NU 600
3.   
Identify etiologies, risk factors, underlying pathologic
    □     □     □     □     □     □


processes and epidemiology for medical conditions including


hypertension, lipid disorders, chronic and acute 


respiratory conditions, diabetes and thyroid disorders
October 11th, 2011: I have had the opportunity to deal with hypertension and hyperlipidemia several times so far and feel like I have a good handle to who is at risk and what assessment findings to look for such as target organ damage in hypertension.  I have only had the opportunity to do one routine diabetic follow up which I feel I was able to manage well on my own. I asked about eye exams, checked for neuropathy, assessed open wounds and assessed how her medication regime was working as well as looking at her HgA1c, lipids, renal function, etc.  I have not dealt much with asthma or COPD or thyroid disorders. With the patients I have had, I feel like I am able to manage them with minimal assistance from my instructor.
November 15th, 2011:  I do feel more confident in this area and feel like I am getting better however, I still have just been seeing the basic above mentioned diagnoses and haven’t had a lot of experience outside of these to this point.
December 1st, 2011:  This clinical experience has given me the opportunity to become very comfortable with diabetes, lipid disorders, hypertension and heart disease. I recognize risk factors for these particular problems with little assistance. I still am not comfortable with issues like chronic lung problems, GI problems, immunological issues and thyroid problems.  I hope to get more experience with these in upcoming clinical.

4.
Perform comprehensive health history and

   
    □     □     □     □     □     □
physical examination to formulate basic 

differential diagnoses

October 11th, 2011:  Again, in referral to item number 1, I have had the opportunity to do complete history and physicals and feel like given family history, age, race, sex, I am able to come up with possible complications this patient may encounter and make necessary recommendations. I feel I do this with minimal assistance. 

November 15th, 2011:  I feel this continues to be one of my stronger areas. I have had the opportunity during this 80 hours to perform more complete physicals.  I feel I have a good head to toe system down and can complete it rather quickly.
December 1st, 2011:  I am very comfortable performing and documenting a complete health history and physical exam at this point.  I don’t feel I need much guidance at all from my preceptor to do this. I have done several well woman/man exams as well as establishment of care, CDL physicals and welcome to medicare physicals.

5.
Perform problem-focused health history and

  
    □     □     □     □     □     □

physical examination to formulate basic 

differential diagnoses

October 11th, 2011:  I have seen several acute complaints. I primarily have seen a lot of allergic rhinitis, bronchitis, back pain and extremity pain.  For example, the back pain, I feel like after taking a good history and doing good physical exam, I am able to differentiate muscle pain from other more serious injury. I feel I do this with very minimal if any assistance sometimes.

November 15th, 2011:  I feel I have continued to improve on this during this 80 hours and I am able to see acute complaints quickly and make basic differential diagnoses without much assistance.

December 1st, 2011:  I have had the opportunity to see many acute complaints and have become very comfortable with doing a very problem focused exam and history and give basic differential diagnosis. I think spending many years in the ER has helped me with this

6.
Participate in diagnostic reasoning in clinical decision
    □     □     □     □     □     □

making and development of a treatment plan
October 11th, 2011:  A good example of this is the couple of acute knee injuries I have seen, I know from exam that an xray was not going to tell us anything because the people most likely had ligament damage so an MRI was ordered. In these patients I was able to recommend a specific plan of limiting use, using anti-inflammatory medications around the clock, ice and elevation.  When the MRI result came back with ligament tear, a follow up was made with orthopedic surgeon. I feel I am able to do this with minimal assistance.
November 15th, 2011:  I do feel like at this point that I do well at this for the conditions that I have seen, however, as mentioned above, I still lack experience with a broad range of diagnoses such as respiratory conditions, belly pain, thyroid issues, more musculoskeletal, etc.

December 1st, 2011:  I think for basic diagnoses that I have seen many times this semester such as back pain, some extremity pain/injury, allergic rhinitis, sinusitis, uri and gastroenteritis I can quite easily develop a treatment plan for.  I still need guidance for things such as belly pains needing workups, chronic respiratory disorders, anxiety/depression needing psych meds, rashes and autoimmune disorders.

8.
Recommend diagnostic strategies (ie: Holter monitor               □     □     □     □     □     □

EKG, spirometry)​​​​​​​​​​​​​​​​​​​​​​​
October 11th, 2011:  We had a woman in her 50’s who was premenopausal having difficulty with right sided abdominal pain and bloating for several months and felt like it was going into her chest. Recommended EKG and troponin as well as gallbladder studies.  I was also able to relate that it seemed to be cyclical and coordinating it with the beginning of her cycles and we decided on a pelvic ultrasound to r/o female cancers. I feel like I have a good handle so far on what diagnostic studies are appropriate 
November 15th, 2011:  I think one of the biggest challenges for me here is that from working many years in the ER, I can for the most part distinguish sick from not sick and don’t always see the purpose in doing a work up just to prove it.  So, it is a challenge and I do often seek advice as to which diagnostic tests give me the biggest bang for the buck in ruling in or ruling out a specific diagnosis.
December 1st, 2011:  I do still need guidance in this area.  Two of the big areas are musculoskeletal and abdominal pain in regard to knowing what 

10.  
Recommend medications based on diagnoses,

    □     □     □     □     □     □

efficacy, safety, cost, and individual patient needs
October 11th, 2011:  Currently, all the patients I see, I tell my preceptor what I want to start them on.  I try to stick with medications that have been used a lot so that they are cheap and the side effects are well known.  I feel I have a good handle on knowing what medications are needed for routine problems (i.e. allergic rhinitis, musculoskeletal injuries, HTN, hyperlipidemia etc), however I am still learning things such as which medications are covered by which insurances.  Again, I still feel I need more work with diabetes and respiratory meds.
November 15th, 2011:  I still feel like I have not had much experience with respiratory meds to this point.  I am fairly comfortable with hypertensive medications and lipid medications as well as antiinflammatories, antihistamines.  I still need help in deciding which antibiotic class to use for what conditions.  I know the skin and dental antibiotics well however when deciding what to use for sinusitis/ bronchitis/pneumonia I still find it a little confusing but my preceptor has been great in guiding me through this.
December 1st, 2011:  I thought in my first 80 hours that I had a pretty good handle on this however, I have come to realize, especially in my last 20 hours, that this is not so true.  I know the meds for basic diagnoses that I see often but when it comes to anxiety/depression/adhd, irritable bowel and many other diseases, I still need a bit of guidance.

12.
Evaluate patient response to treatment


    □     □     □     □      □     □
October 11th, 2011: I don’t really feel like I have been in clinicals long enough yet to follow up on patients we have made med changes/treatment changes on.  I have actually seen a few people twice when the meds/treatment plan we initially gave did not work and so we changed the plan and gave different meds.  My preceptor is very good about going over labs with me on her other patients as she receives them.  She goes through the patient diagnoses with me and why she ordered the labs and why she is making any changes if any. I feel I have a good grasp on this.
November 15th, 2011:  I still have yet to see many follow ups in regard to new medication starts, etc.  I have had several acutes back for rhinitis/bronchitis and have been able to make adjustments in treatment. I still rely on guidance from my preceptor in where to go next when initial treatment/guidelines fail.
December 1st, 2011:  I am still at the point where I feel I need guidance from my preceptor in regard to which path to take when initial treatment fails.  Again, I have not had a lot of opportunity to follow up on treatment initiation at this point.

