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PREFACE

In teaching, we seek to promote the fundamental val-
ues of humanism, democracy, and the sciences—that
is, a curiosity about new ideas and enthusiasm for
learning, a tolerance for the unfamiliar, and the abil-
ity to critically evaluate new ideas.

We believe it is our mission to provide the envi-
ronment that will support students in their quest for
integration of knowledge and support the develop-
ment of critical thinking skills. Thus, we strive to de-
velop these “laboratories” and “real-world” situations
that mimic the professional community to build that
bridge to clinical practice.

The idea for this book actually began more
than fifteen years ago as we began teaching medi-
cal nutrition therapy for dietetic students, and now
as this third edition publishes, we hope that these
cases reflect the most recent changes in nutrition
therapy practice. Entering the classroom after being
clinicians for many years, we knew we wanted our
students to experience nutritional care as realistically
as possible. We wanted the classroom to actually be
the bridge between the textbook and the clinical set-
ting. In fashioning one of the tools used to build that
bridge, we relied heavily on our clinical experience
to develop what we hoped to be realistic clinical ap-
plications. Use of a clinical application or case study
is not a new concept. It is common to see the use
of case studies in nutrition, medicine, nursing, and
many other allied health fields. The case study places
the student in a situation that forces integration of
knowledge from many sources, supports use of pre-
viously learned information, puts the student in a
decision-making role, and nurtures critical thinking.

What, then, makes this text different from a sim-
ple collection of case studies? It is our hope that the
pedagogy we have developed with each case takes the
student one step closer as he or she moves from the
classroom to the real world. The cases represent
the most common diagnoses that rely on nutrition
therapy as an essential component of the medical
care. Therefore, we believe these cases represent the
type of patient with whom the student will most
likely be involved. The concepts presented in these
cases can apply to many medical conditions other
than those presented here. Furthermore, the instruc-
tor can choose to use a variety of questions from

each case even if he or she chooses not to have the
student complete the entire case. The cases represent
both introductory- and advanced-level practice, al-
lowing the instructor to choose among many cases
and questions that fit the students’ level of expertise.

The cases cross the life span, allowing the stu-
dent to see the practice of nutrition therapy during
childhood, adolescence, pregnancy, and adulthood
through the elder years. Because placing nutrition
therapy and nutrition education within the appropri-
ate cultural context is crucial, we have tried to repre-
sent the diversity of individual patients we encounter
today.

The instructor will find it helpful to begin by ori-
enting students to the components of a case. We have
provided an outline of this introduction below (see
“Introducing Case Studies”). The benefit of teaching
students how to use this book is that they become
more autonomous learners.

The medical record provides the structure for
each case. This is different from most case studies
that have been previously developed for publication.
The student will seek information to solve the case
by using the exact tools he or she will need to use in
the clinical setting. As the student moves from the
admission form to the physician’s history and physi-
cal, to laboratory data, and to documentation of daily
care, he or she will need to discern the relevant infor-
mation in the medical record.

In this third edition, questions for each case are
organized using the nutrition care process. Introduc-
tion to the pathophysiology and principles of nutri-
tion therapy begin each case and are followed by each
component of the nutrition care process. Integrated
throughout are questions prompting the student
to identify nutrition problems and synthesize PES
statements.

The appendices for this text do not provide
an extensive amount of reference material. This is
purposeful. To be consistent with the philosophy of
the text, each case requires that the student seek in-
formation from multiple resources to complete the
case. Each case includes an extensive reference sec-
tion, which should provide an adequate framework
that the student may use to begin his or her research.
These selected articles provide excellent background
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information pertinent to the case. Many of the arti-
cles provide essential data about diagnosis and treat-
ment in each case. We have found that when students
learn how to research the case, their expertise grows
exponentially. In this third edition, we have also
added online resources that will guide the student to
appropriate reference sources on the Internet.

The cases lend themselves to several important
uses. They fit easily into a problem-based learning
curriculum. They also can be used as a summary

TEACHING STRATEGIES

Instructors can find cases to emphasize topics that
are part of the curriculum for pathophysiology and
medical nutrition therapy (a list of cases by topic

is provided below). We have found that by select-

ing specific questions for each case, instructors can
modify the cases to assist in the pedagogy for numer-
ous classes.

Nutrition Assessment: Case 2 Rheumatoid
Arthritis; Case 13 Diverticulosis with Incidence
of Diverticulitis; Case 29 AIDS

Fluid Balance/Acid-Base Balance: Case 5
Polypharmacy of the Elderly; Case 11 Infectious
Diarrhea with Resulting Dehydration; Case 21
COPD with Respiratory Failure

Genetics/Immunology/Infectious

Process: Case 2 Rheumatoid Arthritis; Case 12
Celiac Disease; Case 16 Acute Hepatitis; Case 27
Renal Transplant; Case 29 AIDS

Hypermetabolism/Metabolic Stress: Case 28
Traumatic Brain Injury; Case 30 Metabolic Stress
and Trauma; Case 31 Lymphoma Treated with
Chemotherapy

Dysphagia: Case 28 Traumatic Brain Injury;
Case 32 Esophageal Cancer Treated with Surgery
and Radiation

for classroom teaching of the pathophysiology and
nutrition therapy for each diagnosis. In addition, the
cases can be integrated into the appropriate rotation
for a dietetic internship, medical school, or nursing
school. Objectives for student learning within each
case are built around the nutrition care process and
competencies for dietetic education. This allows an
additional path for nutrition and dietetic faculty to
document student performance as part of program
assessment.

Nutritional Needs of the Elderly: Case 5 Poly-
pharmacy of the Elderly; Case 13 Diverticulosis
with Incidence of Diverticulitis; Case 19 Alzhei-
mer’s Disease

Pediatrics: Case 1 Childhood Overweight;
Case 3 Cystic Fibrosis; Case 28 Traumatic Brain
Injury

Supplement Use/Complementary and
Alternative Medicine: Case 2 Rheumatoid
Arthritis; Case 17 Cirrhosis of the Liver with
Resulting Hepatic Encephalopathy; Case 29
AIDS; Case 31 Lymphoma Treated with
Chemotherapy

Enteral Nutrition Support: Case 8 Congestive
Heart Failure with Resulting Cardiac Cachexia;
Case 21 COPD with Respiratory Failure; Case 28
Traumatic Brain Injury; Case 30 Metabolic
Stress and Trauma; Case 32 Esophageal Cancer
Treated with Surgery and Radiation

Parenteral Nutrition Support: Case 14 Crohn’s
Disease; Case 21 COPD with Respiratory
Failure; Case 30 Metabolic Stress and

Trauma
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INTRODUCING CASE STUDIES, OR
FINDING YOUR WAY THROUGH A CASE STUDY

Have you ever put together a jigsaw puzzle or
taught a young child how to complete a puzzle?
Most everyone has at one time or another. Recall
the steps that are necessary to build a puzzle. You
gather together the straight edges, identify the
corner pieces, and match the like colors. There is
a method and a procedure to follow that, when
used consistently, leads to the completion of the
puzzle.

Finding your way through a case study is
much like assembling a jigsaw puzzle. Each piece
of the case study tells a portion of the story. As a
student, your job is to put together the pieces of
the puzzle to learn about a particular diagnosis,
its pathophysiology, and the subsequent medical
and nutritional treatment. Although each case
in the text is different, the approach to working
with the cases remains the same, and with prac-
tice, each case study and each medical record
becomes easier to manage. The following steps
provide guidance for working with each case
study.

1. Identify the major parts of the case study.
+ Admission form
* Medical record
+ Laboratory data
+ Bibliography

2. Read the case carefully.

+ Get a general sense of why the patient has
been admitted to the hospital.

+ Use a medical dictionary to become
acquainted with unfamiliar terms.

+ Use the list of medical abbreviations
provided in Appendix A to define any that
are unfamiliar to you.

3. Examine the admission form for clues.
* Height and weight
+ Vital signs (compare to normal values for
physical examination in Appendix B)

* Chief complaint
« Patient and family history
+ Lifestyle risk factors

4, Review the medical record.

+ Examine the patient’s vital statistics and
demographic information (e.g., age, educa-
tion, marital status, religion, ethnicity).

* Review the chief complaint (Is it the same
as on the admission form?).

* Read the patient history (remember, this is
the patient’s subjective information).

5. Use the information provided in the physical

examination.

« Familiarize yourself with the normal values
found in Appendix B.

+ Make a list of the values that are abnormal.

+ Now compare abnormal values to the
pathophysiology of the admitting diag-
nosis. Which are consistent? Which are
inconsistent?

6. Evaluate the nutrition history.

* Note appetite and general descriptions.

+ Evaluate the patient’s dietary history: cal-
culate an average kcal and protein intake,
and compare them to MyPyramid.

* Is there any information about physical
activity?

+ Find anthropometric information.

+ Is the patient responsible for food
preparation?

+ Is the patient taking a vitamin or mineral
supplement?

7. Review the laboratory values.
* Review the hematology reports.
* Review the chemistry reports.
+ What other reports are present?



xx Introducing Case Studies, or Finding Your Way Through a Case Study

+ Compare the values to the normal val- * Review your nutrition textbooks.
ues listed. Which are abnormal? High- + Use any books on reserve.
light those and then compare them to * Access information on the Internet, but
the pathophysiology. Are they consistent choose your sources wisely: stick to govern-
with the diagnosis? Do they support the ment organizations, not-for-profit organi-
diagnosis? Why? zations, and other legitimate sites. A list of

8. Use your resources. reliable Internet resources is provided for

+ Use the bibliography provided for each case.
each case.
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Unit One

NUTRITION FOR LIFE CYCLE

CONDITIONS

This section introduces medical and nutritional
conditions commonly found in specific life cycle
groups. Each life cycle group has its own unique
nutritional concerns related to such factors as age,
pregnancy, and growth. You will apply your knowl-
edge of pathophysiology and nutrition therapy to the
nutrition care process for each of these clients. The
life cycle cases also require knowledge of the unique
psychosocial concerns for each group. The admitting
diagnoses do not necessarily have to be the primary
health concern for these cases, but significant health
problems are uncovered as a result of the hospital ad-
mission. These cases certainly could be encountered
in outpatient clinics, private physician offices, or
public health clinics.

The first case highlights an increasing public
health problem in the United States—childhood
obesity. The rate of obesity has increased steadily
over the last several decades. It is now estimated
that 58 million individuals are classified as being
overweight, 40 million are classified as obese, and as
many as 3 million are morbidly obese. Prevention
and treatment of obesity are crucial components of
medical nutrition therapy.

The second case uses the diagnosis of rheuma-
toid arthritis as the context for understanding the
immune system, the inflammatory response, and the
abnormalities of autoimmune disease. This case also
highlights physical symptoms that interfere with

adequate oral intake. These symptoms, common in
arthritis, appear in numerous medical conditions.
Finally, this case addresses difficulties with supple-
mentation and drug—nutrient interactions.

Cystic fibrosis is the most common fatal auto-
somal recessive disease affecting Caucasian popula-
tions. One in 20 Americans is a carrier of the defec-
tive gene. The third case, in particular, addresses the
needs of a growing adolescent and the manifestations
of complex nutritional problems that present with
cystic fibrosis.

The goals of nutrition therapy coincide with
treatment goals for the disease: maximize nutritional
status, minimize side effects of disease and treat-
ment, and enhance quality of life. You can apply
these same goals to almost any diagnosis. The fourth
case focuses on eating disorders. The age of the
30-year-old patient in this case emphasizes the
lifelong struggle with eating disorders that many
individuals face.

The final case within this section focuses on the
unique needs of an older individual. Nutrition plays
a large role in the health status of this group. The
older adult population may be at nutritional risk
because of the physiological effects of aging, complex
medical problems, and potential psychosocial and
economic concerns. This final case lets you address
these issues within the context of polypharmacy, a
common problem for the elderly.
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Case 1

Childhood Overweight

Objectives

After completing this case, the student will be

able to:

1. Discuss the physiological effects of pediatric
overweight.

2. Interpret laboratory parameters for nutri-
tional implications and significance.

3. Analyze nutrition assessment data to evalu-
ate nutritional status and identify specific
nutrition problems.

4. Determine nutrition diagnoses and write
appropriate PES statements.

5. Prescribe appropriate nutrition therapy for

weight loss in the pediatric population.

Develop a nutrition care plan with appro-
priate measurable goals, interventions, and
strategies for monitoring and evaluation
that addresses the nutrition diagnoses of
this case.

Missy Bloyd is taken to see her pediatrician by
her parents, who have noticed that she appears
to stop breathing while sleeping. She is diag-
nosed with sleep apnea related to her weight and
referred to the registered dietitian for nutrition
counseling.



UNIVERSITY HOSPITAL

U

Name: Missy Bloyd
DOB: 10/9 (age 10)

ADMISSION DATABASE Physican: D Nu11, MD
BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
11/20 1000 [JRed [IYellow [Green [White | Name: Dominick Bloyd (father)
Initial Vital Signs Home #: 985-555-2636

k#: 453-555-7512
TEMP: RESP: SAO; Work #: 453-555-75
98.5 17
HT (in): WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: []Calllight [T] Television/telephone
57 115 123/80 85 [ Bathroom []Visiting []Smoking ["] Meals

Pati ighi ibiliti
LAST TETANUS LASTATE | LAST DRANK [ Patient rights/responsibilities
8 years ago breakfast 7:30 AM

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

Parents are concerned after noticing episodes when child appears to

PERSONAL ARTICLES: (Check if retained/describe)
[ Contacts [J R [J L [ Dentures [] Upper [ Lower

N/A

stop breathing while sleeping [ Jewelry:
[ Other:
ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction VALUABLES ENVELOPE:

[J Valuables instructions

INFORMATION OBTAINED FROM:

PREVIOUS HOSPITALIZATIONS/SURGERIES [ Patient Previous record
N/A Family Responsible party
Signature RZ SN ﬂ/tfmzéc

Home Medications (including OTC) Codes: A=Sent home

B=Sent to pharmacy C=Not brought in

Medication Dose Frequency

Time of Last Dose Code Patient Understanding of Drug

Do you take all medications as prescribed? [ Yes [] No  Ifno,why? N/A

PATIENT/FAMILY HISTORY

[ Cold in past two weeks

[ Hay fever [ Arthritis

High blood pressure Maternal grandmother

[0 Emphysema/lung problems

[ TB disease/positive TB skin test

[ Cancer

[ Stroke/past paralysis

Heart attack Maternal grandmother
[ Angina/chest pain

[ Heart problems

[J Claustrophobia
[ Circulation problems

[ Sickle cell disease
U] Liver disease/jaundice
[ Thyroid disease

[ Easy bleeding/bruising/anemia

Diabetes Mother and grandmother

[J Kidney/urinary problems

[ Gastric/abdominal pain/heartburn
[ Hearing problems

[ Glaucoma/eye problems

] Back pain

[ Seizures

[J Other

RISK SCREENING

Have you had a blood transfusion? [ Yes No FOR WOMEN Ages 12-52

Do you smoke? [ Yes No Is there any chance you could be pregnant? [ Yes No

Ifyes, how many p ack(s)? If yes, expected date (EDC):

Does anyone in your household smoke? [ Yes No Gravida/Para:

Do you drink alcohol? [ Yes No .

If yes, how often? How much? ALL WOMEN

When was your last drink? / / Date of last Pap smear:

Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams? [ Yes No

If yes, type: Route: ALL MEN

Frequency: Date last used: / / -

Do you perform regular testicular exams? ~ [J Yes [ No

Additional comments: X (Pt Chonye, 1S/ZRF

Signature/Title



Casel Childhood Overweight 5

Stature-for-Age and Weight-for-Age Percentiles: Girls, 2 to 20 Years
12 13 14 15 16 17 18 19 20

Mothers Stature ____ Father’s Stature cm-—in-
Date Age Weight Stature BMI* AGE (YEARS) 76—
190
- 74
1851-
F72-4 S
1807 T
=704 A
— 97=175+ T
*To Calculate BMI: Weight (kg) = Stature (cm) + Stature (cm) x 10,000 59b2-1 70—: 681 u
or Weight (Ib) + Stature (in) + Stature (in) x 703 7'5_ T 66— R
— T S gy - - A A G A i / 1 -1 E
in Fem-—=3=F4==5=-6=-75-8=-9=-10311= so= 109 o4
160 - = =—=+160F
627 AV = 62
+155 A 10—+155+
S 6ot A L —F60-
T +150 7 = 150F
A _58 y 4 - y 4 - 7
T ::1 45 4 = // // ~ —
U —56 —+ 1 7 __:
R _‘1 40 ’ y 4 A 4 1 05::230'
E 54:51 35 A A A S 1004220
_52 - 7 1’ -
1130 FAAE 7 9532101
_50 . = S _-200_
—48 :1 2 y Ay v 7 4?'297—_90:;:1 90-
_:1 20 Il // // Il —/ i 85:5
- - A —+180-

46 __1 15 ’[ // = 7 ~ 7 — v 80::
| . AVay aymyi - Z‘I 70

aa +110 l/ 2T/ A > 90‘_75::1 60
23105 S / 70%

_40_ Il/ // 7 // f 7 ':1 50' W

=7 A / 4=65%140- e
[ Fos A4l 7 ——==60+130{ g
ol / ===k
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Body Mass Index-for-Age Percentiles: Girls, 2 to 20 Years
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Client name: Missy Bloyd

DOB: 10/9

Age: 10

Sex: Female

Education: Less than high school What grade/level? 5th grade
Occupation: Student

Hours of work: Regular school hours

Household members: Father age 36, mother age 35, sister age 5
Ethnic background: Biracial (African American and Caucasian)
Religious affiliation: Catholic

Referring physician: D. Null, MD

Chief complaint:

“We’ve noticed that Missy appears to stop breathing for several seconds several times a night. She is
really cranky when she gets up for school. Her teacher says Missy gets very sleepy during school. . ..
She fell asleep in class yesterday.”

Patient history:

Parents describe sleep disturbance in their daughter for the past several years, including: sleeping with
her mouth open, cessation of breathing for at least 10 seconds (per episode), snoring, restlessness
during sleep, enuresis, and morning headaches. Parents discussed changes in Missy’s grades and over-
all success in school. They state that Missy’s teacher has described deficits in attention span at school.
Additionally, she has been overweight since she was born.

Onset: Actual date of onset unclear; but parents first noticed onset of the above-mentioned symptoms
about 1 year ago.

Type of Tx: None at present

Meds: None at present

Smoker: No

Family Hx:What? Possible gestational diabetes; type 2 DM Who? Mother and grandmother

Physical exam:
General appearance: Somewhat tired and irritable 10-year-old female
Vitals: Temp 98.5°F, BP 123/80 mm Hg, HR 85 bpm, RR 17 bpm
Heart: Regular rate and rhythm, heart sounds normal
HEENT:
Eyes: Clear
Ears: Clear
Nose: Normal mucous membranes
Throat: Dry mucous membranes, no inflammation, tonsillar hypertrophy
Genitalia: SMR (Tanner) pubic hair stage 3, genital stage 3.
Neurologic: Alert, oriented X 3
Extremities: No joint deformity or muscle tenderness, but patient complains of occasional knee pain.
No edema.
Skin: Warm, dry; reduced capillary refill (approximately 2 seconds); slight rash in skin folds
Chest/lungs: Clear
Abdomen: Obese
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Nutrition Hx:

General: Very good appetite with consumption of a wide variety of foods. Missy’s physical activity
level is generally low. Her elementary school discontinued physical education, art, and music classes
due to budget cuts 5 years ago. She likes playing video games and reading.

24-hour recall:

AM: 2 breakfast burritos, 8 oz whole milk, 4 oz apple juice, 6 oz coffee with 74 ¢ cream
and 2 tsp sugar
Lunch: 2 bologna and cheese sandwiches with 1 tbsp mayonnaise, 1-oz pkg Frito corn

chips, 2 Twinkies, 8 oz whole milk
After-school snack:  Peanut butter and jelly sandwich (2 slices enriched bread with 2 tbsp crunchy
peanut butter and 2 tbsp grape jelly), 12 oz whole milk

Dinner: Fried chicken (2 legs and 1 thigh), 1 ¢ mashed potatoes (made with whole milk
and butter), 1 ¢ fried okra, 20 oz sweet tea
Snack: 3 ¢ microwave popcorn, 12 oz Coca-Cola

Food allergies/intolerances/aversions: NKA
Previous nutrition therapy? No

Food purchase/preparation: Parent(s)
Vit/min intake: Flintstones vitamin daily

Dx:
R/O Obstructive sleep apnea (OSA) secondary to obesity and physical inactivity

Tx plan:
Polysomnography to diagnose OSA, FBG, HbA1G, lipid panel (total cholesterol, HDL-C, LDL-C,
triglycerides), psychological evaluation, nutrition assessment
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NAME: Missy Bloyd

AGE: 10

PHYSICIAN: D. Null, MD
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Case Questions

I. Understanding the Disease and Pathophysiology
1. Current research indicates that the cause of childhood obesity is multifactorial. Briefly
discuss how the following factors are thought to play a role in the development of child-
hood obesity: biological (genetics and pathophysiology); behavioral-environmental (sed-
entary lifestyle, socioeconomic status, modernization, culture, and dietary intake);
and global (society, community, organizational, interpersonal, and individual).

2. Describe health consequences associated with an overweight condition. Describe how these
health consequences differ for an overweight versus an obese condition.

3. Missy has been diagnosed with obstructive sleep apnea. Define sleep apnea. Explain the
relationship between sleep apnea and obesity.

II. Understanding the Nutrition Therapy
4. What are the goals for weight loss in the pediatric population? Under what circumstances
might weight loss in overweight children not be appropriate?

5. What would you recommend as the current focus for nutritional treatment of Missy’s
obesity?

III. Nutrition Assessment
A. Evaluation of Weight/Body Composition
6. Overweight or obesity in adults is defined by BMI. Children and adolescents are often-
times classified as “overweight” or “at risk for overweight” based on their BMI per-
centiles, but this classification scheme is by no means universally accepted. Use three
different professional resources and compare/contrast their definitions for overweight
conditions among the pediatric population.

7. Evaluate Missy’s weight using the CDC growth charts provided. What is Missy’s BMI
percentile? How would her weight status be classified by each of the standards you
identified in question 6?
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Calculation of Nutrient Requirements

8. If possible, RMR should be measured by indirect calorimetry. Identify two methods
for determining Missy’s energy requirements other than indirect calorimetry and
then use them to calculate Missy’s energy requirements.

Intake Domain

9. Dietary factors associated with increased risk of overweight are increased dietary fat
intake and increased kilocalorie-dense beverages. Identify foods from Missy’s diet re-
call that fit these criteria. Calculate the percentage of kilocalories from each macronu-
trient and the percentage of kilocalories provided by fluids for Missy’s 24-hour recall.

10. Increased fruit and vegetable intake is associated with decreased risk of overweight.
Using Missy’s usual intake, is Missy’s fruit and vegetable intake adequate?

11. Use the MyPyramid Plan online tool (available from http://www.mypyramid.gov/;
click on “MyPyramid Plan”) to generate a personalized MyPyramid for Missy. Using
this eating pattern, plan a 1-day menu for Missy.

12. Now enter and assess the 1-day menu you planned for Missy using the MyPyramid
Tracker online tool (http://www.mypyramidtracker.gov/). Does your menu meet
macro- and micronutrient recommendations for Missy?

Clinical Domain

13. Why did Dr. Null order a lipid profile and a blood glucose test?

14. What lipid and glucose levels are considered to be abnormal for the pediatric
population?

15. Evaluate Missy’s lab results.
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E. Behavioral-Environmental Domain
16. What behaviors associated with increased risk of overweight would you look for when
assessing Missy’s and her family’s diets?

17. What aspects of Missy’s lifestyle place her at increased risk for overweight?

18. You talk with Missy and her parents. They are all friendly and cooperative. Missy’s
mother asks if it would help for them to not let Missy snack between meals and to
reward her with dessert when she exercises. What would you tell them?

19. Identify one specific physical activity recommendation for Missy.

IV. Nutrition Diagnosis
20. Select two high-priority nutrition problems and complete PES statements for each.

V. Nutrition Intervention
21. For each PES statement written, establish an ideal goal (based on signs and symptoms)
and an appropriate intervention (based on etiology).

22. Mr. and Mrs. Bloyd ask about using over-the-counter diet aids, specifically Alli (orlistat).
What would you tell them?

23. Mr. and Mrs. Bloyd ask about gastric bypass surgery for Missy. What are the recommen-
dations regarding gastric bypass surgery for the pediatric population?

VI. Nutrition Monitoring and Evaluation
24. When should the next counseling session with Missy be scheduled?

25. Should her parents be included? Why or why not?

26. What would you assess during this follow-up counseling session?
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Case 2
Rheumatoid Arthritis

Objectives

After completing this case, the student will be
able to:

1. Apply working knowledge of pathophysiol-
ogy to the nutrition care process.

2. Analyze nutrition assessment data to estab-
lish baseline nutritional status.

3. Identify potential drug—nutrient interac-
tions and appropriate nutrition interven-
tions for preventing or treating drug—
nutrient interactions.

4. Identify and explain the common nutri-
tional risks for rheumatoid arthritis.

5. Establish the nutrition diagnosis and
compose a PES statement.

6. Create strategies to maximize calorie and
protein intake.

7. Analyze current recommendations for
nutritional supplementation and determine
appropriate nutrition interventions.

Mr. Richard Jacobs is admitted to University
Hospital to evaluate the current status of his
rheumatoid arthritis and to adjust his medical
regimen. Mr. Jacobs was diagnosed with rheu-
matoid arthritis 5 years ago, and his current
medications are not controlling his pain and
symptoms. Mr. Jacobs is particularly interested
in pursuing alternative medical treatments.

15



UH UNIVERSITY HOSPITAL

Name: Richard Jacobs
DOB: 5/4 (age 39)

ADMISSION DATABASE Physician: K. Sanders, MD
BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
1 4/18 1300 [JRed [Yellow [JGreen []White | Name:Peter and Myra Jacobs
Initial Vital Signs Home #: 555-345-7890

Work #:
TEMP: RESP: SAO,: o
98.8 18
HT: WT (Ib): 154 (highest wt | B/P: PULSE: ORIENTATION TO UNIT: [X] Calllight [X] Television/telephone
5'10" 165 2 years ago) 128/82 86 Bathroom [X]Visiting [X] Smoking [X] Meals

Patient rights/responsibilities
LAST TETANUS LAST ATE LAST DRANK
unknown this AM

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

“My morning stiffness is worse and lasts almost till noon.

I have problems at night with pain, too.”

PERSONAL ARTICLES: (Check if retained/describe)

Contacts [J R [J L [J Dentures [] Upper [J Lower
L Jewelry:

Other: glasses

ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction

Eats no pork; eats kosher during religious holidays.

VALUABLES ENVELOPE:
[ Valuables instructions

PREVIOUS HOSPITALIZATIONS/SURGERIES

none

INFORMATION OBTAINED FROM:
Patient [ Previous record
[ Family [ Responsible party

Signature a2 /%Wéa

Home Medications (including OTC) Codes: A=Sent home

B=Sent to pharmacy C=Not brought in

Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug
ibuprofen 500 mg bid this AM C yes
prednisone 10 mg daily this AM C yes
Do you take all medications as prescribed? Yes [ No  Ifno,why?

PATIENT/FAMILY HISTORY

[J Cold in past two weeks

[ Hay fever

[J Emphysema/lung problems

[ TB disease/positive TB skin test
[J Cancer

[ Stroke/past paralysis

[J Heart attack

[0 Angina/chest pain

] High blood pressure
[ Arthritis

[ Claustrophobia

[ Circulation problems

[ Sickle cell disease
[ Liver disease/jaundice
[J Thyroid disease

[ Easy bleeding/bruising/anemia

[J Kidney/urinary problems

[ Gastric/abdominal pain/heartburn
[J Hearing problems

1 Glaucoma/eye problems

[J Back pain

[0 Seizures

Other Rheumatoid arthritis

[J Heart problems [ Diabetes
RISK SCREENING
Have you had a blood transfusion? [ Yes No FOR WOMEN Ages 12-52
Do you smoke? Yes L) No s there any chance you could be pregnant? [ Yes [ No
If yes, how many pack(s)? 3/day for 15 years If yes, expected date (EDC):
Does anyone in your household smoke? [ Yes No Gravida/Para:
Do you drink alcohol? Yes [ No -
If yes, how often? weekly How much? 1-2 drinks ALL WOMEN
When was your last drink? 4/16 Date of last Pap smear:
Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams? [ Yes  [] No
If yes, type: Route: ALL MEN
Frequency: Date last used: / / -
Do you perform regular testicular exams? [ Yes No

Additional comments:

X -ﬂ Codle tte /%W/CW M

Signature/Title
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Client name: Richard Jacobs

DOB: 5/4

Age: 39

Sex: Male

Education: Bachelor’s degree

Occupation: Employment counselor
Hours of work: M-F 9-6 PM

Household members: Lives alone

Ethnic background: U.S. born—Caucasian
Religious affiliation: Jewish

Referring physician: Kevin Sanders, MD (rheumatology)

Chief complaint:

“My morning stiffness is considerably worse and actually lasts almost to noon. I have noticed prob-
lems in the evening as well. I wake up during the night with pain. I have also wondered whether there
is anything I can do regarding diet that might help me. I recently began taking an antioxidant combi-
nation as well as fish oil capsules. I really don’t want to take more medicines.”

