. The case manager needs to know your evaluation and recommendations for transporting the patient to Baltimore as the son cannot travel with his father. Finally, the son is the health care power of attorney.

Presentation

Mike is alert, disoriented to name, place, time, and situation. He is well dressed and groomed. Observation reveals he is ambulating on the secure unit with unsteady gait and chair walking. He is aphasic and only makes incomprehensible grunting sounds when asked a question. Mike does not look at the provider when his name is called. He is unable to complete formal cognitive testing.

Staff at memory care unit report he requires total care for all activities of daily living and has to be fed a pureed diet with thin liquids. He has a rollator walker but is unable to remember to use it. He takes his medications crushed in pudding. He is easily redirected without behavioral concerns. Mike has episodes of urinary and fecal incontinence outside of the every 2-hour toileting program.

Past Medical History

●
Advanced Lewy body dementia

●
Kyphosis

●
Hypertension

●
History of falls

●
Anxiety disorder

●
Osteoarthritis

●
Vitamin D deficiency

●
Thrombocytopenia

Social History

●
Widowed

●
One child, son who lives in Baltimore, Maryland

●
Retired physical therapist
Current Medications

1.
Cetirizine 10 mg, one oral tablet daily

2.
Furosemide 20 mg, one oral tablet daily as needed for swelling.

3.
Quetiapine 25 mg, one oral tablet at night

4.
Risperdal 0.5 mg, one oral tablet BID

CASE 3

Patient Story

Tommy is a 28-year-old male brought to the emergency department via ambulance after he fell. A report by his coworkers indicates that he fell approximately 20 feet from the utility pole that he was working on for the electric company. Coworkers also note that he was initially unconscious for about 10 minutes. When the ambulance arrived, he woke up, was confused, and started vomiting. He was placed on a back board with C-spine stabilization. Tommy also has a 6 inch long, deep laceration on his right lower leg. The paramedics placed a 20-gauge intravenous catheter in his right antecubital area and began administering fluids.

Presentation

He seems to fade in and out of consciousness, and is unable to respond to questions. Vital signs and neurological assessment are completed. On arrival to the emergency department, he is stabilized. The C-spine x-ray films indicate no fractures. He is prepared for transfer to the neurointensive care unit with a suspected closed head injury.

Initial vital signs: temperature: 100.1°F; pulse: 60 beats per minute; respirations: 16 breaths per minute and irregular; blood pressure: 140/40 mmHg; oxygen saturation: 94% on 6 L of oxygen via nasal cannula; Glasgow coma scale: 12.

Past Medical History

None

Social History

●
Single, never married

●
No children

●
Graduated from technical school
●
Next of kin are mother and father who live out of state

Current Medications

None

CASE 4

Patient Story

 Maria is a 6-month-old female infant born to a Latino mother and African American father. Maria’s mother is very young (G3P3) with limited prenatal care at 39 weeks gestation. The mother had a normal vaginal delivery with spontaneous rupture of membranes. Maria transitioned as a normal newborn and was discharged home at 36 hours of life. State New Born Screens were within normal limits. She weighed 8 pounds 7 ounces, was 20 inches long, and head circumference was 35 cm. The Apgar score was 9.9. Maria was breastfed for first 3 months and then switched to Enfamil 20 calories. She normally takes 4 to 6 ounces every 4 hours, has six wet diapers per day, and one to two stools per day. Her current weight is 18 pounds and she is meeting all developmental milestones appropriately. Her immunizations are up to date.

Presentation

This infant is brought to your primary care office by the mother who reports she took a 4-ounce bottle this morning and appeared to be “fine.” As the day progressed she became more irritable and has not eaten since 0700 this morning, it is now 1430. Her temperature was 101.6°F at home and the mother reports that she gave her Tylenol and called the office. She was instructed by the nurse to bring Maria into the office.

Nurse confirms vital signs: rectal temperature: 100.5°F; heart rate: 200 beats per minute; respirations: 40 breaths per minute; oxygen saturation is 90% on room air.

As you begin the physical examination, Maria develops acute respiratory distress with labored respirations; intercostal, substernal, and suprasternal retractions; and grunting is noted. She is alert and conscious, and the Glasgow coma scale is 15. Her airway is patent and neurological assessment is within normal limits. Her color is pale and she has circumoral cyanosis. You begin to administer an Albuterol and Atrovent nebulizer treatment.

Past Medical History

None

Social History

Maria lives with her mother, father, 3-year-old sister, and 2-year-old brother in a multifamily dwelling. Maria’s mother speaks limited English but her father speaks English and is a practicing Jehovah’s Witness.

Current Medications

None
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