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HEALTH-CAREER EXPLORATION SUMMER INSTITUTE

Medical Case Studies
Each hospital rotation day you will need to record information in your notebook for TWO patients you come across.  REMEMBER – DO NOT INCLUDE ANY OF THE PATIENT’S PERSONAL INFORMATION.  You must collect enough information to be able to write a full Medical Case Study.  Each section of each case study should be labeled A-G as outlined below.  THOROUGH research should be done on each patient’s complaint/disease and any assessment, lab test, diagnosis, etc. MUST be explained and researched.  The minimum length of each section and what should be included in each is outlined below as well.

Case studies will be graded on a scale of 1-5 with a 5 being a 100% complete case study including ALL necessary information and showing extensive additional research.  A 1 would be a case study that does not answer all of the questions, barely covers the case study, and/or shows little to no research.

	Medical Case Study Organization

	A.  Patient Medical History: Describe the medical history of the patient. What pre-existing medical conditions or risk factors exist for this patient? Is there a family history of disease or risk factors? What medications (if any) does this patient take and why do they take them? How do these medications work and what side effects may they have? (1 paragraph minimum)



	B.  The Complaint: Describe what the patient experienced and why they came into the hospital. What specifically brought the patient into the hospital? What is the chief complaint? Use details. (1 paragraph minimum)



	C.  The Objective Assessment: Describe the complaint from the point of view of the healthcare worker. Describe how the patient presents from an objective point of view. What raw data does the doctor collect or have available upon initial contact with the patient? What information does the doctor collect in order to produce a diagnosis or rule out other diagnoses? This might include descriptions of symptoms by the patient, physical observations by the doctor, patient medical history and family history. (3 paragraphs minimum)



	D.  Analysis of Patient Symptoms and Diagnostic Tests: What symptoms are relevant to producing a diagnosis? What diagnostic tests are ordered / performed in order to rule out or confirm a diagnosis? What do these tests test for and why were they ordered?  What do these symptoms or test results suggest?  (2 paragraphs minimum)




	E.  Diagnosis: Give a diagnosis for this patient’s symptoms and describe the diagnosis based on the information from previous sections. Explain what evidence was used and reason why this evidence leads to this diagnosis. What uncertainties are there in this diagnosis? Are there any inconsistent results or confusing symptoms? (2 paragraphs minimum)

	F.  Treatment: What are potential treatments for this patient based on the diagnosis above? Describe likely treatments available and why they may be effective for this specific patient (this will require extensive research). If available, what actual treatments were provided for this patient? If there are discrepancies between the potential treatments and actual treatment, explain them.

	G.  Prognosis and Treatment Plan: What is the prognosis for this diagnosis? For how long will treatment occur? What may happen to the patient because of this diagnosis? Describe any complications that can occur because of this diagnosis as well as any future treatments should they be necessary. (1 paragraph minimum)


Questions may be directed to: 

Ellese Mello, HWI Pathway Coordinator
(530) 521-2472 or emello@husdschools.org
Trudy Old, HWI DSN Far North
(530) 879-9049 or oldtr@butte.edu