NU 604
3.
Prioritize differential diagnoses based on etiologies,

    □     □     □     □     □     □
  
risk factors, underlying pathologic processes and 


epidemiology for medical conditions including acute


and chronic dermatologic conditions, anxiety, depression


bipolar disorder, fractures/sprains/stains, back pain, connective


tissue disease, sexually transmitted infections, incontinence,


and men’s health issues.

(4) Had a patient with a rash to the left side of his neck. Trying to differentiate between   poison ivy and shingles.  We were able to determine it to be shingles even though it followed several dermatomes because it was not itchy and he had not been working outside. The more we examined it, it pretty clearly followed the C2-C6 dermatomes.  I have had the opportunity to see a few patients with depression and have assisted in making decisions to increase and/or change medications.  Also, newly diagnosed pregnant patient who was on wellbutrin and had to be switched to Zoloft. I have had several patients with back pain and I am able to complete the treatment plan on my own now which often consists of muscle relaxers, anti-inflammatory meds and ultrasound therapy.  I have had the opportunity to work with a diabetic male who is having difficulties with ED. I have the wonderful opportunity of having one of the physicians in my facility also getting ready to leave and become the medical director at a testosterone clinic so I have received a great deal of information on treating this condition as far as labs to order, exams to do and medication to prescribe.  

(3) I have not had the opportunity to see a lot of musculoskeletal complaints.  I have had a few extremity pain/injury. The differential diagnoses in these situations would be fractures, sprains, strains, blood clots or in rare cases something like a tumor causing pain.  With these complaints, I first utilize the patient history.  If there was trauma to the area and they are being seen immediately after then my top diagnoses are probably going to be more toward fracture or strain. For example, I had a 12 year old the other day in clinic being seen for ankle pain.  The pain started while he was playing basketball 3 days prior to visit. He took a step back and twisted his ankle and felt a popping sensation.  He has no swelling and no deformity. Neurovasculars were intact and he had minimal point tenderness over the lateral malleolous. He had participated in track practice the day before. There was no pain while running but was sore afterwards.  Since he was able to participate in running without pain and there were no other acute findings, I ruled out fracture and severe sprain and actually just diagnosed him with ankle pain by the ICD-9 coding, most likely just a strain. If had presented with non-traumatic pain and presented with leg warmth and swelling or neurovascular deficits, I would have leaned more toward a DVT or emboli. If the pain was non-traumatic and been developing over a period of time and getting progressively worse, I may have considered something like a tumor.  I had a gentleman in his 60s recently who presented with right lower back/flank pain that he had been having for a couple of days. He denied recent trauma but is a very active man.  He denied any blood in his urine. No difficulty urinating, dysuria, urgency or frequency. Some pain in right buttock area. The pain increased when he initially stood up and would improve some after walking around. He had not been running a fever. No change in appetite. Drinking plenty of fluids. No urological or significant musculoskeletal history. My top differential diagnosis at this point were kidney stone, UTI, pyelonephritis, sciatica and musculoskeletal back pain.  On physical exam he was afebrile and all vitals WNL. He had no CVA tenderness. On palpation, he was tender along the paraspinus muscles of the lumbar area and into the right buttock. His urine dip was negative.  He had a CBC drawn because of an order for standing labwork. His white count was mildly elevated but he was also recovering from a sinus infection. He did not appear acutely ill. Given these findings, he was diagnosed with low back pain and given ibuprofen, low dose flexeril, ultrasound treatment and instructions for gentle stretching. To this point, I have not dealt much with STDs, men’s health, incontinence or connective tissue disease.  I have dealt some with newly diagnosed depression. These people have presented mostly with fatigue, wanting to isolate themselves and sleeping a lot.  I first rule out physical causes such as doing a CBC to check for anemia and a TSH.  Once I have eliminated those things, then I make suggestions for counseling and trialing meds such as SSRIs.

I am moving myself to a 4 on this.  I think sometimes I am not great at listing all the differential diagnoses that I am thinking to my preceptor because as I have taken the history and done the physical, I have already eliminated several of them in my mind so I only talk about the most likely ones. I have not had many new experiences with most of the diagnoses that are listed for this competency. I really have not had any experience with incontinence or connective tissue disorders at all.  I had a teenager the other day with lower abdominal pain and fever.  Initially I had the differentials of ovarian cyst, appendicitis, STI, constipation, UTI and gastroenteritis.  She was more tender to palpation in her right lower quadrant and had increased pain with walking and flexion of the knee. Her UA was negative and she was not sexually active so I ruled out UTI and STI.  She had just finished a period so I didn’t feel like ovarian cyst was as likely.  She said she had been having some diarrhea. This didn’t totally eliminate constipation but felt it was less likely.  I felt her presentation was pretty classic for appendicitis so a CBC was done. Her white blood cell count was on the high end of normal so she was sent to the hospital for a CT of the abd/pelvis.  I feel with the particular diagnoses listed above, I would still rely on my preceptor some for guidance.  I feel I would move up to the next level with more exposure to these types of patients.

4.  
Perform comprehensive health history and physical exam
     □     □     □     □     □     □  
              on patients across the life span

 (5) This semester already, I have had the opportunity to complete many full physicals including well women exams, treatment physicals (for clearance for detox), new patient physicals and a few well child checks. At this point I am very comfortable with adult physicals and histories. I am independent on my well child exams. I rely on the computer programs still a bit for specific history needed for certain age groups. 
(4) I complete well woman physicals independently. The history portion of this includes their past medical history, social history, current medications and allergies, past surgical history, reproductive/gynecological history and current issues, surgical history and complete review of systems.  The physical portion includes a quick head to toe assessment as well as a pelvic exam to obtain pap smear, wet prep and STD testing if indicated. It also includes a bimanual exam to check for cervical motion tenderness and to feel ovaries.  I also do a clinical breast exam.  I complete treatment physicals independently which include the history of substance abuse, social history, past medical/surgical history, complete review of systems, current medications and allergies and current immunizations and communicable disease testing such as HIV, Hepatits and TB. The physical portion is a complete head to toe.  I also do DOT physicals which are similar to a regular physical without as much of a detailed history. These focus more on the physical portion. These also include visual acuity and hearing.  I also complete well child checks independently. History reviewed with parents include parental concerns, developmental assessment as reported by parents, past medical/surgical history, current medications/allergies, eating and sleeping habits, bowel/bladder patterns and review of systems.  Physical includes complete head to toe, assessment of growth chart, assessment of developmental level and review of immunizations with updates as needed.

I am leaving this at a 4.  I continue to do many treatment physicals, well-child exams, well-woman exams and yearly physicals all which require and complete history and physical. I feel I am able to move through these fairly quickly but remain thorough. The computerized charting that we use in the clinic is an excellent tool to make sure I have covered all important areas in my H and P.  I do usually do all of these exams independently but will occasionally ask my preceptor about certain findings and what to do with them. I feel I should move to the next level next semester as I continue to do more complete history and physicals.


5.
Perform problem focused health history and physical exam
     □     □     □     □     □     □


 
on patients across the life span

(5)  In this rotation, I probably see more chronic patients and many who require full physicals, however I also see many acute patients and feel I am very strong in my ability to get directly and stay focused on the presenting issue.

