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Gastrointestinal Disorder Case Study:
Preceptor Development Module 2

This case scenario is best utilized after watching the second didactic Preceptor Development video on YouTube (link below) and reading the associated articles for preceptor development module 2. The professional development specialist can discuss this case study with the new preceptor. 
SCENARIO
B.K. is a 63-year-old woman who is admitted to the medical-surgical floor from the emergency department (ED) with nausea and vomiting (N/V) and epigastric and left upper quadrant (LUQ) abdominal pain that is severe, sharp, and boring and radiates through to her mid-back. The pain started 24 hours ago and awoke her in the middle of the night. B.K. is a divorced, retired sales manager who smokes a half-pack of cigarettes daily. The ED nurse reports that B.K. is anxious and demanding. Her vital signs (VS) are as follows: 100/70, 97, 30, 100.2o F (tympanic), SaO2 88% on room air and 92% on 2 L of oxygen by nasal cannula (O2/NC). She is in normal sinus rhythm (NSR). She will be admitted to the hospital.
The ED nurse giving you the report states that the admitting diagnosis is acute pancreatitis of unknown etiology. Unfortunately, the CT scanner is down and won’t be fixed until morning. However, an ultrasound (US) of the abdomen was performed, and “no cholelithiasis, gallbladder wall thickening, or choledocholithiasis was seen. The pancreas was not well visualized due to overlying bowel gas.” Admitting labs include lipase 3000 units/L, amylase 2000 units /L, alkaline phosphatase 350 units/L, alanine transaminase (ALT) 90 units/L, aspartate transaminase (AST) 150 u its/L, total bilirubin 2.0 mg/dl, albumin 3.0 g/dl, BUN 26 mg/dl, creatinine 1.0 mg/dl, WBC 17.5 thou/cmm, and Hct 36%. A clean-catch urine sample was just sent to the lab, but the urine was dark.

1. What do you notice as abnormal?

2. How do you interpret the findings?

You complete your assessment and notice the following abnormalities: B.K. is restless and lying on her right side in a semi-fetal position. Cerebrovascular findings are skin is cool, diaphoretic, and pale with poor skin turgor; mucous membranes are dry. Heart rate is regular, but tachycardic, without murmurs or rubs. Peripheral pulses are faintly palpable in 4 extremities. The patient complains of (C/O) nausea and is having dry heaves. Bowel sounds are hypoactive. Abdomen is distended, firm and exquisitely tender in a diffuse fashion to light palpation, with guarding noted.
During your physical exam, you notice respirations are rapid, but unlabored on 2 L O2/NC with SaO2 90%. Breath sounds absent in lower left lobe (LLL) posteriorly, otherwise clear to auscultation (CTA) throughout”. The admission chest x-ray (CXR) report reads, “small pleural effusion in the LLL”. Identify three actions you could initiate to help correct this situation.
1. What more abnormal info do you notice and how would you interpret this info?

2. Why are the WBCs elevated?

3. How would you respond?

B.K. eventually falls asleep and seems to be sleeping peacefully. Several hours later you hear an alarm on her pulse oximeter and enter her room to investigate. You notice B.K. moaning softly; her oximeter reads 89%.
What should you do next and what is your interpretation?
On the third day of B.K.’s hospitalization, you notice she becomes agitated with unintentional tremors, some disorientation and auditory hallucinations. Her pulse and blood pressure (BP) are elevated, although her pain has not increased, nor has the pain medication schedule changed. B.K. has had no visitors since being admitted.

4. How would you interpret and respond? 
You contact the physician with your observations, and he orders scheduled chlordiazepoxide and a social work consult to evaluate and treat possible alcohol abuse. B.K. eventually admits to drinking “3 or 4 scotch-on-the-rocks” daily, a good “4 fingers deep each”. You also discover that B.K. is estranged from her family because of her drinking.

Three days later, B.K. is tolerating clear liquids and her pain is controlled with oral pain medications. The physician advances her diet to “low-fat/low-cholesterol” and writes orders to discharge that evening if she tolerates the advancement in diet, which she does.

5. Reflect on the data from B.K.’s hospitalization and identify what you should include in your discharge teaching with B.K.?

6. Reflect on your early noticing and interpreting, were your observations correct and comprehensive. If not, what resources would you need to improve on your clinical judgment of this case. How will you acquire or develop those deficits?

YouTube link: https://www.youtube.com/watch?v=0ypPfD2DtvA&t=1s