Patient history:

Onset of disease: Approximately 5 years ago diagnosed with rheumatoid arthritis
Type of Tx: Motrin, 1,000 mg/day; prednisone, 10 mg/day

PMH: No significant illness prior to this diagnosis

Meds: See above.

Smoker: Yes

Family Hx: What? HTN Who? Father

Physical exam:

General appearance: Slim 39-year-old white male who moves with some difficulty and pain
Vitals: Temp 98.8°F, BP 128/82 mm Hg, HR 86 bpm, RR 22 bpm

Heart: Regular rate and rhythm, heart sounds normal

HEENT: Slight temporal wasting noted. All other WNL and noncontributory.

Genitalia: Normal

Neurologic: Alert and oriented, hesitant gait, normal reflexes

Extremities: Appearance of slight muscle wasting, joints tender to touch

Musculoskeletal: Mild limitation of motion, bony enlargement of the DIP (distal interphalangeal)
joints of both hands consistent with Heberden’s nodes. Shoulders, elbows, wrists, and small joints of
the feet show evidence of swelling, warmth, and erythema of these joints.

Nutrition Hx:
General: Appetite fair—hungrier when pain is controlled

Usual dietary intake:

AM: Coffee, juice with meds

Midmorning: Doughnut, sweet roll, etc., with coffee

Lunch: Occasionally skips, but if eats, it is at fast-food restaurant—burger, sub sandwich,

pizza with coffee or soda
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Dinner: Eats out at local restaurants 2—3 X per week (meat entree, pasta, salad), or when
cooks, uses ready-to-eat boxed meals or frozen entrees. Likes to cook, but has not had
time recently. States that he should follow a kosher diet but admits that he does not,
except during religious holidays.

24-hour recall (in hospital):

AM: 1 slice whole-wheat toast with 2 pats margarine and 1 container of jam, 3 ¢ black coffee

Lunch:  Vegetable soup—1.5 ¢, 6 saltine crackers, 2 ¢ black coffee

Dinner: Baked fish (2 tsp margarine), 6 oz rice—"% ¢, chocolate cake with icing—1"-2" square,
2 c decaf coffee

Food allergies/intolerances/aversions: “I do not eat pork of any kind. I generally eat kosher during reli-
gious holidays.”

Previous nutrition therapy? No

Food purchase/preparation: Self

Vit/min intake: Centrum multivitamin antioxidant combination; fish oil capsules

Dx:
R/O Exacerbation of Rheumatoid Arthritis

Tx plan:
Evaluate current status of rheumatoid arthritis. Adjust medical regimen as necessary. Begin treatment
with methotrexate in addition to current medications.



Case2 Rheumatoid Arthritis 19

UH UNIVERSITY HOSPITAL

NAME: Richard Jacobs DOB: 5/4
AGE: 39 SEX: M
PHYSICIAN: K. Sanders, MD

**************************************‘*CHEMISTRY****************************************

DAY : 1
DATE: 4/18
TIME:
LOCATION:
NORMAL UNITS
Albumin 3.5-5 3.8 g/dL
Total protein 6-8 6.0 g/dL
Prealbumin 16-35 32 mg/dL
Transferrin 250-380 (women) 220 mg/dL
215-365 (men)
Sodium 136-145 142 mEq/L
Potassium 3.5-5.5 4.2 mEq/L
Chloride 95-105 104 mEq/L
PO, 2.3-4.7 4.0 mg/dL
Magnesium 1.8-3 1.8 mg/dL
Osmolality 285-295 295 mmo1/kg/H,0
Total CO, 23-30 28 mEq/L
Glucose 70-110 119 mg/dL
BUN 8-18 18 mg/dL
Creatinine 0.6-1.2 0.8 mg/dL
Uric acid 2.8-8.8 (women) 9.2 mg/dL
4.0-9.0 (men)
Calcium 9-11 8.5 mg/dL
Bilirubin = 0.3 0.5 mg/dL
Ammonia (NH;) 10-80 mcg/dL
ALT 4-36 u/L
AST 0-35 u/L
ATk phos 30-120 u/L
CPK 30-135 (women) u/L
55-170 (men)
LDH 208-378 u/L
CHOL 120-199 190 mg/dL
HDL-C > 55 (women) 50 mg/dL
> 45 (men)
VLDL 7-32 mg/dL
LDL < 130 131 H mg/dL
LDL/HDL ratio < 3.22 (women)
< 3.55 (men)
Apo A 101-199 (women) mg/dL
94-178 (men)
Apo B 60-126 (women) mg/dL
63-133 (men)
TG 35-135 (women) 155 mg/dL
40-160 (men)
T, 4-12 mcg/dL
Ts 75-98 mcg/dL
HbA, 3.9-5.2 %
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UH UNIVERSITY HOSPITAL

NAME: Richard Jacobs DOB: 5/4
AGE: 39 SEX: M
PHYSICIAN: K. Sanders, MD

***********************************4***HEMATOLOGY***************************************

DAY : 1

DATE: 4/18

TIME:

LOCATION:
NORMAL UNITS

WBC 4.8-11.8 6.0 X 103/mm3

RBC 4.2-5.4 (women) 4.8 X 106/mm3
4.5-6.2 (men)

HGB 12-15 (women) 15 g/dL
14-17 (men)

HCT 37-47 (women) 41 %
40-54 (men)

MCV 80-96 wm3

RETIC 0.8-2.8 %

MCH 26-32 pg

MCHC 31.5-36 g/dL

RDW 11.6-16.5 %

P1t Ct 140-440 X 103/mm3

Diff TYPE

ESR 0-25 (women) 33 H mm/hr
0-15 (men)

% GRANS 34.6-79.2 %

% LYM 19.6-52.7 %

SEGS 50-62 %

BANDS 3-6 %

LYMPHS 24-44 %

MONOS 4-8 %

EOS 0.5-4 %

Ferritin 20-120 (women) mg/mL
20-300 (men)

ZPP 30-80 wmol1/mol

Vitamin By, 24.4-100 ng/dL

Folate 5-25 wg/dL

Total T cells 812-2,318 mm3

T-helper cells 589-1,505 mm3

T-suppressor cells 325-997 mm3

PT 11-16 sec
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Case Questions

I. Understanding the Disease and Pathophysiology
1. Describe the inflammatory response that plays a role in the pathophysiology of rheumatoid
arthritis. How do corticosteroids and NSAIDs interrupt this inflammatory process?

2. What is an autoimmune disease? How is this immune response different from the normal
response to a foreign antigen?

3. What is the proposed mechanism of methotrexate in the treatment? Relate it to the
pathophysiology of an autoimmune response.

4. What is the proposed rationale for using antioxidant supplements and omega-3 fatty acids
in treating rheumatoid arthritis? What does the current research recommend?

II. Nutrition Assessment
A. Evaluation of Weight/Body Composition
5. Calculate percent usual body weight (UBW), percent ideal body weight (IBW), and
body mass index (BMI). Is Mr. Jacobs’s weight of concern? Why or why not?

B. Calculation of Nutrient Requirements
6. Calculate energy and protein requirements for Mr. Jacobs. Identify the formula/cal-
culation method you used and explain the rationale for using it.

C. Intake Domain
7. Evaluate the 24-hour recall using computerized dietary analysis.

8. Mr. Jacobs states his appetite is fair. What other questions might you ask to further
assess his appetite? What are possible causes of his decreased appetite?

9. List possible intake-related nutrition problems that Mr. Jacobs might have by listing
the terms that may fit into the nutrition diagnosis labels.

10. What is the history and rationale for the kosher diet? Does this diet have any nutri-
tional consequences for the patient?
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D. Clinical Domain
11. This patient will be started on methotrexate. What are the common drug—nutrient
interactions with this medication? Are there any other drug—nutrient interactions
with his other medications that are of concern? Explain.

12. What information in the physician’s assessment may lead you to be concerned about
muscle stores? What additional anthropometric indices might you evaluate to assess
muscle mass or lean body mass?

13. What may be the possible reasons for any loss of lean body mass?

14. What laboratory measures correlate with wasting of lean body mass?

15. What laboratory values will be used to assess nutritional status? Are any significant?
Are there others that might be important to assess for patients with rheumatoid ar-
thritis? Explain.

E. Behavioral-Environmental Domain
16. List possible behavioral-environmental nutrition problems that Mr. Jacobs might
have. (At this point list only the terms that are considered the diagnostic labels; do
not attempt to write the entire PES statement.)

III. Nutrition Diagnosis
17. For each of the nutrition problems that you identified in this case, complete the entire
PES statement. If there is insufficient data, briefly describe what additional data you
would need to make an accurate nutrition diagnosis.

18. Prioritize the nutrition diagnoses by listing them in the order that you expect the inter-
ventions to be developed.

IV. Nutrition Intervention
19. For each of the PES statements that you have identified, establish an ideal goal (based on
the signs and symptoms) and an appropriate intervention (based on the etiology).
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Case3
Cystic Fibrosis

Objectives

After completing this case, the student will be

able to:

1. Understand the genetic abnormalities found
in cystic fibrosis.

2. Apply knowledge of the pathophysiology of
cystic fibrosis to identify and explain com-
mon nutritional problems associated with
the disease.

3. Apply knowledge of nutrition therapy for
cystic fibrosis.

4. Describe the unique nutritional needs of
adolescence.

5. Analyze nutrition assessment data to evalu-

ate nutritional status and identify specific
nutrition problems.

N

Determine nutrition diagnoses and write
appropriate PES statements.

Develop a nutrition care plan with appro-
priate measurable goals, interventions, and
strategies for monitoring and evaluation
that addresses the nutrition diagnoses of
this case.

Lily Johnson, a 14-year-old Caucasian female, is
admitted to University Hospital with pneumo-
nia. She was diagnosed with cystic fibrosis at the
age of 6 months.

25



UNIVERSITY HOSPITAL

U

Name: Lily Johnson
DOB: 5/12 (age 14)

ADMISSION DATABASE Physician: Nate Tyson, MD

BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
2 7/14 0100 [JRed [IYellow [Green [White | Name: Sylvia Johnson (mother)

Initial Vital Signs Home #: 555-421-4435

Work #: 555-421-9234
TEMP: RESP: SAO,: or
99.6 18 99%
HT (in): WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: [X] Calllight [X] Television/telephone
5'5" 102 114/60 82 Bathroom []Visiting [X] Smoking [X] Meals
Pati igh ibiliti

LAST TETANUS LASTATE | LAST DRANK atient rights/responsibilities
age 10 12 noon 30 minutes ago

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

“I must have caught a cold when I was at camp. I woke up this morning

PERSONAL ARTICLES: (Check if retained/describe)
[ Contacts [J R [J L [ Dentures [] Upper [ Lower

NKA

with trouble breathing. My inhaler didn’t help. My doctor thinks O Jewelry:
- [ Other:
I have pneumonia.”
ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction VALUABLES ENVELOPE:

[J Valuables instructions

PREVIOUS HOSPITALIZATIONS/SURGERIES

At Teast one time per year, usually for pneumonia. No surgeries.

INFORMATION OBTAINED FROM:
Patient [ Previous record
Family [J Responsible party

Signature 44«1@ /%Mou

Home Medications (including OTC) Codes: A=Sent home

B=Sent to pharmacy C=Not brought in

Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug
Pancrease 1-3 caps after every meal 12:30 PM C yes
Prilosec 20 mg daily 0800 C yes
Humabid % tablet daily 0800 C yes
q 12 hrs
Proventil PRN 100 mcg inhaled 0800 C yes
q 4 hrs
multivitamin 1 tablet daily last week yes
Do you take all medications as prescribed? Yes [ No  Ifno,why? N/A
PATIENT/FAMILY HISTORY
Cold in past two weeks [J High blood pressure [ Kidney/urinary problems
[ Hay fever U] Arthritis [ Gastric/abdominal pain/heartburn
[J Emphysema/lung problems [J Claustrophobia [ Hearing problems
[J TB disease/positive TB skin test ] Circulation problems [ Glaucoma/eye problems
[ Cancer [J Easy bleeding/bruising/anemia [ Back pain
[ Stroke/past paralysis [ Sickle cell disease [J Seizures
[ Heart attack [J Liver disease/jaundice [ Other
[ Angina/chest pain [J Thyroid disease
Heart problems [J Diabetes
RISK SCREENING
Have you had a blood transfusion? [ Yes No FOR WOMEN Ages 12-52
Dfo ym;lsmoke? |:l|< Ye7s No Is there any chance you could be pregnant? [ Yes [ No
Ifyes, how many pac (s)? If yes, expected date (EDC):
Does anyone in your household smoke? [ Yes No Gravida/Para:
Do you drink alcohol? [ Yes No .
If yes, how often? How much? ALL WOMEN
When was your last drink? / / Date of last Pap smear:
Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams? [ Yes No
If yes, type: Route: ALL MEN
Frequency: Date last used: / / -
Do you perform regular testicular exams?  [] Yes  [] No

Additional comments: x

Signature/Title
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Client name: Lily Johnson

DOB: 5/12

Age: 14

Sex: Female

Education: Just completed 9th grade
Occupation: Student

Hours of work: N/A

Household members: Mother age 41 (divorced), grandmother age 66 (widowed),
half-brother age 5

Ethnic background: Caucasian
Religious affiliation: None
Referring physician: N. Tyson, MD

Chief complaint:
“I just got back from working at a camp for the past two weeks. I caught a cold, and it has just gotten
worse. My regular treatments were not working, and my doctor says I probably have pneumonia.”

Patient history:

Onset of disease: Patient is a 14-year-old Caucasian female who was diagnosed with cystic fibrosis at
age 6 months. Since that time, she has had a rather uneventful disease course. She has been hospi-
talized several times for respiratory infections but otherwise has been maintained with outpatient
therapy. She is seen in the CF clinic yearly at University Hospital but receives routine medical care
from her local physician.

Type of Tx: Uses high-frequency chest compression vest for 1 hour twice daily.

PMH: Last hospitalization was over a year ago. Lily has had a successful first year of high school. She
participates in ballet and jazz, and is a cross-country runner. She typically runs 3—5 miles 5-6 times a
week. Three times a week she has a dance class.

Meds: Outpatient medications include Pancrease (1-3 caps after meals); Prevacid (20 mg daily);
Humabid (2 tablet every 12 hours); multivitamin, Proventil PRN.

Smoker: No

Family Hx: What/Who? Type 2 DM/grandmother (maternal); CF/great aunt (paternal, deceased)

Physical exam:
General appearance: 14-year-old thin female, flushed, in no acute distress
Vitals: Temperature 99.1°F, BP 114/60 mm Hg, HR 82 bpm, RR 18 bpm
Heart: Regular rate and rhythm, heart sounds normal
HEENT:
Eyes: WNL; PERRLA, fundi without lesions
Ears: Clear
Nose: WNL
Throat: Pharynx reddened with postnasal drainage
Genitalia: Normal
Neurologic: Alert and oriented
Extremities: No edema
Skin: Skin pale without rash



28 UnitOne Nutrition for Life Cycle Conditions

Chest/lungs: Decreased breath sounds, percussion hyperresonant, rhonchi and rales present
Abdomen: Bowel sounds present, nontender

Nutrition Hx:

General: Patient states that appetite is not very good right now but had been fine until the last few
days. Patient states that she really never knows how much Pancrease to take: “You know, I just guess
if I have a lot of fat in my meal then I need to take more.” States that she likes most foods, but when
questioned, states that she never drinks milk. Really likes fruits and vegetables but doesn’t have them
“as much as I should.” “My mom and grandmother really cook healthy, but it’s just that I am not re-
ally home for meals that much. I am at school or hanging out with friends. I am babysitting a lot this
summer as well as working at camp.”

Usual dietary intake:

AM: Rarely eats

Lunch: 3 tbsp extra-crunchy peanut butter or 2 0z ham and 2 oz Swiss cheese sandwich, 2-3 oz
chips, 1 orange or other piece of fruit, water

Dinner:  5-6 oz of chicken, pork or beef—usually grilled or baked, 1-2 ¢ of raw vegetables on let-
tuce, ¥4 c ranch dressing, 1 ¢ pasta, potatoes, or rice, usually with 1-2 tbsp margarine,
water—but really depends on whether she eats at home or over at a friend’s house

24-hour recall (PTA):

AM: Nothing

Lunch: 2 oz hot dog on bun, 1¥2 ¢ macaroni and cheese (Kraft boxed variety made with 2% milk)

Dinner: 5 oz Salisbury steak with V4 ¢ gravy, few bites of green beans, 1 roll with 2 tbsp margarine,
grape juice about 2 ¢

Food allergies/intolerances/aversions: Patient says she will eat almost anything. Usually tries to avoid
fried foods because they make her have diarrhea. States: “Sometimes it’s worth it though because

I like pizza and french fries.”

Previous nutrition therapy? Yes If yes, when: States that she has had nutrition information given to her
throughout the years when she has visited the CF clinic. She describes meeting with a dietitian who
has asked her diet history. “It has just been recently that I have really started thinking about my diet.
My family has really made most of those decisions. I know I need to know more about my diet, and
I really want to make sure I stay healthy.”

Food purchase/preparation: Self, mother, and grandmother

Vit/min intake: Tries to remember to take multivitamin, but doesn’t take it every day.
Anthropometric data: Ht 5’5", Wt 102 Ibs, UBW: 110-115 Ibs (3 months ago): States that she has
recently increased her running (5-7 miles, 3 to 4 times per week) and feels that is why she has lost
weight.
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Tx plan:

Activity: Bed rest Diet: Regular as tolerated

Lab: CBC, RPR, Chem16: I & O every shift; routine vital signs.
IVE D, @ 50 mL/hr

Vancomycin 10 mg/kg IV q6h

CXR—EPA/LAT.

Sputum cultures and gram stain.

Hospital course:

Lily was diagnosed with acute pneumonia confirmed by CXR and sputum culture. Intravenous
antibiotics were initiated. Nutrition consult was initiated to assess current nutritional status and to
ensure adequacy of current nutritional intake.
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UH UNIVERSITY HOSPITAL

NAME: Lily Johnson

AGE: 14

PHYSICIAN: N. Tyson, MD
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Case Questions
I. Understanding the Disease and Pathophysiology

1. Define cystic fibrosis.

2. Describe the most common populations affected by this disease, including age, gender, and
ethnicity.

3. This disease is an autosomal recessive disorder affecting the CFTR gene on Chromosome 7.
What does this mean? Describe what is currently understood about the genetic characteris-
tics of this disease.

4. How is this disease diagnosed? List at least three methods that are used.

5. For each of the following organs or organ systems, describe the most common physical
changes that occur as a result of the abnormality of the CFTR gene. Explain how these
changes may affect Lily’s nutritional status.

a. Respiratory
b. Reproductive
c. Pancreatic
d. Gastrointestinal
6. Lily was admitted and diagnosed with bacterial pneumonia. Why is this the most common

IL.

hospitalization for patients with CF? Explain.

Understanding the Nutrition Therapy
7. What are the most common nutritional consequences of cystic fibrosis?

Describe the major modifications for carbohydrate, protein, and fat intake that would be
needed as components of nutrition therapy for CE

Is Lily at risk for electrolyte imbalances? Specifically, address her sodium and chloride
requirements. Is there additional information from Lily’s history that puts her at risk for
changes in her sodium and chloride levels?
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10. What is Pancrease? Lily mentioned that she did not know how much to take. What are the
recommendations?

III. Nutrition Assessment
A. Evaluation of Weight/Body Composition

11.

Assess Lily’s weight and height. Plot her height and weight on the appropriate
growth chart. Calculate her BMI. Calculate her %UBW. Explain what each of these
assessments provides and why one or more provides the most relevant information
for Lily.

B. Calculation of Nutrient Requirements

C.

D.

12.

Determine Lily’s energy and protein requirements. You see that she typically runs 5-7
miles 3—4 times per week as well as taking a dance class 3 times per week for

1 hour. Make sure this is taken into consideration when calculating her energy re-
quirements. Your recommendations for Lily should include the appropriate macro-
and micronutrients based on the requirements for an adolescent with cystic fibrosis.

Intake Domain

13. Analyze Lily’s nutritional intake according to the usual dietary intake. Attach your
computerized analysis for this assessment.

14. Compare your analysis to her estimated nutritional needs.

15. Identify three specific vitamins and minerals that are needed in increased amounts
during adolescence. Explain why they are of special importance for an adolescent.
Will Lily’s CF affect the metabolism of these nutrients? Do Lily’s diet history and
24-hour recall indicate that she consumes adequate amounts of these nutrients?

16. From the information gathered within the intake domain, list possible nutrition
problems using the diagnostic term.

Clinical Domain

17. After reading the physician’s history and physical, identify the signs and symptoms

that are consistent with Lily’s admitting medical diagnosis.
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18. Evaluate each of the medications that Lily takes as an outpatient. Determine the func-
tion of each medication and identify any nutritional implications.

Medication Function of Medication Nutritional Implications

19. Biochemical: Evaluate Lily’s laboratory values. In the following table, list any labora-
tory values that are abnormal. What is the most probable cause of the abnormality?

Abnormal Lab Normal Value Reason for Abnormality Nutritional Implication

20. List possible nutrition problems within the clinical domain using the diag-
nostic term.
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E. Behavioral-Environmental Domain
21. After reading the history and physical as well as the nutrition history, identify fac-

tors that may impact the success of Lily’s current medical and nutritional care for her
cystic fibrosis.

Nutrition Diagnosis
22. Select two high-priority nutrition problems and complete the PES statements.

Nutrition Intervention
23. For each of the PES statements that you have written, establish an ideal goal

(based on the signs and symptoms) and an appropriate intervention (based on
the etiology).

24. What might be different about your nutrition interventions if Lily were a young teenager
of different ethnicity and/or religion? Give an example and explain.
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Case 4

Anorexia Nervosa and
Bulimia Nervosa

Objectives

After completing this case, the student will be
able to:

1. Discuss the etiology of anorexia nervosa
(AN), bulimia nervosa (BN), and compul-
sive eating.

2. Interpret laboratory parameters for
nutritional implications and significance.

3. Analyze nutrition assessment data to evalu-
ate nutritional status and identify specific
nutrition problems.

4. Determine nutrition diagnoses and write
appropriate PES statements.

5. Prescribe appropriate nutrition therapy for
anorexia nervosa and bulimia nervosa.

6. Develop a nutrition care plan with appro-

priate measurable goals, interventions, and

strategies for monitoring and evaluation
that addresses the nutrition diagnoses of
this case.

Paris Marshall was taken to the emergency
room after she collapsed during Pilates class
at the local gym. As she is being triaged, the
nurse notes Paris’s emaciated appearance after
her baggy clothes have been removed. She also
observes dry skin, lanugo, discolored teeth,
and enlarged parotid and submandibular
glands.
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Name: Paris Marshall
DOB: 8/7 (age 34)

ADMISSION DATABASE Physician: James Roth, MD
BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
11/23 [JRed [XYellow [1Green [1White | Name:Nichole Marshall
Initial Vital Signs Home #: 555-555-7684

Work #: 555-201-2157
TEMP: RESP: SAO,: or
98.1 15
HT: WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: [ Calllight []Television/telephone
58" 115 90/70 50 [ Bathroom []Visiting []Smoking []Meals

[ Patient rights/responsibilities
LAST TETANUS LAST ATE LAST DRANK

11/22 2400

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

Brought in through ER

PERSONAL ARTICLES: (Check if retained/describe)

[ Contacts [J R [J L U Dentures [] Upper [ Lower
[T Jewelry:

[ Other:

ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction

Multiple food allergies: all meats, dairy foods, most desserts

VALUABLES ENVELOPE:
[J Valuables instructions

PREVIOUS HOSPITALIZATIONS/SURGERIES

N/A

INFORMATION OBTAINED FROM:
Patient ] Previous record
[J Family Responsible party

Hrdoote Aowrdcvr

Signature

Home Medications (including OTC) Codes: A=Sent home

B=Sent to pharmacy C=Not brought in

Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug
laxatives varies every other day yesterday C very good
Do you take all medications as prescribed?  [] Yes [ No  If no,why?

PATIENT/FAMILY HISTORY

Cold in past two weeks

[ Hay fever

[0 Emphysema/lung problems

[ TB disease/positive TB skin test
[ Cancer

[ Stroke/past paralysis

[ Heart attack

[ Angina/chest pain

[ High blood pressure
[J Arthritis

[J Claustrophobia

[J Circulation problems

[J Sickle cell disease
[J Liver disease/jaundice
[J Thyroid disease

Easy bleeding/bruising/anemia

[J Kidney/urinary problems
Gastric/abdominal pain/heartburn
[ Hearing problems

[ Glaucoma/eye problems

[ Back pain

[ Seizures

[J Other

[ Heart problems (] Diabetes

RISK SCREENING

Have you had a blood transfusion? [ Yes No FOR WOMEN Ages 12-52

Do you smoke? Yes  [J No Is there any chance you could be pregnant?  [J Yes No

If yes, how many pack(s)? 1 pack/day If yes, expected date (EDC):

Does anyone in your household smoke? Yes [ No Gravida/Para:

Do you drink alcohol? Yes [ No .

If yes, how often? daily How much? %—1 bottle of wine ALL WOMEN

When was your last drink? 11/22 Date of last Pap smear: over 2 years ago

Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams? [ Yes No

If yes, type: Route: ALL MEN

Frequency: Date last used: / / -

Do you perform regular testicular exams? [ Yes  [] No

Additional comments: x w@,ﬂ

Signature/Title
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Client name: Paris Marshall

DOB: 8/7

Age: 34

Sex: Female

Education: Law school graduate
Occupation: Attorney

Hours of work: 7 AM—6 P™ plus weekends as needed
Household members: Self

Ethnic background: African American
Religious affiliation: Catholic
Referring physician: P. Bennett

Chief complaint:
Lost consciousness in exercise class

Patient history:

Paris Marshall is a 34-year-old attorney. When she was in high school, Paris was a straight-A student
and president of the debate team and honor society. In college, she maintained a perfect 4.0/4.0

GPA majoring in engineering. Paris also spent a lot of time at the university recreation center, often
swimming for an hour in the early morning before classes, walking 3 miles on the indoor track after
lunch, and then doing aerobics in the afternoon for 1 hour. Her roommate taught Paris how to purge
using her toothbrush. Another student on her dorm floor told Paris about laxatives and enemas.
This behavior continued during law school and intensified as the stress of law school increased. In

an effort to maintain her weight below 120 Ibs, she resumed restricting her intake as she did in high
school. The hungrier she got, the more determined she was not to give in to it. She thought this kind
of self-control would help her in the practice of law. Graduating at the top of her law school class,
Paris was recruited by the most prestigious law firm in town, where she is trying to make partner. She
has not had a menstrual period in over 2 years.

Type of Tx: Paris tried to stop restricting her food and purging on her own, but any time she was
under stress, she reverted to the only coping mechanisms she knew. Once, in law school, she was hos-
pitalized over the weekend because she was severely dehydrated, but was released after 24 hours.
Meds: OTC laxatives every other day

Smoker: Yes, 1 pack per day

Family Hx: What? HTN Who? Father

Physical exam:
General appearance: Emaciated, tired-looking young woman who appears older than her stated age.
Vitals: Temp 98.1°F, BP 90/60 mm Hg, HR 50 bpm, RR 18 bpm
Heart: Bradycardia with normal rhythm
HEENT:
Eyes: PERRLA, fundi without lesions
Ears: Clear
Nose: Normal mucous membranes
Throat: Dry mucous membranes, no inflammation, tonsillar hypertrophy, scratches on posterior
pharynx, erosion of dental enamel
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Genitalia: Normal

Neurologic: Oriented X 3

Extremities: Fingernails and toenails brittle

Skin: Piloerection present; rough, dry skin with lanugo. Tenting of skin noted. Some bruising noted.
Chest/lungs: Clear

Abdomen: Some mild edema noted

Nutrition Hx:

General: “I love to cook! When I’'m not working at the office, 'm at home cooking. I cook a lot of
‘bad’ food, especially when I have experienced a lot of stress at work, but I give most of it to friends
and family, or take it to work. I know I have a problem with how I deal with food and eating. ... I've
always tried to help myself, but I've never passed out before. Maybe I need the help of others this
time.”