(4)  I am able to complete problem focused independently. In regard to the history, most of the time I am able to complete this independently and get all pertinent information however sometimes my preceptor will ask “did you ask about ____” and it will be something I had not considered.  With all problem focused histories I had used the PQRST pneumonic for assessment however, since my site visit, I have started using OLDCART and find it much easier to remember. For example, for a patient I had with abdominal pain, I asked such things as when it started, is it constant or intermittent, what does it feel like, where is the pain, if it is intermittent then how long does it last at a time, does anything make it any better or worse, is there any nausea/vomiting/diarrhea, pain rating, fever, anyone else in the family sick, any recent travel, eating patterns, bowel bladder problems/patterns, problems with abdominal pain before, any abdominal surgeries, gynecological history/problems, possibility of pregnancy, recent trauma.  My physical exam is then tailored to the history focusing mainly on the areas of concern and include abdominal inspection, auscultation, percussion and palpation.  I looked for things like hyper/hypo active bowel sounds, organomegaly, tympany/dullness with percussion, abdominal rigidity, discoloration, bloating/distention and pain with palpation. From this history and exam, I then formulate my differential diagnoses.

I am leaving this at a level 4.  All of the patients I see are initially seen independently with follow up by my preceptor. I am able to take a good problem focused history and do a good exam independently. I need minimal help with this portion. I continue to use my history to guide me in what portions of the physical exam are the most important. I do continue to use the OLDCART approach to my focused assessment.  I also make sure that I am prepared for the focused assessment before I go in the room.  For example, if the patient is having knee pain, I will use my Mosby’s Guide for Physical exam to review the different diagnostic physical exams that can be done to exclude/include certain diagnoses.  Again, I feel by simply seeing more and more patients with different complaints, I will become more comfortable with this competency and move to the next level.

6.
Demonstrate diagnostic reasoning and critical thinking
     □     □     □     □     □     □


in the development of a treatment plan
(4) There are a couple of good examples of this so far. The first is a 19 year old female I had in clinic who was there for absence of menstruation for 9 months.  There are several things that could cause this, so her history involved many questions to try and differentiate why this might happen including family history, past medical history and social history. One of the obvious things to look for in her was metabolic syndrome/PCOS based on her genetics/race/physical appearance. I was able to recognize this and suggest appropriate lab work and follow up if labs came back positive.  I think another good example is learning antibiotic selection for which ones cover what.  I have seen several patients where their symptoms could be from a number of different findings (i.e. OM, sinusitis, bronchitis) so you try to select the antibiotic that will cover most findings.
(3) A patient recently presented with multiple different complaints including ear fullness/pain/itching, intermittent chills followed by periods of diaphoresis, cough, shortness of breath, nasal and chest congestion, chest pain with coughing, clear nasal drainage and itchy eyes.  I did diagnose her with BOM because of her history with supporting exam findings of bilateral bulging TMs with erythema. I also diagnosed her with bronchitis again because of the symptoms she presented with and the fact that she is a 1ppd smoker as well as having a few faint wheezes with insp/exp. She does not have an asthma history.  I also diagnosed her with allergic rhinitis because of the clear nasal drainage, itchy watery eyes and itchy ears supported by physical finding of right nasal polyp and pale boggy nasopharynx.  For this person, I gave her amoxicillin to cover the OM and bronchitis with history of smoking.  I also prescribed nasonex to help open up passage ways for drainage as well as controlling allergic rhinitis symptoms.  I gave her tessalon pearls to help with cough and an albuterol inhaler to use for cough/wheezing again given the fact that she is a smoker, this will help open up inflamed passageways and cough up excess secretions. I suggested getting an over the counter antihistamine to control allergy symptoms. I also discussed the importance of smoking cessation, rest and plenty of fluids as well as the use of ibuprofen and/or Tylenol for fever control and to help with chest pain secondary to cough. Suggested follow up if symptoms do not improve.  I do utilize my preceptor often for suggestions. I review my plan with her and ask if there is anything else she would do.

I am leaving this competency at a 3. I feel I am improving but as with other competencies I still utilize my preceptor. An example I think would be good to show reasoning was a patient I had who wanted to see what she could do about heavy periods and cramping since she could no longer take nsaids because of gastritis. I recommended oral contraceptives and she was agreeable to try.  I am getting better at utilizing literature and thinking out a plan before I try and make recommendations. This will improve with seeing more and more patients.

8.
Initiate diagnostic strategies appropriate to differential 
     □     □     □     □     □     □


diagnoses

(4)  I think this is an area I have really improved in this clinical rotation.  I hadn’t really caught on to the importance of considering a differential diagnosis especially when a patient’s symptoms point to a very straight forward diagnosis.  I am understanding better now that even though you think you know what something is, you still need to be able to show why it is not something else.  For example, most of the back pains I see I am pretty sure are musculoskeletal but often we will do an xray just to rule out any other pathological cause.
(3)  I have been told this by an ER physician that I work with before and everyday find this to be more and more true that the best diagnostic strategies you have are taking a good history and performing a good physical exam. You can eliminate many unnecessary testing this way.  This is especially good in populations without insurance because they don’t have the money to have a bunch of tests done. For example, I will refer back to the 12 year old who came in for ankle pain. By taking a good history and finding out that he had been doing his normal activity without pain during and exam showing no significant findings (utilize Ottawa rules) I ruled out the need for an xray.  Though the clinic I am at has xray capabilities, this person had no insurance and would probably not have been able to afford an unnecessary one.  I also refer back to the gentleman with right lower back pain, with a simple test such as a dip UA and a good history and physical, I can rule out kidney stone because of lack of blood in urine, rule out UTI because of the UA, rule out pyelonephritis because of lack of physical findings to support and UA. Rule in musculoskeletal pain because of physical findings of pain into buttock and paraspinous tenderness without history of bowel/bladder problems and negative straight leg test.

I would leave myself at a 3 in this competency.  As in many other items, I feel like I have made a great deal of improvement over the course of this semester however, I still feel like I need my preceptor’s help sometimes.  Utilizing a recent patient with abdominal pain that I have mentioned previously as an example, I had differential diagnoses of UTI, STI, constipation, appendicitis and ovarian cyst.  Her presentation and exam fit most closely to appendicitis.  I did a UA to rule out UTI and my history ruled out STI because she had never been sexually active.  For appendicitis, you want to check a white count which was at the high end of normal. The next suggested diagnostic is a CT of the abdomen/pelvis which she was sent to the hospital to have done.  My comfort level will improve here by simply seeing more patients and getting exposure to new problems and becoming more familiar with diagnostics appropriate for particular symptoms/findings.

10.  
Prescribe medications based on cost, diagnoses,

     □     □     □     □     □     □
efficacy, safety, and individual patient needs


(4)  My clinical site has a pharmacy in house and has a pre selected formulary so most drugs prescribed come from this list.  Occasionally we will have to write a script for other things such as ED meds which are not on formulary.  One lesson learned recently, I had a patient with asthma exacerbation and bronchitis. She had been on levaquin in the past and it worked well so we prescribed it for her again only since the last time she took it, she had been started on warfarin. Her INR ended up going to about 5 prior to completing  her antibiotics. It came down very quickly after holding only 2 doses but lesson learned about levaquin and warfarin.  I feel pretty confident with hypertension meds, pain meds and antibiotics.  I would still like a lot more experience with initiating someone on diabetic meds and depression/anxiety meds.

