Formal Patient Case Presentation

A. Patient Case

· Follow format previously reviewed in this manual (remember your time limit)

Purpose:  To provide an educational discussion to pharmacy students, residents and departmental staff on the pharmacotherapy of a specific disease state or relevant clinical controversy.

Goal:  To effectively present a thorough patient case with emphasis on proper pharmacotherapeutic management of a specific disease state.  

Expectations:  A PowerPoint presentation incorporating all pertinent patient and disease state data.  The presentation should not exceed 35 minutes in length to be followed by a 5-10 minutes question and answer session. 

Demographic Data

	1.   Age
	5.   Race 

	2.   Sex
	6.   Date of Admission

	3. Chief Complaint (Why was the pt admitted)
	

	4.    Initials
	


A.  History of Present Illness (HPI)

Briefly state in chronological order the presentation of symptoms leading to this admission.  Also, give any pertinent negative symptomatology.

B.   Past Medical History (PMH)

	1. Pertinent childhood illnesses
	4.   Hospitalizations

	2.   Pertinent adult illnesses
	5.   Past surgical history

	3.  List information in chronological order
	6.   Vaccination History


C.   Family History (FH)

1.    (+) for what disease(s)

2.    (-) for what disease(s)

D.   Social History (SH)

1. Smoking (pack years, when stopped), Alcohol (what, how much, when), Recreational Drugs

2. Occupation

3. Living Arrangements (i.e. housing, water source, siblings, daycare)

E.   Medication History

1. Rx, OTC , and herbal products on admission

2. Known allergies/adverse reactions, with an explanation of the reaction

a. Has a re-challenge been attempted?

b. If a class is cited, which specific agent caused the undesirable reaction?

F.   Review of Systems (ROS) - subjective

List any pertinent positive or negative findings elicited during system review.  To review systems, start at the top of the head and work down the body, reviewing each system as you go.  For example, does the patient have headaches, earaches, problems with his or her eyes, throat, teeth, lungs, heart stomach, GI tract, urinary tract, etc.

It is expected that all terminology or abbreviations incorporated can be explained upon request.

G.   Physical Examination (PE) - objective

· Vitals signs, weight, height

· Any positive or pertinent negative physical findings on examination.  All findings should relate to the clinical presentation or disease state.

H.   Laboratory Data on Admission

· Initial abnormal or pertinent results of lab tests

I.    Prioritized Problem List

· List each problem in order of clinical significance, which has been identified.   

J.    Disease State Presentation of Select Patient Care Problem

*This presentation is not limited to the patient’s chief complaint which resulted in admittance to the hospital.  Any single patient care problem/disease state may be presented subject to preceptor approval.

B. Disease State:  Be able to relate the patient case to the disease state presentation

1. Definition

2. Incidence

3. Prevalence

4. Etiology

5. Pathology

6. Major symptoms/Clinical presentation

7. Diagnostic laboratory tests

8. Prognosis: treated and untreated

9. Drug Therapy: THIS IS THE MAJORITY OF YOUR PRESENTATION

	a) Mechanism of action

b) Pharmacokinetics

c) Clinical indications

d) Drug interactions
	e) Adverse drug reactions

f) Dosing

g) Monitoring Parameters

h) Patient information


NOTE:
There will obviously be a great deal of data available to you which you must sift through and decide which is pertinent to include and which can be excluded.  Your preceptor should help you to decide which to include or delete on your first or second case presentation, so that you will get the idea.  Ask him or her for advice if you need it.
