DOCUMENTATION OF HISTORY AND PHYSICAL EXAM

Patient Name (Initials only) :      

 Date examined:  3/12/09
Preceptor Name:  Dr. G
    
	CHIEF COMPLAINT

	Swelling in abdomen and scrotum

	HISTORY OF PRESENT ILLNESS (chronology and progression, pertinent positives and negatives)

	
Patient is a 59 year old Caucasian male who was in his usual state of health until Thursday, 3/5/09, when he noticed diffuse swelling throughout his abdomen and lower extremities. Swelling increased throughout Thursday and Friday. Patient reports that over the weekend the condition caused marked discomfort, pain and tenderness. Over the weekend, the patient attempted to reduce the swelling by applying ice to affected regions. On Monday, 3/9/09, the patient came to the Veteran’s Administration Hospital (VAH) for a scheduled appointment to monitor his hepatitis C. He presented with ascites, diffuse edema in the lower extremities, and a grossly swollen and chafed scrotum. At that time, his doctor admitted him. Since admission, he has been treated with paracentesis and diuretics, which has reduced the swelling in his abdomen and scrotum. Patient reports greatly reduced discomfort, some residual tenderness, and denies any pain. 

Patient had a history of hepatitis C which was adequately controlled until November of 2008. At that time, he reports that he was admitted to the hospital with ascites and was told his kidneys were failing. His abdomen was drained and diuretics were prescribed for him. Fluid was drained biweekly until February of 2009, when he was admitted with ascites to the VAH one week post-drainage. He was discharged after 5 days, and fluid has been drained weekly since then.

Today the patient’s abdomen shows frank ascites, and diffuse pitting edema is evident in his lower extremities. His conjunctiva are pale bilaterally. Patient attributes his condition to fluid collecting as a result of liver dysfunction. 

	PAST MEDICAL HISTORY

	Childhood & Adult Illness (hypertension, tuberculosis, cancer, coronary artery disease, bleeding disorders, sickle cell, diabetes, anemia, asthma)

	Hepatitis C (diagnosed 15 years ago), hypertension (diagnosed in November, 2008). No known history of tuberculosis, cancer, coronary artery disease, bleeding disorders, diabetes, anemia, asthma. 

	Previous Hospitalizations/Surgery/Trauma/Fractures

	Hernia repair in 2006, Herniated disc repair in 2002.

	Medications (prescribed/OTC/vitamins/supplements/herbal) (Write generic names)

	Guanfacine, Furosemide, Spironolactone. Patient reports he often misses doses due to adverse reactions. Uses a daily multivitamin. Denies use of herbal medicines or supplements.

	Medication Allergies/Adverse Reactions

	No known drug allergies. Reports myalgia and dry mouth, which he associates with diuretic use.

	Immunizations:  ___ Flu ____ Pneumonia ____Tdap _____Zoster 

Patient is unable to provide information on specific immunizations, but states that his doctor keeps him “up to date”.

	FAMILY HISTORY (hypertension, tuberculosis, cancer, coronary artery disease, bleeding disorders, sickle cell, diabetes, anemia, asthma, consanguinity)

	Father, uncles and brother died at 57 from complications of emphysema and coronary artery disease. Family history of diabetes on both sides. Does not know whereabouts of his mother. Daughter (19 years old) in good health. Denies any history of consanguinity. 

	SOCIAL HISTORY

	Living Arrangement (s/m/w/d/partner)

	Divorced, lives alone.

	Residence (house, apt., shelter, homeless; safety measures)

	Resides in an apartment above a bar; the atmosphere is stressful, as loud music often interferes with sleeping. 

	Sexual history (if appropriate)
	Occupation

	N/A
	Retired truck driver

	Environmental Exposures
	Travel History

	No identified harmful exposures
	N/A

	Tobacco, Alcohol, and Other Drug Use

	15 pack-year smoking history; quit November, 2008. 30+ year history of heavy alcohol use; quit November, 2008. Denies any use of street or other recreational drugs.

	Diet and Exercise

	Patient maintains a low sodium diet, and gets moderate exercise.

	Education (highest level attained)

	Some high school.