(3) After reconsidering my last evaluation, I have decided that maybe I am not as comfortable with medications as I initially felt I was. I have become a little better acquainted with some of the depression/anxiety meds.  I had a patient who had issues with depression and also had an element of anxiety with it. My preceptor suggested using Prozac or Zoloft since either is also indicated for anxiety which I hadn’t thought of.  For the most part, the pharmacy at the clinic has most medications that are needed on their formulary. They do not carry many over the counter meds, especially for adults so.  I have not actually had to write a physical script for anything yet.  I have had several asthma patients recently and have been following guidelines with first starting with albuterol and having them recheck in a month to evaluate how much they are using it. I haven’t rechecked any of them but if they were requiring use of the inhaler more than 2 times a week or night-time symptoms more than 2 times a month then I would add a low dose inhaled corticosteroid.  I make sure that diabetics are on recommended medications such as ACE inhibitors, statins and ASA if appropriate.  I have had a couple of newly diagnosed hypertensive patients which were started on ACE inhibitors. Again, I haven’t had the opportunity to reevaluate these particular patients but I would consider diurectics, beta blockers and/or calcium channel blockers depending on age/race/past medical history.   I frequently use my preceptor, Epocrates, and the Tarascon Pocket Pharmacopoeia for guidance on medications. This is a very vast area and I do feel I have much to learn. This is another area where I feel it could possibly take a lifetime of practice or longer to master medications mainly because new ones are constantly going on the market. I am realizing that it works well to get comfortable with medications that you find work well for certain diagnoses and stick with these.

I am leaving myself at a 3 here. Again, this will always be complicated because of the ever changing pharmaceutical world.  I continue to utilize my preceptor for help but I feel I am getting better at researching medications and coming up with what I want to use on my own based on cost, efficacy, diagnoses and patient needs. I continue to use the above resources and have recently started utilizing Up to Date much more.
______________________________________________________________________________

11. 
Perform medical and surgical procedures as appropriate
     □     □     □     □     □     □
(4) The only procedure I have done is cryo on warts. I have done several of these and now do them independently.  The thing I would really like to get experience on is sutures. I have practiced a lot but never actually done them on a patient. I feel I could do it independently but would need my preceptor at bedside to observe and help if needed.
(3) I have not had any new procedures during this 60 hours however, I have put myself back to a 3 because I feel that I would very much need the guidance of my preceptor with any new procedures that I do. I have been continuing to practice on suturing but have not had the opportunity to do so. I also watched  my preceptor scale down a corn/callus and I feel I could do that independently.
I am leaving this as a 3. I did have the opportunity to perform several skin tag removals during my last 60 hours. I feel comfortable with this as well as cryo on warts. I will exposure to more procedures in order to be more comfortable and proficient with this competency.  Next semester I will be doing some hours in the ER so hopefully I will achieve a greater comfort level then. I feel I will need help from my preceptor to perform new procedures.

12.
Interpret patient responses to treatment and recommend
     □     □     □     □      □     □


changes to the treatment plan as indicated
(3) At this point in the semester, I have not had the opportunity to reevaluate any patients in the clinic. I have talked to a couple over the phone who have had questions and made necessary adjustments.  I have several who are scheduled to come back on days that I am in clinic so that I can do follow ups with them.  I have done many routine HTN and DM check ups and have made a few recommended adjustments in medications as well as non-pharmacologic interventions such as changes in diet/exercise plans and watching salt intake.
(3)  I still have not had the opportunity to follow up on many of the patients that I have actually seen and made recommendations on however, I have been able to make some recommendations for change on some other patients that I have seen for follow up clinic visits. I start by reviewing what has already been done and follow up on any labs, tests, or referrals that are done and then talk with my preceptor about what other options may be available if the person isn’t improving. For example, I had a diabetic patient who had and A1c in the 8-9 range at a previous visit and when I saw him at his 3 month follow up, his a1c was up to 11. We reviewed his eating habits and medication compliance and discussed needed changes. He was also only taking levemir at the time so I suggested adding short acting insulin three times a day with another follow up in 1 month and to call with any concerns in blood sugar. I see many routine follow ups for HTN, anxiety/depression, DM, asthma as well as several follow up paps for previous abnormal findings. I do still utilize my preceptor frequently because I often know what to do initially but then run out of ideas by the second or third visit for the same complaint.
I actually have had the opportunity to do some follow up on patients that I have seen this semester. I feel like I still rely on my preceptor for suggestions when my initial recommendations do not work.  I had a patient with shoulder and neck pain after a fall that I ordered a shoulder xray and cspine xray. We did not see any obvious fractures but the final reading of the cspine came back abnormal and an MRI was recommended.  I followed up with the patient explaining the results and then following through with the set up of the MRI.  We had not gotten the final reading of the shoulder xray but she was still having a lot of pain when I called her so I decided to go ahead with an MRI of the shoulder as well. This person did have secondary insurance and was agreeable to the testing. I also had the opportunity to see my patient in follow up that I did my presentation on. She had been having stomach problems. She was able to finally have an EGD done since she got insurance and was diagnosed with gastritis. There were no needed changes. She also felt like her depression was improving. I will continue to be more comfortable with this as I get the opportunities to do more follow up.

15.  
Discuss access, cost, efficacy and quality when

    □     □     □     □      □     □

making care decisions

(3)  These are frequent discussions that I have with my preceptor because many of the patients in the clinic do not have secondary insurance and if they do not have secondary insurance, Indian Health Services only covers medications/procedures/tests that are done in the clinic.  She has been a great resource for finding the least expensive and most effective way of treating patients. For example, patients with low back pain can benefit from physical therapy however most patients can’t afford it because it requires insurance or prepayment.  We then have to go with what is offered in the clinic or find less expensive options. This often includes the use of ultrasound therapy that is offered in the office as well as antiinflammatories.  Another example, I had a patient who had been having problems with GERD and bloating. We sent her to see a GI specialist who recommended EGD and medications. She couldn’t afford the EGD at the time or the exact medications suggested so we had to work with what we had available at the clinic.  We also recommend over the counter items often that are less expensive.  I feel the provider care is always quality we just can’t always use the more expensive options for treatments.
I am leaving myself at a 3.  This is such a vast area of knowledge that I think it will take quite some time to become really comfortable and I’m not sure if it is something you ever master because of the ever changing world of pharmacology and new recommendations for treatments.  With more and more people being uninsured, it will however become a very important area.  I still rely on my preceptor frequently to find the least expensive yet most effective options for treatment.  Another example, the clinic does not have casting material for fractures and most patients cannot afford to go see an orthopedic physician so sometimes we have to get very creative with splinting materials that we do have to try and help people heal properly.