24-hour recall:

AM: V4 whole-wheat bagel, 4 oz calcium-fortified orange juice, 6 oz black coffee
Lunch: Black coffee—2-3 ¢

Afternoon snack:  12-oz can Diet Coke

Dinner: 6 green peas, 18 oz water

Snack: 12 oz Diet Coke

Food allergies/intolerances/aversions: Self-reported food intolerances include meats, dairy foods, and
“desserts”

Previous nutrition therapy? No

Food purchase/preparation: Self

Vit/min intake: Multivitamin/mineral daily

Dx:
Anorexia nervosa with binge/purge tendencies

Tx plan:
EKG, CBC, chemistry panel, upper and lower GI series, referrals to Multidisciplinary Eating Disorder
Treatment team (RD and psychologist) and dentist
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UH UNIVERSITY HOSPITAL

NAME: Paris Marshall DOB: 8/7
AGE: 34 SEX: F
PHYSICIAN: J. Roth, MD

dedededededededededdededededehdhd ok h ek ddhhhtnhhhhhit i tCHEMISTRY #x® sttt dededededededededededededdedededdehdhdhdddhh s

DAY: 1
DATE: 1/5
TIME:
LOCATION:
NORMAL UNITS
ATbumin 3.5-5 3.0 g/dL
Total protein 6-8 5L g/dL
Prealbumin 16-35 14.5 mg/dL
Transferrin 250-380 (women) 170 mg/dL
215-365 (men)
Sodium 136-145 148 H mEq/L
Potassium 3.5-5.5 3.0 mEq/L
ChTloride 95-105 95 mEq/L
PO, 2.3-4.7 4.6 mg/dL
Magnesium 1.8-3 1.7 mg/dL
Osmolality 285-295 295 mmo1/kg/H,0
Total CO, 23-30 26 mEq/L
Glucose 70-110 115 H mg/dL
BUN 8-18 17.5 mg/dL
Creatinine 0.6-1.2 1.1 mg/dL
Uric acid 2.8-8.8 (women) 7.2 mg/dL
4.0-9.0 (men)
Calcium 9-11 10 mg/dL
Bilirubin = 0.3 0.3 mg/dL
Ammonia (NH;) 9-33 25 pmol/L
ALT 4-36 36 u/L
AST 0-35 40 u/L
Alk phos 30-120 200 u/L
CPK 30-135 (women) 146 H u/L
55-170 (men)
LDH 208-378 680 u/L
CHOL 120-199 195 mg/dL
HDL-C > 55 (women) 60 H mg/dL
> 45 (men)
VLDL 7-32 9 mg/dL
LDL < 130 129 mg/dL
LDL/HDL ratio < 3.22 (women) 2.39
< 3.55 (men)
Apo A 101-199 (women) 180 mg/dL
94-178 (men)
Apo B 60-126 (women) 120 mg/dL
63-133 (men)
TG 35-135 (women) 189 mg/dL
40-160 (men)
T, 4-12 10 mcg/dL
T, 75-98 70 L mcg/dL
HbA, 3.9-5.2 4.2 %
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UH UNIVERSITY HOSPITAL

NAME: Paris Marshall DOB: 8/7
AGE: 34 SEX: F
PHYSICIAN: J. Roth, MD

*****************************************HEMATOLOGY************************f

DAY : 1

DATE: 1/5

TIME:

LOCATION:
NORMAL UNITS

WBC 4.8-11.8 4.6 X 103/mm3

RBC 4.2-5.4 (women) 5.0 X 10%/mm3
4.5-6.2 (men)

HGB 12-15 (women) 10 g/dL
14-17 (men)

HCT 37-47 (women) 30 %
40-54 (men)

MCV 80-96 90 wm3

RETIC 0.8-2.8 1.0 %

MCH 26-32 26 pg

MCHC 31.5-36 31.5 g/dL

RDW 11.6-16.5 14.6 %

P1t Ct 140-440 298 X 103/mm3

Diff TYPE

ESR 0-25 (women) 18 mm/hr
0-15 (men)

% GRANS 34.6-79.2 57.7 %

% LYM 19.6-52.7 19.2 %

SEGS 50-62 55 %

BANDS 3-6 4.5 %

LYMPHS 24-44 20 L %

MONOS 4-8 6.0 %

EOS 0.5-4 3.2 %

Ferritin 20-120 (women) 20 mg/mL
20-300 (men)

ZPP 30-80 50 pmoT/mol

Vitamin By, 24.4-100 ng/dL

Folate 5-25 5 png/dL

Total T cells 812-2,318 2,256 mm3

T-helper cells 589-1,505 1,284 mm3

T-suppressor cells 325-997 835 mm3

PT 11-16 14 sec
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Case Questions

I. Understanding the Disease and Pathophysiology

1.

10.

Describe the diagnostic criteria for anorexia nervosa (AN), bulimia nervosa (BN), and
binge eating disorder (BED). Include all types (binging/purging AN, restrictive AN,
purging BN, non-purging BN), and discuss which type of eating disorder you believe Paris
presents with. Provide examples to support your rationale.

Describe the common psychological, socioeconomic, and environmental characteristics of
an individual with AN.

What does research indicate about the possible role of genetics in eating disorders?

How does binge eating disorder (BED) differ from BN?

What is the long-term prognosis for AN, BN, and BED?

Describe the medical consequences associated with AN, BN, and BED.

Define starvation, binge eating, and purging.

Describe the metabolic response to voluntary starvation. Compare Paris’s signs and symp-
toms to the metabolic response to starvation.

To be successful, treatment of eating disorders must include a team approach among
physicians, registered dietitians, and psychologists. Describe the role of each in treatment.

Why might it be necessary to include a psychiatrist as a member of the treatment team?

II. Understanding the Nutrition Therapy
11. Briefly, what are the primary nutrition therapy goals for acute diagnosis of AN? How will

these goals change as treatment progresses?



44 UnitOne Nutrition for Life Cycle Conditions

III.

12. What are the primary nutrition therapy goals for BN?

13. What are the primary nutrition therapy goals for BED?

14. Describe prevention strategies that could reduce a person’s risk of developing
AN, BN, or BED.

Nutrition Assessment
A. Evaluation of Weight/Body Composition
15. What are the typical differences in body weight between someone with AN and
someone with BN?

16. Calculate and interpret Paris’s BMI.

17. What would be an appropriate weight for her in 1 month? In 3 months? In 1 year?
Describe the rationale for choosing the weight values you did.

B. Calculation of Nutrient Requirements
18. Calculate the outpatient treatment energy requirements for Paris.

C. Intake Domain
19. Using her 24-hour recall, calculate this patient’s current energy and protein intake.

20. List any nutrition problems within the intake domain using the appropriate
diagnostic term.

D. Clinical Domain
21. Evaluate Paris’s lab results.

22. During nutritional repletion, Paris should be monitored closely for refeeding syn-
drome. What are the characteristics of refeeding syndrome?

23. Why was the EKG ordered?
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Behavioral-Environmental Domain
24. Identify a minimum of five questions that the dietitian would ask regarding Paris’s
purging behaviors.

25. Paris asks you for a list of “good” foods to eat and “bad” foods to avoid. What should
you tell her?

26. From the information gathered, list possible nutrition problems within the
behavioral-environmental domain using the appropriate diagnostic term.

IV. Nutrition Diagnosis

V.

VL

27.

Select two high-priority nutrition problems and complete PES statements for each.

Nutrition Intervention

28.

For each PES statement written, establish an ideal goal (based on signs and symptoms)
and an appropriate intervention (based on etiology).

Nutrition Monitoring and Evaluation

29.

30.

31.

32.

33.

When should you schedule your next counseling session with Paris?

What parameters can be used to measure Paris’s response to treatment?

What would you assess at this follow-up counseling?

What medical conditions warrant residential or inpatient treatment?

Compare three eating disorder treatment facilities (e.g., discuss treatment options,
treatment model, and the facilities’ professional staft).
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Case 5

Polypharmacy of the Elderly:
Drug—Nutrient Interactions

Objectives

After completing this case, the student will be
able to:

1.

Integrate knowledge of pharmacology,
nutrient—nutrient, and drug—nutrient
interaction(s) into the nutrition care
process.

Describe unique nutritional needs of the
elderly.

Interpret pertinent laboratory parameters in
the elderly.

Assess nutritional risk factors for the elderly
patient.

5. Determine nutrition diagnoses and write
appropriate PES statements.

6. Determine appropriate nutrition
interventions to correct drug—nutrient
interactions and improve nutritional status
as established by the nutrition diagnoses.

Bob Kaufman, an 85-year-old male, has been
brought to the hospital emergency room because
of a change in his mental status. Mr. Kaufman
suffers from several chronic diseases that are
currently treated with multiple medications.
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ADMISSION DATABASE

Name: Bob Kaufman
DOB: 1/12 (age 85)
Physician: Curtis Martin, MD

BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
1 5/15 1500 [JRed [JYellow [JGreen [JWhite | Name:Megan Smith (daughter)
Initial Vital Signs Home #: 555-223-4589

Work #: 555-222-3421

TEMP: RESP: SAO;: or

97.2 17

HT: WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: [X] Calllight [X] Television/telephone

5'5" 196 160/82 86 Bathroom [X]Visiting [X] Smoking [X] Meals
Pati ighi ibiliti

LAST TETANUS LASTATE | LAST DRANK 5 Patient rights/responsibilites

unknown 12 noon 30 minutes ago

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

“We brought my father in because he is more confused. His blood

sugar is normal. I thought we should make sure he’s OK.”

PERSONAL ARTICLES: (Check if retained/describe)

[ Contacts [] R [J L Dentures [X] Upper X] Lower
Jewelry: wedding band

Other: eyeglasses

ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction

NKA

VALUABLES ENVELOPE:
[ Valuables instructions

PREVIOUS HOSPITALIZATIONS/SURGERIES

Back surgery? Procedure 15 years ago

INFORMATION OBTAINED FROM:
Patient [ Previous record
Family (] Responsible party

TURP 2° prostate CA-10 years ago

Lower GI bleed 2° diverticulitis—2 hospitalizations 10 and 12 years ago

Aoene LA

Signature

Home Medications (including OTC) Codes: A=Sent home

B=Sent to pharmacy C=Not brought in

Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug
Diovan 80 mg daily this AM A no
Prilosec 20 mg daily this AM A no
Neurontin 300 mg BID this AM A no
furosemide 20 mg 1-2 as needed this AM A no
Zocor 20 mg daily this AM A no
isosorbide mono 60 mg daily this AM A no
trazodone 25 mg at bedtime last night A no
aspirin 325 mg daily this AM A no
sodium bicarbonate 650 mg x 2 TID this AM A no
NPH insulin/regular insulin 10 U/3 U AM/before dinner this AM A no
multivitamin 1 daily this AM A no
Do you take all medications as prescribed? ] Yes No  Ifno,why? Daughter is unclear about meds. Patient is confused.

PATIENT/FAMILY HISTORY

[J Cold in past two weeks

[ Hay fever

[0 Emphysema/lung problems

[ TB disease/positive TB skin test
Cancer Patient

[ Stroke/past paralysis

] Heartattack

Angina/chest pain Patient
[J Heart problems

Arthritis Patient
[ Claustrophobia

[ Sickle cell disease
[ Liver disease/jaundice
[J Thyroid disease

High blood pressure Patient

Circulation problems Patient
Easy bleeding/bruising/anemia Patient

Diabetes Patient (Type 2)

Kidney/urinary problems Patient
[ Gastric/abdominal pain/heartburn
Hearing problems Patient

[ Glaucoma/eye problems

Back pain Patient

[ Seizures

[J Other

RISK SCREENING

Have you had a blood transfusion? Yes [ No FOR WOMEN Ages 12-52

Do you smoke? [ Yes No Is there any chance you could be pregnant? [ Yes [ No

Ifyes, how many p ack(s)? If yes, expected date (EDC):

Does anyone in your household smoke? [ Yes No Gravida/Para:

Do you drink alcohol? [ Yes No .

If yes, how often? How much? ALL WOMEN

When was your last drink? / / Date of last Pap smear:

Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams? ~ [] Yes [ No

If yes, type: Route: ALL MEN

Frequency: Date last used: / / -

Do you perform regular testicular exams? ~ [] Yes No

Additional comments: X W«.& %A/ﬁl{/b M ﬁﬁ

Signature/Title
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Client name: Bob Kaufman

DOB: 1/12

Age: 85

Sex: Male

Education: High school, 1 year of college
Occupation: Postal clerk

Hours of work: Retired

Household members: Daughter age 45 and son-in-law age 52, grandsons ages
16 and 11—all in good health

Ethnic background: Caucasian
Religious affiliation: Episcopalian
Referring physician: Curtis Martin, MD

Chief complaint:

“We brought my father to the hospital because he has become more confused. Sometimes he forgets
little things—he is 85, you know, but he generally is not confused. I checked his blood glucose first,
but that was normal. I thought I had best bring him in to make sure everything was OK.”

Patient history:

Onset of disease: Sudden onset of confusion that has been increasing over the past 24 hours. Patient
moved to live with daughter and her family almost 3 years ago. Daughter states that her father is
responsible for his own medicine. She is really not even aware of everything that he takes. He does his
own insulin injections and his own blood glucose monitoring. Her father still drives almost every day.
He keeps his own doctor visits. He does volunteer work at his church and at the local elementary
school. Daughter provides most of his meals except for breakfast, which he usually cooks.

Type of Tx: Currently treated for CAD, type 2 DM, peripheral neuropathy, and renal insufficiency.
PMH: CAD; type 2 DM; renal insufficiency; peripheral neuropathy, osteoarthritis, Hx of prostate CA;
diverticulitis/diverticulosis

Meds: Diovan; Prilosec; Neurontin; furosemide; isosorbide mononitrate; trazodone; sodium
bicarbonate; aspirin; multivitamin; and NPH and regular insulin

Smoker: No

Family Hx: What? CA° Who? Mother

Physical exam:
General appearance: Cheerful, obese, elderly gentleman who is obviously confused and appears
slightly restless
Vitals: Temp 97.2°F, BP 160/82 mm Hg, HR 86 bpm, RR 16 bpm
Heart: Regular rate and rhythm; soft systolic murmur
HEENT:
Eyes: PERRLA
Ears: Clear
Nose: Clear
Throat: No exudate
Mouth: Loose-fitting dentures; membranes dry
Neurologic: Inconsistent orientation to time, place, and person
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Extremities: Significant neuropathy present

Skin: Warm to touch; numerous pinpoint hemorrhages; fragile

Chest/lungs: Lungs clear to auscultation throughout, bilaterally

Peripheral vascular: All pulses present and equal; feet are cool to touch and have slight discoloration
Abdomen: Obese; bowel sounds present

Nutrition Hx:

General: Daughter states that appetite is gopod—“probably too good!” Daughter states that she pre-
pares most meals. Her father snacks between meals, but she states that she tries to have low-sugar and
low-fat choices available. He weighed almost 225 Ibs when he came to live with her and her family
almost 3 years ago. His weight has been stable for the past year. Her biggest concern nutritionally is
that her father never seems to drink fluids except at mealtime, and she is worried that he doesn’t get
enough. “I will pour him a glass of water between meals. He will take one sip, and then he just lets it
sit there.” She states that she tries to keep his calories down and limits simple sugars. That is about as
far as they go with diabetic restrictions. She states, “I just don’t feel my father will eat anything more
restrictive. I figure at 85, we’ll just do the best we can.”

Usual dietary intake:

AM: Egg Beaters—12-0z carton scrambled with 1 tbsp shredded cheese, 2 slices bacon, 1 slice
toast, %2 ¢ cranberry juice, 3 ¢ coffee with fat-free creamer. About twice a week, he has corn-
flakes with a banana for breakfast.

Lunch:  Usually from senior center—diabetic lunch—2-3 oz meat, 1-2 vegetables V% ¢ each, roll,

Y5 ¢ fruit, 6-8 oz iced tea
Dinner: 3—4 oz meat, rice, potato, or noodle—1 ¢, 1 slice bread, V% c fresh fruit, 6-8 oz iced tea
Snacks:  Usually 2-3 X daily: Sugar-free Jell-O, low-fat yogurt, microwave popcorn

24-hour recall: Not available

Food allergies/intolerances/aversions: NKA

Previous nutrition therapy? Yes—when first diagnosed with diabetes over 15 years ago
Where? He has attended diabetic classes in the past.

Food purchase/preparation: Daughter

Vit/min intake: Multivitamin daily

Anthropometric data: Ht 5’5", Wt 196 Ibs, UBW 195-225 Ibs

Tx plan:

Admit to Internal Medicine: Dr. Curtis Martin

Vitals: Routine; SBGM ac q meal

Lab: CBC, SMA

Head: CT to R/O CVA

Diet: 1,800 kcal ADA diet

Activity: Bed rest with supervision

Meds: Sliding scale Humulin Regular: < 200 do nothing; 200-300 5 U SQ; 300—400 10 U SQ; > 400
call MD; Diovan 80 mg; isosorbide mononitrate 60 mg. Continue insulin prescription from home.
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Hospital course:

Head CT normal. Dx: Metabolic alkalosis 2° to excessive intake of sodium bicarbonate; mild dehydra-
tion. Additional labs consistent with underlying diagnoses of type 2 DM, renal insufficiency.

Patient received NS 40 mEq of KCI @ 75 cc/hr for 24 hours. As electrolyte abnormalities resolved,
confusion resolved as well. Patient stated prior to discharge that he was confused with medications,
and there appears to be a misconception on dosage of furosemide and sodium bicarbonate. Discharge
medications were adjusted. Pharmacy and nutrition consult ordered prior to discharge.
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UH UNIVERSITY HOSPITAL

NAME: Bob Kaufman
AGE: 85

PHYSICIAN: Curtis Martin, MD

DOB: 1/12

****************************************CHEMISTRY****************************************

DAY: Admit 2
DATE: 5/15 5/16
TIME:
LOCATION:
NORMAL UNITS
Albumin 3.5-5 3.4 g/dL
Total protein 6-8 6.0 g/dL
Prealbumin 16-35 20 mg/dL
Transferrin 250-380 (women) 210 mg/dL
215-365 (men)
Sodium 136-145 145 138 mEq/L
Potassium 3.5-5.5 3.4 3.8 mEq/L
Chloride 95-105 98 99 mEq/L
PO, 2.3-4.7 4.5 mg/dL
Magnesium 1.8-3 1.7 mg/dL
OsmoTlality 285-295 310 H 296 H mmo1/kg/H,0
Total CO, 23-30 30 27 mEq/L
Glucose 70-110 172 H 155 H mg/dL
BUN 8-18 32 H 33 H mg/dL
Creatinine 0.6-1.2 1.5 1.5 mg/dL
Uric acid 2.8-8.8 (women) 3.7 mg/dL
4.0-9.0 (men)
Calcium 9-11 8.7 mg/dL
Bilirubin = 0.3 0.3 mg/dL
Ammonia (NH;) 9-33 10 wmol/L
ALT 4-36 22 U/L
AST 0-35 14 u/L
ATk phos 30-120 101 u/L
CPK 30-135 (women) 121 U/L
55-170 (men)
LDH 208-378 356 u/L
CHOL 120-199 175 mg/dL
HDL-C > 55 (women) 41 mg/dL
> 45 (men)
VLDL 7-32 mg/dL
LDL < 130 135 mg/dL
LDL/HDL ratio < 3.22 (women) 3.29
< 3.55 (men)
Apo A 101-199 (women) mg/dL
94-178 (men)
Apo B 60-126 (women) mg/dL
63-133 (men)
TG 35-135 (women) 175 H mg/dL
40-160 (men)
T, 4-12 mcg/dL
T, 75-98 mcg/dL
HbA, 3.9-5.2 8.2 H %
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UH UNIVERSITY HOSPITAL

NAME: Bob Kaufman DOB: 1/12
AGE: 85 SEX: M
PHYSICIAN: Curtis Martin, MD

*.'.“,'::'::'::'::’::“::“::“::‘::‘:7‘:7‘:7‘:7':*.':;'::'::'::'::’::“::“:z“::‘::‘:7‘:7‘:7‘:7‘:;‘:ARTERIAL BLOOD GASES (ABGS)7‘:7':*.'.“,'::'::'::'::’::“::“::“::‘::‘:7‘:7‘:7‘:7':*.':;'::'::':1::’::‘::‘:*:‘::‘:7‘:7‘:7‘:

DAY : Admit
DATE: 5/15
TIME:
LOCATION:
NORMAL UNITS
pH 7.35-7.45 7.47
pCoO, 35-45 46 mm Hg
SO, = 95 %
CO, content 23-30 31 mmo1/L
0, content 15-22 %
p0, = 80 83 mm Hg
Base excess > 3 mEq/L
Base deficit <3 mEq/L
HCO, 24-28 32 mEq/L
HGB 12-16 (women) g/dL
13.5-17.5 (men)
HCT 37-47 (women) %
40-54 (men)
COHb <2 %
[Na+] 135-148 mmol/L
[K+] 3.5-5 mEq/L
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UH UNIVERSITY HOSPITAL

NAME: Bob Kaufman DOB: 1/12
AGE: 85 SEX: M
PHYSICIAN: Curtis Martin, MD

*HEMATOLOGY **

DAY : Admit

DATE: 5/15

TIME:

LOCATION:
NORMAL UNITS

WBC 4.8-11.8 5.2 X 103/mm3

RBC 4.2-5.4 (women) 4.5 X 10%/mm3
4.5-6.2 (men)

HGB 12-15 (women) 13 g/dL
14-17 (men)

HCT 37-47 (women) 40 %
40-54 (men)

MCV 80-96 wm3

RETIC 0.8-2.8 %

MCH 26-32 pg

MCHC 31.5-36 g/dL

RDW 11.6-16.5 %

P1t Ct 140-440 X 103/mm3

Diff TYPE

ESR 0-25 (women) mm/hr
0-15 (men)

% GRANS 34.6-79.2 62.8 %

% LYM 19.6-52.7 37.1 %

SEGS 50-62 %

BANDS 3-6 %

LYMPHS 24-44 %

MONOS 4-8 %

EOS 0.5-4 %

Ferritin 20-120 (women) mg,/mL
20-300 (men)

ZPP 30-80 wmol/mol

Vitamin B, 24.4-100 ng/dL

Folate 5-25 wg/dL

Total T cells 812-2,318 mm3

T-helper cells 589-1,505 mm3

T-suppressor cells 325-997 mm3

PT 11-16 sec
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Case Questions

I. Understanding the Disease and Pathophysiology
1. Identify each of the medical diagnoses for Mr. Kaufman.

2. Identify which of these may affect cardiac function, liver function, and renal function.

3. Are there also normal changes in renal function that occur with aging?

4. Define polypharmacy. Do you think that Mr. Kaufman’s medications represent
polypharmacy? Why is polypharmacy a concern in the elderly?

II. Understanding the Nutrition Therapy
5. Describe the potential nutritional complications secondary to pharmacotherapy.

6. Describe the potential effect of nutrition on the action of medications.

III. Nutrition Assessment
A. Evaluation of Weight/Body Composition
7. Mr. Kaufman is 5’5" tall and weighs 196 lbs. Calculate his body mass index. How
would you interpret this value? Should any adjustments be made in the interpreta-
tion to account for his age?

8. Calculate Mr. Kaufman’s percent usual body weight. Interpret the significance of this
assessment.

9. In an older individual, what specific changes occur in body composition and energy
requirements that may need to be taken into consideration when completing a
nutritional assessment?

B. Calculation of Nutrient Requirements
10. Calculate energy and protein requirements for Mr. Kaufman. Identify the formula/
calculation method you used and explain the rationale for using it. What factors
should you consider when estimating his requirements?
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C.

D.

Intake Domain

11. Mr. Kaufman’s daughter expressed concern regarding his fluid intake. Is this a
common problem in aging? Explain.

12. There are several ways to estimate fluid needs. Calculate Mr. Kaufman’s fluid needs by
using at least two of these methods. How do they compare? From your evaluation of
his usual intake, do you think he is getting enough fluids?

13. Evaluate Mr. Kaufman’s usual intake for both caloric and protein intake. How does it
compare to the MyPyramid recommendations?

14. From the information gathered within the intake domain, list Mr. Kaufman’s possible
nutrition problems using the diagnostic term.

15. Do you think Mr. Kaufman needs to take a multivitamin? In general, do needs
for vitamins and minerals change with aging? What reference would you use to
determine recommended amounts of the micronutrients?

Clinical Domain

16.

Mr. Kaufman was diagnosed with mild metabolic alkalosis and dehydration. What is
metabolic alkalosis? Read Mr. Kaufman’s history and physical. What signs and symp-
toms does the patient present with that may be consistent with metabolic alkalosis
and dehydration? Explain.



Case5 Polypharmacy of the Elderly: Drug—Nutrient Interactions

57

17. What laboratory values support his medical history of renal insufficiency? What
laboratory value(s) support this diagnosis of metabolic alkalosis? Which are consis-
tent with dehydration? What laboratory values support his medical history of type 2
diabetes mellitus?
Laboratory Normal Mr. Kaufman’s Value
Albumin 3.5-5 g/dL
Potassium 3.5-5.5 mEq/L
Osmolality 285-295 mmol/kg/H,0
Glucose 70-110 mg/dL
BUN 8-18 mg/dL
Creatinine 0.6-1.2 mg/dL
HbA,, 3.9-5.2%
pH 7.35-7.45
pCO, 35-45 mm Hg
CO, 23-30 mmol/L
HCO;, 24-28 mEq/L
18. Using the following table, list all the medications that Mr. Kaufman was taking at
home. Identify the function of each medication.
Medication Function Drug-Drug Interaction Drug—Nutrient Interaction
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19. Identify all drug—drug interactions and then identify any drug—nutrient interactions
for the medications.

20. What medications are the most likely to have contributed to the abnormal lab values
and thus this diagnosis? Why?

21. What does the HbA, . measure? What can this value tell you about Mr. Kaufman’s
overall control over his diabetes?

22. From the information gathered within the clinical domain, list possible nutrition
problems using the diagnostic term.

E. Behavioral-Environmental Domain
23. List possible behavioral-environmental nutrition problems.

IV. Nutrition Diagnosis
24. Select two high-priority nutrition problems and complete PES statements for each.

V. Nutrition Intervention
25. For each of the PES statements that you have written, establish an ideal goal (based on the
signs and symptoms) and an appropriate intervention (based on the etiology).

26. Would you make diabetes education a priority in your nutrition counseling for Mr. Kauf-
man? What methods might you use to help maximize his glucose control? How would
you assess the patient’s and daughter’s readiness for change?
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Unit Two

NUTRITION THERAPY FOR
CARDIOVASCULAR DISORDERS

Cardiovascular disease is the leading cause of death
in the United States. Risk factors for cardiovascular
disease include dyslipidemia, smoking, diabetes mel-
litus, high blood pressure, obesity, and physical inac-
tivity. Researchers estimate that more than 70 million
Americans have one or more forms of cardiovascular
disease; as a result, many patients that the health
care team encounters will have conditions related to
cardiovascular disease.

This section includes three of the most common
diagnoses: hypertension (HTN), myocardial
infarction (MI), and congestive heart failure (CHF).
All these diagnoses require a significant medical
nutrition therapy component for their care.

Over 65 million people in the United States
have hypertension. Hypertension is defined as a
systolic blood pressure of 140 mm Hg or higher and
a diastolic pressure of 90 mm Hg or higher. Essen-
tial hypertension, which is the most common form
of hypertension, is of unknown etiology. Case 6
focuses on lifestyle modifications as the first step in
treatment of hypertension accompanied by dyslipi-
demia in a female patient. This case incorporates
the pharmacological treatment of hypertension,
and you will use the most recent information from
Dietary Approaches to Stop Hypertension (DASH) as
the center of the medical nutrition therapy interven-
tion. Because cardiovascular disease is a complex,
multifactorial condition, Case 6 provides the oppor-
tunity to evaluate these multiple risk factors through
all facets of nutrition assessment. We specifically
emphasize interpretation of laboratory indices for

dyslipidemia. In this case, you will also determine
the clinical classification and treatment of abnormal
serum lipids, explore the use of drug therapy to treat
dyslipidemias, and develop appropriate nutrition
interventions using the Therapeutic Lifestyle Change
(TLC) recommendations as the framework for these
diagnoses.

Case 7 focuses on the acute care of an individual
suffering a myocardial infarction (MI). Over 900,000
Americans had a new or recurrent myocardial infarc-
tion in 2005 (available at: http://www.americanheart
.org/presenter.jhtml?identifier=3037327; accessed
January 22, 2008). Ischemia of the vessels within the
heart results in death of the affected heart tissue. This
case lets you evaluate pertinent assessment measures
for the individual suffering an MI and then develop
an appropriate nutrition care plan that complements
the medical care for prevention of further cardiac
deterioration.

Case 8 addresses the long-term consequences
of cardiovascular disease in a patient suffering from
congestive heart failure (CHF). In CHE, the heart
cannot pump effectively, and the lack of oxygen and
nutrients affects the body’s tissues. CHF is a major
public health problem in the United States, and its
incidence is increasing. Without a heart transplant,
prognosis is poor. This advanced case requires you
to integrate understanding of the physiology of
several body systems as you address heart failure’s
metabolic effects. Additionally, this case allows you
to explore the role of the health care team in
palliative care.
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Case 6

Hypertension and
Cardiovascular Disease

Objectives

After completing this case, the student will be 7. Determine nutrition diagnoses and write

able to: appropriate PES statements.

1. Describe the physiology of blood pressure 8. Develop a nutrition care plan with appro-
regulation. priate measurable goals, interventions, and

2. Apply knowledge of the pathophysiology of strategies for monitoring and evaluation
hypertension and dyslipidemias to identify that addresses the nutrition diagnoses of this
and explain common nutritional problems case.
associated with these diseases. _

3. Understand the role of nutrition therapy Mr s. Corey Anderson is a 54—yea1: -old house-
as an adjunct to the pharmacotherapy of wife. She has treated her newly diagnosed
hypertension. hypertension for the past year with lifestyle

4. Understand the role of nutrition therapy changes, including diet, smoking cessation,
surgical and other medical treatment of further evaluation and treatment for essential
cardiovascular disease. hypertension. Blood was drawn 2 weeks prior to
nutritional implications and significance. profile.

6. Analyze nutrition assessment data to
evaluate nutritional status and identify
specific nutrition problems.
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UH UNIVERSITY HOSPITAL

ADMISSION DATABASE

Name: Corey Anderson
DOB: 10/9 (age 54)
Physician: A. Thornton

BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
2 6/25 1419 [JRed [Yellow [JGreen [JWhite | Name: Ben Anderson

Initial Vital Signs Home #: 555-7128

Work #: 555-2157
TEMP: RESP: SAO,: o
98.6 35
HT (in): WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: [X] Calllight [X] Television/telephone
5'6" 160 160/100 80 Bathroom [X] Visiting [X] Smoking [X] Meals
Patient right ibiliti

LAST TETANUS LASTATE | LASTDRANK atient rights/responsibilities
10 years ago 1230 1330

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

“I have high blood pressure, and now my cholesterol is too high.”

