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HISTORY TAKING

Patient interview—


--find out whats wrong


--know what leads to follow (pertinent info vs. worthless)


--spoken word is primary source of info


--also all senses


--other people who know the pt


--**let pt express his/her complaints in their own words—pt needs to feel they got $’s worth


--the art is knowing when to listen and when to interrupt w/out making them feel like you did

Points about pt interview


1—be aware of extreme statements “everything is fine”



--may be covering up something—eg. Depression


2—if you get vague histories from the patient(need to ask more direct questions—how, what, where.  Many times avoid the why—they feel like they are being judged


3—don’t apply your moral, religious, etc beliefs to the pt—eg. STD 3x in a year


4—neatness counts



--white coat and dress shoes



--they need to have faith in you

Physical approach to the pt


1.  greet by name and with appropriate title


2.  make eye contact


3.  firm hand shake and smile


4.  introduce self such as “hello my name is…and I am a pa student


5.  if pt is eating ask if you should come back later


6.  if pt has a visitor, ask if he/she would mind if you do the pe in front of visitor or if you should come back later


7.  privacy should be an issue—eg. Sexual history


8.  be seated comfortably at eye level w/ pt—3-5 feet from pt


9.  touch—very important—can be useful and is essential way to convey compassion and caring.  However—complicated universal precautions



*arm on shoulder during auscultation


10.  supervision—eg. Breast or genital exam



eg. 50 yr old—alone may be ok



--16 year old—get nurse present and document it

Introductory Statement—p. 3 in PE format book


Yellow sheet—name



--Introductory Statement
eg—This is the 4th admission to Broaddus Hospital for Helen Jerome.  She is a 34 YO Italian American rocket scientist who resides at 2 Nowhere, PA.  Squad admitted her to the ER on Feb 19, 1998 at 6:30 A.M.
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This is the 1st admission to the VA Hospital for Mr. George Frasier.  He is a 53 year old Latino computer specialist who resides at 327 Dogwood Lane, Hundred, WV.  On June 1 at 3PM, he was directly admitted to surgery by Dr. Gold after his sister drove him in.

Source and Reliability (skip a line from intro statement)

Source—usually the patient. Sometimes other family member; neighbor—get their name on the statement

Reliability—determined by you—is the info accurate?

Eg.  The patient is the source and seems reliable according to past charts historical info

Eg.—as the patient is an unreliable source, her daughter Nancy Jones is the sole source of information

Eg.—as the patient is unreliable, past charts have been used for the source of historical info

Eg.—the patient is unreliable and there are no previous charts for historical information

Chief Complaint (C.C.)


--brief one sentence or less phrase, in the patients own words on what brought them in for their admission / visit that day

eg.—ive had back pain for 2d

eg.—ive had a bad cough

eg.—I came in for surgery on my prostate

eg.—I came in for a colonoscopy

eg.—I cant breathe

eg.—ive had blood in my stool


--sometimes you need to filter the information—find out what is the most pressing / dangerous complaint that you need to evaluate


--ask them what is their most pressing complaint

History of Present Illness (HPI)


--helps to narrow the list of differential diagnoses into hopefully 1 or 2 specific diagnoses


--diff di—list of possible diagnoses for that particular complaint


--need to be concise and succinct


--doesn’t have to be correct grammar


--use the important words


--start with the C.C. and proceed in chronological order starting when it began (sometimes start with onset)


--eg.—dyspnea started 6 years ago—the HPI should start 6 years ago

9 Dimensions to the HPI—

1. character

2. location

3. onset

4. radiation

5. intensity

6. duration

7.  provocative factors

8.  palliative factors

9.  associated manifestations

C.C.—I have chest pain

1.  character—what was the character of the chest pain? (open-ended—give them options as a last resort)

2.  location—where is the pain? (point to it with one finger)

3.  onset—when did it start?

4.  radiation—does the pain radiate anywhere?

5.  intensity—on a scale of 1-10 (10 being the worst), how bad would you rate the pain? (works best with pain complaints)

6.  duration—how long does the pain last? (on and off / constant?)

