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Educator’s Resource: Integrating Best Practice Guidelines 
Tips, Tools and Templates
          


Case Study 1 – Year 1

Source: Lakehead University, Thunder Bay, Ontario. Reprinted with permission.

Mrs. K. is a 78-year-old widow, living in a seniors’ apartment building. She has a longstanding history of osteoporosis and osteoarthritis. Currently she is taking Celebrex® 100mg daily. Recently her daughter has noticed a change in her usual fastidious housekeeping and attention to her personal care. When questioned by her daughter, Mrs. K. states she is having increased pain with daily tasks and increased fatigue as her

sleep is interrupted by the pain.
1 
You are the nurse in her health care team. What other information do you need in order to advocate with her physician for increased pain control?

2 
What constitutes a comprehensive pain assessment? What will help you to validate your assessment?

Dr. P. has prescribed Tylenol® #3 1-2 tabs. Q4h prn, and will see Mrs. K. in the offi ce in 3 weeks time to evaluate treatment effi cacy. At the daughter’s request he has asked that she be evaluated for homemaking assistance. On your next visit Mrs. K. reports that as long as she takes her Tylenol® every 4 hrs. the pain is much improved and she is able to accomplish some tasks. However, the homemaker reports bruising to both knees and Mrs. K. states she hasn’t had a bowel movement for four days and is falling asleep in the

afternoon while watching her favourite shows on T.V.
3 
What documentation is necessary in the reassessment process? What information needs to be included in the care plan in order to achieve positive outcomes for Mrs. K?

4 
What action is the appropriate next step in managing Mrs. K’s pain?

5 
What other disciplines should be involved at this point? What non-pharmacological intervention could be considered in her management?
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