L Jewelry:

Other: glasses

PERSONAL ARTICLES: (Check if retained/describe)
[ Contacts (1 R I L

[J Dentures [] Upper []

Lower

ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction

NKA

VALUABLES ENVELOPE:
[ Valuables instructions

PREVIOUS HOSPITALIZATIONS/SURGERIES

Patient

Hernia repair 10 years ago

[ Family

INFORMATION OBTAINED FROM:

[ Previous record
L] Responsible party

Signature /éowz e

Home Medications (including OTC) Codes: A=Sent home B=Sent to pharmacy C=Not brought in
Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug
Do you take all medications as prescribed?  [J Yes [ No  Ifno,why?

PATIENT/FAMILY HISTORY

Cold in past two weeks Patient
[ Hay fever

[J Emphysema/lung problems

[ TB disease/positive TB skin test
[ Cancer

[ Stroke/past paralysis

Heart attack Mother

[ Angina/chest pain

High blood pressure Patient & mother
Arthritis Patient

[ Claustrophobia

] Circulation problems

[J Easy bleeding/bruising/anemia

[ Sickle cell disease

[ Liver disease/jaundice

[J Thyroid disease

[ Kidney/urinary problems

[ Gastric/abdominal pain/heartburn
[ Hearing problems

[ Glaucoma/eye problems

[ Back pain

[ Seizures

[ Other

Heart problems Mother [J Diabetes
RISK SCREENING
Have you had a blood transfusion? ~ [] Yes No FOR WOMEN Ages 12-52
Do you smoke? Yes  [1No Is there any chance you could be pregnant? [ Yes No
If yes, how many pack(s)? 1/day for 30 yrs If yes, expected date (EDC):
Does anyone in your household smoke? Yes [INo Gravi’da/Para'
Do you drink alcohol? Yes [JNo .
If yes, how often? occ How much? 1-2 beers ALL WOMEN
When was your last drink? 6/15 Date of last Pap smear: 3/3
Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams? Yes [ No
If yes, type: Route: ALL MEN
Frequency: Date last used: / / -
Do you perform regular testicular exams? ~ [J Yes [ No

Additional comments:

X/62b44414£. &éf CZZ44&&4&1¢C

a

Signature/Title
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Client name: Corey Anderson

DOB: 10/9

Age: 54

Sex: Female

Education: High school

Occupation: Housewife

Hours of work:

Household members: Husband age 50 in good health; children are grown and do not live at home
Ethnic background: African American

Religious affiliation: Catholic

Referring physician: Alan Thornton, MD (cardiology)

Chief complaint:

“T’ve tried to cut back on salt, but food just doesn’t taste good without it. I want to control this high
blood pressure—my mother passed away because her high blood pressure caused her to have a heart
attack. And now the doctor tells me my cholesterol is high!”

Patient history:

Onset of disease: Mrs. Anderson is a 54-year-old female who is not employed outside the home. She
was diagnosed 1 year ago with Stage 2 (essential) HTN. Treatment thus far has been focused on
nonpharmacological measures. She began a walking program that has resulted in a 10-pound weight
loss that she has been able to maintain during the past year. She walks 30 minutes 4-5 times per week,
though she sometimes misses on bingo nights. She was given a diet sheet in the MD’s office that out-
lined a 4-g Na diet. Mrs. Anderson was a 2-pack-a-day smoker but quit (“cold turkey”) when she was
diagnosed last year. No c/o of any symptoms related to HTN. Patient denies chest pain, SOB, syncope,
palpitations, or myocardial infarction.

Type of Tx: Initiation of pharmacologic therapy with thiazide diuretics and reinforcement of lifestyle
modifications to decrease fat intake. Rule out metabolic syndrome.

PMH: Not significant before Dx of HTN

Meds: Hydrochlorothiazide—25 mg daily

Smoker: No—quit 1 year ago

Family Hx: What/Who? Mother died of MI related to uncontrolled HTN

Physical exam:
General appearance: Healthy, middle-aged female who looks her age
Vitals: Temp 98.6°F, BP 160/100 mm Hg, HR 80 bpm, RR 15 bpm, Wt 160 lbs
Heart: Regular rate and rhythm, normal heart sounds—no clicks, murmurs, or gallops; no carotid
bruits
HEENT:
Eyes: No retinopathy, PERRLA
Genitalia: Normal female
Neurologic: Alert and oriented to person, place, and time
Extremities: Noncontributory
Skin: Smooth, warm, dry, excellent turgor, no edema
Chest/lungs: Lungs clear
Peripheral vascular: Pulse 4+ bilaterally, warm, no edema
Abdomen: Nontender, no guarding, normal bowel sounds
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Nutrition Hx:

General: Mrs. Anderson describes her appetite as “very good.” She does the majority of grocery shop-
ping and cooking, although Mr. Anderson cooks breakfast for her on the weekends. She usually eats
three meals each day, but on bingo nights, she usually skips dinner and just snacks while playing
bingo. When she does this, she is really hungry when she gets home in the late evening, so she often
eats a bowl of ice cream before going to bed. The Andersons usually eat out on Friday and Saturday
evenings, often at pizza restaurants or steakhouses (Mrs. Anderson usually has 2 regular beers with
these meals). She mentions that last year when her HTN was diagnosed, a nurse at the MD’s office
gave her a sheet of paper with a list of foods to avoid for a 4-g Na (no added salt) diet. She and her
husband tried to comply with the diet guidelines, but they found foods bland and tasteless, and they
soon abandoned the effort.

24-hour recall:

AM: 1 ¢ coffee (black), hot (oatmeal—1 instant packet with 1 tsp margarine and 2 tsp sugar)
or cold (Frosted Mini-Wheats) cereal (10 pieces), ¥2 ¢ 2% milk, 1 ¢ orange juice

Snack: 2 ¢ coffee (black), 1 glazed donut

Lunch: 1 can Campbell’s tomato bisque soup prepared with milk, 10 saltines, 1 can diet cola

PM: 6 oz baked chicken (white meat, no skin) (seasoned with salt, pepper, garlic), 1 large
baked potato with 1 tbsp butter, salt, and pepper, 1 ¢ glazed carrots (1 tsp sugar, 1 tsp
butter), dinner salad with ranch-style dressing (3 tbsp)—Ilettuce, spinach, croutons, sliced
cucumber; 2 regular beers

HS snack: 2 c butter pecan ice cream

Food allergies/intolerances/aversions: None

Previous nutrition therapy? Yes If yes, when: 1 year ago Where? MD’s office
Food purchase/preparation: Self

Vit/min intake: Multivitamin/mineral daily

Current diet order: 4 g Na

Dx:
Physical exam reveals Stage 1 HTN, hypertensive heart disease, and early COPD. Complete fasting
lipid profile was abnormal, EKG was WNL.

Tx plan:

Urinalysis, hematocrit, blood chemistry to include plasma glucose, potassium, BUN, creatinine, fast-
ing lipid profile, triglycerides, calcium, uric acid

Chest X-ray

EKG

Nutrition consult

25 mg hydrochlorothiazide daily

Patient to be reassessed in 3 months



Case 6 Hypertension and Cardiovascular Disease 67

UH UNIVERSITY HOSPITAL

NAME: Corey Anderson DOB: 10/9
AGE: 54 SEX: F
PHYSICIAN: A. Thornton, MD

e

Fededededk

“ % *CHEMISTRY** %% %%

DAY: Admit 3 months
DATE:
TIME:
LOCATION:
NORMAL UNITS
ATbumin 3.5-5 4.6 4.3 4. g/dL
Total protein 6-8 7 7 6. g/dL
Prealbumin 16-35 32 31 31 mg/dL
Transferrin 250-380 (women) 350 355 345 mg/dL
215-365 (men)
Sodium 136-145 136 138 137 mEq/L
Potassium 3.5-5.5 4.1 3.6 3. mEq/L
Chloride 95-105 102 100 101 mEq/L
PO, 2.3-4.7 4.1 3.5 3. mg/dL
Magnesium 1.8-3 2.1 2.3 2. mg/dL
OsmoTlality 285-295 292 293 295 mmo1/kg/H,0
Total CO, 23-30 30 29 29 mEq/L
Glucose 70-110 92 90 96 mg/dL
BUN 8-18 20 15 22 mg/dL
Creatinine 0.6-1.2 0.9 1.1 1. mg/dL
Uric acid 2.8-8.8 (women) 6.8 7.0 7. mg/dL
4.0-9.0 (men)
Calcium 9-11 9.2 9.0 9. mg/dL
Bilirubin = 0.3 1.1 0.8 0. mg/dL
Ammonia (NH;) 9-33 19 18 22 umo1/L
ALT 4-36 30 35 28 u/L
AST 0-35 39 34 35 u/L
ATk phos 30-120 250 115 111 u/L
CPK 30-135 (women) 100 125 134 u/L
55-170 (men)
LDH 208-378 314 323 350 u/L
CHOL 120-199 270 H 230 H 210 mg/dL
HDL-C > 55 (women) 30 L 35 L 38 mg/dL
> 45 (men)
VLDL 7-32 mg/dL
LDL < 130 210 H 169 H 147 mg/dL
LDL/HDL ratio < 3.22 (women) 7.0 4.8 H 3.
< 3.55 (men)
Apo A 101-199 (women) 75 L 100 L 110 mg/dL
94-178 (men)
Apo B 60-126 (women) 140 H 120 115 mg/dL
63-133 (men)
TG 35-135 (women) 150 H 130 125 mg/dL
40-160 (men)
T, 4-12 8.6 8.5 7. mcg/dL
T, 75-98 95 92 93 mcg/dL
HbA, ¢ 3.9-5.2 6.2 6.3 6. %
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UH UNIVERSITY HOSPITAL

NAME: Corey Anderson
AGE: 54

DOB: 10/9
SEX: F

PHYSICIAN: A. Thornton, MD

dedededededdd kR h kbbb whh kbbb rwrtHEMATOLOGY ** % *

DAY:
DATE:
TIME:
LOCATION:

Admit

3 months

6 months

WBC
RBC

HGB
HCT

MCcv

RETIC

MCH

MCHC

RDW

P1t Ct
Diff TYPE
ESR

% GRANS
% LYM
SEGS
BANDS
LYMPHS
MONOS
EOS
Ferritin

ZPP

Vitamin By,
Folate

Total T cells
T-helper cells

T-suppressor cells

PT

12-15 (women)
14-17 (men)
37-47 (women)
40-54 (men)

11.6-16.5
140-440

0-25 (women)
0-15 (men)
34.6-79.2
19.6-52.7
50-62

3-6

24-44

4-8

0.5-4

20-120 (women)
20-300 (men)
30-80
24.4-100
5-25
812-2,318
589-1,505
325-997
11-16

14.

45

88

29
35

13.

430

12.

N

14.

44

90

30
32

13.

350

12.

rP=ow

13.

44

85

29
33

13.

366

12.

N

x 103/mm3
x 106/mm3

g/dL
%

pm?

%

Pg

g/dL

%

X 103/mm3

mm/hr

%
%
%
%
%
%
%
mg/mL

umoT/mol
ng/dL
pg/dL
mm3

mm3

mm3

sec



UH UNIVERSITY HOSPITAL

NAME: Corey Anderson

AGE: 54

PHYSICIAN: A. Thornton, MD

e oo e e oo e e oo e oo

DAY:
DATE:
TIME:
LOCATION:

Col1l meth
Color
Appear
Sp grv
pH

Prot
Glu

Ket

Occ bld
Ubil
Nit
Urobil
Leu bst
Prot chk
WBCs
RBCs
EPIs
Bact
Mucus
Crys
Casts
Yeast

NORMAL

1.003-1.030
5-7
NEG
NEG
NEG
NEG
NEG
NEG

< 1.1
NEG
NEG
0-5
0-5

[eNeoNeNoNoNe]

Fededededededededededededede

Case 6
DOB: 10/9
SEX: F
Admit 3 Months
Random specimen Random specimen
Pale yellow Pale yellow
Clear Clear
1.025 1.021
7.0 5.0
NEG NEG
NEG NEG
Trace 1+
Negative Negative
Negative Negative
Negative Negative
0.02 0.01
Negative Negative
Negative Negative
0 0
0 0
Rare 0
0 0
0 0
0 0
0 0
0 0

Hypertension and Cardiovascular Disease

ORORORONCORON)

6 Months

First morning
Pale yellow
Clear
1.024
6.0
NEG
NEG
2+
Negative
Negative
Negative
Negative
Negative
Negative

[eNeoNoNoNoNoNoNo]

OO

el dededede e dededded URINALYSIS:‘:7':7':7’:7’:7’:7’:7’::’::’::’::‘: Tdedededededededefe e hhddddededede Rk

mg/dL

mg/dL

EU/dL

/HPF
/HPF
/LPF

/LPF
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Case Questions

I. Understanding the Disease and Pathophysiology
1. Define blood pressure.

2. How is blood pressure normally regulated in the body?

3. What causes essential hypertension?

4. What are the symptoms of hypertension?

5. How is hypertension diagnosed?

6. List the risk factors for developing hypertension.

7. What risk factors does Mrs. Anderson currently have?

8. Hypertension is classified in stages based on the risk of developing CVD. Complete the fol-
lowing table of hypertension classifications.

Blood Pressure mm Hg
Category Systolic BP Diastolic BP
Normal and
Prehypertension or
Hypertension Stage 1 or
Hypertension Stage 2 or

9. Given these criteria, which category would Mrs. Anderson’s admitting blood pressure
reading place her in?



IL.

III.

10.

11.

12.

13.
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How is hypertension treated?

Dr. Thornton indicated in his admitting note that he will “rule out metabolic syndrome.”
What is metabolic syndrome?

What factors found in the medical and social history are pertinent for determining
Mrs. Anderson’s CHD risk category?

What progression of her disease might Mrs. Anderson experience?

Understanding the Nutrition Therapy

14.

15.

16.

17.

What are the most recent recommendations for nutrition therapy in hypertension?
Explain the history of and rationale for the DASH diet.

What is the rationale for sodium restriction in treatment of hypertension? Is this contro-
versial? Why or why not?

What are the Therapeutic Lifestyle Changes? Outline the major components of the nutri-
tion therapy interventions.

The most recent recommendations suggest the therapeutic use of stanol esters. What are
they, and what is the rationale for their use?

Nutrition Assessment
A. Evaluation of Weight/Body Composition

18. Calculate Mrs. Anderson’s body mass index (BMI).

19. What are the health implications of this number?
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B. Calculation of Nutrient Requirements
20. Calculate Mrs. Anderson’s resting and total energy needs. Identify the formula/calcu-
lation method you used and explain your rationale for using it.

21.

How many calories per day would you recommend for Mrs. Anderson?

22. Determine the appropriate percentages of total kilocalories from carbohydrate, pro-
tein, and lipid.

C. Intake Domain
23. Using a computer dietary analysis program or food composition table, compare
Mrs. Anderson’s “usual” dietary intake to her prescribed diet (DASH/TLC diet).
Food Item Potassium | Sodium |Magnesium | Calcium Total Saturated | Cholesterol | Fiber

(minimum |(maximum | (500 mg) |(minimum | Fat(g) Fat (g) (mg) (g
4,700 mg/ | 2,400 mg/ 1,240 mg)
120 mEq) | 100 mEq)

24. What nutrients in Mrs. Anderson’s diet are of major concern to you?
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25. From the information gathered within the intake domain, list possible nutrition

problems using the diagnostic term.

D. Clinical Domain
26. Dr. Thornton ordered the following labs: fasting glucose, cholesterol, triglycerides,
creatinine, and uric acid. He also ordered an EKG. In the following table, outline the
indication for these tests (tests provide information related to a disease or condition).

Parameter Normal Value Patient’s Reason for Nutrition
Value Abnormality Implication

Glucose 70-110 mg/dL

BUN 8-18 mg/dL

Creatinine 0.6-1.2 mg/dL

Total cholesterol

120-199 mg/dL

HDL-cholesterol

> 55 (women) mg/dL
> 45 (men) mg/dL

LDL-cholesterol

<130 mg/dL

Apo A

101-199 (women) mg/dL
94-178 (men) mg/dL

Apo B 60-126 (women) mg/dL
63—133 (men) mg/dL
Triglycerides 35-135 (women)

40-160 (men)

27.

Interpret Mrs. Anderson’s risk of CAD based on her lipid profile.

28. What is the significance of apolipoprotein A and apolipoprotein B in determining a

person’s risk of CAD?
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29. Indicate the pharmacological differences among the antihypertensive agents listed

below.

Medications

Mechanism of Action

Nutritional Implications

Diuretics

Beta-blockers

Calcium-channel blockers

ACE inhibitors

Angiotensin II receptor blockers

Alpha-adrenergic blockers

30. What are the most common nutritional implications of taking hydrochlorothiazide?

31. Mrs. Anderson’s physician has decided to prescribe an ACE inhibitor and an
HMGCoA reductase inhibitor (Zocor). What changes can be expected in her lipid
profile as a result of taking these medications?

32. How does an ACE inhibitor work to lower blood pressure?

33. How does a HMGCoA reductase inhibitor work to lower serum lipid?

34. What other classes of medications can be used to treat hypercholesterolemia?

35. What are the pertinent drug—nutrient interactions and medical side effects for ACE

inhibitors and HMGCoA?

36. From the information gathered within the clinical domain, list possible nutrition
problems using the diagnostic term.
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E. Behavioral-Environmental Domain

37. What are some possible barriers to compliance?

IV. Nutrition Diagnosis

38.

Select two high-priority nutrition problems and complete PES statements for each.

V. Nutrition Intervention

39.

40.

41.

42,

43.

Mrs. Anderson asks you, “A lot of my friends have lost weight on that Dr. Atkins diet.
Would it be best for me to follow that for awhile to get this weight off?” What can you tell
Mrs. Anderson about the typical high-protein, low-carbohydrate approach to weight loss?

When you ask Mrs. Anderson how much weight she would like to lose, she tells you she
would like to weigh 125, which is what she weighed most of her adult life. Is this reason-
able? What would you suggest as a goal for weight loss for Mrs. Anderson?

How quickly should Mrs. Anderson lose this weight?

For each of the PES statements that you have written, establish an ideal goal (based on the
signs and symptoms) and an appropriate intervention (based on the etiology).

Identify the major sources of saturated fat and cholesterol in Mrs. Anderson’s diet. What
suggestions would you make for substitutions and/or other changes that would help
Mrs. Anderson reach her medical nutrition therapy goals?
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44. Assuming that the foods in her 24-hour recall are typical of her eating pattern, outline
necessary modifications you could use as a teaching tool.

Foods Modification/Alternative(s) Rationale

Coffee (3 c/day)

Oatmeal (w/margarine & sugar) or
Frosted Mini-Wheats

2% low-fat milk

Orange juice

Glazed donut

Canned tomato soup

Saltine crackers

Diet cola

12 oz bottle regular beer

Baked chicken

Baked potato (w 1 tbsp butter,
salt, & pepper)

Carrots

Salad w/ranch-style dressing

Ice cream

45. What would you want to reevaluate in 3 to 4 weeks at a follow-up appointment?

46. Fvaluate Mrs. Anderson’s labs at 6 months and then at 9 months. Have the biochemical
goals been met with the current regimen?
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Case7
Myocardial Infarction

Objectives

After completing this case, the student will be
able to:

1. Describe the progression of atherosclero-
sis and its role in developing a myocardial
infarction.

2. Identify and explain common nutritional
problems associated with a myocardial
infarction.

3. Interpret laboratory parameters for nutri-
tional implications and significance.

4. Analyze nutrition assessment data to evalu-
ate nutritional status and identify specific
nutrition problems.

5. Determine nutrition diagnoses and write
appropriate PES statements.

6. Develop a nutrition care plan with appro-
priate measurable goals, interventions, and
strategies for monitoring and evaluation
that addresses the nutrition diagnoses of
this case.

Mr. Klosterman, a 61-year-old man, is admitted
through the emergency room of University Hos-
pital after experiencing a sudden onset of severe
precordial pain on the way home from work.
Mr. Klosterman is found to have suffered a myo-
cardial infarction and is treated with an emer-
gency angioplasty of the infarct-related artery.

79



UH UNIVERSITY HOSPITAL

Name: James Klosterman
DOB: 12/1 (age 61)

ADMISSION DATABASE Physician: Regina H. Smith, MD
BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
1 3/25 1354 [1Red [Yellow [Green [White | Name: Sally Klosterman
Initial Vital Signs Home #: 404-555-9214

Work #: 404-555-1822
TEMP: RESP: SAO;: or
98.4 20 80
HT: WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: [X] Call light [X] Television/telephone
5'10" 185 118/78 92 Bathroom [X]Visiting [X] Smoking [X] Meals

Patient rigly - i
LAST TETANUS LASTATE | LAST DRANK B Patient rights/responsibilities
2005 1030 1100

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

Severe unrelenting chest pain for past 1.5 hours

PERSONAL ARTICLES: (Check if retained/describe)

L] Contacts L1 R LI L L] Dentures [] Upper [ Lower
[ Jewelry:

[ Other:

ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction

Sulfa-hives

VALUABLES ENVELOPE:
[ Valuables instructions

PREVIOUS HOSPITALIZATIONS/SURGERIES

none

INFORMATION OBTAINED FROM:
Patient [ Previous record
Family [ Responsible party

Signature MZ Clowtcermca

Home Medications (including OTC) Codes: A=Sent home

B=Sent to pharmacy C=Not brought in

Medication Dose Frequency

Time of Last Dose Code Patient Understanding of Drug

none

Do you take all medications as prescribed?  [] Yes [J No  If no,why?

PATIENT/FAMILY HISTORY

1 Cold in past two weeks

[J Hay fever

Emphysema/lung problems Patient
[ TB disease/positive TB skin test
Cancer Maternal grandmother
[J Stroke/past paralysis

[ Heart attack

Angina/chest pain Patient

[ High blood pressure
U Arthritis

[J Claustrophobia

[ Circulation problems

[ Sickle cell disease
[ Liver disease/jaundice
[ Thyroid disease

L] Easy bleeding/bruising/anemia

[ Kidney/urinary problems

[ Gastric/abdominal pain/heartburn
[ Hearing problems

[J Glaucoma/eye problems

[ Back pain

[ Seizures

L1 Other

[ Heart problems [ Diabetes

RISK SCREENING

Have you had a blood transfusion? ~ [J Yes No FOR WOMEN Ages 12-52

Do you smoke? Yes L[] No Is there any chance you could be pregnant? [ Yes [ No

If yes, how many pack(s)? 1/day for 40 years If yes, expected date (EDC):

Does anyone in your household smoke? Yes [ No Gravida/Para:

Do you drink alcohol? Yes [J No :

If yes,how often? 1 drink/day How much? ALL WOMEN

When was your last drink? 3/24 Date of last Pap smear:

Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams? ~ [] Yes [ No

If yes, type: Route: ALL MEN

Frequency: Date last used: / / -

Do you perform regular testicular exams? Yes [ No

Additional comments: X Aot M //5%\

Signature/Title
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Client name: James Klosterman
DOB: 12/1

Age: 61

Sex: Male

Education: BS degree
Occupation: Lutheran minister
Hours of work: 40/week
Household members: Wife age 61
Ethnic background: German
Religious affiliation: Lutheran
Referring physician: Regina H. Smith, MD (internal medicine)

Chief complaint:
Severe, unrelenting precordial chest pain for the past 1.5 hours

Patient history:

Onset of disease: 61-year-old male who noted the sudden onset of severe precordial pain on the way
home from work. The pain is described as pressure-like pain radiating to the jaw and left arm. The
patient has noted an episode of emesis and nausea. He denies palpitations or syncope. He denies
prior history of pain. He admits to smoking cigarettes (1 pack/day for 40 years). He denies hyperten-
sion, diabetes, or high cholesterol. He denies SOB.

Type of Tx: Hospitalization, emergency coronary angiography with angioplasty of infarct-related ar-
tery, coronary care unit, rhythm monitoring, bed rest, sequential cardiograms, and cardiac enzymes
PMH: Surgery; cholecystectomy 10 years ago, appendectomy 30 years ago

Meds: None. Allergies: Sulfa drugs

Smoker: Yes—40 years, 1 pack per day

Family Hx: What? CAD Who? Father—MI age 59

Physical exam:
General appearance: Mildly overweight male in acute distress from chest pain
Vitals: Temp 98.4°F, BP 118/78 mm Hg, HR 92 bpm, RR 20 bpm
Heart: PMI 5 ICS MCL focal. S1 normal intensity. S2 normal intensity and split. S4 gallop at the apex.
No murmurs, clicks, or rubs.
HEENT:
Head: Normocephalic
Eyes: EOMI, fundoscopic exam WNL. No evidence of atherosclerosis, diabetic retinopathy, or early
hypertensive changes.
Ears: TM normal bilaterally
Nose: WNL
Throat: Tonsils not infected, uvula midline, gag normal
Genitalia: Grossly physiologic
Neurologic: No focal localizing abnormalities. DTR symmetric bilaterally.
Extremities: No C, C, E
Skin: Diaphoretic and pale
Chest/lungs: Lungs clear to auscultation and percussion
Peripheral vascular: PPP
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Abdomen: RLQ scar and midline suprapubic scar. BS WNL. No hepatomegaly, splenomegaly, masses,
inguinal lymph nodes, or abdominal bruits.
Height/Weight: 70", 185 lbs

Nutrition Hx:
General: Appetite good. Has been trying to change some things in his diet. Wife indicates that she has
been using “corn oil” instead of butter and has tried not to fry foods as often.

24-hour recall:

Breakfast: None

Midmorning snack: 1 large cinnamon raisin bagel with 1 tbsp fat-free cream cheese, 8 0z orange
juice, coffee

Lunch: 1 ¢ canned vegetable beef soup,; sandwich with 4 oz roast beef, lettuce, tomato,
dill pickles, 2 tsp mayonnaise; 1 small apple; 8 0z 2% milk

Dinner: 2 lean pork chops (3 oz each), 1 large baked potato, 2 tsp margarine, %2 ¢ green
beans, %2 ¢ coleslaw (cabbage with 1 tbsp salad dressing), 1 sl apple pie

Snack: 8 0z 2% milk, 1 oz pretzels

Food allergies/intolerances/aversions: None

Previous nutrition therapy? Yes If yes, when: Last year Where? Community dietitian
Food purchase/preparation: Spouse

Vit/min intake: None

Tx plan:

IV heparin 5,000 units bolus followed by 1,000 unit/hour continuous infusion with a PTT at
2 X control

Chewable aspirin 160 mg PO and continued every day

Lopressor 50 mg twice daily

Lidocaine prn

NPO until procedure completed

Type and cross for 6 units of packed cells

Hospital course:

Patient’s chest pain resolved after two sublingual NTG at 3-minute intervals and 2 mg of IV mor-
phine. In the cath lab, the patient was found to have a totally occluded distal right coronary artery
and a 70% occlusion in the left circumflex coronary artery. The left anterior descending was patent.
Angioplasty of the distal right coronary artery resulted in a patent infarct-related artery with near
normal flow. A stent was left in place to stabilize the patient and limit infarct size. Left ventricular
ejection fraction was normal at 42%, and a posterobasilar scar was present with hypokinesis. A con-
sult was made for nutrition counseling and for referral to cardiac rehabilitation. Patient was dis-
charged on the following medications: Lopressor 50 mg every day; lisinopril 10 mg every day; Nitro-
Bid 9 mg twice daily; NTG, 0.4 mg sublingually prn for chest pain; ASA 81 mg every day; Lipitor

10 mg every day at bedtime.