7.  provocative factors—what brings on / makes the pain worse? (options as a last resort)
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8.  palliative factors—what makes the pain better?

9.  associated mainifestations—weight loss with your fatigue?, fever, chills, night sweats, etc.

CLORIDe PPA

Example of HPI—

This 55 YO male complains of a burning pain in and around his R elbow.  It began 2 weeks ago.  He states the pain does radiate up to his shoulder.  He describes the pain as a 9 on a scale of 1-10, 10 being the worst.  The pain is constant.  He states that any movement makes the pain worse and OTC Advil has helped minimally.  He denies any fever, chills, or nightsweats.
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Mr. Loser, 57 yo c

CC—“I got chest pain, it hurts pretty bad”

C—“elephant sitting”, crushing

L—L chest

O—4d

R—up R neck and L arm

I—8

D—10m, 3-5x/d

P—after eat, go get meal

P—nothing—antacids do not work, burping does not work

A—denies dyspnea, nausea, diaphoresis

This pt complains of crushing L chest pain for 4d “like an elephant sitting on my chest.”  It radiates up to the R neck and L arm.  The pain is an 8 on a scale of 1-10 (10 being the most severe).  It happens 3-5x/day for 10m each time.  It hurts worse after he eats and when he “goes to get the mail.”  Nothing, including burping and antacids makes it better.  The pt denies dyspnea, nausea, and diaphoresis.
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Former Hospital Admissions and Operations:


--date, hospital, diagnosis, complications


--e.g.—Broaddus Hospital, May 1996, secondary pneumonia w/ no complications


--e.g.—L rotator cuff repair, 1991, w/ subsequent septic arthritis


--e.g.—“pt unable to recall data”

Injuries:  Date, description


--e.g.—MVA with multiple facial fractures, 6/97


--e.g.—laceration L arm, 1991, secondary to fall on broken glass


--e.g.—injured clavicle, 3.96


--e.g.—fractured humerus secondary to domestic abuse(good to have in

Illnesses with emphasis on adult age:  age, complications


--e.g.—atherosclerotic heart dz (ASHD) with subsequent MI, 8/65


--e.g.—CVA, 3/97, with subsequent hemiparysis


--ask:


CAD

kidney dz

Ca


DM

Poliomyelitis

gout


HTN

rheumatic fever
CVA


Liver dz
lung dz (type)

varicella


--any others


--if no—write “pt denies…”—make sure list all

Immunizations, Boosters, and Screenings: with dates

DPT—used to be the primary immunization


D—diptheria—bacteria(attack respiratory tract / any mucous membrane



--spread by respiratory secretions



--presentation—pharyngeal diptheria(tenacious gray membrane that covers the tonsils and pharynx



--C/O—sore throat, fever in legs


P—pertusis—whooping cough



--ususally infants under 2 yo



--paroxysmal cough, ending in high pitch inspiratory whoop



--lasts 6 weeks



--mild in older individuals, therefore after age 6—immunization is not recommended


T—tetanus—neurotoxin from clostridium tentani



--spores are ubequitous in dirt



--spores block inhibitory mediators(constant contraction of muscle (interferes with neuromuscular function)



--presentation—lock jaw, stiff neck, dysphagia, airway obstruction



--*prevalent secondary infections, get it again and again

Forms of immunizations—


--DPT—used to be primary; DT—secondary(leave out p if had bad rxn to the 1st immunization


--now we use DtaP—use this for children’s primary immunization—weakened form of pertusis—a=acellular—less chance of side effects (e.g. 105 degree fever)


--dT—adult immunization used today—diptheria and tetanus



--every 10y—weaker form of tetanus

Tb Tests—


--either PPD or time test

    -Tb—


--on the rise since 1986 (HIV / AIDS)—b/f this it was decreasing


--no HIV—10% risk; HIV—risk increases 7% / year


- >90% of pts are assymptomatic at time of primary infx



--can only pick up thru time / PPD


--pulmonary—most common form



--productive, prolonged cough—3w



--hemoptosis (cough up blood)



--chest pain


--some systemic—fever, chills, night sweats, loss of appetite / weight

Tine Test—


--multi-pronged thing—generalized screening


--limitation—if you suspect the pt has Tb this test is no good(not sensitive enough

