
The Case Study 
Ms. W. is 40-year-old female and lives in a group home 
at St. Coletta of Wisconsin, which "offers residential 
and vocational programs that embrace the concepts of 
independence, community inclusion, choice and 
empowerment for adults with developmental and other 
disabilities". She works part time in the local 
community. Her father is her legal guardian. The 
history of past illnesses and general health was very 
sparse. Ms. W. had a tonsillectomy as a child, a ventral 
hernia repair (dates unknown) and no record of 
childhood illness. Her prior diagnoses included 
hypothyroidism, behavior disorder - moderate, 
obstructive sleep apnea (no C-PAP), adjustment 
disorder, and previous pneumonia (no dates). 

At 0915, the CV OR nurse notified me that it 
was time to pick up Ms. Wand informed me that the 
anesthesiologist had requested to insert an epidural 
catheter for post op pain control. I assumed Ms. W. 
would spend the night in CVICU, due to the nature of 
her surgery, her history, and the potential complications 
from the DS. 

While in route to the patient's room, I ran into 
Dr. Z, the anesthesiologist, who decided to come along. 
After knocking and entering the room, Dr. Z. introduced 
himself to Ms. Wand her father. The patient was a 
petite woman with long curly brown hair, sitting on the 
edge of the bed having a pleasant conversation with a 
nurse. Walking over and introducing myself led to her 
putting her hand out for a shake. I asked to see her 
wrist bracelet and verified her name. I didn't ask her 
birth date, since that can be a difficult question. She 
told me that she needed to use the bathroom; her speech 
seemed fairly easy to understand. She had a hospital 
gown on with hospital slippers. The nurse helped her to 
the bathroom, although her gait appeared normal. I 
asked her to remove any underwear she was still 
wearing. It was obvious that Ms. W. was well cared for 
- hair was clean & styled and nails were clean with 
polish. (Later I asked her about her cute haircut and 
nails, and she told me her sisters came to visit her often 
and liked to help her.) Another woman was in the 
room, unidentified. While the patient was in the 
bathroom, I was happy to interact with her father, 
making sure all legal questions were answered. I 
invited him to accompany us to the Preop Holding Area. 
It was then discovered that the other woman in the 
room was Ms. W's father's wife. The patient's mother 
was comingto visit the next day. 

I like to interact with the patient and involve them, even if 
they do have a guardian. Remember that the adult with DS is 
an adult. Ms. W. came out of the bathroom and climbed onto 
the cart. With simple questions, I determined that she had a 
basic understanding of the day's events. Her father did come 
to the Holding Area with us, but seemed standoffish and 
hesitant. 

Upon arrival to CV Preop Holding Area, oxygen was 
applied. The usual confirmation information was obtained 
from her father, who sat on chair off to the side, but within 
site of Ms. W. The next challenge was to start her IV. I 
have my own "Grooves" for this procedure, but realized 
giving Ms. W. all the information at once, or too much 
information, might only confuse or upset her. Generally, I 
move very fast, but I forced myself to slow down to develop 
a calmer environment. She was invited to hold her father's 
hand, but declined. She did agree to look at him for a 
distraction. I gave her small bits of information as I went 
along and a #18 angiocath was inserted without difficulty. A 
bedside glucose was done according to protocol for possible 
ICU admissions. The result was 120 mg/dl. Midazolam 1 
mg was given IV for relaxation and repeated in 3 minutes. 
She started to become sleepy and her father decided to return 
to the hospital room, where the surgeon would discuss results 
with him postop. Dr. Z was ready to insert the epidural. 
Realizing that I may need to give a large amount of 
Midazolam to Ms. W. to help her tolerate the procedure, I 
requested additional help from the CV OR staff and received 
an RN to assist. Additional dosages of Midazolam were 
given over the next 10 minutes, while the epidural was 
successfully placed. Ms. W. was very sleepy, but vital signs 
were stable: P 92, R 18, BP 105/57, and pulse ox 92%. Ms. 
W. whimpered a few times, but tolerated the procedure very 
well. Dr. Z then inserted an arterial line. 

Surgery was uneventful, although a thorocotomy was 
needed instead of a scope approach. The empyema was long, 
sticky, and adhered to the lung. The empyema and right 
lower lobe were removed; extensive flushing of the pleural 
cavity was done. A right chest tube was placed and Ms. W. 
left the OR in stable condition. 

Ms. W. arrived in CV PACU at 1254, and I 
was assigned to her care. She was extubated upon admission 
by the CRNA. Oxygen saturations were below 90%, so a 
50% Venturi mask was applied. She required chin support I 
inserted a nasal airway and after a couple minutes she was 
able to breath adequately. Within IS minutes, she was 
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