History:

 J.K. is a 78 year old Asian who was admitted to the hospital after being found unresponsive by her family in her home. She was diagnosed as having suffered a cerebral vascular accident with resulting hemiparesis, expressive and receptive aphasia. The patient was transferred to the stroke unit following recovery in the intensive care unit. The patient has a past history of coronary heart disease, hypertension controlled with captopril, and hypercholesterolemia controlled with atorvastatin. Initial physical exam revealed a thin elderly female who was minimally responsive with dense hemiparesis, facial paresis, and absent gag reflex; Babinski sign was positive. Bowel sounds were present and active. There is no advance directive for this patient, however, she has a strong family support system and the family’s goal is to take the patient to the daughter’s home for extended care following her discharge. A formal swallow evaluation confirmed the presence of severe dysphagia. The family consented to have a PEG tube placed for nutritional support.

Laboratory Data:

Chest X-Ray

No cardiomegaly or infiltrates

Electrocardiogram
 Normal sinus rhythm without ST-T segment abnormalities

Blood Chemistry Data (admission to Stroke Unit)

	Examination
	Result
	Normal Range

	Sodium
	135 mmol/L
	135-145 mmol/L

	Potassium
	3.5 mEq/dL
	3.7-5.0 mEq/dL

	Chlorine
	104 mmol/L
	95-110 mmol/L

	Glucose
	70 mg/dL
	65-110 mg/dL

	BUN
	20 mg/dL
	5-25 mg/dL

	Creatinine
	0.5 mg/dL
	0.5-1.2 mg/dL

	Phosphorus
	2.3 mg/dL
	2.5-4.5 mg/dL

	Calcium
	8.1 mg/dL
	8-11 mg/dL

	Magnesium
	1.8 mEq/L
	1.3-2.2 mEq/L

	Total Proteins
	6.4 g/dL
	6.5-8.5 g/dL

	Albumin
	2.9 g/dL
	3.5-5.8 g/dL

	Total Bilirubin
	1.2 mg/dL
	0.2-1.3 mg/dL

	Total Cholesterol
	175 mg/dL
	150-300 mg/dL

	LDL Cholesterol
	95 mg/dL
	<130 mg/dL

	HDL Cholesterol
	45 mg/dL
	>40 mg/dL

	Triglycerides
	110 mg/dL
	<250 mg/dL

	Direct Bilirubin
	0.6 mg/dL
	0-0.9 mg/dL

	Alkaline Phosphatase
	60 UI/L
	60-220 UI/L

	AST
	25 UI/L
	0-40 UI/L

	ALT
	30 UI/L
	0-36 UI/L

	CPK
	55 UI/L
	30-220 UI/L

	CO2
	23 mmol/L
	22-28 mmol/L

	Complete Blood Count

	Hematocrit
	36%
	37-48%

	Hemoglobin
	11.4 g/dL
	12-16 gm/dL

	Leukocytes
	9.0 x 1,000 cells
	3.8-9.8 x 1,000 cells

	Total Lymphocytes
	1.5 x 1,000 cells
	1.2-3.3 x 1,000 cells

	Platelets
	320 x 1,000 cells
	190-405 x 1,000 cells

	Prothrombin Time
	14 seconds
	11-14 seconds


Nutritional History:

The patient’s daughter reports that prior to the stroke her mother consumes a typical Asian diet of rice at each meal, meat or shellfish once a day, one pickled egg daily, no dairy products except for occasional ice cream, cooked vegetables twice a day, and fruit for dessert. She uses a lot of soy sauce in stir-fried dishes and as a condiment. She denies her mother had any food intolerance or allergies. Prior to hospitalization her appetite began to fluctuate, but family members reported no noticeable weight changes.

Body Composition:

Based on visual assessment, the patient’s muscle mass appears to be below average for her age. Prior lifestyle was described as semi-sedentary and the daughter reports that her mother has been spending more time sitting and showing less interest in cooking and self-care for the past two months. 

Height:



155 cm.

Usual weight:


42 kg.

Current Weight:


41 kg.

Body Mass Index:

17

Ideal Body Weight (IBW):
47.7 kg

% UBW:


98%

Examination:

1. Discuss the overall management of the patient using the nutritional management process:

a. Nutritional assessment

b. Nutrition care plan:

i. Nutritional requirements

ii. Formulation

iii. Access

iv. Delivery

c. Monitoring of the process

d. Reassessment or termination of therapy

2. Explain the following in the nutrition care process:
a. Calorie adjustments

b. Protein adjustments

c. Electrolyte, vitamins, trace element needs

d. Nutrient formulation design

e. Why you chose a specific access and not the others

f. The types of monitoring you do and rationale of the frequency or schedule