23.  
Apply available evidence to continuously

    
   □     □     □     □      □     □

improve quality clinical practice

(3)  I feel like I use good resources to improve my practice but there is still so much to learn and this will always be a continuous process. This may very well be one of those items where it will take a lifetime of practice to master because evidence/recommendations are always changing.  This is an area where my preceptor and I often work together. She will provide me with the information she has learned and will often ask me what is currently being taught about a particular subject.  Currently I use my preceptor, information that I learn in class, information from my Ferri’s and Buttaro books as well as resources such as Epocrates and Prescriber’s Newsletter to learn the latest findings in clinical practice and then utilize this information in my clinical practice.  I am an ER nurse currently and so I also often pick the ER physicians’ brains about particular patients I have had to see what information they know and strategies they have learned over the years.  One example would be tight lipid control, namely LDL, in patients with known cardiovascular and cerebral vascular disease for the prevention of further events. Another would be the stepwise approach in managing asthma starting with a rescue inhaler followed by inhaled corticosteroids and so on as well as following an asthma plan. 
I am moving myself up to a level 4.  I feel up until the last part of this semester, I have been asking a lot of my preceptor about how to treat certain conditions/findings.  I find that now, I am looking up treatment options, medications and current recommendations/guidelines from resources such as Epocrates and Up to Date and then applying them to practice.  I still run my plan of care by my preceptor and she will make suggestions but I really feel like I have become more independent in this area. For example, for new diagnoses of depression or anxiety, I review material and medications to find which meds would be most appropriate given the specific complaints/findings in my H and P. I then decide on my own how I want to treat such as initiating certain medications and referring to counseling/therapy and then run the plan of care by my preceptor instead of saying “this is what I think is going on, what is the best approach or what do you usually do”. Now I say “this is what I would like to do, do you have any other suggestions”.  I think this will continue to improve as I find resources that I am comfortable with and find reliable to glean information from.

26.  
Demonstrate information literacy skills in complex

    □     □     □     □      □     □
       
decision making


(3) I think demonstrating information literacy skills in complex decision making skills 

            means having the ability to take information learned from evidence based practice and 

            apply it to patients I see in the clinic.  I have been able to do this with patients such as 

            those with acute low back pain.  Once  I have ruled out other detrimental causes by 

            inquiring about loss of bowel/bladder, loss of sensation, difficulty walking, positive 

            straight leg test, etc and have and have the knowledge that most acute low back pain is  

            musculoskeletal in nature and self limiting then I have the patients use nsaids, heat, gentle 

            stretching and exercises and reevaluate in 4-6 weeks or if the pain becomes much worse 

            at any time.  I also demonstrate this by suggesting diabetic patients be on ASA and an 

           ACE inhibitor as these medications have been shown to aid in prevention of organ 

           damage.  Another example is a patient I had with depression who was solely relying on 

           medication to improve her symptoms but wasn’t getting any better. I have learned that 

           cognitive behavioral therapy in conjunction with medications has a better outcome and 

           recommended this person follow with a therapist/psychiatrist. I do still utilize my 

           preceptors help with these suggestions and I feel more exposure to complex patients will 

           make me more proficient in this area.
I am leaving myself at a 3 however, I feel I am getting much better and more proficient with this.  I have just recently discovered that the clinic that I am at has Up to Date on their computer system which has become VERY helpful to me.  Just the other day, I had a patient with the complaint of tinnitus.  I don’t deal with this complaint much so I was able to look this up before going into the room so that I knew what questions to ask such as use of certain medications, etc. and then review the recommendations on what to do for the patient.  I have also recently utilized this for a patient I had with a complaint of restless leg syndrome.  After reviewing the material, I was able to come up with a plan for the patient to trial such as decreasing smoking and caffeine intake before moving forward with medications, etc. I feel better now about reviewing material and making educated decisions on care however, I still feel I use my preceptor frequently to make decisions. With continued practice, I will be able to raise my comfort level in this competency.

NU 608
3.
Prioritize differential diagnoses based on etiologies,

    □     □     □     □     □     □
  
risk factors, underlying pathologic processes and 


epidemiology for medical conditions 
This competency refers to being able to take a patient complaint and determining the most likely diagnoses for this person based on the complaint, past medical history, risk factors the person has and common conditions within the community.

(5)  At this time, I feel I am independent and proficient in this area. The complaint I have 

had the most opportunity to work with in the ER that I haven’t seen much of in clinic is 

abdominal pain.  I know that there are many different causes of abdominal pain, so I try 

to take a very good history. For example, I had a lady in her early twenties complaining 

of lower abdominal pain for a few days. Given the location and her age, I already begin 

considering UTI, ovarian cyst, interstitial cystitis, PID, appendicitis, menstrual cramps, 

gastroenteritis, kidney stone, ectopic pregnancy, irritable bowel or just abdominal pain 

without a known cause.  She was not sexually active and LMP was 2 weeks prior so I can 

then eliminate ectopic pregnancy, menstrual cramps and most likely PID. She has no 

prior abdominal history and this is an acute episode so I can most likely also eliminate 

irritable bowel. The pain is specifically in the suprapubic area and she also has dysuria, 

urgency and frequency and has a history of recurrent UTIs. Given the additional history, 

my differentials are now down to UTI or possibly interstitial cystitis. Another example 

would be a female in her early fifties who presents with chest pain that she has had 

intermittently for 2 days. I primarily want to rule out the diagnosis of myocardial 

infarction or angina. I would also consider chest wall pain, pneumonia, bronchitis, 

pneumothorax, or maybe rib fracture. She is not on hormone replacement, she is a 

smoker and under a lot of stress. Her father has coronary artery disease, unsure of when 

he was first diagnosed. She does have high cholesterol. No hypertension or diabetes. The 

pain is associated with SOB and generally comes on with exertion. No nausea. No 

diaphoresis. She has had no URI symptoms. She has not been running a fever. There is 

no trauma. My priority diagnoses in this case would be myocardial infarction and angina 

because the others are pretty much ruled out by her history. She has multiple risk factors 

for coronary artery disease and my workup would follow that path. I feel that continued 

exposure to sorting through differential diagnoses will help me continue to improve. I 

usually use Epocrates and Ferri’s to help me think through the differential diagnoses.

(4)  After considering comments on my last CPT, I have put myself at a 4 this time.  Differential diagnoses can sometimes be difficult in making sure that you have considered all the appropriate ones. Sometimes I still overlook a few and my preceptors help to cue me in on this.  An example of this would be a woman in her late sixties who presented to the office with shortness of breath and swelling to her legs and abdomen.  I had many differentials to consider.  She has a history of COPD and asthma and has had recurrent bronchitis so pneumonia and bronchitis were considerations. She also was recently hospitalized for CHF which was a consideration.  She could have been having and MI or problems with liver and/or renal failure causing the swelling.  I was able to prioritize my differentials based on history and physical exam. She had a weight gain of 17 pounds in three weeks and a recent hospitalization for CHF requiring IV diuretics. She had pedal, periorbital and abdominal edema. She has hypertensive and sats were lower that usual. These findings led to my primary diagnosis of an acute exacerbation of CHF. I will continue to become more comfortable with this the more I am in practice and get exposure to many different patient presentations and diagnoses. I use Epocrates, my preceptor and Up to Date as resources.