Case7 Myocardial Infarction 83

UH UNIVERSITY HOSPITAL

NAME: James Klosterman DOB: 12/1
AGE: 61 SEX: M
PHYSICIAN: Regina H. Smith, MD

****************************************CHEMISTRY****************************************

DAY: Day 1 Day 2 Day 3
DATE:
TIME:
LOCATION:
NORMAL UNITS
Albumin 3.5-5 4.2 4.3 4. g/dL
Total protein 6-8 6.0 5.9 6. g/dL
Prealbumin 16-35 30 32 31 mg/dL
Transferrin 250-380 (women) 250 240 260 mg/dL
215-365 (men)
Sodium 136-145 141 142 138 mEq/L
Potassium 3.5-5.5 4.2 4.1 3. mEq/L
Chloride 95-105 103 102 100 mEq/L
PO, 2.3-4.7 3.1 3.2 3. mg/dL
Magnesium 1.8-3 2.0 2.3 2. mg/dL
Osmolality 285-295 292 290 291 mmo1/kg/H,0
Total CO, 23-30 20 L 24 26 mEq/L
Glucose 70-110 136 H 106 104 mg/dL
BUN 8-18 14 15 13 mg/dL
Creatinine 0.6-1.2 1.1 1.1 1. mg/dL
Uric acid 2.8-8.8 (women) 7.0 6.8 6. mg/dL
4.0-9.0 (men)
Calcium 9-11 9.4 9.4 9. mg/dL
Bilirubin = 0.3 0.1 0.1 0. mg/dL
Ammonia (NH;) 9-33 26 22 25 umol1/L
ALT 4-36 30 215 H 185 u/L
AST 0-35 25 245 H 175 U/L
ATk phos 30-120 150 145 140 u/L
CPK 30-135 (women) 75 500 H 335 u/L
55-170 (men)
CPK-MB 0 0 75 H 55 u/L
LDH 208-378 325 685 H 365 u/L
CHOL 120-199 235 H 226 H 214 mg/dL
HDL-C > 55 (women) 30 L 32 L 33 mg/dL
> 45 (men)
VLDL 7-32 45 44 40 mg/dL
LDL < 130 160 H 150 H 141 mg/dL
LDL/HDL ratio < 3.22 (women) 5.3 4.7 4.
< 3.55 (men)
Apo A 101-199 (women) 72 L 80 L 98 mg/dL
94-178 (men)
Apo B 60-126 (women) 115 110 105 mg/dL
63-133 (men)
Troponin I < 0.2 2.4 2.8 ng/dL
Troponin T < 0.03 2.1 2.7 ng/dL
TG 35-135 (women) 150 140 130 mg/dL
40-160 (men)
T, 4-12 7.6 7.8 7. mcg/dL
T, 75-98 85 87 88 mcg/dL
HbA, ¢ 3.9-5.2 6.5 6.3 6. %
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UH UNIVERSITY HOSPITAL

NAME: James Klosterman
AGE: 61
PHYSICIAN: Regina H. Smith, MD

DOB: 12/1
SEX: M

dedededededededede e hdhd ik ke hhhhhnh ikttt HEMATOLOGY * % s dedededededededededededededodedededededhdodede e dedededed s

DAY : Day 1 Day 2 Day 3
DATE:
TIME:
LOCATION:
NORMAL UNITS
WBC 4.8-11.8 11,000 9,320 8,800 X 103/mm3
RBC 4.2-5.4 (women) 4.7 4.75 4.68 X 106/mm3
4.5-6.2 (men)
HGB 12-15 (women) 15 14.8 14.4 g/dL
14-17 (men)
HCT 37-47 (women) 45 45 44 %
40-54 (men)
MCV 80-96 91 92 90 pm3
RETIC 0.8-2.8 %
MCH 26-32 30 31 30 pg
MCHC 31.5-36 33 32 33 g/dL
RDW 11.6-16.5 13.2 12.8 13.0 %
P1t Ct 140-440 320 295 280 X 103/mm3
Diff TYPE
ESR 0-25 (women) mm/hr
0-15 (men)
% GRANS 34.6-79.2 86 H 80 H 78 %
% LYM 19.6-52.7 14 20 22 %
SEGS 50-62 84 H 80 H 78 H %
BANDS 3-6 2 L 0L 0L %
LYMPHS 24-44 14 L 20 L 22 L %
MONOS 4-8 0L 0L 0L %
EOS 0.5-4 0.5 0.5 0.5 %
Ferritin 20-120 (women) 190 208 196 mg/mL
20-300 (men)
ZPP 30-80 pmo1/mol
Vitamin By, 24.4-100 75 76 78 ng/dL
Folate 5-25 8 9 11 ug/dL
Total T cells 812-2,318 1,600 1,600 1,600 mm3
T-helper cells 589-1,505 900 900 900 mm3
T-suppressor cells 325-997 400 400 400 mm3
PT 11-16 12.6 12.6 12.4 sec
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UH UNIVERSITY HOSPITAL

NAME: James Klosterman DOB: 12/1
AGE: 61 SEX: M
PHYSICIAN: Regina H. Smith, MD

Tededededededededede e fdedededededededededededede ek

Jededex JRINALYSI S5

DAY: 1 2 3
DATE:
TIME:
LOCATION:

NORMAL UNITS
Co11 meth First morning First morning First morning
Color Pale yellow Pale yellow Pale yellow
Appear Clear Clear Clear
Sp grv 1.003-1.030 1.020 1.015 1.018
pH 5-7 5.8 5.0 6
Prot NEG NEG NEG NEG mg/dL
Glu NEG NEG NEG NEG mg/dL
Ket NEG Trace NEG NEG
Occ bld NEG NEG NEG NEG
Ubil NEG NEG NEG NEG
Nit NEG NEG NEG NEG
Urobil < 1.1 NEG NEG Trace EU/dL
Leu bst NEG NEG NEG NEG
Prot chk NEG NEG NEG NEG
WBCs 0-5 0 0 0 /HPF
RBCs 0-5 0 0 0 /HPF
EPIs 0 0 0 0 /LPF
Bact 0 0 0 0
Mucus 0 0 0 0
Crys 0 0 0 0
Casts 0 0 0 0 /LPF
Yeast 0 0 0 0
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Case Questions

I. Understanding the Disease and Pathophysiology
1. Mr. Klosterman had a myocardial infarction. Explain what happened to his heart.

2. Mr. Klosterman was treated with an angioplasty and stent placement. Explain this medical
procedure and its purpose.

3. What risk factors indicated in his medical record can be addressed through nutrition
therapy?

4. Mr. Klosterman and his wife are concerned about the future of his heart health. What role
does cardiac rehabilitation play in his return to normal activities and in determining his
future heart health?

II. Understanding the Nutrition Therapy
5. Are there any current recommendations for nutritional intake during a hospitalization fol-
lowing a myocardial infarction?

III. Nutrition Assessment
A. Evaluation of Weight/Body Composition
6. What is the healthy weight range for an individual of Mr. Klosterman’s height?

B. Calculation of Nutrient Requirements
7. This patient is a Lutheran minister. He does get some exercise daily. He walks his dog
outside for about 15 minutes at a leisurely pace.

a. Calculate his energy need.

b. How many grams of protein should he have daily?
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C. Intake Domain
8. Using Mr. Klosterman’s 24-hour recall, calculate the total number of calories he con-
sumed as well as the energy distribution of calories for protein, carbohydrate, and fat
using the exchange system.

9. From the information gathered within the intake domain, list possible nutrition
problems using the diagnostic term.

D. Clinical Domain
10. Examine the chemistry results for Mr. Klosterman. Which labs are consistent with the
MI diagnosis? Explain.

11. Why were the levels higher on day 2?

12. What is abnormal about his lipid profile? Indicate the abnormal levels.

13. Mr. Klosterman was prescribed the following medications on discharge. What are the
food—medication interactions for this list of medications?

Medication Possible Food-Nutrient Interactions

Lopressor 50 mg daily

Lisinopril 10 mg daily

Nitro-Bid 9.0 mg twice daily

NTG 0.4 mg sl prn chest pain

ASA 81 mg daily

14. From the information gathered within the clinical domain, list possible nutrition
problems using the diagnostic term.
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E. Behavioral-Environmental Domain
15. You talk with Mr. Klosterman and his wife, a math teacher at the local high school.
They are friendly and seem cooperative. They are both anxious to learn what they can
do to prevent another heart attack. What questions will you ask them to assess how to
best help them?

16. What other issues might you consider to support the success of his lifestyle change?

17. From the information gathered within the behavioral-environmental domain, list
possible nutrition problems using the diagnostic term.

IV. Nutrition Diagnosis
18. Select two high-priority nutrition problems and complete PES statements for each.

V. Nutrition Intervention
19. For each of the PES statements that you have written, establish an ideal goal (based on the
signs and symptoms) and an appropriate intervention (based on the etiology).

20. Mr. Klosterman and his wife ask about supplements. “My roommate here in the hospital
told me I should be taking vitamin E and—I think it was folate along with omega-3 fatty
acid supplements.” What does the research say about vitamin E, folate, and omega-3 fatty
acid supplementation for this patient?

VI. Nutrition Monitoring and Evaluation
21. What would you want to assess in 3 to 4 weeks when he and his wife return for additional
counseling?
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Case 8

Congestive Heart Failure with
Resulting Cardiac Cachexia

Objectives

After completing this case, the student will be
able to:

1. Use nutrition assessment information
to determine baseline nutritional
status.

2. Correlate a patient’s signs and symptoms
with the pathophysiology of congestive
heart failure.

3. Evaluate laboratory indices for nutritional
implications and significance.

4. Demonstrate understanding of nutrition
support options for congestive heart
failure.

5. Identify the roles of pharmacologic
intervention and drug—nutrient interactions.

6. Determine appropriate nutritional
interventions for the patient with congestive
heart failure and cardiac cachexia.

Dr. Charles Peterman, an 85-year-old retired
physician, is admitted with acute symptoms rela-
ted to his congestive heart failure. Dr. Peterman
has a long history of cardiac disease, including a
previous myocardial infarction and mitral valve
disease.

91



UH UNIVERSITY HOSPITAL

ADMISSION DATABASE

Name: Charles Peterman
DOB: 4/15 (age 85)
Physician: Douglas A. Schmidt, MD

Hay fever Patient

(] Emphysema/lung problems

(] TB disease/positive TB skin test
(] Cancer

[ Stroke/past paralysis

Heart attack Patient

[ Angina/chest pain

Arthritis Patient

[ Claustrophobia

[ Circulation problems

[ Easy bleeding/bruising/anemia
[ Sickle cell disease

[ Liver disease/jaundice

[J Thyroid disease

BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
2 3/31 1600 Red [JYellow [JGreen [JWhite | Name: Jean Peterman
Initial Vital Signs Home #: 555-561-8556
Work #: N/A
TEMP: RESP: SAO,:
101 25 80%
HT: WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: ] Call light [X] Television/telephone
5'10" 165 90/70 101 Bathroom [X]Visiting [X] Smoking [X] Meals
Patient rights/responsibilities
LAST TETANUS LAST ATE LAST DRANK
35 years ago Tunch 1400
CHIEF COMPLAINT/HX OF PRESENT ILLNESS PERSONAL ARTICLES: (Check if retained/describe)
Passed out-85-year-old male with chronic heart failure (] Contacts [J R [J L (] Dentures [] Upper [ Lower
Jewelry: wedding band
[ Other:
ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction VALUABLES ENVELOPE:
Shellfish, aspirin, ibuprofen-hives [ Valuables instructions
INFORMATION OBTAINED FROM:
PREVIOUS HOSPITALIZATIONS/SURGERIES [ Patient [J Previous record
1970 acute diverticulitis Family LI Responsible party
Signature /%utM PR trencens
Home Medications (including OTC) Codes: A=Sent home B=Sent to pharmacy C=Not brought in
Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug
Lanoxin 0.125 mg once daily 8 AM C yes
Lasix 80 mg twice daily 5 PM C yes
Tisinopril 30 mg once daily 8 AM C yes
Centrum Silver 2 tablets once daily 8 AM C yes
Lopressor 25 mg once daily 8 AM C yes
Zocor 20 mg once daily 9 PM C yes
calcium carbonate 500 mg twice daily 5 PM C yes
Metamucil 1 tbsp twice daily 6 PM C yes
Aldactone 25 mg once daily 8 AM C yes
Do you take all medications as prescribed? Yes [ No  Ifno,why?
PATIENT/FAMILY HISTORY
] Cold in past two weeks High blood pressure Patient Kidney/urinary problems Patient

Gastric/abdominal pain/heartburn Patient
Hearing problems Patient

[0 Glaucoma/eye problems

Back pain Patient

[ Seizures

[ Other

Heart problems Patient [ Diabetes

RISK SCREENING

Have you had a blood transfusion? [ Yes No FOR WOMEN Ages 12-52

Df 0 ym;lsmoke? I:ll( Ye?s No Is there any chance you could be pregnant? [ Yes [ No

If'yes, how many pac (5)? If yes, expected date (EDC):

Does anyone in your household smoke? [ Yes No Gravida/Para:

Do you drink alcoholz [ Yes No -

If yes, how often? How much? ALL WOMEN

When was your last drink? / / Date of last Pap smear:

Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams? ~ [] Yes  [] No

If yes, type: Route: ALL MEN

Frequency: Date last used: / / -

Do you perform regular testicular exams? Yes [ No

Additional comments: X M@ﬂ

Signature/Title
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Client name: Charles Peterman

DOB: 4/15

Age: 85

Sex: Male

Education: Postgraduate

Occupation: Physician

Hours of work: Retired

Household members: Wife age 82, in good health
Ethnic background: Caucasian

Religious affiliation: Presbyterian

Referring physician: Douglas A. Schmidt, MD (cardiology)

Chief complaint:
Patient collapsed at home and was brought to the emergency room by ambulance.

Patient history:

Onset of disease: CHF X 2 years

Type of Tx: Medical Tx of CAD, HTN, and CHF

PMH: Long-standing history of CAD, HTN, mitral valve insufficiency, previous anterior MI
Meds: Lanoxin 0.125 mg once daily, Lasix 80 mg twice daily, Aldactone 25 mg once daily, lisinopril
30 mg po once daily, Lopressor 25 mg once daily, Zocor 20 mg once daily, Metamucil 1 tbsp twice
daily, calcium carbonate 500 mg twice daily, Centrum 2 tablets once daily

Smoker: No

Family Hx: What? HTN, CAD Who? Parents

Physical exam:
General appearance: Elderly male in acute distress
Vitals: Temp 98°F, pulse 110, RR 24 bpm, BP 90/70 mm Hg
Heart: Diffuse PMI in AAL in LLD; Grade II holosystolic murmur at the apex radiating to the left
sternal border; first heart sound diminished, and second heart sound preserved; third heart sound
present
Skin: Gray, moist
HEENT:
Eyes: Ophthalmoscopic exam reveals AV crossing changes and arteriolar spasm
Ears: WNL
Nose: WNL
Throat: Jugular venous distension in sitting position with a positive hepatojugular reflux
Chest/lungs: Rales in both bases posteriorly
Abdomen: Ascites, no masses, liver tender to A&P
Genitalia: WNL
Extremities: 4+ pedal edema
Peripheral vascular: WNL
Neurologic: WNL
Height/Weight: Admission 70", 165 Ibs
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Nutrition Hx:

General: Wife reports that Dr. Peterman’s appetite has been poor for the last 6 months, with no real
weight loss that she can determine. “It’s very hard to know the difference between his real weight and
any fluid that he is retaining.” She describes difficulty eating due to SOB and nausea.

Usual dietary intake: Generally likes all foods but has recently been eating only soft foods, especially
ice cream. Tries to drink 2 cans of Ensure Plus each day.

24-hour recall: Has had only sips of drinks for the past 24 hours

Food allergies/intolerances/aversions: Shellfish

Previous nutrition therapy: Not specifically but has monitored salt intake for the past 2 years as well as
a low-fat, low-cholesterol diet for at least the previous 10 years

Food purchase/preparation: Spouse

Vit/min intake: Centrum Silver 2 X/day, calcium supplement 1,000 mg/day

Dx:
CHF with ascites and 4+ pedal edema

Tx plan:

Admit to CCU; parenteral dopamine and IV diuretics; 100 mg thiamin IV; telemetry, vitals every

1 hour X 8, every 2 hours X 8 for first 24 hours; daily ECG and chest X-rays; echocardiogram; Chem
24, urinalysis, strict I & Os

Hospital course:

Swan-Ganz catheter inserted. Echocardiogram indicated severe cardiomegaly secondary to end-stage
congestive heart failure. Enteral feeding initiated but discontinued due to severe diarrhea. Patient had
a living will that stated he wanted no other extraordinary measures taken to prolong his life.

The patient was able to express his wishes verbally: he requested oral feedings and palliative care only.
Patient expired after 2-week hospitalization.
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NAME: Charles Peterman

AGE: 85

PHYSICIAN: Douglas A. Schmidt, MD

Fedededededededefe N ddededededede RN ddededededed

DAY:
DATE:
TIME:
LOCATION:

NORMAL

Case8 Congestive Heart Failure with Resulting Cardiac Cachexia

DOB: 4/15
SEX: M

Fedede ke s CHEMISTRY % s e stesdedededededededede e

Fedededededededenhn

ATbumin

Total protein
Prealbumin
Transferrin

Sodium
Potassium
Chloride
PO,
Magnesium
Osmolality
Total CO,
Glucose
BUN
Creatinine
Uric acid

Calcium
Bilirubin
Ammonia (NH;)
ALT

AST

Alk phos

CPK

LDH

CHOL

HDL-C

VLDL

LDL

LDL/HDL ratio
Apo A

Apo B

TG

T,

Ts
HbA, ¢

3.5-5

6-8

16-35

250-380 (women)
215-365 (men)
136-145
3.5-5.5
95-105
2.3-4.7

1.8-3

285-295

30-120

30-135 (women)
55-170 (men)
208-378
120-199

> 55 (women)
> 45 (men)
7-32

< 130

< 3.22 (women)
< 3.55 (men)
101-199 (women)
94-178 (men)
60-126 (women)
63-133 (men)
35-135 (women)
40-160 (men)
4-12

75-98

3.9-5.2

132

98

292

26
110

100
70
200
150
350
150
30
40
180
60
140

150

160

133

100

299

24
106

120
80
190
175
450
162
31
42
160
65
138

145

156

133

99

290

25
102

115
85
200
200
556
149
30
39
152
70
136

140

150

mg/dL
mmo1/kg/H,0
mEq/L
mg/dL
mg/dL
mg/dL
mg/dL

mg/dL
mg/dL
umol/L
u/L
u/L
u/L
u/L

u/L
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mcg/dL

mcg/dL
%
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UH UNIVERSITY HOSPITAL

NAME: Charles Peterman
AGE: 85

DOB: 4/15
SEX: M

PHYSICIAN: Douglas A. Schmidt, MD

DAY:
DATE:
TIME:
LOCATION:

WBC
RBC

HGB
HCT

MCV

RETIC

MCH

MCHC

RDW

P1t Ct
Diff TYPE
ESR

% GRANS
% LYM
SEGS
BANDS
LYMPHS
MONOS
EOS
Ferritin

ZPP

Vitamin By,

Folate

Total T cells
T-helper cells
T-suppressor cells
PT

.8-11.8
2-5.4 (women)
4.5-6.2 (men)
12-15 (women)
14-17 (men)
37-47 (women)
40-54 (men)

11.6-16.5
140-440

0-25 (women)
0-15 (men)
34.6-79.2
19.6-52.7
50-62

3-6

24-44

4-8

0.5-4

20-120 (women)
20-300 (men)
30-80
24.4-100
5-25
812-2,318
589-1,505
325-997
11-16

90

31
33
12
300

11

76
24

11
20
20

r— I T

100

32

10

1,000

800

460
12.2

42
89
31
34
13
290
10
82
73

17
17

96

40

1,100
860
440

12.

r—r—ITITr T

41

12

1,200

840

500
12.3

X 103/mm3
X 10¢/mm3

g/dL
%

pm?3

%

P9

g/dL

%

X 103/mm3

mm/hr

%
mg/mL

umo1/mol
ng/dL
ug/dL
mm?3

mm?3

mm3

sec
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Case Questions
I. Understanding the Disease and Pathophysiology

1. Outline the typical pathophysiology of heart failure. The onset of heart failure usually can
be traced to damage from an MI and atherosclerosis. Is this consistent with Dr. Peterman’s
history? Relate this to your discussion of the pathophysiology.

2. Identify the specific signs and symptoms in the patient’s physical examination that are
consistent with heart failure. For any three of these signs and symptoms, narratively
connect them to the physiological changes that you described in question 1.

3. Heart failure is often described as R-sided failure or L-sided failure. What is the difference?
How are the clinical manifestations different?

4. Dr. Peterman’s admitting diagnosis was cardiac cachexia. What is cardiac cachexia? What

IL.

I11.

are the characteristic symptoms? Explain the role of the underlying heart disease in the
development of cardiac cachexia.

Understanding the Nutrition Therapy

5.

Dr. Peterman’s wife states that they have monitored their salt intake for several years. What
is the role of sodium restriction in the treatment of heart failure? What level of sodium
restriction is recommended for the outpatient with heart failure?

Should he be placed on a fluid restriction? If so, how would this assist with the treatment
of his heart failure? What specific foods are typically “counted” as a fluid?

Identify any common nutrient deficiencies that are found in patients with heart failure.

Nutrition Assessment

A.

Evaluation of Weight/Body Composition

8. Identify factors that would affect the interpretation of Dr. Peterson’s weight and body
composition. How does Dr. Peterson’s weight change during the first week of his
hospitalization?
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B.

C.

D.

Calculation of Nutrient Requirements
9. Calculate Dr. Peterman’s energy and protein requirements. Explain your rationale for
the weight you have used in your calculation.

10. Calculate Dr. Peterman’s fluid requirements.

Intake Domain

11. Dr. Peterman was started on an enteral feeding when he was admitted to the hospital.
Outline a nutrition therapy regimen for him that includes formula choice, total
volume, and goal rate.

12. List the possible nutrition problems within the intake domain using the correct diag-
nostic term.

Clinical Domain
13. Identify any abnormal biochemical values and assess them using the following table.

Parameter Normal Value Patient’s Value Reason for Nutrition
Abnormality Implication
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14. The following chart lists the drugs/supplements that were prescribed for Dr. Peter-
man. Give the rationale for the use of each. In addition, describe any nutrition impli-
cations for these medications.

Medication Rationale for Use Nutrition Implications

Lanoxin

Lasix

Dopamine

Thiamin

15. Identify possible nutrition problems within the clinical domain using the correct
diagnostic term.

IV. Nutrition Diagnosis

16.

Select two high-priority nutrition problems and complete the PES statement for each.

Nutrition Intervention

17.

18.

19.

20.

Dr. Peterman was not able to tolerate the enteral feeding because of diarrhea. What
recommendations could be made to improve tolerance to the tube feeding?

The tube feeding was discontinued because of continued problems. Parenteral nutri-
tion cannot be considered at this time because of the need to severely restrict fluid. What
recommendations could you make to optimize Dr. Peterman’s oral intake?

This patient had a living will that expressed his wishes regarding life support measures
and requested palliative care only. What is a living will? What is palliative care?

Dr. Peterman is not receiving parenteral or enteral nutritional support. What is the role of
the registered dietitian during palliative care?
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Unit Three

NUTRITION THERAPY FOR
GASTROINTESTINAL DISORDERS

The six cases presented in this section cover a wide
array of diagnoses that ultimately affect normal
digestion and absorption. These conditions use
medical nutrition therapy as a cornerstone for their
treatment.

In some disorders, such as celiac disease, medical
nutrition therapy is the only treatment. With other
GI problems, it is important to understand that,
because of the symptoms the patient experiences,
nutritional status is often in jeopardy. Nausea, vomit-
ing, diarrhea, constipation, and malabsorption are
common with these disorders. Interventions in these
cases are focused on treating such symptoms in order
to restore nutritional health.

Case 9 targets gastroesophageal reflux disease
(GERD). More than 20 million Americans suffer
from symptoms of gastroesophageal reflux daily, and
more than 100 million suffer occasional symptoms.
Gastroesophageal reflux disease most frequently
results from lower esophageal sphincter (LES)
incompetence. Factors that influence LES compe-
tence include both physical and lifestyle factors. This
case identifies the common symptoms of GERD and
challenges you to develop and analyze both nutri-
tional and medical care for this patient.

Case 10 focuses on peptic ulcer disease treated
pharmacologically and surgically. Peptic ulcer disease
(PUD) involves ulcerations that penetrate the sub-
mucosa, usually in the antrum of the stomach or in
the duodenum. Erosion may proceed to other levels
of tissue and can eventually result in perforation.
The breakdown in tissue allows continued insult
by the highly acidic environment of the stomach.
Helicobacter pylori has been established to be a major
cause of chronic gastritis and peptic ulcer disease.
Nutrition therapy for peptic ulcer disease is highly

individualized. Treatment plans should avoid foods
that increase gastric secretions and restrict any
particular food or beverage that the patient does
not tolerate. This case describes the complications
of PUD resulting in hemorrhage and perforation
that require surgical intervention. Nutritional
complications, such as dumping syndrome and
malabsorption, often accompany gastric surgery.
This case also introduces the transition from enteral
nutrition support to the appropriate oral diet for
postoperative use.

The next four cases target conditions affect-
ing the small and large intestines. These condi-
tions, whose etiologies are all different, involve the
symptoms of diarrhea, constipation, and sometimes
malabsorption. In all the cases, nutrition therapy is
one of the major modes of treatment.

Case 11 addresses the metabolic complications of
diarrhea and dehydration. This pediatric case allows
you to assess fluid and electrolyte imbalances, as well
as interpret nutrition assessment for children, and to
plan appropriate reintroduction of solid food to help
the patient recover from acute diarrhea.

Celiac disease, explored in Case 12, is an
autoimmune disease that destroys the mucosa of the
small intestine. This reaction is caused by exposure
to gliadin, which is found in the gluten portion of
grain. Treatment for this disease is total avoidance
of wheat, rye, and barley. This case explores new
diagnostic procedures for celiac disease, secondary
malabsorption syndromes, and the use of medical
nutrition therapy.

Case 13 examines diverticulosis, a condition
associated with both age and low fiber intake. A diet
low in fiber increases colonic intraluminal pressure
as the body strives to move the small amount of stool
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through the colon. This increased pressure results
in herniations of the colon wall, called diverticula.
Long-term treatment includes a transition to a high-
fiber diet. This case involves the care of acute diver-
ticulitis and the transition to preventive care.

The final case in this section targets inflamma-
tory bowel disease. Crohn’s disease and ulcerative

colitis are two conditions that fall under the diag-
nosis of inflammatory bowel disease. Both these
conditions dramatically affect nutritional status and
often require nutritional support during periods of
exacerbation. This case involves the effects of Crohn’s
disease on digestion and absorption, the diagnosis of
malnutrition, and parenteral nutrition support.



Case 9

Gastroesophageal Reflux Disease

Objectives

After completing this case, the student will be 6.
able to:

1. Apply knowledge of the pathophysiology 7.

of gastroesophageal reflux disease (GERD)
in order to identify and explain common
nutritional problems associated with this
disease.

2. Describe basic principles of drug action

Determine nutrition diagnoses and write
appropriate PES statements.

Develop a nutrition care plan with appro-
priate measurable goals, interventions, and
strategies for monitoring and evaluation
that addresses the nutrition diagnoses of
this case.

required for medical treatment of GERD. Jack Nelson is admitted to University Hospital
3. Discuss the rationale for nutrition recom- for evaluation of his increasing complaints of

mendations to minimize the adverse severe indigestion. Intraesophageal pH monitor-

symptoms of GERD. ing and barium esophagram support a diagnosis
4. Interpret pertinent laboratory parameters of gastroesophageal reflux disease.

for nutritional implications and significance.

5. Analyze nutrition assessment data to evalu-
ate nutritional status and identify specific
nutrition problems.
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UH UNIVERSITY HOSPITAL

Name: Jack Nelson
DOB: 7/22 (age 48)

ADMISSION DATABASE Physician: J. Phelps, MD

BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
1 9/22 0900 [JRed [Yellow [JGreen [JWhite | Name: Mary Nelson

Initial Vital Signs Home #: 555-444-5689

Work #: 555-453-5689

TEMP: RESP: SAO,:
98.6 15
HT: WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: [X] Calllight [X] Television/telephone
59" 215 119/75 920 Bathroom [X] Visiting [X] Smoking [X] Meals
LAST TETANUS LAST ATE LAST DRANK Patient rights/responsibilities
1 year ago 11 PM this AM

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

PERSONAL ARTICLES: (Check if retained/describe)

“My wife insisted that I come see someone. The pain was so bad that I

[ Contacts (J R (J L

was afraid I was having a heart attack.”

I Jewelry:

Other: eyeglasses

[ Dentures [] Upper [ Lower

ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction

VALUABLES ENVELOPE: no

NKA

[ Valuables instructions

INFORMATION OBTAINED FROM:

PREVIOUS HOSPITALIZATIONS/SURGERIES

Patient [ Previous record

S/p R knee arthroplasty 5 years ago

Family [J Responsible party

Signature /ZM /c‘/taou

Home Medications (including OTC)

Codes: A=Sent home

B=Sent to pharmacy

C=Not brought in

Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug
atenolol 50 mg daily this AM C yes
aspirin 325 mg daily this AM yes
ibuprofen 500 mg twice daily this AM yes
Do you take all medications as prescribed? Yes [J No  Ifno,why?

PATIENT/FAMILY HISTORY

[J Cold in past two weeks

[ Hay fever

[0 Emphysema/lung problems

[ TB disease/positive TB skin test
[ Cancer

[ Stroke/past paralysis
Heartattack Father
Angina/chest pain Father

High blood pressure Patient [ Kidney/urinary problems
[ Arthritis
[ Claustrophobia

[ Circulation problems

[ Hearing problems
[ Glaucoma/eye problems

[ Easy bleeding/bruising/anemia [J Back pain
[ Sickle cell disease [ Seizures
[ Liver disease/jaundice [ Other

[J Thyroid disease

Gastric/abdominal pain/heartburn Patient

Heart problems Mother [ Diabetes

RISK SCREENING

Have you had a blood transfusion? [ Yes No FOR WOMEN Ages 12-52

Df 0 ym;lsmoke? El|< Ye7s No s there any chance you could be pregnant? [ Yes [ No

If yes, how many pac (s)? If yes, expected date (EDC):

Does anyone in your household smoke? [ Yes No Gravida/Para:

Do you drink alcohol? Yes [ No .

If yes, how often? 3-4 x week How much? 1-2 beers ALL WOMEN

When was your last drink? Tast PM Date of last Pap smear:

Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams? ~ [] Yes [ No

If yes, type: Route: ALL MEN

Frequency: Date last used: / / -

Do you perform regular testicular exams? Yes [ No

Additional comments: X ety Aovetn,, E2F

Signature/Title
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Client name: Jack Nelson

DOB: 7/22

Age: 48

Sex: Male

Education: BA

Occupation: Retail manager of local department store

Hours of work: M-F, works consistently in evenings and on weekends as well
Household members: Wife age 42, 2 sons ages 10 and 16—all in good health
Ethnic background: Caucasian

Religious affiliation: Protestant

Referring physician: Patricia Phelps, MD (family practice)

Chief complaint:

“My wife insisted that I come see someone. I am taking Tums constantly and am really uncomfort-
able from this constant indigestion! It was so bad yesterday that I was afraid I was having a heart
attack. I also recently hurt my shoulder when I was coaching my son’s baseball team, but as long as
I take Advil, I am able to cope with that pain.”

