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Hospital and Visit Summary Document
Complete the sections below as a team during the breakout session. Your team’s Hospital and Visit Summary Document should be holistic, reflect input from multiple team members, and demonstrate shared decision-making (including the patient). 
At the end of the breakout session, the team Notetaker must submit the IP Care Plan as a Word or pdf file via Qualtrics.  To submit, the Notetaker should:
· Rename the IP Care Plan document to include: 
1. Your Breakout Room Number
1. Today's IPE session date and start time; for example: “Room 9 2.9.2024 1 pm.docx”
· Share the completed IP Care Plan with all team members via email or the Zoom Chat function.
1. The team Spokesperson will reference the IP Care Plan during the large group debrief. 
1. Some programs require students to individually upload their completed IP treatment plan to their respective learning management system.
1. Ensure you receive a copy of your team’s IP Care Plan Worksheet from the team Notetaker before departing the session.
· Upload the team’s IP Treatment Plan via Qualtrics here and follow the instructions for submitting. 

List the names and professions of your colleagues in the table below:
	Name
	Email
	Profession

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	





Hospital and Visit Summary
	Hospital and Visit Summary Document

	SUBJECTIVE: 

	Patient Information 
Patient Name  
	Charleigh Rastas  

	Patient Age 
	67 years old  

	Patient Gender 
	Any  

	Race (American Indian/Alaska Native, Asian, Native Hawaiian or Other Pacific Islander, Black or African American, White, More than One Race, Unknown/Not reported) 
	Standardized Patient  
  

	Ethnicity (Hispanic, Non-Hispanic White, Both, Unknown/Not reported) 
	Standardized Patient  

	Date of Encounter (most recent encounter at the clinic) 
	Today  

	
	Transition of care (hospital discharge planning) 

	HPI 
Hospital course 
	Patient brought to hospital after falling when attempting to get out of bed.  Had left sided deficits upon presentation with a non-displaced left radial fracture.  Work up for stroke demonstrated right ICA occlusion. ECG revealed atrial fibrillation with RVR.  Only took baby aspirin at home.  NIH score of 14 upon admission. Other symptoms included global left sided weakness, left side neglect, left visual field cut, dysarthria, left facial droop, dysphagia, left sensation loss, memory deficit.  Alert and oriented x 2. Outside of window for thrombolytic therapy. Patient is a lawful immigrant from Mexico. Medically managed and is ready for discharge. 

	Social Determinates of Health 
	No caregiver; forgets medications; fixed income 
 


	Past Medical History 
Childhood illnesses 
	Unknown 

	Adult illnesses 
	COPD, Atrial fibrillation, HTN 
  

	Allergies 
	ibuprofen - causes nausea and vomiting 
 

	Surgical History 
	S/p ORIF by 3 years ago for right hip fracture   
 

	Family History 
	CVD – father, deceased 58 (MI) 
DM type 2 – mother, deceased 75 (heart disease) 

	Dental history
	Dental visit: 4 months ago
noted today bad breath and visible debris on teeth with inflamed gingiva. Toothbrush given by hospital has not been used.  

	Ob/Gyn 
	Menopausal, no prior pregnancies and not sexually active
  

	HCM History 
Immunizations 
	Up to date 
 

	Yearly Evaluations 
	Sees primary once per year
 

	Screening Tests 
	Chest X-ray: Within Normal Limits.  
Colonoscopy Date: 2 years ago. 2 polyps removed. Recommend repeat colonoscopy in 5 years. 
CT Scan of Chest: Within Normal Limits.  
Modified Barium Swallow Study: Patient safely consumed IDDSI level 6 solids. Tolerated teaspoons and small sips of IDDSI levels 0-2 liquids, sequential swallows resulted in level 6 on penetration-aspiration scale.  
Poor pharyngeal clearance with IDDSI level 3 liquids. 
INR: 2.3


	Safety Measures 
	Requires ModA assist for all transfers. PO limited to small sips and bites. 
 

	Medications 
For each medication listed include dosages, route, frequency, and indication (include OTC/Supplements) 
	Home medications: 
Acetaminophen 650MG, 1 tab daily PRN headache 
Diltiazem CD 180MG ER capsule, 1 daily 
Lisinopril 10 MG 1 tab daily 
albuterol inh 1-2 puffs prn sob 
Stiolto Respimat 2 puffs daily 

	Social History 
Occupation 
	  

	Exposures (agricultural, occupational, hobbies, environmental) 
	  
 

	Education 
	  
 

	Nutrition/diet 
	   

	Relationship/Home 
	   

	Sexual 
	  

	Travel History 
	  

	Smoking 
	Current smoker. 8-10 cigarettes per day (1/2 pack per day) started at 16 years old
 

	Alcohol/recreational Drug Use 
	Alcohol consumption reduced to zero 10 years ago. Started drinking before 21 years old, consistently 4-6 times per week, prior.  No illegal drug use.