	REVIEW OF SYSTEMS 
(Use lay language when talking to patients; document in medical terms. Describe all positive and pertinent negative findings

	Constitutional (fever, chills, night sweats, weight change ,fatigue, malaise, nutrition, deformities, grooming) 

	Reports six week history of malaise and occasional chills. Notes weight loss over the past six months, though cannot quantify amount lost. No other reported symptoms.

	Eyes (vision, pain, discharge, photophobia)

	Reports one week history of pain bilaterally behind the eyes. Six month history of deteriorating far vision. Conjunctiva are pale bilaterally. No other reported symptoms.

	Ears/Nose/Throat (altered sensitivity of ears or nose, tinnitus, vertigo, pain, discharge, hoarseness, bleeds, lesions)

	Reports six month history of occasional infections in left ear, causing pain. History of occasional bloody discharge from nose associated with sinus pain. No other reported symptoms.

	Mouth / Dental (tooth decay, gum disease, last visit to dentist, speech problems, sinus drainage, taste, snoring)

	Reports dry mouth associated with diuretic use. No other reported symptoms.

	Breast (lumps, nipple discharge, family history of breast cancer, self breast exam)

	No reported symptoms.

	Cardiovascular (palpitation, angina, heart attack, chest pain, shortness of breath, PND, orthopnea, claudication, syncope, hypertension, cyanosis, varicosities, edema)

	Reports one month history of light-headedness and dyspnea on exertion. No other reported symptoms.

	Respiratory (asthma, dyspnea, cough/sputum, hemoptysis, TB skin test status)

	No reported symptoms.

	Gastrointestinal (dysphagia, anorexia, nausea, vomiting, hematemesis, diarrhea, constipation, melena, rectal bleeding, change in bowel habits, hemorrhoids, jaundice, abdominal pain, food intolerance)

	Reports one month history of anorexia. No other reported symptoms.

	Genito-Urinary (dysuria, hematuria, frequency, polyuria, urgency, hesitancy, incontinence, renal stones, nocturia, infection, frequency, retention)

	Six month history of pain in lower thoracic/upper lumbar region, which patient associates with kidney problems. No other reported symptoms.

	Male Reproductive (penile discharge, STI history, testicular pain or mass, infertility, impotence, libido)

	No reported symptoms.

	Female Reproductive (menarche, last period, age of menopause, postmenopausal symptoms, postmenopausal bleeding, abnormal periods, STI history, last Pap test, OB-Hx, discharge, odor, infertility, libido, method of contraception)

	N/A

	Musculoskeletal (mono- or poly-articular: joint pain, edema, heat, redness, stiffness, deformity, muscle pain, tenderness, fatigue, atrophy)

	Six month history of occasional myalgia associated with diuretic use. No other reported symptoms.

	Neurological (headache, syncope, vertigo, seizures, loss of vision, diplopia, parasthesias paralysis, limb weakness, tremor, ataxia, memory loss)

	No reported symptoms.

	Skin (itching, rash, lump and bumps, hair changes, nail change, depigmentation)

	Reports six month history of stretching, itching and jaundice associated with diffuse swelling. No other reported symptoms.

	Endocrine (excessive thirst, sweating, light-headedness,  palpitations, weight change)

	Reports six month history of temperature sensitivity; weight loss as described above. No other reported symptoms.

	Hematologic/Lymphatic: (bruising, cyanosis, rashes, lesions, enlargement of lymph nodes, petechiae, purpura)

	Reports six month history of increased bleeding time. Pale conjunctivae suggest anemia. No other reported symptoms.

	Psychiatric (stress, insomnia, previous psychiatric illness, depression, anxiety, hallucinations, memory loss) 

	Recent history of visual hallucinations in his peripheral visual fields while driving, which patient associates with eyesight deterioration described above. Patient distinctly perceives a person next to the road, but when he looks directly at it he sees a mailbox. No other reported symptoms.

	PHYSICAL EXAMINATION (Please describe your findings)

	Vital signs
	Ht
	N/A
	Wt
	N/A
	BMI
	N/A

	
	Temp
	98.2° F
	Pulse
	81 bpm, regular
	BP
	98/55

	
	RR
	12 per minute regular
	Pain
	0/10
	
	

	General Appearance (habitus, level of consciousness, distress)

	Patient is appropriately groomed for the environment, is oriented x3, and in no apparent distress. He appears jaundiced and underweight. 