PPD—purified protein derivative


--do in arm—read 48-72h later


--interpretation based on induration (thickening)



--measure on perpendicular axis of forearm—about 5-15mm=Tb (but it depends)

Hepatitis B—4000 deaths/y from Hepb related cirrhosis

Influenza—20-40000 deaths annually—more common in elderly—


--200000 hospitalizations


--morbidity

--flu vaccine—most common >65 

--or <65 with chronic health problems (lung)

--1x / y

PneumoVax—vaccine to prevent community acquired pneumonia—streptococcal—


--high prevalence—death, sepsis, meningitis, etc


--effective in 60-64% of the pop


--prominent >65 yo or <65 if immunocompromised


--ONE VACCINE FOR LIFE

Present Medications: Rx or OTC, dose, duration, frequency, and purpose

Allergies:—drug / food, environment, latex rxns


--also tell what happens when they took it—e.g.—augmentin—used to have diarrhea side effect—that’s not an allergic rxn, it’s a side effect

Habits:  amount and or duration of each


Sleep

nicotine

illicit drugs (how long, what, how used)


Caffeine
exercise

etoh (kind, how much, how long)

Occupation:

Diet:  number of meals / day, food intolerance, fiber / salt intake
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--for Feb 9 quiz—know lecture material in addition to medical terminology

--always cross out with one line, initial, and date

--can use medical words in HPI—e.g. dysurea instead of burning while urinating

Family History:

--see clinician’s pocket reference

History of Family Illness:

--go back to grandparents

Marital History:

--may relate to medical condition—depression, anxiety, nutritional status, panic disorder


--any history of abuse (mental / physical)—important

Personal History:

Social History:

e.g. religion—Jehovah’s Witness—can’t give blood transfusions


--end of life issues


--what grade did they complete—can they read

Sexual History:


--e.g. 14 yo—do it without parent to get accurate answers


--be careful—gender issues, etc
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Quiz—intro thru HPI & Med.term

p.6—ROS

--when doing complete H&P(need to review all systems as part of a thorough job


--reviewing for any possible historical anomalies which could lead to or bring to light a problem


--pt may not notice that they had the problem or think it is normal—e.g.—65yo man—ask if he has any genitourinal problems—no—then when you do the ROS he says he has decreased flow, etc


--use open ended questions


--if hit a + during the ROS—do a HPI on that wuestion


--ROS also helps to narrow the diff di


--after HPI—do abbreviated ROS on each of the items on the diff di


--always do ROS with complaint of fatigue with no particular complaint (if HPI doesn’t poit anywhere


--always do ROS if weight loss with no other complaints


--always put the + result first—then make sure to list all of the –‘s


--avoid terms like good, nl, adequate


--always list all + and –


--all historical data in ROS must be subjective


--objective data—stuff you can see, hear, touch, smell(goes in PE NOT ROS


--just what the pt tells you goes in the ROS
--AFTER A WHILE—ONLY PUT + in the HPI

--if do an HPI on someone—don’t put that same info in the ROS
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Documentation of PE

--vital signs

--general appearance 

--skin

--Schwartz book(end of the chapters—examples on how to document PE on various parts

--MEMORIZE ROS

--HPI—make sure you put the pertinent negatives to help reduce the diff
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Mini mental status exam—


--do on routine basis in >65 yo (annually)


--if a problem or changes(do more frequently


--we screen annually so that we can have a good baseline

Folestein’s Mini Mental Status Exam


--commonly used


--made in 1975


--there are others but this one is pretty good

Approaching the pt with possible mental difficulties—


--make them feel as comfortable as possible



--explain that you want to do a good job taking care of them.  Tell them its not a quiz

Things that effect the interview


--difficulty hearing


--literacy

Things that you can notice—clues to mental status


--pts affect—withdrawn, stare at floor, one word answers, etc


--laugh at humorous comments that you make


--signs of emotion to go with the situation



-e.g. abused cry while they tell you 

Keep in Mind—


--depressed pt can be easily analyzed with a low score—there not demented, only depressed


