Floor Care Case Study  
Name: _______________________________		                                                   Facility __________________________
Date: ________________	                                                   	Type of Rotation: __________________
Situation
This section should include what is going on with the patient right now.  This is the information that you would give in report. Items to include the patient’s current orders, current medications, most recent ABG, X-ray, and any pertinent labs or procedures. Situation:  

Current Medications
Please include ALL medications for your patient.
	Drug Name
	Indications for this patient 
	Hazards/ Complications/ Precautions of this drug for this patient
	Route of Administration
	Dosage for this patient
	Mode of Action
	Should this drug be monitored for respiratory complications if yes, why?

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Current Respiratory Orders
Please include ALL respiratory orders for your patient. Make sure they are in proper form. Medication orders should include drug, dose, route and frequency. PRN orders need to have a frequency and a reason.
	Complete order in proper form
	Indications for the order
	Goals of the order

	
	
	

	
	
	


ABG
	ABG please include current settings and patient status at time of draw (ie total RR)

	pH
	
	What was the physical appearance of the patient when the ABG was drawn (Ex. Total RR, WOB, accessory muscle use, LOC etc.):


Please interpret the ABG.


Were any changes made based on this ABG (If no changes were made, would you have liked to make any changes? If so what changes would you have made if you were the RT in charge?):



	PaCO2
	
	

	PaO2
	
	

	HCO3
	
	

	BE
	
	

	SaO2
	
	

	Settings Patient was on when the ABG was drawn
	
	

	X-ray evaluation and interpretation: Is this an improvement or worsening from the previous exam?

	

	Please describe any special procedures (MRI, CT, Bronchoscopy, etc.)

	



Background
This section should include the patient’s history and what brought them to the hospital. This section should include any home medications that the patient was taking before entering the hospital.Background:  


Assessment 
This section should include your complete physical and diagnostic assessment of the patient. 
Physical Assessment 
Your physical assessment findings: Please fill in all indicated fields and if you have any other, findings please add them in the blank areas. Any findings that are outside of the normal range please highlight in RED and provide a brief explanation of why (think of your patient’s disease process).
	
Date: _____________________	Time: _________________
	Explanation of findings

	Intervention Performed
	

	

	Patient Response to Intervention
	
	

	HR

	
	

	RR
	

	

	BP
	

	

	SpO2
FiO2
	

	

	BS
	

	

	Sputum 
	

	

	Cough
	

	

	Extremities
	

	

	Oral Inspection
	

	

	Position
	

	

	Appearance
	

	

	LOC
	

	

	Progress Notes:

	
	



Diagnostic Assessment 
	What can you tell me about this patient’s oxygenation? (CaO2, P/F, A-a) Do not simply say high or low. Tell what about the patient’s condition is causing them to be this way.

	Calculation
	Value
	H/L/NL

	Interpretation

	CaO2
	
	 
	

	P/F
	
	
	

	A-a
	
	
	


Diagnostic Laboratory Findings
Please indicate if the values are high (H), low (L), or normal (NL). Any findings that are outside of the normal range please highlight in RED and provide a brief explanation of why (think of your patient’s disease process).
	WBC Differential
	Value
	H/L/NL
	Explanation of findings

	Segmented Neutrophil’s
	
	
	

	Bands
	
	
	

	Eosinophils
	
	
	

	Basophils
	
	
	

	Lymphocytes
	
	
	

	Monocytes
	
	
	

	Hematology
	Value
	H/L/NL
	Explanation of findings

	WBC
	
	
	

	Hemoglobin (Hgb)
	
	
	

	Platelets (Plt)
	
	
	

	Hematocrit (Hct)
	
	
	

	Coagulation Studies
	Value
	H/L/NL
	Explanation of findings

	PT
	
	
	

	PTT
	
	
	

	INR
	
	
	

	Cardiac Markers
	Value
	H/L/NL
	Explanation of findings

	BNP 
	
	
	

	Total creatine kinase (CK)
	
	
	

	Creatine kinase isoenzyme (CK-MB)
	
	
	

	Troponin I (cTnI)
	
	
	

	Myoglobin
	
	
	

	Hepatic Panel
	Value
	H/L/NL
	Explanation of findings

	Ca
	
	
	

	TP
	
	
	

	AST
	
	
	

	LDH
	
	
	

	PO4
	
	
	

	Alb
	
	
	

	Alt
	
	
	

	Alt
	
	
	

	AP
	
	
	

	Bili
	
	
	

	Chemistry and Renal
	Value
	H/L/NL
	Explanation of findings

	Na
	
	
	

	Cl
	
	
	

	BUN
	
	
	

	K
	
	
	

	CO2
	
	
	

	Creatinine
	
	
	

	Gluc
	
	
	

	Lipid Panel
	Value
	H/L/NL
	Explanation of findings

	Total cholesterol
	
	
	

	High-density lipoproteins (HDLs)
	
	
	

	Low-density lipoproteins (LDLs)
	
	
	

	Triglycerides
	
	
	

	Misc. Labs
	Value
	H/L/NL
	Explanation of findings

	Alpha1-antitrypsin
	
	
	

	Total protein			
	
	
	

	Intake	
	
	
	

	Urine output
	
	
	

	Sputum output	
	
	
	

	Lactic Acid
	
	
	



Recommendation
Based on your patient’s current situation, background, physical assessment and diagnostic findings what recommendations do you recommend? Recommendation(s):  

 Critical Thinking
Based on all the information you have gathered on this patient please relate as many findings as you can back to only 1 of your patient’s current pathologies. Give a brief explanation of how the finding relates to the pathology. This must include at least 1 findings from your physical assessment, 1 findings from your diagnostics, and 1 findings from your labs. I encourage you to find as many as possible. The more you findings you can relate the better your grade will be in this section. 
Point Scale - 12 points (11-12 items); 8 points (9-10 items); 4 points (7-8 items); 0 points (less than 7 items)
What pathology are you relating all your finding to? ________________________________
	
	Finding
	Explanation of how it relates to your patient’s pathology

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	5
	
	

	6
	
	

	7
	
	

	8
	
	

	9
	
	

	10
	
	

	11
	
	

	12
	
	

	13
	
	

	14
	
	

	15
	
	



What do you feel was the most important thing you learned as an RT student from your experience with this patient?What did you learn?  
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