	1. Head
Head is of a regular shape, with no apparent lesions, masses, or foreign bodies. Cheeks are sunken, and there is temporal wasting. Scalp shows no evidence of skin condition or infestation, and exhibited no tenderness on palpation. Hair is full without brittleness.

	2. Eyes

	Lids are normal; conjunctivae are pale bilaterally. No evidence of discharge, ptosis or edema.

	Pupils are approximately 4 mm in diameter, round, symmetric, and show direct and consensual reactivity to light. Eyes do not converge; other extra-ocular movements are normal. Visual fields are normal. Acuity was not measured.

	Optic discs are of appropriate size and appearance.  No vessel abnormalities or hemorrhage.

	3. Ears/Nose/Throat 

	External ears and nose are of symmetric, of regular shape and size. No scars, lesions, masses or foreign bodies. No tenderness to palpation of ears, nose, or sinuses.

	External auditory canals appear pink, with minimal cerumen. Tympanic membranes are clear and intact. Cones of light are seen bilaterally.

	Rinne and Webber tests are normal, and patient perceived whispered syllables bilaterally.

	Septum and turbinates are regular and symmetric. Nasal mucosa is moist and pink with no discharge.

	4. Mouth / Dental 

	Lips, teeth and gums all appear healthy, with no apparent masses, lesions, foreign bodies, or other abnormalities. Patient admits he needs dental work.

	Oral mucosa, tonsils, tongue, palate, and posterior pharynx appear healthy. No apparent masses, lesions, foreign bodies, or other abnormalities. Salivary glands are regular and symmetric, and there is no tenderness to palpation.

	5. Neck

	Neck is symmetric, with no apparent masses, lesions, foreign bodies, or other abnormalities. There is no tenderness to palpation. The trachea is midline. No evident crepitus.

	Thyroid is symmetric, and of appropriate size. The isthmus is located midline, below the cricoid cartilage. No apparent masses, lesions, foreign bodies or other abnormalities.

	No palpable lymph nodes.

	6. Respiratory

	Chest is of regular shape and size, with prominent ribs and well-defined intercostal spaces. Intercostal retraction is evident on inhalation. There is no apparent use of accessory muscles for normal breathing, and breathing does not appear labored.

	Chest expands symmetrically and bilaterally on inhalation. No tactile fremitus is symmetric bilaterally, and there is no tenderness to palpation.

	No apparent dullness or hyper-resonance upon percussion of the chest.

	Auscultation reveals vesicular breath sounds, with no apparent crackles, wheezes, rubs or ronchi. No evidence of whispered pectoriloqy.

	7. Cardiovascular

	Jugular venous distention is within normal limits. There are no evident abnormalities of neck veins. 

	Point of maximum impulse is about the size of a quarter and located at the left fifth intercostal space on the mid-clavicular line. No palpable heaves or thrills.

	Auscultation reveals regular rhythm, with no audible clicks, murmurs, gallops or rubs in the areas of the aortic, pulmonary, tricuspid and mitral valves, as well as at the apex. 

	Examination of carotid arteries reveals bilaterally symmetric regular pulses with no evidence of bruits.

	Abdominal aorta cannot be detected via palpation or auscultation. Examination limited by ascites.

	Examination of the femoral artery could not be performed due to residual tenderness associated with ascites and edema. 

	Pedal pulses are faintly palpable, of regular rhythm and of equal amplitude bilaterally.  Examination was limited by edema.

	Diffuse pitting edema observed bilaterally in lower extremities.

	8. Gastrointestinal

	Abdominal wall shows obvious ascites, appearing distended, round and protuberant, with bulging flanks. Veins can be clearly seen across the entire abdomen. In the lower right quadrant, there is a lesion where fluid has been drained. 

	Abdominal auscultation reveals diffuse dullness. Percussion sounds are tympanic in the epigastric region and dull in other regions. Percussion identifies the upper edge of liver at the right sixth intercostal space on the mid-clavicular line. There is no apparent tenderness to palpation, and no palpable masses. Percussion and palpation of the abdomen are limited by ascites. The spleen and the lower edge of the liver are not palpable, and there is no evidence of hernia.

	9. Lymphatic (palpation of nodes in 2 or more areas)

	Cervical and axillary nodes are not palpable. Other nodes were not examined.