--depression used to be called pseudo-dementia

Dementia—tries to answer your questions, slower process than depression

Depression—they don’t care/know the answer, faster process

Depression—fatigue, insomnia / hyperosmnia, wt gain / loss, suicidal, homicidal


--suicidal—ask them how they are going to do it—see if they have a plan to guage seriousness


--anhedonia—loss of interest in pleasurable activities


--sleep, interest, low energy, crying spells, appetite, suicidal, psychomotor agitation, etc

Dementia—longer process—months-years

Alert and oriented x 3 (person, place, time)


--don’t use this to assess mental status

Test—


--abnormality in recent memory(lesion in temporal lobe


--visual agnosia—failure to recognize a memory stimulus despite nl primary sensation—you know it a pen but you cant say it—indicates parietal lobe lesion


--dysarthria—difficulty in articulation / annunciation of speech



--e.g. stroke


--stroke can also cause dysphonia—alteration in volume and tine of voice(lesions of soft palate and vocal cords


--aphasia—total loss of speech


--3 stage command—



--praxis—ability to perform a motor activity



--0 out of 3—apraxia—inability, despite in tact motor strength, sensation and ability



--2 out of 3—dyspraxia—decreased ability(these can occur with deep frontal lobe lesions

Copying—


--constitutional apraxia—inability to draw simple designs—lesion in parietal lobe

Scoring the Test—


Max—30


25-30 nl


20-25-may be mild / boarderline mental impairment / depression


>20 moderately large – large degree of mental impairment
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Pediatric History—

General Comments—


--the history is a good time to warm up with the child (2-3yo)


--Keys to a good relationship—



-become friends



-made more difficult with lab coat



-harsh / loud tone may be intimidating



-small talk helps



-touch is important—arm, shoulder, back—soothing



-praise is always good


--need to establish a non-threatening relationship



--let them put the ear piece on the otoscope



-blow up a rubber glove


--toddlers can give you good info if good relationship

CC/HPI—same as adult

PMH—get detail of immunizations and severity and complications of childhood illness


--ask if any significant medical problems—DM, reflux, etc

EPSDT—episodes periodic screening diagnosis and treatment


--state medicaid program dictates how often you see them


--see in 2 month increments


--routine screening at certain ages


--see EPSDT**


--be familiar with forms—don’t ask staff to do anything that you are not comfortable doing yourself


--save sticking and peeing for AFTER the H&P

1.  intro to mom and pt

2.  ask about allergies

3.  taking any mx

4.  PMI—list them


immunizations, childhood illnesses, significant medical conditions

5.  PSH—hernia, hydrocele, valve surgery, etc

6.  IF NEWBORN—


--ask ob questions—



-complications during pregnancy



-type of delivery



-complications with delivery



-did baby stay in hosp longer than nl (respiratory)



-APGAR scores



-feeding habits




-breast / bottle




-any problems with nursing




-if bottle—how much, how often, what formula



-4 mo old—are they eating solid foods

7.  hospitalizations

*finish h before starting p

Denver scale—


--general guidelines


--kid should be able to do a certain thing by age x

RDPDQ—


--colors correspond to age groups


--mom does it—stop at 3rd “no”


--tells you abut developmental delays / milestones in development


--if problem—reassess in 2 mo
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Feb 24 quiz—med term and this lecture—

Geriatric Hx—very challenging

Principles to keep in mind—


1.  altered presentation of Dz (many times)



e.g. non DM 50yo with chest pain(MI



geriatric may have no chest pain(MI



e.g. geriatric with hyperthyroidism—may actually get sx of hypothyroidism


2.  non-specific presentation of Dz



e.g. stay in bed / not eating well



--UTI—common problem in elderly—but unusual sx


3.  under-reporting of illness



--they think the complaint is nl with aging



--bladder leaking; men withh urination problems(BPH


4.  several dz processes existing at the same time



e.g. 78yo—DM, HTN, PVD, CAD, etc


5.  polypharmacy-- >3 meds at same time



--very common



--bring all meds every time! (assess if taking correctly, etc)