(4) I would leave myself at a 4 at this point. I think I have a pretty good idea of top 3-5 differential diagnoses on most all of my patients. I know that this will continue to take additional experience until I am very comfortable with it. An example during my last clinical hours would be a gentleman that I just saw who is having recurrent episodes of shortness of breath and cough along with excessive phlegm. Knowing that he is a smoker puts COPD/chronic bronchitis at the top of my list along with acute bronchitis, pneumonia and asthma. I continue to use Epocrates as a primary resource along with Up to Date and occasionally my preceptor

4.  
Perform comprehensive health history and physical exam
    □     □     □     □     □     □   
for patients across the life span
   
This competency refers to being able to perform an adequate and complete history and physical exam independently on patients of all ages in a reasonable amount of time.

(5)  At this time, I feel I am very independent and proficient in doing a complete history and physical exam on patients of any age.  I have already completed several Kan B Healthy physicals and well-child visits on children ranging from infancy to teens. I have also done several well-woman history/exams and standard complete exams on men. At this time I am doing these exams on my own.  For the history portion of exams, I ask about any current problems and generally do a complete review of systems as I am examining that particular area.  I ask about past medical and surgical history as well as family and social history on all full exams.  For well-child checks, I ask about developmental issues/concerns and current level of development, peer relationships, eating habits, safety habits, sleeping habits and toileting if appropriate.  For well women exams, I would additionally ask about reproductive history, menses, STD issues and menopause if appropriate.  For men, if appropriate, I would additionally add and prostate, erectile dysfunction and sexual history.  The physical I do is a quick but complete head to toe exam adding in tests specific to an age group such as Ortolani maneuver in young children, clinical breast exam and pelvic exam in well women exams and prostate exams in men if indicated. As mentioned above, I feel I am very proficient in a complete history and physical but can certainly continue to improve my skills with more repetition. I currently use the Bates Guide to History Taking and Physical exam as my guide for physical exams and history taking.

(5)  I continue to do many well woman exams, well child exams and routine yearly physicals independently. I feel very comfortable doing them and I have my own system down in regard to the interview as well as the exam so that I can move through it very quickly. Any help I may need comes from my preceptor, Epocrates or I find the computer system at the clinic very helpful for well-child exams because everything that needs to be covered for any given age group is outlined for you.

(5) I am leaving myself at a 5. I feel I am very independent in all my exams at this point. I have continued to do several well-woman exams, well-child exams and general physicals which require a head to toe assessment. I have become much more comfortable with child assessments which I was still a little unsure of when I started this clinical. I have done DOT physicals and treatment physicals on patients which require head to to assessments as well. I think I will only continue to get better at this with more practice. 

5.
Perform problem focused health history and physical exam
     □     □     □     □     □     □

for patients across the life span 

This competency refers to being able to take a specific complaint presented by a patient and concentrate your questions and exam on the specific area in question as well as any other areas that may concurrently effect the area in question.

(5) I feel that I am very independent and proficient in performing a problem focused history and physical. I feel that the biggest contributor to this for me is being an ER nurse for many years where are all you deal with are specific problems presented by a patient. I always start by reading the nurses notes so that I have an idea of what I want to ask and look for before I go into the room.  If I know a particular test needs to be done that I can’t exactly remember, then I look it up in Bates Guide before I go in.  For example, if I suspect the abdominal pain might be gallbladder or appendix, I might review things like Murphy’s sign and McBurney’s sign before I examine the patient. For the history portion of this, I utilize OLDCART to target my questioning.  For example, I see many patients with abdominal pain in the ER. My primary focus for questioning and exam are on the GI system with questions about when the pain started, how long the pain has lasted, where the pain is and if anything makes it better or worse. I ask if they have had problems with abdominal pain before and what the diagnosis was at the time. I ask about medications because often people say they don’t have problems but yet they are on a PPI or some other stomach medication. I ask about bowel habits as well. Depending on where the pain is and the gender and age, I may ask about other systems such as GU questions like urgency, dysuria and frequency and if the person is female I might ask GYN questions such as LMP, vaginal discharge, pregnancy, etc.  My physical exam is then focused on the areas in concern plus I usually always add heart and lungs and a constitutional assessment. As mentioned before, I feel I am independent and fairy proficient in this competency but as in many of the other competencies, I my skills can only improve as I see more and more patients. Again in this competency, I always refer to my Bates Guide for help.

(5)  I feel I continue to be independent with all my exams.  Occasionally I will present my preceptors with a question about symptoms and they will ask “did you do this exam” which will help to make a definitive diagnoses.  I feel I do a good job at keeping my questioning and exams focused in order to get the information I need to come to an accurate diagnoses.  I continue to use the OLDCART pneumonic to think through what information I need to know.  For example, in my patients with complaints of chest pain I focus on risk factors for heart disease and things like where the pain is at, how long the patient has had it, does exercise or movement make it worse, do certain medications make it better. Do they have other symptoms with it such as SOB, n/v, diaphoresis or dizziness and does it affect their day to day activity. I consider the systems that could be causing this complaint and also ask questions related to that system. I continue to use Bates and Epocrates for this. I will only continue to become even more comfortable as I am exposed to more patients.


(5) As in previous entries, I continue to be at a level 5 with this competency and perform all of my exams on my own.  I continue to use the OLDCART pneumonic to make sure I cover all appropriate questions.  I do still refer to my Bates book when I am unsure if I have performed all necessary tests such as the valgus/varus maneuvers, drawer test, etc for knee pain. 


6.
Apply diagnostic reasoning and critical thinking
  
    □     □     □     □     □     □

in clinical decision-making and development of a 

treatment plan
To me this competency means being able to logically think through what is going on with   a patient given their presentation and complaint.  Once you have come up with the most likely diagnoses and the worst case scenario, then logically thinking through how you are going to eliminate the worse possible problem and best utilize resources to prove what you think is going on with the patient.  Sometimes your best resource might be your exam, a good history and your gut-instinct. You then take your diagnoses and use evidence-based practice to develop a plan of care.

(5)  I feel I work through my differentials pretty independently.  I also think that my many years of working as an ER nurse has helped me with this because I have seen so many different things.  In my ER clinical, the very first thing I ask myself when I see a patient is “is this person sick or not sick” meaning is this an emergency that has to be taken care of today and the person will most likely be admitted or is this something that can either be easily taken care of sent out the door or do I need to prove they are not sick and them send them to PCP for further work up.  An example would be a lady in her 40’s who presented with left chest pain that had been going on for a few days.  She was obese, had high blood pressure, a previous history of cardiac stenting and her father died of an MI at age 54.  She also had a lap band placed several years ago.  She was belching a lot which seemed to relieve the pain briefly.  Just from her history and exam, I didn’t necessarily feel this was cardiac in nature but given her risk factors, I knew I had to rule this out first.  All EKGs and Troponins were negative.  She did not want to be hospitalized so I was able to arrange with her cardiologist to have a stress test done that day which she was sent for.  I do not know the results but I had dealt with the most detrimental cause of her pain first and if the stress test is negative, then her PCP can venture down other avenues to try and figure out the cause.  Another example was a lady in her 60’s who came to the clinic with shortness of breath that she had been having for a couple of days.  My primary considerations for her were asthma exacerbation, bronchitis, pneumonia and CHF.  I actually did not do any tests on her but used physical exam and vitals to determine that she was most likely in CHF and needed to be hospitalized.  She had peripheral edema, her belly was very bloated and she had periorbital edema. She had some rales present on auscultation of the lungs. She also had a 17 pound weight gain in 3 weeks.  She said she was having to sleep in her recliner because she couldn’t breathe whenever she would try to lay down. All of these findings point toward CHF.  I can always use more exposure and experience to help me become more confident with this. I primarily use my preceptor if needed and Epocrates as my guide for this.