Patient history:

Onset of disease: Has been experiencing increased indigestion over last year. Previously only at night
but now almost constantly.

Type of Tx: Taking OTC antacids

PMH: Essential HTN—Dx 1 year ago; s/p R knee arthroplasty 5 years ago

Meds: Atenolol 50 mg daily; 325 mg aspirin daily; multivitamin daily; 500 mg ibuprofen twice daily
for last month

Smoker: No

Family Hx: What? CAD Who? Father

Physical exam:

General appearance: Obese 48-year-old white male in mild distress

Vitals: Temp 98.6°F, BP 119/75 mm Hg, HR 90 bpm/normal, RR 16 bpm

Heart: Noncontributory

HEENT: Noncontributory

Rectal: No hemorrhoids seen or felt; prostate not enlarged or soft; stool—slight Heme +
Neurologic: Oriented X 4

Extremities: No edema; normal strength, sensations, and DTR

Skin: Warm, dry

Chest/lungs: Lungs clear to auscultation and percussion

Peripheral vascular: Pulses full—no bruits

Abdomen: No distention. BS present in all regions. Liver percusses approx 8 cm at the midclavicu-
lar line, one fingerbreadth below the right costal margin. Epigastric tenderness without rebound or
guarding.
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Nutrition Hx:

General: Patient relates that he has gained almost 35 Ibs since his knee surgery. He attributes this to a
decrease in ability to run and has not found a consistent replacement for exercise. Patient states that
he plays with his children on the weekends but that is the most exercise that he receives. He states that
he probably has been eating and drinking more over the last year, which he attributes to stress. He is
worried about his family history of heart disease, which is why he takes an aspirin each day. He has
not really followed any diet restrictions.

Usual dietary intake:

AM: 1%2-2 ¢ dry cereal (Cheerios, bran flakes, Crispix); ¥2—% c skim milk; 16-32 oz
orange juice

Lunch: 1% oz ham on whole-wheat bagel, 1 apple or other fruit, 1 ¢ chips, diet soda

Snack when

he comes home: Handful of crackers, cookies, or chips; 1-2 16-0z beers

PM: 6-9 oz of meat (grilled, baked usually); pasta, rice, or potatoes—1-2 ¢; fresh fruit;
salad or other vegetable; bread; iced tea

Late pm: Ice cream, popcorn, or crackers. Drinks 5-6 12-o0z diet sodas daily as well as

unsweetened iced tea

Relates that his family’s schedule has been increasingly busy so that they order pizza or stop for fast
food 1-2 times per week instead of cooking.

24-hour recall:
(at home PTA): Crispix—2 ¢, 1 ¢ skim milk, 16 oz orange juice

At work: 3 12-o0z Diet Pepsi

Lunch: Fried chicken sandwich from McDonald’s, small french fries, 32 oz unsweetened
iced tea

Late afternoon: 2 c chips, 1 beer

Dinner: 1 breast, fried, from Kentucky Fried Chicken; 1% ¢ potato salad; Y4 c green bean
casserole; ¥ ¢ fruit salad; 1 ¢ baked beans; unsweetened iced tea

Bedtime: 2 c ice cream mixed with 1 ¢ skim milk for milkshake

Food allergies/intolerances/aversions (specify): Fried foods seem to make the indigestion worse.
Previous nutrition therapy? No

Food purchase/preparation: Wife or eats out

Vit/min intake: One-A-Day for Men multivitamin daily

Tx plan:

Ambulatory 24-hour pH monitoring with Bravo pH Monitoring System. Barium esophagram—
request radiologist to attempt to demonstrate reflux using abdominal pressure and positional
changes. Endoscopy with biopsy to r/o H. pylori infection.

Hospital course:

pH monitoring and barium esophagram support diagnosis of gastroesophageal reflux disease with
negative biopsy for H. pylori. Endoscopy indicates no ulcerations or lesions, but generalized gastritis
present. Begin lansoprazole 30 mg every am. Decrease aspirin to 75 mg daily. Consult to orthopedics
for shoulder injury. D/C self-medication of ibuprofen daily. Nutrition consult.
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NAME: Jack Nelson

AGE: 48

PHYSICIAN: P. Phelps, MD

dedededededefedededededededededefdedededefedededededede et

DAY:
DATE:
TIME:
LOCATION:

NORMAL

Case9 Gastroesophageal Reflux Disease

DOB: 7/22
SEX: M

Admit
9/22

JORORCRON

u******CHEMISTRY***********nx*****ﬁx******nﬂﬂuuk*"x*****

Albumin

Total protein
Prealbumin
Transferrin

Sodium
Potassium
Chloride
PO,
Magnesium
Osmolality
Total CO,
Glucose
BUN
Creatinine
Uric acid

Calcium
Bilirubin
Ammonia (NH;)
ALT

AST

ATk phos

CPK

LDH

CHOL

HDL-C

VLDL

LDL

LDL/HDL ratio
Apo A

Apo B

TG

3.5-5

6-8

16-35

250-380 (women)
215-365 (men)
136-145

3.5-5.5

95-105

2.3-4.7

1.8-3

30-120

30-135 (women)
55-170 (men)
208-378
120-199

> 55 (women)
> 45 (men)
7-32

< 130

< 3.22 (women)
< 3.55 (men)
101-199 (women)
94-178 (men)
60-126 (women)
63-133 (men)
35-135 (women)
40-160 (men)
4-12

75-98

3.9-5.2

144

102

278

110

30
22
156
100

400
220 H
20 L

165 H

178 H

mg/dL
mmo1/kg/H,0
mEq/L
mg/dL
mg/dL
mg/dL
mg/dL

mg/dL
mg/dL
wmol/L
u/L
u/L
u/L
u/L

u/L
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mcg/dL

mcg/dL
%
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UH UNIVERSITY HOSPITAL

NAME: Jack Nelson DOB: 7/22
AGE: 48 SEX: M
PHYSICIAN: P. Phelps, MD

****************************************HEMATOLOGY***************************************

DAY: Admit
DATE: 9/22
TIME:
LOCATION:
NORMAL UNITS
WBC 4.8-11.8 5.6 X 103/mm3
RBC 4.2-5.4 (women) 5.2 X 106/mm3
4.5-6.2 (men)
HGB 12-15 (women) 14.0 g/dL
14-17 (men)
HCT 37-47 (women) 40 %
40-54 (men)
MCV 80-96 85 wm3
RETIC 0.8-2.8 1.1 %
MCH 26-32 28 pg
MCHC 31.5-36 32 g/dL
RDW 11.6-16.5 %
P1t Ct 140-440 X 103/mm3
Diff TYPE
ESR 0-25 (women) mm/hr
0-15 (men)
% GRANS 34.6-79.2 %
% LYM 19.6-52.7 %
SEGS 50-62 %
BANDS 3-6 %
LYMPHS 24-44 %
MONOS 4-8 %
EOS 0.5-4 %
Ferritin 20-120 (women) mg,/mL
20-300 (men)
ZPP 30-80 wmol/mol
Vitamin By, 24.4-100 ng/dL
Folate 5-25 pg/dL
Total T cells 812-2,318 mm3
T-helper cells 589-1,505 mm3
T-suppressor cells 325-997 mm3

PT 11-16 sec



Case9 Gastroesophageal Reflux Disease 109

Case Questions

I. Understanding the Disease and Pathophysiology
1. How is acid produced and controlled within the gastrointestinal tract?

2.  What role does lower esophageal sphincter (LES) pressure play in the etiology of
gastroesophageal reflux disease? What factors affect LES pressure?

3. What are the complications of gastroesophageal reflux disease?

4. Whatis H. pylori, and why did the physician want to biopsy the patient for H. pylori?

5. Identify the patient’s signs and symptoms that could suggest the diagnosis of gastroesoph-
ageal reflux disease.

6. Describe the diagnostic tests performed for this patient.

7. What risk factors does the patient present with that might contribute to his diagnosis?
(Be sure to consider lifestyle, medical, and nutritional factors.)

8. The MD has decreased this patient’s dose of daily aspirin and recommended discontinu-
ing his ibuprofen. Why? How do aspirin and NSAIDs affect gastroesophageal disease?

9. The MD has prescribed lansoprazole. What class of medication is this? What is the basic
mechanism of the drug? What other drugs are available in this class? What other groups
of medications are used to treat GERD?

II. Understanding the Nutrition Therapy
10. Are there specific foods that may contribute to GERD? Why or why not?

11. Summarize the current recommendations for nutrition therapy in GERD.
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III. Nutrition Assessment

A.

B.

C.

D.

E.

Evaluation of Weight/Body Composition
12. Calculate this patient’s percent UBW and BMI. What does this assessment of weight
tell you? In what ways does this contribute to his diagnosis?

Calculation of Nutrient Requirements
13. Calculate energy and protein requirements for Mr. Nelson. Identify the formula/
calculation method you used, and explain the rationale for using it.

Intake Domain

14. Complete a computerized nutrient analysis for this patient’s usual intake and
24-hour recall. How does his caloric intake compare to your calculated
requirements?

15. From the information gathered within the intake domain, list possible nutrition
problems using the diagnostic term.

Clinical Domain
16. Are there any other abnormal labs that should be addressed to improve Mr. Nelson’s
overall cardiac health? Explain.

17. From the information gathered within the clinical domain, list possible nutrition
problems using the diagnostic term.

Behavioral-Environmental Domain
18. What other components of lifestyle modification would you address in order to help
in treating his disorder?

19. From the information gathered within the behavior—environmental domain, list
possible nutrition problems using the diagnostic term.

IV. Nutrition Diagnosis

20.

Select two high-priority nutrition problems and complete the PES statement for each.
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V. Nutrition Intervention
21. For each of the PES statements that you have written, establish an ideal goal (based on the
signs and symptoms) and an appropriate intervention (based on the etiology).

22. Outline necessary modifications for him within his 24-hour recall that you could use as a
teaching tool.

Food Item Modification Rationale

Crispix

Skim milk

Orange juice

Diet Pepsi

Fried chicken sandwich

French fries

Iced tea

Chips

Beer

Fried chicken

Potato salad

Green bean casserole

Fruit salad

Baked beans

Milkshake
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Case 10

Ulcer Disease: Medical and
Surgical Treatment

Objectives

After completing this case, the student will be
able to:

1. Discuss the etiology and risk factors for
development of ulcer disease.

2. Identify classes of medications used to treat
ulcer disease and determine possible drug—
nutrient interactions.

3. Describe the surgical procedures used to
treat refractory ulcer disease and explain
common nutritional problems associated
with this treatment.

4. Apply knowledge of nutrition therapy
guidelines for ulcer disease and gastric
surgery.

5. Analyze nutrition assessment data to evalu-
ate nutritional status and identify specific
nutrition problems.

6. Determine nutrition diagnoses and write
appropriate PES statements.

7. Calculate enteral nutrition formulations.

8. Evaluate a standard enteral nutritional
regimen.

9. Develop a nutrition care plan with appro-
priate measurable goals, interventions, and
strategies for monitoring and evaluation
that addresses the nutrition diagnoses of
this case.

Maria Rodriguez has been treated as an outpa-
tient for her gastroesophageal reflux disease.
Her increasing symptoms of hematemesis,
vomiting, and diarrhea lead her to be admitted
for further gastrointestinal workup. She under-
goes a gastrojejunostomy to treat her perforated
duodenal ulcer.
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ADMISSION DATABASE

Name: Maria Rodriguez
DOB: 12/19 (age 38)
Physician: A. Gustaf, MD

BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
1 8/30 1700 [JRed [Yellow [Green [JWhite | Name: Emilio Santiago (brother)

Initial Vital Signs Home #: 555-212-7890

Work #: 555-213-4563

TEMP: RESP: SAO,: or
102 32
HT (in): WT (Ib): 110 B/P: PULSE: ORIENTATION TO UNIT: [X] Call light [X] Television/telephone
572 UBW 145 78/60 68 Bathroom [X]Visiting [X] Smoking [X] Meals
LAST TETANUS LAST ATE LAST DRANK [X] Patient rights/responsibilities
5 years ago yesterday water 1 hour ago

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

“I found out I had an ulcer 2 weeks ago. Last night I seemed to have

gotten worse. I have been vomiting, and I have diarrhea. My pain is

terrible. I think I have blood in my vomit and my diarrhea.”

PERSONAL ARTICLES: (Check if retained/describe)

[J Contacts [J R [J L [J Dentures [] Upper [ Lower
Jewelry: wedding band

[ Other:

ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction

Codeine causes nausea and vomiting.

VALUABLES ENVELOPE:
[J Valuables instructions

PREVIOUS HOSPITALIZATIONS/SURGERIES

INFORMATION OBTAINED FROM:
Patient [ Previous record

For delivery of her two daughters only Family [ Responsible party
Signature Aoniee (FBetaigecer

Home Medications (including OTC) Codes: A=Sent home

B=Sent to pharmacy C=Not brought in

Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug
bismuth subsalicylate 525 mg 4 x daily this AM C yes
metronidazole 250 mg 4 x daily this AM C yes
tetracycline 500 mg 4 x daily this AM C yes
omeprazole 20 mg 2 x daily this AM C yes
Do you take all medications as prescribed? Yes [ No  Ifno,why?

PATIENT/FAMILY HISTORY

[J Cold in past two weeks

(] Hay fever

[J Emphysema/lung problems

(] TB disease/positive TB skin test
[ Cancer

[ Stroke/past paralysis

[J Heart attack

(] Angina/chest pain

[J Heart problems

] High blood pressure
L] Arthritis

[J Claustrophobia

] Circulation problems

[ Sickle cell disease
[ Liver disease/jaundice
[ Thyroid disease

[] Easy bleeding/bruising/anemia

Diabetes Maternal grandmother

Kidney/urinary problems

Gastric/abdominal pain/heartburn Patient
Hearing problems

Glaucoma/eye problems

Back pain

Seizures

Other Father and grandfather had
ulcer disease

XOOOOXO

RISK SCREENING

Have you had a blood transfusion? [ Yes No
Do you smoke? Yes [ No

If yes, how many pack(s)? 1.5/day for 15 years

Does anyone in your household smoke? Yes [ No
Do you drink alcohol? [ Yes No

If yes, how often? How much?

When was your last drink? / /

Do you take any recreational drugs? [ Yes No

If yes, type: Route:

Frequency: Date last used: / /

FOR WOMEN Ages 12-52

Is there any chance you could be pregnant? [ Yes No
If yes, expected date (EDC):

Gravida/Para: 2/2

ALL WOMEN

Date of last Pap smear: Feb. of this year

Do you perform regular breast self-exams? Yes [ No

ALL MEN

Do you perform regular testicular exams? ~ [] Yes [ No

Additional comments:

X Lol AoStton, G2F

Signatfire/Title
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Client name: Maria Rodriguez

DOB: 12/19

Age: 38

Sex: Female

Education: Associate’s degree

Occupation: Works in computer programming for local firm
Hours of work: M-F 9-5

Household members: 2 daughters ages 12 and 14, in good health; widowed
Ethnic background: Hispanic

Religious affiliation: Catholic

Referring physician: Anna Gustaf, MD (gastroenterologist)

Chief complaint:
“I found out I had an ulcer a few weeks ago. Last night I got very sick. I have been vomiting, and
I have diarrhea. My pain is terrible. There is blood in my vomit and in my diarrhea.”

Patient history:

Onset of disease: Diagnosed with GERD approx. 11 months ago; diagnosed with duodenal ulcer

2 weeks ago

Type of Tx: 14-day course of bismuth subsalicylate 525 mg four times daily; metronidazole 250 mg
four times daily; tetracycline 500 mg four times daily. omeprazole 20 mg twice daily X 10 days.
PMH: Gravida 2 para 2. No other significant history except history of GERD.

Meds: See above.

Smoker: Yes

Family Hx: What? DM, PUD Who? DM: maternal grandmother, PUD: father and grandfather

Physical exam:

General appearance: 38-year-old Hispanic female—thin, pale, and in acute distress
Vitals: Temp: 101.3°F, BP 78/60 mm Hg, HR 68 bpm, RR 32 bpm
Heart: Regular rate and rhythm, heart sounds normal

HEENT: Noncontributory

Genitalia: Normal

Rectal: Not performed

Neurologic: Alert and oriented

Extremities: Noncontributory

Skin: Warm and dry to touch

Chest/lungs: Rapid breath sounds, lungs clear

Abdomen: Tender with guarding, absent bowel sounds

Nutrition Hx:

Patient relates that she understands about the feeding she is receiving through her tube. She explained
that she has eaten very little since her ulcer was diagnosed and wonders how long it will be before she

can eat again. Her physicians have told her they might like her to try something by mouth in the next

few days.
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Usual dietary intake (prior to current illness):

AM: Coffee, 1 slice dry toast; on weekends, cooked large breakfasts for family, which included
omelets, rice or grits, or pancakes, waffles, fruit

Lunch: ~ Sandwich from home (2 oz turkey on whole-wheat bread with mustard), 1 piece of raw
fruit, cookies (2—3 Chips Ahoy!)

Dinner: 2 c rice, some type of meat (2—3 oz chicken), fresh vegetables (steamed tomatoes, peppers,
and onions—1 ¢), coffee

Usual intake includes 8—10 c coffee daily. 1-2 sodas each day.
24-hour recall: Has been NPO since admission.

Food allergies/intolerances/aversions: See Nutrition Hx.
Previous nutrition therapy? No

Food purchase/preparation: Self and daughters

Vit/min intake: None

Tx plan:

Two weeks ago as an outpatient, she is s/p endoscopy that revealed 2-cm duodenal ulcer with gener-
alized gastritis with a positive biopsy for Helicobacter pylori. She has completed 10 days of a 14-day
course of bismuth subsalicylate 525 mg 4 X daily, metronidazole 250 mg 4 X daily, tetracycline 500
mg 4 X daily, and omeprazole 20 mg 2 X daily prescribed for a total of 28 days.

Admitted through ER for a surgical consult for possible perforated duodenal ulcer.

On 8/31, a gastrojejunostomy (Billroth II) was completed. Patient is now s/p gastrojejunostomy
secondary to perforated duodenal ulcer. Feeding jejunostomy was placed during surgery, and patient
is receiving Vital HN @ 25 cc/hr via continuous drip. Nutrition consult with orders have been left to
advance the enteral feeding to 50 cc/hr. She is receiving only ice chips by mouth.
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NAME: Maria Rodriguez
PHYSICIAN: A. Gustaf, MD

DAY:
DATE:
TIME:
LOCATION:

NORMAL

Case 10 Ulcer Disease: Medical and Surgical Treatment

DOB: 12/19
SEX: F

Admit
8/30
0800

Post Op Day 3
9/3
0600

dededekhfddhhhhhh kbbb hhhhhlh btttk ik CHEMISTRY ¥ % %kt s hdddedhhhdhhhhdhhhhhhdhhhddhihhdsss

ATbumin

Total protein
Prealbumin
Transferrin

Sodium
Potassium
Chloride
PO,
Magnesium
Osmolality
Total CO,
Glucose
BUN
Creatinine
Uric acid

Calcium
Bilirubin
Ammonia (NH;)
ALT

AST

ATk phos

CPK

LDH

CHOL

HDL-C

VLDL

LDL

LDL/HDL ratio
Apo A

Apo B

TG

3.5-5

6-8

16-35

250-380 (women)
215-365 (men)
136-145

3.5-5.5

95-105

2.3-4.7

1.8-3

285-295

23-30

70-110

8-18

-1.2
-8.8
-9.0

30-135 (women)
55-170 (men)
208-378
120-199

> 55 (women)
>45 (men)
7-32

<130

<3.22 (women)
<3.55 (men)
101-199 (women)
94-178 (men)
60-126 (women)
63-133 (men)
35-135 (women)
40-160 (men)
4-12

75-98

3.9-5.2

140
101
292

24

128 H
15

10
24

133

mg/dL
mmo1/kg/H,0
mEq/L
mg/dL
mg/dL
mg/dL
mg/dL

mg/dL
mg/dL
umol1/L
u/L
u/L
u/L
u/L

u/L
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mcg/dL

mcg/dL
%
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UH UNIVERSITY HOSPITAL

NAME: Maria Rodriguez DOB: 12/19
Age: 38 SEX: F
PHYSICIAN: A. Gustaf, MD

Tededkddkddehh kR hhhhhhhhhhhhhhhhhhhhrrrrtr HEMATOLOGY ** %% d kst hehehededhdhdedehhhdhhhhhhddhhdddhd

DAY: Admit Post Op Day 3

DATE: 8/30 9/3

TIME: 0800 0600

LOCATION:
NORMAL UNITS

WBC 4.8-11.8 16.3 H 12.5 H X 103/mm3

RBC 4.2-5.4 (women) X 106/mm3
4.5-6.2 (men)

HGB 12-15 (women) 11.2 L 10.2 L g/dL
14-17 (men)

HCT 37-47 (women) 33 L 31 L %
40-54 (men)

MCV 80-96 91 86 pm3

RETIC 0.8-2.8 1.1 1.2 %

MCH 26-32 pg

MCHC 31.5-36 31 L 28.5 L g/dL

RDW 11.6-16.5 19.5 H 22 H %

P1t Ct 140-440 345 356 X 103/mm3

Diff TYPE

ESR 0-25 (women) mm/hr
0-15 (men)

% GRANS 34.6-79.2 %

% LYM 19.6-52.7 %

SEGS 50-62 87 H 78 H %

BANDS 3-6 6 4 %

LYMPHS 24-44 12 L 22 L %

MONOS 4-8 5 4 %

EOS 0.5-4 2 3 %

Ferritin 20-120 (women) 241 H 232 H mg/mL
20-300 (men)

ZPP 30-80 umol1/mo1l

Vitamin By, 24.4-100 ng/dL

Folate 5-25 png/dL

Total T cells 812-2,318 mm3

T-helper cells 589-1,505 mm3

T-suppressor cells 325-997 mm3

PT 11-16 sec
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Name: Maria Rodriguez
Physician: A. Gustaf, MD

UH UNIVERSITY HOSPITAL

PATIENT CARE SUMMARY SHEET

Today: 111

DAYS

Wt Yesterday: 110

Room: 1145

Date: 9/3

EVENINGS
120121122

16117118119

123

20

80
28

115/72
82

NPO

400

200

320

25|25 | 25/50

25

550

520

+30

N. Parrish, RN

111121131415

09 110

08

78

27

110/82

115

NPO

400

550

275

251252525 25/50

200

25
600

1025

—425

M. Taylor, RN

NIGHTS

0102

105106 07

04

03

00

82
28

109/78
122

NPO

380

480

128
220

630

828

—198

L ek, BF

Temp °F

105

104
103

102
101

100
99

98

97

96

Pulse

Respiration

BP

Blood Glucose

Appetite/Assist

INTAKE

Oral

v
TF Formula/Flush | 25|25 | 25| 25| 25| 25| 25| 25/50

Shift Total

OUTPUT

Void

Cath.

Emesis

BM

Drains

Shift Total

Gain

Loss

Signatures
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Case Questions

I. Understanding the Disease and Pathophysiology
1. Identify this patient’s risk factors for ulcer disease.

2. Is smoking related to ulcer disease?

3. How is H. pylorirelated to ulcer disease?

4. This patient was prescribed four different medications for treatment of her H. pylori infec-
tion. Identify the drug functions/mechanisms. (Use table below.)

Drug Action

Metronidazole

Tetracycline

Bismuth subsalicylate

Omeprazole

5. What are the possible drug—nutrient side effects from Mrs. Rodriguez’s prescribed regi-
men? (See table above.) Which drug—nutrient side effects are most pertinent to her current
nutritional status?

6. Explain the surgical procedure that the patient received.

7. How may the normal digestive process change with this procedure?

II. Understanding the Nutrition Therapy
8. The most common physical side effects from this surgery are the development of early
or late dumping syndrome. Describe each of these syndromes, including symptoms the
patient might experience, the etiology of the symptoms, and the standard interventions for
preventing/treating the symptoms.
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9. What are other potential nutritional complications after this surgical procedure?

III. Nutrition Assessment
A. Evaluation of Body Weight/Body Composition

10.

11.

Assess this patient’s available anthropometric data. Calculate UBW, percent UBW,
and BMI. Which of these is the most pertinent in identifying the patient’s nutrition
risk? Why?

What other anthropometric measures could be used to further confirm her nutri-
tional status?

Calculation of Nutrient Requirements

12.

Calculate energy and protein requirements for Mrs. Rodriguez. Identify the formula/
calculation method you used and explain the rationale for using it.

Intake Domain

13.

14.

15.

16.

17.

18.

This patient was started on an enteral feeding postoperatively. Why do you think this
decision was made?

What type of enteral formula is Vital HN? Is it an appropriate choice for this patient?

Why was the enteral formula started at 25 cc/hr?

[s the current enteral prescription meeting this patient’s nutritional needs? Compare
her energy and protein requirements to what is provided by the formula. If her needs
are not met, what should be the goal for her enteral support?

What would the RD assess to monitor tolerance to the enteral feeding?

Go to the patient care summary sheet. For postoperative day 2, how much enteral
nutrition did the patient receive? How does this compare to what was prescribed?
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D.

19.

20.

21.

22,

23.

24.

25.

26.

When evaluating the patient care summary sheet, you notice the patient has gained
1 pound in 24 hours. Should you address this in your nutrition note as an improve-
ment in nutritional status?

As this patient is advanced to solid food, what modifications in diet would the
RD address? Why? What would be a typical first meal for this patient?

What other considerations would you give to Mrs. Rodriguez to maximize her toler-
ance of solid food?

Mrs. Rodriguez asks for you to come to her room because she is concerned that she
may have to follow a special diet forever. What might you tell her?

Should Mrs. Rodriguez be on any type of vitamin/mineral supplementation at home
when she is discharged? Would you make any recommendations for specific types?

Why might Mrs. Rodriguez be at risk for iron-deficiency anemia, pernicious anemia,
and/or megaloblastic anemia secondary to folate deficiency and/or poor vitamin B,
absorption?

Will the oral vitamin/mineral supplement be adequate to prevent the anemias dis-
cussed in question 24? Explain.

From the information gathered within the intake domain, list possible nutrition
problems using the diagnostic term.

Clinical Domain

27.

Using her admission chemistry and hematology values, which biochemical measures
are abnormal? Explain.

a.  Which values can be used to further assess her nutritional status? Explain.
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b. Which laboratory measures (see lab report, pages 117-118) are related to her
diagnosis of duodenal ulcer? Why would they be abnormal?

28. Do you think this patient is malnourished? If so, why? What criteria can be used to
diagnose malnutrition? Within what category does this patient fit?

IV. Nutrition Diagnosis
29. Select two high-priority nutrition problems and complete the PES statement for each.

V. Nutrition Intervention
30. For each of the PES statements that you have written, establish an ideal goal (based on the
signs and symptoms) and an appropriate intervention (based on the etiology).

31. What nutrition education should this patient receive prior to discharge?

32. Do any lifestyle issues need to be addressed with this patient? Explain.
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Case 11

Infectious Diarrhea with
Resulting Dehydration

Objectives

After completing this case, the student will be

able to:

1. Discuss the physiological effects of infection
and dehydration.

2. Interpret laboratory parameters for
nutritional implications and significance.

3. Determine nutrient, fluid, and electrolyte
requirements for children.

4. Analyze nutrition assessment data to
evaluate nutritional status and identify
specific nutrition problems.

5. Determine nutrition diagnoses and write
appropriate PES statements.

6. Prescribe appropriate nutrition therapy for

dehydration and malabsorption resulting
from diarrhea.

7. Develop a nutrition care plan with appro-
priate measurable goals, interventions, and
strategies for monitoring and evaluation
that addresses the nutrition diagnoses of
this case.

8. Develop and implement transitional feeding
plans.

Seth Jones is admitted to the pediatric unit of
University Hospital with severe dehydration
secondary to diarrhea. His medical evaluation
reveals a diagnosis of E. coli 0157:H7.
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UH UNIVERSITY HOSPITAL

ADMISSION DATABASE

Name: Seth Jones
DOB: 4/13 (age 8)
Physician: M. Hicks, MD

BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
2 7/22 1500 [JRed [JYellow [JGreen [JWhite | Name:Violet and Philip Jones

Initial Vital Signs Home #: 555-256-7892

Work #: 555-257-7721

TEMP: | RESP: $A0; o
102.3 17
HT: WT (Ib): 50 B/P: PULSE: ORIENTATION TO UNIT: [X] Call light [X] Television/telephone
41" UBW 54 90/70 72 Bathroom [X] Visiting [X] Smoking [X] Meals
LAST TETANUS LAST ATE LAST DRANK [X] Patient rights/responsibilities
age 5 last AM today at noon

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

“We thought he had the flu or some kind of virus. He has had diarrhea

for over 4 days now. He just has not gotten any better.”