--very important for us to keep updated list in front of chart


6.  CC—usually not 1 specific complaint, rather several related to many different medical areas



--younger(emphasis on dx and cure



--elderly—goal is to improve functions as much as possible rather than necessarily a cure



--e.g. 50yo with sx of BPH (dribble, urinary hesistancy, etc)(hytrin




--if 80yo hytrin may cause orthostatic hypotension

Geriatric Hx


--basically same for younger except CC and FH


--FH less important in elderly except in Alzheimer’s


--80 yo pt has brother that died of MI at 60—not that important—this pt already beat the odds

Assess 3 things b/f hx


1.  hearing impairment??


2.  visual impairment??


3.  impairment of cognition (MMSE)

*great source of info—pts neighbor, family, friend…


--important point—respect the pt—always address the pt FIRST

Geriatric Assessment / Hx


ADL—activities of daily living (6)


1.  bathing—independent—bathe self or help with only one body part?  Dependent—need help with more than that


2.  dressing—independent—or dependent—cant dress self or a part of the body


3.  toileting—independent / dependent


4.  transferring—independent—move in and out of bed/chair/etc.  dependent—need mechanism/assistance


5.  continence—independent—control of bladder and bowel.  Dependent—partial or total incontinence


6.  feeding—independent—food in mouth. Dependent—need others

**assessment not tallied, but should keep track at least annually or more frequently if need be—shows regression of activities based on baseline


IADL—instrumental activities of daily living


--more complex activities needed for daily living


--more clearly show dependence/independence, but less objective


--usually involve an instrument


1.  ability to go shopping—food/clothes by self, or need help


2.  manage their transportation—taxi, car, etc—actually getting in the car


3.  preparing food—plan and cook own meals?  Need help?  Totally unable?


4.  housework—laundry, clean house? Self? Assisstance?


5.  using telephone


6.  manage meds—cognition or too many meds?


7.  manage $--checkbook, etc


8.  walking outdoors—difficult to assess—keep baselines


9.  driving


10.  hold down paying job

**no score—do annually

--good to keep track of functional activities

--no specific dx, but explore to see if there is a medical illness

Other Items to mention during Hx


1.  living will—DNR, etc—do they have one?


2.  medical power of attorney—fill out while of sound mind(tells who will make medical decisions if they cannot


3.  diet—3 meals a day?



--what are they



--weight loss



--transportation to store—meals on wheels



--poorly fitting dentures / no dentures



--$ problems


4.  home visit—may have to got there to assess things correctls

Routine Health Maintenance


--more complicated in the elderly


--e.g. don’t want mammographies anymore—been doing it for 50 years and are tired of it…



1.  give recommendation



2.  explain potential repurcussions



3.  DOCUMENT REFUSAL



--ask about falling



--may not tell you



--can p/u on exam—lacs, fracture, etc
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Assignment—due next Mon—


--yellow paper—ficticious H&P


--ROS—renal—need at least 2 positives (do HPI for each)


--p. 10—pick 5 subheadings (beginning with skin)—also need some positives

OB HX

1.  assess age at time of conception


--older women (44yo)—higher chance of chromosomal abnormalities (Down’s, Neural Tube Defect)


--younger women (<20yo)—higher chance of premature birth—low BW—resp distress)



-also more complicated psychosocial situation

2.  number of pregnancies and there general outcome


a.  gravida—e.g. 6 pregnancies = gravida 6


b.  parody—number of pregnancies that have made it to an age or weight of viability




-either 20 weeks or 500g birth weight

3.  woman’s height--<5’ = smaller pels(more prone to cephalopelvic disproportion(difficult vaginal delivery(C-section?

