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Brooklyn College Dietetic Internship

          HNS 720X:  Seminar in Nutritional Practice



              CASE STUDY GUIDELINES
Please follow these guidelines when preparing your case study report.  The purpose of this assignment is to see how well you can obtain and analyze patient information; identify outcomes and goals for nutritional care and develop plans for implementing patient care.  An additional component to this assignment is for you to investigate related literature which will give you additional information about the disease process, associated problems and treatment modalities.

Guidelines for the written paper:
1.  Select a patient from your facility for whom you have provided nutritional care.

2.  Case study must be typed and double spaced.

3.  Use the case study outline below to prepare your report.

4.  Literature relating to the case study should describe the etiology of the disease and medical nutrition therapy.  You may also discuss similar cases, related symptoms and/or complications and treatment modalities. Please include at least 5 articles from peer reviewed journals that are pertinent to the case.

5.  Proper citation in APA format: See handout.  For electronic citations:     

      http://www.uvm.edu/~ncrane/estyles/apa.html
6.  Written reports are due at the day of your presentation.

NEATNESS COUNTS! I will deduct points for sloppiness. Make sure your paper is double-spaced with proper margins and page numbers. All papers must be stapled. 

Guidelines for the oral presentation:
1.  The oral case presentation will be given at the seminar class.  An additional oral presentation may be required at the clinical facility.
2.  Presentations will include visual aids: PowerPoint, overheads or slides.  Please provide handouts to the audience to help follow along with your presentation. Make sure to use a large font for overheads and powerpoint slides (18pt and over).
3.  Presentations should last about 25 minutes. The first 20 minutes should focus on a discussion of the disease and treatment modalities, effects of the disease and treatment on nutritional status, specific nutritional-related problems of the patient, nutritional assessment evaluation, nutrition intervention, goals and follow up. Please review one current journal article at your presentation that is pertinent to your case. Please allow 5 minutes for questions.
4.  Presentations will be graded on the effective organization of above materials and integration with related research and nutritional care plans.

PATIENT CASE
A.  DISEASE CONDITION: Prevalence, pathophysiology of the disease, diagnostic criteria, recommended treatments and rationale, and nutritional implications of the disease.
B.  REVIEW OF MEDICAL RECORD
    1.  Patient background information: Age, sex, ethnic background, socioeconomic status, mental status, occupation, marital status, family, nationality, social problems, handicaps, substance abuse, 
        date of admission. Please do not divulge patient’s name, you may use initials.
    2.  Diagnosis and problem list.
    3.  Medical/surgical history and treatments: symptoms, clinical signs, onset, duration, complications, previous history and hospitalizations.
    4.  Hospital course:  Current medications and ongoing treatments (e.g. hemodialysis, radiation),      

         nutritional support, patient response and prognosis.
    5.  Chronic disease processes (e.g. cancer, hypertension, diabetes, anemia, alcoholism).
    6.  Laboratory Data (include normal values for reference)

    7.  Current and previous diet orders.
    8.  Anthropometric data:  Height/weight, frame, ideal body weight, weight change  

         over time, triceps skinfold, mid-arm muscle circumference.
C.  NUTRITIONAL HISTORY
If patient is alert and oriented, information should be obtained directly from patient.  If the patient is unable to provide information, a significant other should be questioned.

    1.  Nutritional history including 24 hour recall.
2. Patient's food tolerances:  appetite, anorexia, nausea, vomiting, mechanical  problems (disabilities,    

     ill fitting dentures), dysphagia, dysgeusia, food aversions, allergies.
    3.  History of previous diet, past diet modification and diet instructions, intake of medication and 
         vitamin/mineral supplementation.
    4.  Recent intake at home/ change in food intake.
    5.  History of weight changes, involuntary or voluntary.
    6.  Normal bowel habits, change in bowel habits.
    7.  Socioeconomic factors affecting food intake (i.e., financial food assistance, kitchen/ 
         cooking/refrigeration facilities).
D.  NUTRITIONAL ASSESSMENT
Information obtained from the previous sections should be analyzed.  

   1.  Estimate caloric intake, evaluation of overall nutritional adequacy of diet prior to admission.

   2.  Calculate percentage of ideal body weight, and % weight change.

   3.  Evaluate laboratory and diagnostic test results (indication of each test, changes in results that would 
        indicate positive of negative effects of treatment and changes that would indicate improved nutrition 
        status.

   4.  Evaluate impact of disease states and therapies including medication on nutritional status (potential

        food and drug interactions and their effects).

   5.  Determine presence/degree of nutritional risk.

   6.  Determine energy, protein, and other significant nutrient requirements.

E.  NUTRITIONAL CARE PLANS
Care plans are based on the assessment and includes short and long term goals and anticipated outcome of nutritional care.

1. Evaluate nutritional requirements. 
2. Recommendation of diet/supplement/feeding route; nutritional support plans. 
   3.   Discuss adequacy and appropriateness of the nutritional support provided.
   4.   Nutritional care goals.
5.   Monitor patient response (may include nutrient analysis, additional and follow up  laboratory tests, 
      weight assessment).
6.   Patient education (educate patient or significant other on diet prescription, provide education materials, analysis of acceptance, understanding and compliance of the patient to the diet. Evaluate the likelihood that the diet will be followed).

7.   Discharge (include referrals for financial food assistance, home care, post discharge follow-up)

F.  RELATED LITERATURE: Integrate articles to support your case study. Do not list articles and critique them. 
G.  SUMMARY:  Summarize entire case in one page or less.
H.  REFERENCES: Use proper APA format for citations and references.