PERSONAL ARTICLES: (Check if retained/describe)

[J Contacts [J R O L 7 Dentures [] Upper [ Lower
LI Jewelry:

Other: glasses

ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction

Bee stings—respiratory difficulty and large amounts of swelling

VALUABLES ENVELOPE: no
[ Valuables instructions

PREVIOUS HOSPITALIZATIONS/SURGERIES

INFORMATION OBTAINED FROM:
Patient [ Previous record
Family [ Responsible party

Signature %azi %ouw ¢ notter /

Home Medications (including OTC) Codes: A=Sent home

B=Sent to pharmacy C=Not brought in

Medication Dose Frequency

Time of Last Dose Code Patient Understanding of Drug

Do you take all medications as prescribed?  [J Yes [ No  Ifno,why?

PATIENT/FAMILY HISTORY

[J Cold in past two weeks

[ Hay fever

[0 Emphysema/lung problems

[ TB disease/positive TB skin test
[ Cancer

[ Stroke/past paralysis

[ Heart attack

[ Angina/chest pain

[ Arthritis
[ Claustrophobia
[ Circulation problems

[ Sickle cell disease
[ Liver disease/jaundice
[ Thyroid disease

High blood pressure Father

[ Easy bleeding/bruising/anemia

[J Kidney/urinary problems

[ Gastric/abdominal pain/heartburn
[ Hearing problems

[ Glaucoma/eye problems

1 Back pain

[ Seizures

[J Other

[ Heart problems (] Diabetes

RISK SCREENING

Have you had a blood transfusion? [ Yes No FOR WOMEN Ages 12-52

I; 0 ymlllsmoke? El|< Ye?s L No Is there any chance you could be pregnant? [ Yes  [J No

If yes, how many pac (s)? If yes, expected date (EDC):

Does anyone in your household smoke? [ Yes No Gravida/Para:

Do you drink alcoholz [ Yes  [J No .

If yes, how often? How much? ALL WOMEN

When was your last drink? / / Date of last Pap smear:

Do you take any recreational drugs?  [] Yes [ No Do you perform regular breast self-exams? ~ [] Yes  [] No

If yes, type: Route: ALL MEN

Frequency: Date last used: / / -

Do you perform regular testicular exams? ~ [J Yes  [J No

Additional comments: X ‘%'ft@ Aotten, B

Signature/Title
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Client name: Seth Jones

DOB: 4/13

Age: 8

Sex: Male

Education: Less than high school What grade/level? 3rd grade
Occupation: Student

Hours of work: N/A

Household members: Father age 48, mother age 39, brother age 11, sister age 10—all well
Ethnic background: African American

Religious affiliation: African Methodist Episcopal church
Referring physician: M. Hicks, MD

Chief complaint:
“We thought he had the flu or some kind of virus. He has had diarrhea for over 4 days now. He just
has not gotten any better. We are really worried—he just seems so weak and listless.”

Patient history:

Parents describe that the family spent last weekend at an amusement water park. Seth, their 8-year-
old son, began having diarrhea and running a fever Sunday morning. They decided to cut their
weekend trip short, thinking that he had gotten the flu or some type of viral illness. Now, four days
later, he is still running a fever, and the diarrhea has gotten worse instead of better. They have been
giving him soft foods, soups, and liquids since he got sick. He has had very little to eat in the last
24 hours, and parents state that it has been difficult for him to even drink anything. They also note
that there seems to be blood in the diarrhea now. His parents estimate that Seth has had anywhere
from 8 to 15 diarrhea episodes in the past 24 hours. The other two children also have had diarrhea
but have since improved. They have talked with their pediatrician several times, but Seth has not been
seen by his MD. They have given Seth over-the-counter meds for diarrhea, including Pepto-Bismol
and Kaopectate.

Onset of disease: Five days previous

Type of Tx: None at present

Meds: Pepto-Bismol and Kaopectate

Smoker: No

Family Hx: What? HTN Who? Father

Physical exam:
General appearance: Lethargic, 8-year-old African American male
Vitals: Temp 102.3°F, BP 90/70 mm Hg (orthostatic 75/62), HR 92 bpm, RR 17 bpm
Heart: Moderately elevated pulse
HEENT:
Eyes: Sunken; sclera clear without evidence of tears
Ears: Clear
Nose: Dry mucous membranes
Throat: Dry mucous membranes, no inflammation
Genitalia: Unremarkable
Neurologic: Alert, oriented X 3; irritable
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Extremities: No joint deformity or muscle tenderness. No edema.
Skin: Warm, dry; reduced capillary refill (approximately 2 seconds)
Chest/lungs: Clear to auscultation and percussion

Abdomen: Tender, nondistended, minimal bowel sounds

Nutrition Hx:
General: Prior to admission, good appetite with consumption of a wide variety of foods except for
vegetables

Usual dietary intake:

AM: Cereal, toast or bagel, juice

Lunch: ~ Sandwich, chips, fruit, cookies, milk
Dinner:  All meats, pasta or rice, fruit, milk
Snacks:  Juice, fruit, cookies, crackers

24-hour recall: Parents estimate that child has had less than 6 oz of Gatorade in past 24 hours and that
has had to be strongly encouraged through sips.

Food allergies/intolerances/aversions: NKA

Previous nutrition therapy? No

Food purchase/preparation: Parent(s)

Vit/min intake: Flintstones vitamin daily

Dx:
Moderate dehydration R/O bacterial vs. viral gastroenteritis

Tx plan:

D5W %2 normal saline with 40 mEq KCI/L 20 mL per kg/hr for 3 hours. Increase to 100 mL/kg over
next 7 hours; then decrease to 100 mL/hr. Begin Pedialyte 30 cc q hr as tolerated. Fecal smear for RBC
and leukocytes. Stool culture.

Hospital course:

Fecal smear with gross blood and leukocytes. Diagnosis of E. coli 0157:H7, presumably from
contamination at water park. Local health department follow-up indicates additional 15 cases from
visitors at park during same time period. Most likely source of contamination is playground fountain.
Investigation of filtration and chlorination system is underway.



Case 11 Infectious Diarrhea with Resulting Dehydration 129

UH UNIVERSITY HOSPITAL

NAME: Seth Jones DOB: 4/13
AGE: 8 SEX: M
PHYSICIAN: M. Hicks, MD

e dedededede e dede e de e dede e dede e dedede el dedent 1':CH EMISTRY-}: Fededededededededededede e dede e dede e dededededede e dedededefdeded
DAY: Admit 2 3
DATE: 7/22 7/23 7/24
TIME:
LOCATION:
NORMAL UNITS
Albumin 3.5-5 4.9 3. g/dL
Total protein 6-8 7.2 6. g/dL
PreaTlbumin 16-35 mg/dL
Transferrin 250-380 (women) mg/dL
215-365 (men)
Sodium 136-145 148 H 144 138 mEq/L
Potassium 3.5-5.5 3.2 3. 3.7 mEq/L
Chloride 95-105 105 101 102 mEq/L
PO, 2.3-4.7 4.3 3. 3.6 mg/dL
Magnesium 1.8-3 2.2 1. 1.8 mg/dL
Osmolality 285-295 309 H 304 292 mmo1/kg/H,0
Total CO, 23-30 31 H 28 27 mEq/L
Glucose 70-110 71 108 101 mg/dL
BUN 8-18 22 10 10 mg/dL
Creatinine 0.6-1.2 1.4 0. 0.6 mg/dL
Uric acid 2.8-8.8 (women) 3.6 mg/dL
4.0-9.0 (men)
Calcium 9-11 9.1 mg/dL
Bilirubin = 0.3 1.1 mg/dL
Ammonia (NH;) 9-33 umol/L
ALT 4-36 u/L
AST 0-35 u/L
ATk phos 30-120 u/L
CPK 30-135 (women) u/L
55-170 (men)
LDH 208-378 u/L
CHOL 120-199 mg/dL
HDL-C > 55 (women) mg/dL
> 45 (men)
VLDL 7-32 mg/dL
LDL < 130 mg/dL
LDL/HDL ratio < 3.22 (women)
< 3.55 (men)
Apo A 101-199 (women) mg/dL
94-178 (men)
Apo B 60-126 (women) mg/dL
63-133 (men)
TG 35-135 (women) mg/dL
40-160 (men)
T, 4-12 mcg/dL
T, 75-98 mcg/dL
HbA, ¢ 3.9-5.2 %
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UH UNIVERSITY HOSPITAL

NAME: Seth Jones DOB: 4/13
AGE: 8 SEX: M
PHYSICIAN: M. Hicks, MD

DAY: 3
DATE: 7/24
TIME:
LOCATION:
NORMAL UNITS
Col1 meth Random First morning First Morning First morning
specimen
Color Pale yellow Amber Straw Pale Yellow
Appear Clear Cloudy STightly Hazy Clear
Sp grv 1.003-1.030 1.039 1.020 1.008
pH 5-7 4.8 5.2 5.6
Prot NEG Neg Neg Neg mg/dL
Glu NEG Neg Neg Neg mg/dL
Ket NEG +1 Neg Neg
Occ bld NEG Neg Neg Neg
Ubil NEG Neg Neg Neg
Nit NEG Neg Neg Neg
Urobil < 1.1 0.5 0.7 0.9 EU/dL
Leu bst NEG Neg Neg Neg
Prot chk NEG Neg Neg Neg
WBCs 0-5 2 1 0 /HPF
RBCs 0-5 1 0 0 /HPF
EPIs 0 0 0 0 /LPF
Bact 0 0 0 0
Mucus 0 0 0 0
Crys 0 0 0 0
Casts 0 0 0 0 /LPF
Yeast 0 0 0 0
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Case Questions

I. Understanding the Disease and Pathophysiology
1. Define diarrhea. How do osmotic and secretory diarrhea differ? Which does Seth have?
What criteria did you use to make this decision?

2. What are the physiological consequences of prolonged diarrhea?

3. What are electrolytes?

II. Understanding the Nutrition Therapy
4. Outline the specific modifications that are recommended for an individual with diarrhea.

5. Clear liquids are often recommended for someone with diarrhea. Why may this be con-
traindicated? What are the controversies surrounding the use of a clear liquid diet?

6. What is the BRAT diet? Why are these foods recommended?

7. What is the potential role of pro- and prebiotics in treating diarrhea? What specific foods
could you recommend?

III. Nutrition Assessment
A. Evaluation of Weight/Body Composition
8. Assess Seth’s height and weight. Which weight would you use—admission weight or
usual body weight? What is the most appropriate tool to assess height and weight for
an 8-year-old child?

B. Calculation of Nutrient Requirements
9. What are Seth’s energy and protein needs?

10. What are Seth’s fluid requirements?
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C.

D.

Intake Domain

11. The physician ordered D5SW %2 NS with 40 mEq KCL @100 mL/hr.
a. Whatis D5W?
b. What is NS?
c. How much sodium does this solution provide in 1 liter? In 24 hours?
d. How much energy does this solution provide?
e. How much potassium does it provide?
12. The physician also ordered Pedialyte 30 cc q hour. What is Pedialyte?
13. From the information gathered within the intake domain, list possible nutrition
problems using the diagnostic term.
Clinical Domain
14. What signs and symptoms in the physician’s interview and physical examination
indicate that Seth may be dehydrated?
15. Evaluate Seth’s laboratory values on day 1 of his admission. Use the following table to

organize your information.

a. Which values are consistent with diagnosing dehydration?

b. Does Seth have an electrolyte imbalance?



Case 11 Infectious Diarrhea with Resulting Dehydration 133

c. Does Seth have an acid—base imbalance? Explain. Are there other tests needed to
confirm an acid-base imbalance?

Chemistry Normal Value Seth’s Value Reason for Nutritional

Abnormality Implications

16. Assess Seth’s urinalysis report. Which measures are consistent with his diagnosis?

17. From the information gathered within the clinical domain, list possible nutrition
problems using the diagnostic term.

IV. Nutrition Diagnosis

18.

Select two high-priority nutrition problems and complete the PES statement for each.

V. Nutrition Intervention

19.

20.

21.

22,

What other solutions are similar to Pedialyte?

Should Seth have been made NPO? Why or why not?

Once Seth’s electrolyte imbalances are corrected and diarrhea begins to decrease, what type
of diet would you recommend for transition from Pedialyte to solid food?

For each of the PES statements that you have written, establish an ideal goal (based on the
signs and symptoms) and an appropriate intervention (based on the etiology).
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Casel2
Celiac Disease

Objectives

After completing this case, the student will be
able to:

1. Apply knowledge of the pathophysiology
of celiac disease to identify and explain
common nutritional problems associated
with the disease.

2. Apply knowledge of nutrition therapy for
celiac disease.

3. Analyze nutrition assessment data to
evaluate nutritional status and identify
specific nutrition problems.

4. Determine nutrition diagnoses and write
appropriate PES statements.

5. Develop a nutrition care plan with appro-
priate measurable goals, interventions, and
strategies for monitoring and evaluation
that addresses the nutrition diagnoses of this
case.

Mrs. Melissa Gaines is admitted to University
Hospital with severe weight loss, extreme fatigue,
and diarrhea. A small bowel biopsy reveals

a diagnosis of celiac disease with secondary
malabsorption and anemia.

135



UH UNIVERSITY HOSPITAL

ADMISSION DATABASE

Name: Melissa Gaines
DOB: 3/14 (age 36)
Physician: Roger Smith, MD

BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
1 11/12 0800 [JRed [Yellow [JGreen [JWhite | Name: Michael Gaines

Initial Vital Signs Home #: 555-256-7894

Work #: 555-254-9900

TEMP: | RESP: $A0; o
98.4 17
HT: WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: [X] Call light [X] Television/telephone
53" 92 110/74 71 Bathroom [X] Visiting [X] Smoking [X] Meals
LAST TETANUS LAST ATE LAST DRANK [X] Patient rights/responsibilities
8 years ago yesterday lunch| last PM-bedtime

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

“I have lost a tremendous amount of weight, and I have been having

terrible diarrhea for awhile now. I don’t even have the energy to

get off the couch right now.”

PERSONAL ARTICLES: (Check if retained/describe)

Contacts X] R X L [ Dentures [] Upper [] Lower
Jewelry: wedding band

[ Other:

ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction

Maybe NutraSweet?

VALUABLES ENVELOPE:
[ Valuables instructions

PREVIOUS HOSPITALIZATIONS/SURGERIES

2 live births; last child born in September of this year-5 1b 2 oz

INFORMATION OBTAINED FROM:
Patient [ Previous record
Family [ Responsible party

full term

»/¢9€:¢2;ﬂ<95u Cfi;4h¢

Signature

Home Medications (including OTC) Codes: A=Sent home

B=Sent to pharmacy C=Not brought in

Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug
prenatal vitamins 1 daily this AM yes
Kaopectate 2 thsp every 3-4 hours this PM C yes
Do you take all medications as prescribed? Yes [ No  Ifno,why?

PATIENT/FAMILY HISTORY

[J Cold in past two weeks

[ Hay fever

[0 Emphysema/lung problems

[ TB disease/positive TB skin test
[ Cancer

[ Stroke/past paralysis
Heartattack Father
Angina/chest pain Father

[ High blood pressure
[J Arthritis

[ Claustrophobia

[J Circulation problems

[J Sickle cell disease
[ Liver disease/jaundice
[J Thyroid disease

[ Easy bleeding/bruising/anemia

[ Kidney/urinary problems

[ Gastric/abdominal pain/heartburn
[ Hearing problems

[ Glaucoma/eye problems

[ Back pain

[ Seizures

[ Other

Heart problems Father (] Diabetes
RISK SCREENING
Have you had a blood transfusion? [ Yes No FOR WOMEN Ages 12-52
I; 0 ym;lsmoke? |:l]< Ye?s L No s there any chance you could be pregnant?  [J Yes No
If yes, how many pack(s)? If yes, expected date (EDC):
Does anyone in your household smoke?  [J Yes  [J No Gravida/Para: 3/2
Do you drink alcohol? [ Yes  [J No -
If yes, how often? How much? ALL WOMEN
When was your last drink? / / Date of last Pap smear: 10/26
Do you take any recreational drugs?  [] Yes  [] No Do you perform regular breast self-exams? Yes [ No
If yes, type: Route: ALL MEN
Frequency: Date last used: / / -
Do you perform regular testicular exams? ~ [J Yes [ No

Additional comments:

X oL opninietive Dhove E2F BlF

Signature/Title
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Client name: Melissa Gaines

DOB: 3/14

Age: 36

Sex: Female

Education: Bachelor’s degree

Occupation: Previously, secretary for hospital administrator—now at home since recent
delivery of son

Hours of work: N/A

Household members: Husband age 42, son age 4, son age 3 months—all well
Ethnic background: Caucasian

Religious affiliation: None

Referring physician: Roger Smith, MD (gastroenterology)

Chief complaint:
“I have lost a tremendous amount of weight, and I have been having terrible diarrhea for awhile now.
I don’t even have the energy to get off the couch right now.”

Patient history:

Onset of disease: Patient relates having diarrhea on and off for most of her adult life that she can
remember. “It seems that a lot of people in my family have ‘funny’ stomachs. My mom and grand-
mother both have problems with diarrhea off and on. Mine got much worse during my most re-

cent pregnancy, and now it is debilitating.” She recently delivered a 5 Ib 2 oz healthy son at 39 weeks
gestation.

She states that she gained 11 Ibs during this pregnancy but has since lost about 30 Ibs. She now
weighs 92 Ibs. Her greatest nonpregnant weight was 112 Ibs just prior to this pregnancy. She describes
the diarrhea as foul smelling and indicates symptoms are not affected by what she eats in that she
generally has diarrhea no matter what she eats. “I started out breastfeeding my son but stopped about
3 weeks ago because I felt so bad.”

Type of Tx: None at present

PMH: 3 pregnancies—?2 live births, 1 miscarriage at 22 weeks. No other significant medical history.
Meds: Prenatal vitamins, Kaopectate

Smoker: Yes

Family Hx: What? CAD Who? Father

Physical exam:
General appearance: Thin, pale woman who complains of fatigue, weakness, and diarrhea
Vitals: Temp 98.2°F, BP 108/72 mm Hg, HR 78 bpm/normal, RR 17 bpm
Heart: Regular rate and rhythm. Heart sounds normal.
HEENT:
Eyes: PERRLA sclera pale; fundi benign
Throat: Pharynx clear without postnasal drainage
Genitalia: Deferred
Neurologic: Intact; alert and oriented
Extremities: No edema, strength 5/5
Skin: Pale without lesions
Chest/lungs: Lungs clear to percussion and auscultation
Abdomen: Not distended; diminished bowel sounds
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Nutrition Hx:

General: Patient states that she is hungry all the time. “I do eat, but it seems that every time I eat in
any large amount that I almost immediately have diarrhea. I do not have nausea or vomiting.” Foods
that are fried and meat—especially beef—tend to make the diarrhea worse. Relates that she has been
relying on chicken noodle soup, crackers, and Sprite for the last several days. Patient states that her
greatest nonpregnant weight was prior to her last pregnancy, when she weighed 112 Ibs. She gained
11 Ibs with her pregnancy, and her full-term son weighed 5 1bs 2 oz.

Usual dietary intake: Likes all foods but has found that she avoids eating because it causes her diar-
rhea to start.

24-hour recall (prior to admission):

AM: 1 slice whole-wheat toast, 1 tsp butter; hot tea with 2 tsp sugar

Lunch: 1 c chicken noodle soup, 2—3 saltine crackers, %2 ¢ applesauce, 12 oz Sprite; throughout rest
of day, sips of Sprite.

Dinner: none

Food allergies/intolerances/aversions: NKA

Previous nutrition therapy? No

Food purchase/preparation: Self

Vit/min intake: Still taking prenatal vitamins
Anthropometric measures: TSF 7.5 mm, MAC 180 mm

Dx:
Celiac disease with secondary malabsorption and anemia

Tx plan:

24-hour stool collection for direct visual examination; white blood cells; occult blood; Sudan black
B fat stain; ova and parasites; electrolytes and osmolality; pH; alkalization; 72-hour fecal fat. Upper
gastrointestinal endoscopy for small bowel biopsy and possible duodenal aspirate.

Diet: 100-g fat diet X 3 days

Hospital course:

Small bowel biopsy indicates flat mucosa with villus atrophy and hyperplastic crypts—inflammatory
infiltrate in lamina propria. Fecal fat indicates steatorrhea and malabsorption. Positive AGA, EMA
antibodies.
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NAME: Melissa Gaines

AGE: 36

PHYSICIAN: Roger Smith, MD

DAY:
DATE:
TIME:
LOCATION:

NORMAL

DOB: 3/14
SEX: F

Admit
11/12

Case 12 Celiac Disease

wddekd kR R CHEMISTRY * ¥ % s dedededededesdededededededvdededeabdedededededodedededodededededodedde

Albumin

Total protein
Prealbumin
Transferrin

Sodium
Potassium
Chloride
PO,
Magnesium
Osmolality
Total CO,
Glucose
BUN
Creatinine
Uric acid

Calcium
Bilirubin
Ammonia (NH;)
ALT

AST

Alk phos

CPK

LDH
CHOL
HDL-C

VLDL
LDL
LDL/HDL ratio

Apo A
Apo B
TG

Ts

Ts

HbA,

AGA antibodies
EMA antibodies
Fecal Fat

3.5-5

6-8

16-35

250-380 (women)
215-365 (men)
136-145
3.5-5.5
95-105
2.3-4.7

1.8-3

285-295

23-30

70-110

30-120

30-135 (women)
55-170 (men)
208-378
120-199

> 55 (women)
> 45 (men)
7-32

<130

< 3.22 (women)
< 3.55 (men)
101-199 (women)
94-178 (men)
60-126 (women)
63-133 (men)
35-135 (women)
40-160 (men)
4-12

75-98
3.9-5.2
0

0

138

101

275

111

119

11.5

mg/dL
mmo1/kg/H,0
mEq/L
mg/dL
mg/dL
mg/dL
mg/dL

mg/dL
mg/dL
umol/L
u/L
u/L
u/L
u/L

u/L
mg/dL
mg/dL

mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mcg/dL
mcg/dL
%
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UH UNIVERSITY HOSPITAL

NAME: MeTlissa Gaines DOB: 3/14
AGE: 36 SEX: F
PHYSICIAN: Roger Smith, MD

dedededededededededededededde e de e de e de e e e kA A HEMATOLQQY * % e e s dede s de e de e s de s de e de e s e e de e s e e s de e e e

DAY: Admit

DATE: 11/12

TIME:

LOCATION:
NORMAL UNITS

WBC 4.8-11.8 5.2 X 103/mm3

RBC 4.2-5.4 (women) 4.9 X 10%/mm3
4.5-6.2 (men)

HGB 12-15 (women) 9.5 L g/dL
14-17 (men)

HCT 37-47 (women) 34 L %
40-54 (men)

MCV 80-96 90 wm3

RETIC 0.8-2.8 0.9 %

MCH 26-32 27 pg

MCHC 31.5-36 30 L g/dL

RDW 11.6-16.5 11.9 %

P1t Ct 140-440 220 X 103/mm3

Diff TYPE

ESR 0-25 (women) mm/hr
0-15 (men)

% GRANS 34.6-79.2 38.6 %

% LYM 19.6-52.7 21.4 %

SEGS 50-62 55 %

BANDS 3-6 4 %

LYMPHS 24-44 28 %

MONOS 4-8 5 %

EOS 0.5-4 1 %

Ferritin 20-120 (women) 12 L mg/mL
20-300 (men)

ZPP 30-80 85 umol1/mo1l

Vitamin B, 24.4-100 21.2 ng/dL

Folate 5-25 3 wg/dL

Total T cells 812-2,318 mm3

T-helper cells 589-1,505 mm3

T-suppressor cells 325-997 mm3

PT 11-16 sec
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Case Questions

I

IL.

Understanding the Disease and Pathophysiology

1. The small bowel biopsy results state, “flat mucosa with villus atrophy and hyperplastic
crypts—inflammatory infiltrate in lamina propria.” What do these results tell you about the
change in the anatomy of the small intestine?

2. What is the etiology of celiac disease? Is anything in Mrs. Gaines’s history typical of
patients with celiac disease? Explain.

3. How is celiac disease related to the damage to the small intestine that the endoscopy and
biopsy results indicate?

4. What are AGA and EMA antibodies? Explain the connection between the presence of anti-
bodies and the etiology of celiac disease.

5. Whatis a 72-hour fecal fat test? What are the normal results for this test?

6. Mrs. Gaines’s laboratory report shows that her fecal fat was 11.5 g fat/24 hours. What does
this mean?

7. Why was the patient placed on a 100-g fat diet when her diet history indicates that her
symptoms are much worse with fried foods?

Understanding the Nutrition Therapy
8. Gluten restriction is the major component of the medical nutrition therapy for celiac dis-
ease. What is gluten? Where is it found?

9. Can patients on a gluten-free diet tolerate oats?
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10. What sources other than foods might introduce gluten to the patient?

11. Can patients with celiac disease also be lactose intolerant?

III. Nutrition Assessment

A.

B.

Evaluation of Weight/Body Composition
12. Calculate the patient’s percent UBW and BMI, and explain the nutritional risk associ-
ated with each value.

Calculation of Nutrient Requirements

13. Calculate this patient’s total energy and protein needs using the Harris-Benedict
equation or Mifflin-St. Jeor equation.

Intake Domain
14. Evaluate Mrs. Gaine’s 24-hour recall for adequacy.

15. From the information gathered within the intake domain, list possible nutrition
problems using the diagnostic term.

Clinical Domain
16. Evaluate Mrs. Gaines’s laboratory measures for nutritional significance. Identify all
laboratory values that support a nutrition problem.

17. Are the abnormalities identified in question 16 related to the consequences of celiac
disease? Explain.

18. Are any symptoms from Mrs. Gaines’s physical examination consistent with her labo-
ratory values? Explain.



Case 12 Celiac Disease 143

19. Evaluate Mrs. Gaines’s other anthropometric measurements. Using the available data,
calculate her arm muscle area.

2
AMA = MAC ( X TSF)
47T

Interpret this information for nutritional significance.

20. From the information gathered within the clinical domain, list possible nutrition
problems using the diagnostic term.

IV. Nutrition Diagnosis
21. Can you diagnose Mrs. Gaines with malnutrition? If so, what type? What is your
rationale?

22. Select two high-priority nutrition problems and complete the PES statement for each.

V. Nutrition Intervention
23. For each of the PES statements that you have written, establish an ideal goal (based on the
signs and symptoms) and an appropriate intervention (based on the etiology).

24. What type of diet would you initially begin when you consider the potential intestinal
damage that Mrs. Gaines has?

25. Mrs. Gaines’s nutritional status is so compromised that she might benefit from high-
calorie, high-protein supplementation. What would you recommend?

26. Would glutamine supplementation help Mrs. Gaines during the healing process? What
form of glutamine supplementation would you recommend?

27. What result can Mrs. Gaines expect from restricting all foods with gluten? Will she have to
follow this diet for very long?
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VI. Nutrition Monitoring and Evaluation
28. Evaluate the following excerpt from Mrs. Gaines’s food diary. Identify the foods that
might not be tolerated on a gluten/gliadin-free diet. For each food identified, provide an
appropriate substitute.

Cornflakes

Bologna slices

Lean Cuisine—Ginger Garlic
Stir Fry with Chicken

Skim milk
Cheddar cheese spread

Green bean casserole (mushroom
soup, onions, green beans)

Coffee

Rice crackers

Fruit cocktail

Sugar
Pudding
V8 juice

Banana
Cola
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Case 13

Diverticulosis with
Incidence of Diverticulitis

Objectives

After completing this case, the student will be
able to:

1. Apply knowledge of the pathophysiology of
diverticular diseases to identify and explain
common nutritional problems associated
with these conditions.

2. Explain the rationale of nutrition therapy
in the management of diverticulosis and

diverticulitis.

3. Evaluate the nutrient composition of a
dietary history.

4. Modify recipes for individual nutrient
needs.

5. Analyze nutrition assessment data to evalu-
ate nutritional status and identify specific
nutrition problems.

6. Determine nutrition diagnoses and write
appropriate PES statements.

7. Develop a nutrition care plan with appro-
priate measurable goals, interventions, and
strategies for monitoring and evaluation
that addresses the nutrition diagnoses of
this case.

Dr. Greer admitted Mrs. Edna Meyer after she
experienced rectal bleeding. An upper GI
source of bleeding was ruled out, but the
colonoscopy noted numerous diverticula. With
additional evidence of a lower GI bleed in the
sigmoid colon, a diagnosis of diverticulosis was
determined.
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UH UNIVERSITY HOSPITAL

ADMISSION DATABASE

Name: Edna Meyer
DOB: 1/17 (age 62)
Physician: Boyd Greer, MD

BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
2 4/22 1400 [JRed [Yellow [JGreen [JWhite | Name: Leonard Meyer
Initial Vital Signs Home #: 555-225-7855

Work #:
TEMP: RESP: SAO,:
98.8 15
HT: WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: [ Calllight [ Television/telephone
511 155 120/82 72 [ Bathroom [ Visiting [] Smoking [] Meals

Patient right ibiliti

LAST TETANUS LASTATE | LASTDRANK [ Patient rights/responsibilities
2 years ago this AM this AM
CHIEF COMPLAINT/HX OF PRESENT ILLNESS PERSONAL ARTICLES: (Check if retained/describe)
“I had a Tot of bright red blood in my bowel movement [J Contacts [J R O L Dentures [X] Upper X] Lower
yesterday morning.” Jewelry: wedding band

Other: glasses
ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction VALUABLES ENVELOPE:
NKA [J Valuables instructions

INFORMATION OBTAINED FROM:
PREVIOUS HOSPITALIZATIONS/SURGERIES Patient [ Previous record
3 Tlive births Family [ Responsible party

Signature Eltinee %-ZM,
Home Medications (including OTC) Codes: A=Sent home B=Sent to pharmacy C=Not brought in

Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug

Prinivil 5 mg daily 0800 C yes
Do you take all medications as prescribed? Yes [ No  Ifno,why?