	10. Skin and Subcutaneous Tissue

	Skin appears jaundiced. There are no apparent rashes, lesions, or ulcers. On palpation, there are no evident indurations, subcutaneous nodules. Skin over the abdomen is apparently and palpably stretched tight. 

	11. Back, Extremities, Musculoskeletal 

	Gait is even and regular. No apparent limp, shuffle, or other disturbance.

	Inspection and palpation of digits and nails shows no apparent masses, lesions, foreign bodies, no evidence of clubbing, cyanosis, petechiae, infections, nodes or other abnormalities.

	Examination of the joints, bones, and muscles:

	a. Head and Neck appears regular, with no evident masses, lesions, foreign bodies or other abnormalities. No tenderness to palpation. Neck and shoulder are stable. Range of motion and tone are within normal limits. Strength is 5/5.

	b. Left Upper Extremity appears regular and symmetric with the Right Upper Extremity. No evident masses, lesions, foreign bodies or other abnormalities. No apparent muscle wasting. No tenderness to palpation. Joints are stable. Range of motion, strength and tone are within normal limits. Strength is 5/5.

	c. Right Upper Extremity appears regular and symmetric with the Left Upper Extremity. No evident masses, lesions, foreign bodies or other abnormalities.  No apparent muscle wasting. No tenderness to palpation. Joints are stable. Range of motion, strength and tone are within normal limits. Strength is 5/5.

	d. Spine runs midline and straight, without abnormal thoracic kyphosis or lumbar lordosis, and there are no evident masses, lesions, foreign bodies or other abnormalities. Spinal processes are prominent. No tenderness to palpation. Range of motion, strength and tone are within normal limits. Strength is 5/5.
Ribs and pelvis/hips appear regular, with no evident masses, lesions, foreign bodies or other abnormalities. Ribs are prominent. No tenderness to palpation. No costal-vertebral tenderness. Range of motion and tone of hip muscles are within normal limits. Strength is 5/5.

	e. Right Lower Extremity appears regular and symmetric with the Left Lower Extremity. There is diffuse pitting edema bilaterally in the lower extremities. No evident masses, lesions, or foreign bodies. No apparent muscle wasting. No tenderness to palpation. Joints are stable. Range of motion and tone are within normal limits. Strength is 5/5.

	f. Left Lower Extremity appears regular and symmetric with the Right Lower Extremity. There is diffuse pitting edema bilaterally in the lower extremities. No evident masses, lesions, or foreign bodies. No apparent muscle wasting. No tenderness to palpation. Joints are stable. Range of motion and tone are within normal limits. Strength is 5/5.

	12. Neurological 

	Patient is alert, relaxed and cooperative. Thought process is coherent. Oriented to person, place and time.

	Cranial nerve I was not tested. Patient is unable to converge eyes and unaware of the deficit. Other extra-ocular movements and other cranial nerve functions appear intact.

	Biceps tendon reflex, triceps tendon reflex, brachioradialis reflex, patellar reflex and Achilles tendon reflex are intact and 2+ bilaterally. Muscle strength and tone are good bilaterally. Patient is able to follow commands.

	Touch and pain sensation is are intact bilaterally throughout. Vibratory and proprioreceptive sensation normal in the great toe bilaterally. Babinski test shows plantar flexion bilaterally.

	Heel-to-toe walking, toe walking, and heel walking are normal. Romberg test shows no balance deficit. Rapid alternating movements and finger to nose are intact. No evidence of pronator drift, tremors, tics, or other abnormal movements.

	13. Psychiatric

	Patient exhibits no deficits of insight or judgment.

	Alert and oriented to time, place and person. Thought process is coherent. No apparent deficits in recent or remote memory.  Denies depression, anxiety or agitation. Mood and affect are congruent and appropriate to environment. 

	List 3 main problems identified in this patient

	1.  Ascites/diffuse edema in the lower extremities

	2.  Wasting/cachexia

	3.  Anemia

	List 3 differential diagnoses for Problem #1 (above)

	1.  Cirrhosis of the liver

	2.  Hepatitis (either Hepatitis C or Alcoholic Hepatitis)

	3.  Congestive heart failure


Signature



Student Name (printed)  
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