4.  pre-pregnancy weight—perinatal mortality increases among women whose initial pre-preg weight is <120lbs

5.  Dz Hx—DM, HTN, renal Dz—if have any(increase risk of IUGR. Also premature labor, etc


--DM—most common condition of pregnancy—occurs in 2-3% of pregnancies

6.  Hx of anemia—pregnancy can exacerbate the anemia—normocytic

7.  Rh factor—many times they don’t know(look past med records

8.  Past STD’s—


a.  HIV—can’t force, but let them know why (can tx the baby so there is a decreased risk of getting)


b.  Herpes—C-section

9.  Rubella—congenital rubella syndrome—blindness, etc

10.  substance use/abuse—


--smoke—how much—increase risk of IUGR, hypoxia during delivery, etc


--ETOH—what, how much(FAS


--recreational drugs


--Rx drugs


--herbal remedies


--OTC

11.  Nagele’s Rule—define approx date of delivery


--subtract 3 months and add 7 days to the first day of their LMP

*OB Hx not in book(doo all that info plus this

RECREATIONAL DRUG USE

I.  CNS Stimulants


A.  cocaine—



-leaves of cocoa shrub (central/sount america)



-“Gift from the God’s”



-rapid onset of euphoric high



-increased self-image, energy, mental acuity, sensory awareness (sex, tactile, sight, etc)



-decreased appetite, sleep need, postpone fatigue



-works on reward pathways like food, drink, sex, etc



-coke, snow



**don’t ask(never find!



-can be ingested, snorted, injected, smoked (crack)



-FORMS OF COCAINE




-all made from cocoa paste(dissolve the dried leaves in kerosine, gasoline, sufuric acid




-cocaine HCl—crystalinne form—mix paste with HCl




-free base—mix with other / Na+ hydroxide




-crack—free base mixed with cocaine HCl and mix with H2O and baking soda


B.  Amphetamines—



-methedrine, methamphetamine




--crank, crystal, speed



-benzedrine—black beauty



-dexedrine—christmas trees


C.  Synthetic Non-Amphetamine stimulants



-Ritalin / Sylert




-effects—CNS stim


*increase self confidence, alertness, mood, physical performance


*decrease appetite, fatigue


*stim reward centers of the brain


D.  cigarettes, caffeine

II.  CNS DEPRESSANTS



Decrease overall functioning of the CNS



-sedation, drowsiness—OD=death



-low dose—relaxing effect



-impair judgement and motor coordination



-decrease anxiety



-decrease pulse and BP



-decrease rxn time and reflexes


A.  ETOH



-beer—3-6%, wine—11-20%, liqueor—25-35%, liquor—40-50%



-proof—multiply the % ETOH by 2 to get proof


B.  Barbituates—



-derived from barbituric acid



-seconal(red), nembutal(yellow), tubinal(rainbow), amital(blue)



-common generic name—downers


C.  Non-barbituates—similar effects



-doriden, qualudes


D.  benzdiazapines


E.  Rx—valium, xanax, adivan


F.  OTC—antihistamine—tylenol PM
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Recreational Drugs (cont’d)

Barbituates / Benzdiazapines


--all PO, some liquid—can be injected


--problem(depression of CNS 



-can be fatal



-10-15x the therapeutic dose is fatal(used for suicide


--synergistic effect—e.g. xanax and ETOH

Marijuana—# 1 used


--TCH—main ingredient


--smoked / ingested


--use in CA—low grade controversy


--Effects—



-euphoria—enhanced taste, touch, smell



-relaxation



-increased appetite



-alters time sense



-impairs immediate recall


--Physiologic effects—



-increase BP and pulse rate



-blood shot eyes



-dry mouth

Opioids—


--naturally occurring from opium poppy extracts, also synthetic drugs


--used—analgesics and cough suppressants


--drugs(


-opium



-codeine



-morphine



-heroin—smack, horse—injected



-vikiden



-dilaudin



-percodan



-methadone—tx heroin addiction—synthetic opioid




-no dramatic effects like heroin and longer duration of action


--euphoric effect


--chronic use(rapid physical dependence and increased tolerance(need more


--danger of death with OD because of direct action on brain(depress respiration

Hallucinogens—SEROTINERGICS


--most are naturally occurring


--several are synthetic


--LSD—acid


--PCP


--MDA—ecstasy

--hallucinogen is a misnomer b/c they rarely produce a hallucinogenic effect


--more common are illusions(distorted visions


--e.g. see face melting


--hallucinogen is when there is no person there and you see a face

--altered state of consciousness—alter visual, auditory, and olfactory, and or tactile senses