	Race/Beliefs/Culture 
	  

	ROS 
appropriate for DDx 
	  

	OBJECTIVE: (Today) 

	Vital Signs  
	Temp-98.5 F (oral), HR-93, RR-16, BP-132/106 (sitting, Left arm, standard cuff), weight- 104 kg;  

	PE 
Appropriate/applicable DDx listed in order of acuity 
	General:  calm 
EENT: extraocular movements intact, moist mucous membranes 
CV: irregular rhythm, Extremities are warm and well perfused. 
Pulmonary: clear to auscultation bilaterally with no crackles, wheezing or rhonchi.  No increased work of breathing. 
Neuro-psych:  
Alert and oriented  

	Labs/Diagnostics Results 
PT/OT/SLP 
	Weakness and spasticity of left extremities (modified Ashworth score 2/4).  Some complaints of pain with stiffness on left side. 
Requires moderate assist for transfers bed to wheelchair.  Able to sit edge of bed with stand by assist and verbal cues for positioning of LUE.  Limited walking with wide-based quad cane and moderate assist to advance the LLE and for balance.  LUE motor control not sufficient to use a walker.  Able to ambulate 15 feet, limited by weakness and fatigue.  Utilizing briefs (Depends).  Moderate assist needed with brief changes and care.   
Participate with ADLS at table, working on focus on L attention and sequencing. Continues to demonstrate some difficulties attending to L side.  Some difficulty sequencing tasks.   
Cognition: Completed a convergent categorization with common categories give 3 descriptive words independently with 80% success, some slowed auditory processing. 
Medbox Medication Assessment (3.6/5.6)  
MMSE – mild to moderate cognitive impairment (23/30). 
SLUMS 
Modified Barium Swallow Study: Patient safely consumed IDDSI level 6 solids. Tolerated teaspoons and small sips of IDDSI levels 0-2 liquids, sequential swallows resulted in level 6 on penetration-aspiration scale.   
Poor pharyngeal clearance with IDDSI level 3 liquids. 
IDDSI level 6 is soft and bite-sized texture food 
Level 0, thin liquids, up to Level 3 which is moderately thick.  
Level 6 on penetration-aspiration scale indicates that liquid did go below the level of the vocal folds but was able to expel the majority of it with a cough. 
Agreeable to therapies 


	Hospital Medications 
	Acetaminophen 1000 MG, 1 tab tid prn pain 
Diltiazem CD 180MG ER capsule, 1 daily 
Lisinopril 10 MG 1 tab daily 
Albuterol nebulizer prn  
Duoneb 1 nebulization q 6 hours daily 
Aspirin 81 daily 
Clopidogrel 75 mg daily 
Warfarin 5 mg daily 
famotidine 20 mg daily   

	ASSESSMENT:  

	Your assessment should:
Cover all complaints  
Be based on DDx  
Be consistent with history, physical exam, including structural exam, data & clinical reasoning 
 
	  
 
 
 
 
 
 
 

	Patient Interview Questions 
	Responses 

	  
  
  
 
 
 
 
  
	 






	Interprofessional Visit Summary PLAN: 

	What are the patient’s current complaints?   



	  
  
  
 

	What are the patient’s health care priorities? (consider physical health, mental / emotional factors, family, culture, work and leisure activities, safety, and environmental factors)

	1. 
2. 
3. 
4. 

	What are the health care team’s priorities for this patient at this encounter? 
	1. 
2. 
3. 
4. 

	What additional healthcare team members would you want to participate in the care of this patient? Why? 
  
	1. 
2. 
  

	How will you integrate the patient’s values and preferences when making decisions about his/her care? 
  
	  
 

	What strategies / interventions will your healthcare team use to help this patient meet his / her needs and integrate the health team’s priorities if possible? 
  
  
	  

	What is the evidence for choosing these strategies and interventions? 
  
  
  
	  
  
  

	How would you monitor / evaluate patient outcomes? 
  
	  
  
  

	Research one evidence-based therapy/procedure/activity that would support your patients primary concern/medical condition which your profession would provide/assist with. Share with your group. Describe items below including a reference. 
	 

	Determine which healthcare team member(s) CAN take responsibility for each of the strategies / interventions described above. 
  
	  

	Context: For this patient and for this team, which healthcare team members WILL (if applicable) take responsibility for each of the strategies / interventions described above. 
  
	  



	Barriers to Collaborative Practice: 
Describe barriers to interprofessional practice that arose in care of this patient (e.g. communication, care transitions, follow-up, evidence-based practice, patient and family involvement, cultural issues, ethical issues, teamwork issues, HIPAA issues, roles and responsibilities of team members, respect for all members of the team, etc.). 
  
	  

	Improving Collaborative Practice: 
Provide at least two examples of improvements to make to promote collaborative practice and safe/quality patient care. 
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