PATIENT/FAMILY HISTORY

[J Cold in past two weeks

[ Hay fever

] Emphysema/lung problems

[J TB disease/positive TB skin test
Cancer Mother

[ Stroke/past paralysis

[ Heart attack

[J Angina/chest pain

[ Arthritis
[J Claustrophobia
[ Circulation problems

[ Sickle cell disease
[J Liver disease/jaundice
[J Thyroid disease

High blood pressure Patient

[J Easy bleeding/bruising/anemia

[ Kidney/urinary problems

[J Gastric/abdominal pain/heartburn
[ Hearing problems

[J Glaucoma/eye problems

[ Back pain

[J Seizures

[ Other

[J Heart problems [J Diabetes
RISK SCREENING
Have you had a blood transfusion? No FOR WOMEN Ages 12-52
Dfo yol;lsmoke? I:l'< Ye?s No Is there any chance you could be pregnant? ~ [] Yes [ No
If yes, how many pack(s)? If yes, expected date (EDC):
Does anyone in your household smoke? [ Yes No Gravida/Para:
Do you drink alcohol? [ Yes No .
If yes, how often? How much? ALL WOMEN
When was your last drink? / Date of last Pap smear:  1/02 this year
Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams? Yes [ No
If yes, type: Route: ALL MEN
Frequency: Date last used: / / -
Do you perform regular testicular exams? ~ [] Yes [ No

Additional comments:

x Qy@? Srngite, nLZ2F
Signature/Title
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Client name: Edna Meyer

DOB: 1/17

Age: 62

Sex: Female

Education: High school diploma

Occupation: Homemaker and works at home as a seamstress
Hours of work: Varies

Household members: Husband age 66, well; granddaughters ages 13, 15
Ethnic background: African American

Religious affiliation: Baptist

Referring physician: Dr. Boyd Greer, family practice

Chief complaint:
“T had a lot of bright red blood in my bowel movement yesterday morning.”

Patient history:

Onset of disease: History of constipation off and on for most of adult life. But recently has also had
some episodes of diarrhea with crampy LLQ pain. Presented to MD’s office with complaint of blood
expelled with bowel movement that morning. Has had 2 other episodes of bleeding in past 24 hours.
Type of Tx: None at present

PMH: Hypertension Dx 3 years previous

Meds: Prinivil (lisinopril) 5 mg daily

Smoker: No

Family Hx: What? CA Who? Mother died of ovarian cancer; father died of colon cancer

Physical exam:
General appearance: Slightly overweight, 62-year-old African American woman in no acute distress;
somewhat anxious
Vitals: Temp 98.8°F, BP 120/82 mm Hg, HR 72 bpm, RR 15 bpm
Heart: S1 and S2 clear; no rub, gallop, or murmur; regular rate
HEENT: Unremarkable—normocephalic
Eyes: PERRLA, fundi without lesions
Ears: Clear
Nose: Clear
Throat: Supple, no adenopathy or thyromegaly, no bruits
Genitalia: Deferred
Neurologic: Alert and oriented X 4; strength 5/5 throughout, DTRs 2+ and symmetrical, sensation
intact
Extremities: No edema
Skin: Warm, dry to touch
Chest/lungs: Clear to auscultation and percussion
Peripheral vascular: Peripheral pulses palpable
Abdomen: Positive bowel sounds throughout, nontender, nondistended
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Nutrition Hx:

General: “My appetite is pretty good—well, probably too good. I like to cook and bake—especially for
my granddaughters. I have a problem with being regular, though, and it seems to have gotten worse.

[ try to drink prune juice or eat prunes, and that helps a little.”

Usual dietary intake:

Breakfast:  White toast with butter and jam, fried egg, coffee

Lunch: Soup or sandwich—sometimes leftovers from previous day, coffee
Dinner: ~ Meat, 1-2 vegetables, rice or potatoes, bread or biscuits, iced tea or coffee

24-hour recall: 2 slices white toast with 3 tsp margarine, 2 tsp jelly, %2 c sliced prunes, black coffee;
2 slices white bread with 1 oz ham, 1 tbsp mayonnaise, 2 oz potato chips, black coffee; 2—3 oz pork
chop (trimmed and fried in 2 tbsp corn oil), 1 ¢ macaroni and cheese, 1 biscuit, water, 2 (1”) slices
pound cake with %2 ¢ vanilla ice cream

Food allergies/intolerances/aversions: None

Previous nutrition therapy? No

Food purchase/preparation: Self

Vit/min intake: None

Dx:
Diverticulosis with evidence of lower GI bleed in sigmoid colon

Tx plan:
NPO NG to low wall suction DSNS @ 50 cc/hr; metronidazole 1 g loading dose, then 500 mg q 6 h;
ciprofloxacin 400 mg q 12 h; strict I/O; schedule for colonoscopy

Hospital course:
NG aspirate heme negative—upper GI source of bleed ruled out. Colonoscopy negative for active
bleeding, but numerous diverticula noted.
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NAME: Edna Meyer
AGE: 62
PHYSICIAN: B. Greer, MD

ededededededededededededededededededededededededededede e dedededed ke

Case 13

DOB: 1/17
SEX: F

Diverticulosis with Incidence of Diverticulitis

# Ak FCHEMISTRY # % % e dedsededesdededededededededdvdedededrdodedededededededededodess

DAY :
DATE:
TIME:
LOCATION:

NORMAL
Albumin 3.5-5
Total protein 6-8
Prealbumin 16-35

Transferrin

250-380 (women)
215-365 (men)

Sodium 136-145

Potassium 3.5-5.5

Chloride 95-105

PO, 2.3-4.7

Magnesium 1.8-3

Osmolality 285-295

Total CO, 23-30

Glucose 70-110

BUN 8-18

Creatinine 0.6-1.2

Uric acid 2.8-8.8 (women)
4.0-9.0 (men)

Calcium 9-11

Bilirubin =0.3

Ammonia (NH;) 9-33

ALT 4-36

AST 0-35

ATk phos 30-120

CPK 30-135 (women)
55-170 (men)

LDH 208-378

CHOL 120-199

HDL-C > 55 (women)
> 45 (men)

VLDL 7-32

LDL < 130

LDL/HDL ratio < 3.22 (women)
< 3.55 (men)

Apo A 101-199 (women)
94-178 (men)

Apo B 60-126 (women)
63-133 (men)

TG 35-135 (women)
40-160 (men)

T, 4-12

T, 75-98

HbA, ¢ 3.9-5.2

175
62

111

155

N

.79

mg/dL
mmo1/kg/H,0
mEq/L
mg/dL
mg/dL
mg/dL
mg/dL

mg/dL
mg/dL
wmol/L
u/L
u/L
u/L
u/L

u/L
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mg/dL
mcg/dL

mcg/dL
%
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UH UNIVERSITY HOSPITAL

NAME: Edna Meyer DOB: 1/17
AGE: 62 SEX: F
PHYSICIAN: B. Greer, MD

s HEMATOLOGY **

DAY:
DATE:
TIME:
LOCATION:

WBC
RBC

HGB
HCT

MCv

RETIC

MCH

MCHC

RDW

P1t Ct
Diff TYPE
ESR

% GRANS
% LYM
SEGS
BANDS
LYMPHS
MONOS
EOS
Ferritin

zpp
Vitamin By,

Folate

Total T cells
T-helper cells
T-suppressor cells
PT

4.8-11.8
4.2-5.4 (women)
4.5-6.2 (men)
12-15 (women)
14-17 (men)
37-47 (women)
40-54 (men)
80-96
0.8-2.8

26-32

31.5-36
11.6-16.5
140-440

0-25 (women)
0-15 (men)
34.6-79.2
19.6-52.7
50-62

3-6

24-44

4-8

0.5-4
20-120 (women)
20-300 (men)
30-80
24.4-100
5-25
812-2,318
589-1,505
325-997
11-16

12
37
85
28
32.5
12.2
18
55.2

446

X 103/mm3
X 10%/mm3

g/dL
%

pm?

%

pg

g/dL

%

X 103/mm3

mm/hr

%
%
%
%
%
%
%
mg/mL

umo1/mol
ng/dL
pg/dL
mm3

mm3

mm?3

sec
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Case Questions

I. Understanding the Disease and Pathophysiology
1. Define diverticulosis.

2. What are the possible factors that contribute to the etiology of diverticulosis? Does
Mrs. Meyer present with any of these factors?

3. What are the possible complications of diverticulosis?

4. What symptoms did Mrs. Meyer indicate in the physician’s H & P that are consistent with
diverticulosis?

II. Understanding the Nutrition Therapy
5. Research indicates that low fiber intake may be related to the risk for the development of
diverticulosis. What is the optimal fiber intake for Mrs. Meyer? What guideline would you
use to determine this optimal fiber intake?

6. Historically, patients with a history of diverticulitis have been told to avoid nuts, seeds, and
hulls from foods. What foods (if any) would you suggest that she avoid in the future?

III. Nutrition Assessment
A. Evaluation of Weight/Body Composition
7. Evaluate Mrs. Meyer’s anthropometric data by determining UBW, percent UBW, and
BMLI. Interpret your assessment.

B. Calculation of Nutrient Requirements
8. What methods could be used to estimate her nutrient requirements? Select one of
these methods and calculate Mrs. Meyer’s energy and protein requirements. Explain
your rationale for choosing the method you used.
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C. Intake Domain

9. Analyze Mrs. Meyer’s 24-hour recall using a computerized dietary analysis program.

10. What are the recommendations for percentage of calories from carbohydrate, pro-
tein, and fat for Mrs. Meyer? What guideline did you use and why?

11. How does her dietary intake compare to recommendations for kcal, protein, fat, and

fiber? Complete the following table.

Nutrient Recommended Amount

Mrs. Meyer’s Intake per
24-Hour Recall

Energy

Protein

Carbohydrate

Fat

Fiber

12. From the information gathered within the intake domain, list possible nutrition

problems using the diagnostic term.

D. Behavioral-Environmental Domain

13. After reading Mrs. Meyer’s medical and nutritional history, list any nutrition prob-
lems within the behavioral-environmental domain using the diagnostic term.

IV. Nutrition Diagnosis

14. Select two high-priority nutrition problems and complete the PES statement for each.

V. Nutrition Intervention

15. Mrs. Meyer is currently on clear liquids. What diet would you recommend for her to

progress to while she is in the hospital?

16. What should her nutrition therapy goal(s) be as the inflammation decreases?
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17. For each of the PES statements that you have written, establish an ideal goal (based on the
signs and symptoms) and an appropriate intervention (based on the etiology).

Nutrition Monitoring and Evaluation

18. Using your previous nutrient analysis and Mrs. Meyer’s medical and nutritional history,
determine whether she should be concerned about any of her vitamin or mineral intakes.
Explain your rationale. Would you recommend any supplementation?

19. Mrs. Meyer tells you she has several recipes for homemade quick breads that she likes to
prepare. She wonders if there is a way to increase the amount of fiber in the banana bread
she makes. Analyze the following recipe for fiber and fat content, and then make recom-
mendations to increase the fiber content in the recipe. Could you make any recommenda-
tions to decrease fat content as well?

Recipe: Edna’s Banana Bread

Ingredient Fiber (g) Fat (g) Substitution Fiber (g) Fat (g)

Y4 ¢ margarine

1 ¢ sugar

2 eggs

1% c all-purpose flour

1 tsp baking soda

1 tsp baking powder

Y5 tsp salt

3 jars of banana baby food

1 tsp vanilla

Total for recipe
(1 loaf)

Total per serving—
12 slices per loaf

20. Dr. Greer has suggested that Mrs. Meyer take Fiberall, Benefiber, or Metamucil to increase
her fiber intake. What are these supplements, and how might they help?

21. What types of fiber should she increase? Identify two suggestions to increase her fiber
intake using her 24-hour recall as a guideline.
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Case 14

Inflammatory Bowel Disease:
Crohn’s Disease

Objectives

After completing this case, the student will be
able to:

1. Apply knowledge of the pathophysiology
of Crohn’s disease to identify and explain
common nutritional problems associated
with this disease.

a. Describe the physiological changes
resulting from Crohn’s disease.
b. Identify the nutritional consequences of
Crohn’s disease.
c. Identify the nutritional consequences of
surgical resection of the small intestine.
2. Describe the current medical care for
Crohn’s disease.
3. Identify potential drug—nutrient
interactions.

® N

Analyze nutrition assessment data to evalu-
ate nutritional status and identify specific
nutrition problems.

Determine nutrition diagnoses and write
appropriate PES statements.

Calculate parenteral nutrition formulations.
Evaluate a parenteral nutrition regimen.
Develop a nutrition care plan with appro-
priate measurable goals, interventions, and
strategies for monitoring and evaluation
that addresses the nutrition diagnoses of
this case.

Matt Sims was diagnosed with Crohn’s disease
2Y5 years ago. He is now admitted with an acute
exacerbation of that disease.
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UH UNIVERSITY HOSPITAL

ADMISSION DATABASE

Name: Matt Sims
DOB: 7/22 (age 35)
Physician: David Tucker, MD

BED # DATE: TIME: TRIAGE STATUS (ER ONLY): PRIMARY PERSON TO CONTACT:
2 12/15 1500 [JRed [JYellow [Green [JWhite | Name: Mary Sims

Initial Vital Signs Home #: 555-447-1476

Work #: 555-447-2322
TEMP: RESP: SAO;: or
101.5 18
HT: WT (Ib): B/P: PULSE: ORIENTATION TO UNIT: [X] Calllight [X] Television/telephone
59" 140 125/82 81 Bathroom [X] Visiting [X] Smoking [X] Meals
Pati igh ibiliti

LAST TETANUS LASTATE | LAST DRANK atient rights/responsibilities
unknown this AM 30 minutes ago

CHIEF COMPLAINT/HX OF PRESENT ILLNESS

“I was diagnosed with Crohn’s disease almost 2% years ago. I have

really done OK until this year. My doctor has mentioned that if

I don’t respond quickly to treatment, I might have to have surgery.”

ALLERGIES: Meds, Food, IVP Dye, Seafood: Type of Reaction

Maybe milk; otherwise none

PERSONAL ARTICLES: (Check if retained/describe)

[ Contacts [] R [J L [ Dentures [1 Upper [ Lower
[ Jewelry:

[ Other:

VALUABLES ENVELOPE:
[ Valuables instructions

PREVIOUS HOSPITALIZATIONS/SURGERIES

2% years ago-Dx. Crohn’s disease

INFORMATION OBTAINED FROM:
Patient [ Previous record
[ Family (] Responsible party

This past September hospitalized with abcess and acute

exacerbation of Crohn’s

Aot Lo

Signature

Home Medications (including OTC) Codes: A=Sent home

B=Sent to pharmacy C=Not brought in

Medication Dose Frequency Time of Last Dose Code Patient Understanding of Drug
6-mercaptopurine 60 mg daily this AM C yes
multivitamin 1 daily yesterday C yes
Do you take all medications as prescribed? Yes [ No  Ifno,why?

PATIENT/FAMILY HISTORY

[J Cold in past two weeks

[ Hay fever

[0 Emphysema/lung problems

[ TB disease/positive TB skin test
[ Cancer

[ Stroke/past paralysis

[ Heart attack

[ Angina/chest pain

[ High blood pressure
[J Arthritis

[ Claustrophobia

[J Circulation problems

[J Sickle cell disease
[ Liver disease/jaundice
[J Thyroid disease

[ Easy bleeding/bruising/anemia

[J Kidney/urinary problems
Gastric/abdominal pain/heartburn Patient
[ Hearing problems

[ Glaucoma/eye problems

[ Back pain

[ Seizures

[0 Other

[ Heart problems (] Diabetes

RISK SCREENING

Have you had a blood transfusion? [ Yes No FOR WOMEN Ages 12-52

I; 0 ym;lsmoke? |:l]< Ye?s No s there any chance you could be pregnant? [ Yes ] No

If yes, how many pack(s)? If yes, expected date (EDC):

Does anyone in your household smoke? [ Yes No Gravida/Para:

Do you drink alcohol? [ Yes No -

If yes, how often? How much? / / ALL WOMEN

When was your last drink? / / Date of last Pap smear:

Do you take any recreational drugs? [ Yes No Do you perform regular breast self-exams?  [] Yes  [] No

If yes, type: Route: ALL MEN

Frequency: Date last used: / / -

Do you perform regular testicular exams? Yes [ No

Additional comments: X Poie Aoriin, Z2F

Signature/Title
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Client name: Matthew Sims

DOB: 7/22

Age: 35

Sex: Male

Education: Bachelor’s degree

Occupation: High school math teacher

Hours of work: 8—4:30, some after-school meetings and responsibilities as advisor for school clubs
Household members: Wife age 32, well; son age 5, well
Ethnic background: Caucasian

Religious affiliation: Episcopalian

Referring physician: David Tucker, MD (gastroenterology)

Chief complaint:

“I was diagnosed with inflammatory bowel disease almost 3 years ago. At first, they thought I had
ulcerative colitis, but 6 months later, it was identified as Crohn’s disease. I was really sick at that time
and was in the hospital for more than 2 weeks. I have done OK until school started this fall. I've
noticed more diarrhea and abdominal pain, but I tried to keep going since school just started. I was
here in September, and we switched medicine. I was a little better, and I went back to work. Now my
abdominal pain is unbearable—I seem to have diarrhea constantly, and now I am running a fever.”

Patient history:

Onset of disease: Dx Crohn’s disease 2'2 years ago. Initial diagnostic workup indicated acute disease
within last 5-7 cm of jejunum and first 5 cm of ileum. Regimens have included corticosteroids,
Azulfidine, and most recently 6-mercaptopurine.

Type of Tx: 6-mercaptopurine

PMH: Noncontributory

Meds: 6-mercaptopurine

Smoker: No

Family Hx: Noncontributory

Physical exam:
General appearance: Thin, 36-year-old white male in apparent distress
Vitals: Temp 101.5°F, BP 125/82 mm Hg, HR 81 bpm/normal, RR 18 bpm
Heart: RRR without murmurs or gallops
HEENT:
Eyes: PERRLA, normal fundi
Ears: Noncontributory
Nose: Noncontributory
Throat: Pharynx clear
Rectal: No evidence of perianal disease
Neurologic: Oriented X 4
Extremities: No edema; pulses full; no bruits; normal strength, sensation, and DTR
Skin: Warm, dry
Chest/lungs: Lungs clear to auscultation and percussion
Abdomen: Distension, extreme tenderness with rebound and guarding; minimal bowel sounds
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Nutrition Hx:

General: Patient states he has been eating fairly normally for the last year. After hospitalization at
initial diagnosis, he had lost almost 25 Ibs, which he regained. He initially ate a low-fiber diet and
worked hard to regain the weight he had lost. He drank Boost between meals for several months. His
usual weight before his illness was 166—168 1bs. He was at his highest weight (168 lbs) about 6 months
ago, but now states he has lost most of what he regained and has even lost more since his last hospi-
talization when he was at 140 Ibs.

Recent dietary intake:

AM: Cereal, small amount of skim milk, toast or bagel, juice

AM snack: Cola, sometimes crackers or pastry

Lunch: Sandwich (ham or turkey) from home, fruit, chips, cola
Dinner: Meat, pasta or rice, some type of bread; rarely eats vegetables

Bedtime snack: Cheese and crackers, cookies, cola

24-hour recall: Has been on clear liquids for past 24 hours since admission

Food allergies/intolerances/aversions: Mr. Sims says he has never liked milk but purposefully avoided it
after his diagnosis. He does consume milk products, such as cheese, usually without any difficulty.
Previous nutrition therapy? Yes If yes, when: Last hospitalization

What? “The dietitian talked to me about ways to decrease my diarrhea—ways to keep from being
dehydrated—and then we worked out a plan to help me regain weight. I know what to do—it is just
that the pain and diarrhea make my appetite so bad. It is really hard for me to eat.”

Food purchase/preparation: Self and wife

Vit/min intake: Multivitamin daily

Tx plan:

R/O acute exacerbation of Crohn’s disease vs. infection vs. small bowel obstruction.
CBC/Chem 24

ASCA

CT scan of abdomen and possible esophagogastroduodenoscopy

D5W NS @ 75 cc/hr; Clear liquids

Surgical consult

Nutrition support consult

Hospital course:

CT scan indicated bowel obstruction; Crohn’s disease classified as severe-fulminant disease. CDAI
score of 400. Mr. Sims underwent resection of 200 cm of jejunum and proximal ileum with place-
ment of jejunostomy. The ileocecal valve was preserved. Mr. Sims did not have an ileostomy, and his
entire colon remains intact. Mr. Sims was placed on parenteral nutrition support immediately post-
operatively, and a nutrition support consult was ordered.
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UH UNIVERSITY HOSPITAL

NAME: Matt Sims DOB: 7/22
AGE: 35 SEX: M
PHYSICIAN: D. Tucker, MD

etk

DAY :
DATE :
TIME:
LOCATION:
NORMAL UNITS
Albumin 3.5-5 3.2 L g/dL
Total protein 6-8 5.5 L g/dL
PreaTbumin 16-35 11 L mg/dL
Transferrin 250-380 (women) 180 L mg/dL
215-365 (men)
C-reactive protein <1.0 2.8 H mg/dL
Sodium 136-145 136 mEq/L
Potassium 3.5-5.5 3.7 mEq/L
Chloride 95-105 101 mEq/L
PO, 2.3-4.7 2.9 mg/dL
Magnesium 1.8-3 1.8 mg/dL
Osmolality 285-295 280 mmo1/kg/H,0
Total CO, 23-30 26 mEq/L
Glucose 70-110 82 mg/dL
BUN 8-18 11 mg/dL
Creatinine 0.6-1.2 0.8 mg/dL
Uric acid 2.8-8.8 (women) 5.1 mg/dL
4.0-9.0 (men)
Calcium 9-11 9.1 mg/dL
Bilirubin = 0.3 0.2 mg/dL
Ammonia (NH;) 9-33 11 pwmoT/L
ALT 4-36 35 u/L
AST 0-35 22 u/L
ATk phos 30-120 123 U/L
CPK 30-135 (women) u/L
55-170 (men)
LDH 208-378 u/L
CHOL 120-199 149 mg/dL
HDL-C > 55 (women) 38 mg/dL
> 45 (men)
VLDL 7-32 mg/dL
LDL < 130 111 mg/dL
LDL/HDL ratio < 3.22 (women) 2.92
< 3.55 (men)
Apo A 101-199 (women) mg/dL
94-178 (men)
Apo B 60-126 (women) mg/dL
63-133 (men)
TG 35-135 (women) 85 mg/dL
40-160 (men)
T, 4-12 mcg/dL
T, 75-98 mcg/dL
HbA, ¢ 3.9-5.2 %
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UH UNIVERSITY HOSPITAL

NAME: Matt Sims DOB: 7/22
AGE: 35 SEX: M
PHYSICIAN: D. Tucker, MD

Fedededededed

DAY : 1
DATE: 12/15
TIME:
LOCATION:
NORMAL UNITS
WBC 4.8-11.8 11. X 103/mm3
RBC 4.2-5.4 (women) 4. X 10%/mm3
4.5-6.2 (men)
HGB 12-15 (women) 12. g/dL
14-17 (men)
HCT 37-47 (women) 38 %
40-54 (men)
MCV 80-96 87 pm3
RETIC 0.8-2.8 0. %
MCH 26-32 30 pg
MCHC 31.5-36 33 g/dL
RDW 11.6-16.5 13. %
P1t Ct 140-440 422 X 103/mm3
Diff TYPE
ESR 0-25 (women) 35 mm/hr
0-15 (men)
% GRANS 34.6-79.2 %
% LYM 19.6-52.7 %
SEGS 50-62 %
BANDS 3-6 %
LYMPHS 24-44 %
MONOS 4-8 %
EOS 0.5-4 %
Ferritin 20-120 (women) 16 mg/mL
20-300 (men)
ZPP 30-80 85 umol1/mol
Vitamin By, 24.4-100 75 ng/dL
Folate 5-25 6 wg/dL
Total T cells 812-2,318 mm3
T-helper cells 589-1,505 mm3
T-suppressor cells 325-997 mm3
PT 11-16 15 sec
ASCA neg +
ANCA neg
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Name: Matt Sims
Physician: D. Tucker, MD

UH UNIVERSITY HOSPITAL

PATIENT CARE SUMMARY SHEET

Today: 138.25

Wt Yesterday: 138

Room: 315

Date: 12/20
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Case Questions

L

Understanding the Disease and Pathophysiology

1.

10.

What is inflammatory bowel disease? What does current medical literature indicate re-
garding its etiology?

Mr. Sims was initially diagnosed with ulcerative colitis and then diagnosed with Crohn’s.
How could this happen? What are the similarities and differences between Crohn’s disease
and ulcerative colitis?

What does a CDAI score of 400 indicate? What does a classification of severe-fulminant
disease indicate?

What did you find in Mr. Sims’s history and physical that is consistent with his diagnosis
of Crohn’s? Explain.

Crohn’s patients often have extraintestinal symptoms of the disease. What are some ex-
amples of these symptoms? Is there evidence of these in his history and physical?

Which laboratory values are consistent with an exacerbation of his Crohn’s disease? Iden-
tify and explain.

Is Mr. Sims a likely candidate for short bowel syndrome? Define short bowel syndrome, and
provide a rationale for your answer.

What type of adaptation can the small intestine make after resection?

For what classic symptoms of short bowel syndrome should Mr. Sims’s health care team
monitor?

Mr. Sims is being evaluated for participation in a clinical trial with the new drug called
Teduglutide (ALX-0600). What is this drug, and how might it help Mr. Sims?



II.

IIIL.
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Understanding the Nutrition Therapy

11.

12.

13.

What are the potential nutritional consequences of Crohn’s disease?

Mr. Sims has had a 200-cm resection of his jejunum and proximal ileum. How long is the
small intestine, and how significant is this resection?

What nutrients are normally digested and absorbed in the portion of the small intestine
that has been resected?

Nutrition Assessment

A.

B.

C.

D.

Evaluation of Weight/Body Composition
14. Evaluate Mr. Sims’s anthropometric data by evaluating UBW and BMI. Interpret your
calculations.

Calculation of Nutrient Requirements
15. Calculate Mr. Sims’s energy requirements. Compare the Harris-Benedict,
Mifflin-St. Jeor, and Ireton-Jones equations.

16. Which numbers would you use as a goal for Mr. Sims’s nutrition support? Explain.

17. What would you estimate Mr. Sims’s protein requirements to be?

Intake Domain

18. Based on your evaluation of Mr. Sims’s nutritional history, taking into consideration
his current hospital course, and from all information gathered within the intake
domain, list possible nutrition problems.

Clinical Domain
19. Identify any significant laboratory measurements from both his hematology and his
chemistry labs.
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IV.

E.

20. Based on your evaluation of Mr. Sims’s clinical data, and taking into consideration
his current hospital course, list the nutrition problems within the clinical domain.

Behavioral-Environmental Domain
21. From the information gathered within the behavioral-environmental domain, list
possible nutrition problems using the diagnostic term.

Nutrition Diagnosis

22,

Select two high-priority nutrition problems and complete the PES statement for each.

Nutrition Intervention

23.

24,

25.

26.

27.

The surgeon notes that Mr. Sims probably will not resume eating by mouth for at least
7-10 days. What information would the nutrition support team evaluate in deciding the
route for nutrition support?

The members of the nutrition support team note that his serum phosphorus and serum
magnesium are at the low end of the normal range. Why might that be of concern?

What is refeeding syndrome? Is Mr. Sims at risk for this syndrome? How can it be
prevented?

Mr. Sims was started on parenteral nutrition postoperatively. Initially, he was prescribed
to receive 200-g dextrose/L, 42.5-g amino acids/L, 30-g lipid/L. His parenteral nutrition
was initiated at 50 cc/hr with a goal rate of 85 cc/hr. Do you agree with the team’s decision
to initiate parenteral nutrition? Will this meet his estimated nutritional needs? Explain.
Calculate pro (g); CHO (g); lipid (g); and total kcal from his PN.

For each of the PES statements that you have written, establish an ideal goal (based on the
signs and symptoms) and an appropriate intervention (based on the etiology).
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VI Nutrition Monitoring and Evaluation

28. Indirect calorimetry revealed the following information.

Measure Mr. Sims’s Data

Oxygen consumption (mL/min) 295

CO, production (mL/min) 261

RQ 0.88

RMR 2022
What does this information tell you about Mr. Sims?

29. Would you make any changes in his prescribed nutrition support? What should be
monitored to ensure adequacy of his nutrition support? Explain.

30. What should the nutrition support team monitor daily? What should be monitored
weekly? Explain your answers.

31. Mr. Sims’s serum glucose increased to 145 mg/dL. Why do you think this level is now
abnormal? What should be done about it?

32. Evaluate the following 24-hour urine data: 24-hour urinary nitrogen for 12/20: 18.4
grams. By using the daily nursing record that records the amount of PN received, calculate
Mr. Sims’s nitrogen balance on postoperative day 4. How would you interpret this
information? Should you be concerned? Are there problems with the accuracy of nitrogen
balance studies? Explain.

33. On post-op day 10, Mr. Sims’s team notes that he has had bowel sounds for the previous
48 hours and had his first bowel movement. The nutrition support team recommends
consideration of an oral diet. What should Mr. Sims be allowed to try first? What would
you monitor for toler