(4)  I continue to remain fairly independent in this area however, I still utilize the help of my preceptor and other providers to think through certain scenarios.  We are starting to see a lot of abdominal pain with nausea/vomiting and diarrhea this time of year.  I think this is a good example of a time where you take a good history and do a good physical and then decide is the patient sick or not sick.  Is this something that is likely just a virus and just needs a few days to run its course. I consider things such as how long has the patients had the symptoms, is anyone else sick, are they running a fever and do they have an acute abdomen on exam. If I do not find anything definitive on exam or history that makes me think it is an acute issue such as appendicitis or a bowel obstruction or infection that needs further investigation then I usually turn to supportive care and symptom management and have the patient follow up in a week if not better.

(4) I think I have continued to make big improvements in this area but would still leave myself at a 4. There are still many cases where I will consult my preceptor and will be talking to my supervising physician about in the future. This is an area that will probably take several years of practice before I feel I have mastered it. As an example, I would refer back to the patient I discussed in question 3. This gentlemen in his late 60’s had had 3 visits in the last 3 months for cough, congestion, excessive phlegm production and chest tightness.  He has smoked since he was a teenager and likely has COPD with chronic bronchitis being his main presentation.  I reviewed treatment course for acute on chronic bronchitis in Epocrates and literally thought through and wrote down everything I wanted him to do including use of rescue inhaler, steroid burst, cough medication and realized he was not anything to help dry up his secretions so I put him on spiriva. He was instructed on increasing fluid intake and frequent cough and deep breathing. He will be returning in a week for a recheck and likely will be put on inhaled corticosteroids.

8.
Initiate diagnostic strategies appropriate to differential 
    □     □     □     □     □     □


Diagnoses

This competency refers to being able to utilize physical exam, labs, xrays, etc to rule in or rule out a particular differential diagnosis.

(4)  This is probably the area that my ER preceptor has really been of benefit this semester. I feel I have really learned a lot and am now taking time to really consider why I am ordering something and how it is going to be of benefit to me in making a diagnosis.  One example is a man in his 40’s who is an alcoholic presented with upper abdominal pain that had started yesterday.  Due to the location and presentation of the pain being sudden and sharp in nature, I had already decided on either pancreatitis or alcoholic gastritis. My primary diagnostic tests in this case were a lipase, CBC and a chemistry.  The lipase would help me to differentiate between the two. It did come back quite elevated and the patient was admitted for pancreatitis. Another example is of a male patient who presented with flank pain. My primary differentials were UTI, back pain and kidney stone.  There was acute onset, no injury and difficulty urinating.  This most likely ruled out musculoskeletal pain. I did a dip UA which was only positive for blood. This likely ruled out the UTI.  The definitive diagnostic study was then a CT to look for a stone which was positive. I will become more independent with this as I see more patients and as I utilize my supervising physician’s for guidance with those situations that I am not as familiar with.  I use my Bates book as well as Epocrates, Up to Date and my preceptors as resources.

(4)  I feel I continue to be fairly independent in this but do occasionally still need guidance from my preceptor.  An example of this would be an elderly lady that I saw in the ER recently.  Her son brought her in for increasing confusion and general weakness.  In elderly patients, this is often the sign of infection either from something like pneumonia or a UTI so those were 2 of my differentials.  This could also be from dehydration or a stroke so those were a few other differentials.  The patient was febrile, tachycardic and had sats in the 80’s upon exam which led me down the pathway of infection causing her symptoms. I did a UA which was negative showing only a few ketones indicative of her being a little dry.  I also ordered a CBC to look at her white count which was elevated and a CXR which showed left lower lobe pneumonia. The patient actually answered questions appropriately on exam and had no focal deficits so the likelihood of CVA was ruled out at she was mildly hydrated as evidenced by her UA, vitals and her BUN and creatinine were mildly elevated on Chem B as well as her CO2 being slightly low. I use Epocrates quite a bit for testing for differential diagnoses. I also look to my preceptor sometimes if I feel I am missing something. This is something I will only become better at as I see more patients.

(4) I feel I am getting stronger in this area however I do still utilize my preceptor some. I rely a lot on epocrates and Up to Date as well. An example of this would be I had a patient’s CBC come back showing him mildly anemic which he had never been before. After deciding this needed to be investigated more, my top differentials were iron deficiency anemia, GI bleeding and anemia of chronic disease. At this point, I gave the patient FOBT cards and instructions. I also ordered iron studies on him and a chemistry to rule out the kidneys as a possible cause. I just saw this patient and have not received all tests yet to make a diagnosis. I know that I will only get better at this with the more patients I see.

10.  
Prescribe medications based on cost, diagnoses,

    □     □     □     □     □     □
efficacy, safety, and individual patient needs


This competency refers to being able to diagnose a patient and then prescribe medications for them that they can afford, will take care of their problem, that they are not allergic or sensitive to and that will be the safest and most effective for them.

(4) This is an area I have become MUCH more comfortable with this semester.  The two groups of medicines I struggle with the most are diabetic meds and psych meds. They still make me nervous. However, I have been making more decisions on my own with regard to what to start a patient on.  For example, I had a patient that I diagnosed with depression.  The clinic I am at has a certain set of medications they will cover so it makes the decision a little easier.  This patient also had some chronic pain issues so I decided to start her on Cymbalta since it would help with a couple of different issues for her.  In the ER, I often have to take into consideration what is cheap because many patients do not have insurance and can’t afford some of the medications I would normally prescribe.  For example, I had someone with nausea and vomiting. I personally like zofran for people because it doesn’t have the potential for sedation like phenergan but is much more expensive. In this case, the patient did not have insurance so I decided to prescribe phenergan instead.  I have mentioned this before in previous CPTs…..I don’t know if this is something I will be at a 5 at for a very long time because there are so many different medications and recommendations are constantly changing. I primarily use Epocrates and Tarascon for references.

(4)  Though I feel much more comfortable with this, I think I will be at a level 4 for quite some time.  There are just too many different medications to say that I may ever be completely comfortable.  I am starting to get my own set of medications for certain diagnoses that I am comfortable with and use them fairly frequently.  In the clinic setting, there are only certain medications that one can choose from that are in their formulary unless the patient is willing to pay out of pocket for them.  These are the same ones I tend to use to prescribe for people in the ER because I am most comfortable with them.  I think I am getting much better about being familiar with side effects of certain drug classes and considering a patient’s PMH before prescribing. For instance, in clinic I have a lot of patients with renal disease so I often have to come up with something besides an NSAID for treatment of pain. I also make sure I am aware of renal function before considering meds like furosemide and metformin. I use Epocrates very frequently to look up things such as dosing, side effects to watch for and safety considerations.
(4) I do continue to become much more comfortable with prescribing medications on a daily basis but I would still leave myself at a 4. I think this will take many more years before I am completely comfortable. This is the area where I think I am least sure of myself. I feel pretty comfortable in making accurate diagnoses for the most part but prescribing the medication for it always makes me a little uneasy. I am afraid I am going to miss a contradiction to the medication or give them too much of something. I know this will get easier as I go on. Until then, I will be relying in my supervising physician, pharmacists and resources such and Epocrates and Tarascon. As mentioned in another competency in regard to cost of medications, I always try to consider the most effective and least expensive option when writing prescriptions.

12.
Interpret patient responses to treatment and recommend
    □     □     □     □      □     □


changes to the treatment plan as indicated
This competency refers to being able to review a particular treatment plan implemented by myself or another provider for a given diagnoses and evaluate how successful or unsuccessful the plan has been and then making appropriate recommendations.

(4)  I feel pretty comfortable with this competency at this point.  Primarily my follow-ups this semester have been with diabetic and hypertensive patients.  I am able to review current labs such as the A1c and microalbumin levels as well as reviewing the patient’s blood sugar readings and make appropriate changes in medications.  I had a patient whose bedtime blood sugars were running high so I made a change in his insulin dose at supper time.  I have also had to increase oral diabetic meds in order to bring down A1c levels.  I have also had to adjust hypertensive meds with the goal of getting them under 140/90.  In the ER setting I have had to do things such as changing from one antiemetic to another because the patient’s nausea/vomiting was not improving.  For things such as flank pain with kidney stone I usually start out with toradol and reevaluate for effectiveness and add a narcotic if needed.  I think this is something that I will continue to improve with as I have more patient contact.  I usually use Epocrates and up to date as references and will still rely on my preceptor when I run out of ideas.

(4) I was so excited a few days ago because one of the diagnoses and treatment plans that I struggle with is depression. Not only is it difficult for me to decide what medication to put people on, it seems like a lot of them don’t ever feel better.  I actually had a pt. that I started on Zoloft about a month ago that I got to see in follow up who was doing much better and was so happy that she felt good again! Very exciting for me as a provider. I didn’t actually have to change anything except I did recommend seeing the social worker or counselor to add additional benefit.  I continue to do many diabetic follow ups and have had to make changes in insulin dosages depending on what time of day their highest blood sugars are.  I have also added Januvia for a pt. who was having trouble controlling but very resistant to starting insulin. I have also recently changed gabapentin dosage on someone who was already on tramadol and still not getting a lot of relief for her fibromyalgia. Her gabapentin was at the lowest dose to I tapered her up to a higher level. Hopefully I will get to see her in follow up to see if this helped. I continue to use my preceptor or other providers in the practice as well as Epocrates for guidance. This will eventually become a 5 for me as I see more patients however from watching providers I work around, I am sure I will forever be asking the opinion of others when I am stuck on a certain treatment plan.
(4) I am leaving myself at a 4 for this competency. I think that when I begin practicing, I will still be looking to my physician to help me make decisions in regard to changes in treatment plans when one has failed. I feel comfortable re-evaluating and determining that a change needs to be made but I don’t always know where to go with it.  I had a patient with recurrent and persistent otitis media and externa. He was not getting better despite a couple of rounds of oral and otic antibiotics. Though I was not the one making future changes in his care, I recognized he needed to be referred on to ENT for further treatment. Sometimes the best change in a treatment plan is realizing that you have exceeded your limits and knowledge base and recognize the need to refer on.

15.  
Incorporate access, cost, efficacy and quality when

    □     □     □     □      □     □

making care decisions


This competency refers to taking into account the patient’s resources available to them 

for healthcare and using that knowledge to make the best quality and most effective treatment plan for them.

(4) I feel the two places that I have chosen to do clinicals have been very effective in helping me meet this competency.  In the ER, we see many uninsured patients who cannot afford to have a bunch of testing done as well as follow up care. Many don’t have primary care because they either can’t afford to go to the doctor, don’t have insurance or simply can’t find one who will take them.  So based on this, I often have to come up with the cheapest and most effective treatment knowing that they may not return to a doctor for quite some time.  In the clinic, I have a little more give because as long as I use services within the clinic and medications on the formulary, the patients will have their care covered. They don’t have to pay for appointments so it is just a matter of getting them motivated to follow up.  However, if they need services outside of the clinic, it can be quite challenging if they do not have additional insurance coverage.  In the ER, my preceptor helps me to think through what the least amount of testing is that I can do to figure out if my patient is sick or not and if they need hospitalization and to confirm or reject my differential diagnoses in order to keep the patient cost down.  For example, in patients with abdominal pain I sometimes am unsure if the patient needs expensive testing like an ultrasound or a CT. In one particular case, my preceptor helped me to understand that the reason why you would do a CT of the abdomen is if you are concerned about something surgical that needs to the done or something needing to be treated with antibiotics so you base that decision of your exam and other less expensive tests you have already done such as a CBC, chem C, lipase or lactic acid. If those more expensive testing. In this case, I was concerned about an incarcerated hernia on a patient so we did go ahead with a CT. this was infact the case and the person went to surgery.  Another example is deciding which antibiotics to use for certain diagnoses.  I consider the likely source of the infection and treat with the most appropriate and least expensive antibiotic. I will become more comfortable with more exposure. I use Epocrates and my preceptor currently for help in this area.

(4) I am leaving myself at 4 for this competency. I feel like I can think things through and figure out the best tests to order that will give me the most information with the least amount of resources but I still feel the need to run it through with my preceptor to make sure I am thinking correctly. I do always try to consider what medications I can use that are cheapest for the patient but the most effective. I think this is something that is going to take me awhile to be really comfortable with. An example of this would be utilizing the $4 prescription list when choosing medications for patients to offer them the least expensive options. I do keep in mind though that the treatment that I feel is the best is not necessarily going to be the least expensive and will have to find other resources to help meet their needs in these cases. I will continue to become more comfortable with this with more exposure but I think this is another competency that will likely take awhile in practice before I become comfortable with this.

23.  
Integrate best available evidence to continuously

    □     □     □     □      □     □

Improve quality clinical practice


This competency refers to keeping up to date on current evidence-based practice and 

using that knowledge to provide the best possible care for patients.

(4) I feel I am at a four on this because there is so much information left for me to learn. I 

still use my preceptors a lot to know what is best practice for situations which I am not 

yet comfortable with.  I do try to figure out my plan first before talking to my preceptor. I 

use Epocrates a lot to figure out current practices for any given diagnosis.  I also use Up 

to Date and have been using the ePSS app as well.  I feel that the more experience I have 
the more I will become independent with this competency. One example would be 

combining medication with behavioral therapy for depression patients. The combination 

of the two have been shown to give better results.  Another example would be making 

sure people at risk for cardiac events are on daily aspirin therapy if they are able to be.

(4) I feel I am still at a 4 on this and probably will be for at least the first year of being on  

my own. There is just so much to learn and know that I feel it would be impossible at this 

point to be completely independent.  I do at least know good resources to use and find 

answers. I continue to use Epocrates, Up to Date, ePSS and my preceptors when I am unsure of answers.  An example of this would be knowing that when I have a diabetic  who may not be hypertensive but is developing microalbumin in their urine needs to be on an ACE inhibitor for renal protection.  Another example would be always asking my asthmatics about rescue inhaler usage and adding additional medications such as an inhaled corticosteroids if indicated to prevent over use of the rescue inhaler.