--synesthesia—see smells and hear colors

--LSD was advertised as a pill that created instant happiness


--colorless and odorless and many times sold on blotting paper/stamps


--can also be sold in H2O soluble white powder(in this form(smoke it with marijuana 

--PCP—developed for general anesthesia—gone

--OD’s—do not occur except for PCP


--detrimental effects—bad trips—panic rxns (paranoid, depressed, scary hallucinations, confusion, etc)


--insensitivity to pain can occur(self inflicted injuries


--tolerance


--no physical dependence but there is psychological dependence

--PCP—no physical damage to body but the s.e. is flashbacks(recurrence long after the drug was taken—e.g. jump off a bridge

--chronic PCP—psychiatric problems—dependence, anxiety, paranoia, etc
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Cage Questions—


1.  did you ever to CUT down on drinking?


2.  do you get ANGRY when asked about drinking?


3.  do you feel GUILTY about drinking?


4.  do you need a morning EYE opener?



--2 or more + = ETOH problem

Medical Records

--Important Items—

1.  when you write/dictate/etc, its there forever—pt., lawyer, etc has access to the record


--“pt is malodorous”; instead of pt. stinks


--objective info—no opinions


--malingering (lying) pt—HX and PE don’t fit with C/O (e.g. back pain)



-must R/O any physical abnormality b/f labeling them as malingering

2.  chart is inappropriate place to argue over a pts care


--directly approach the person instead

3.  look at pts name first (DOB, SS)—make sure you have the right pt

4.  front needs to have a red allergy sticker on it


--drug/date/what happened

--even if no allergies—NKDA

5.  notations are usually dictated—need to review all before you initial it


--spell new drugs

6.  quality pt care—go in early and review pts chart for the day

7.  need UTD meds list in front of the chart—go over with them every visit


--tell them to bring all there meds every time they come in

8.  UTD problem list in front also—major illnesses and dates 

9.  supportive staff(make sure they go over chart b/f you get it and make sure all the info that should be there actually is there

10.  document all phone calls

11.  don’t give out medical Dx, tx, etc when you’re out of the office


--malpractice probably wont cover you outside the office

12.  supportive staff must also document their phone calls

13.  keep spiral notepad on desk


--write names and follow-ups


--cal them if they don’t call you

Confidentiality Issues

--hand in hand with medical records

--pt must know that records will be kept confidential

Exceptions—


1.  active suicidal/homicidal



--also child and elder abuse


2.  communicable Dz—list in health dept


3.  gun/knife wounds
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Verbal Presentations—


--public speaking aspect—nervous, but alleviated with repetition


--MOST IMPORTANT ASPECT—ACCURACY—be organized

--Doing the presentation—


1.  Age, Race, Gender, Allergies, Meds, Significant PMH


--PMH—only info from PMH that is pertinent to the present illness


2.  HPI


--“the pt. states…”


3.  PE


--vitals—PRT, BP, HT, WT



--only present what is pertinent


4.  Other objective info—


--labs, X-ray, etc


5.  Impression of the DX

6.  Plan—
--admit, discharge, more tests, etc

notes—say zero point 25 instead of .25


--say NKDA instead of specifics

3/29/00

SOAP NOTES—


--date & time on very top—signature on bottom

S = subjective


--sx


--what pt or family tells you


--N/V, decreased appetite, pain, etc


--this is essentially the HPI *


--any ROS stuff here—injuries, PMI, ALL, Mx, FH, SH, OBGYN

O = objective


--signs


--vitals, PE description (e.g. HEENT), labs, xray, ekg, etc


--what you actually observe or detect thru your senses—see, smell, hear, etc

A = assessment


--your evaluation of the situation / conclusions


--whats wrong; has it improved / stayed the same / don’t put worse


a.  restate Dx every day


b.  restate the pts condition


--BE SPECIFIC—if don’t know—be as specific as you can



--do not put r/o

P = plan


--what needs to be done and how to do it


--Dx—Rn ordered observations I&O vs. clinitest; consult DR, change meds, repeat / order labs—note orders


--Rx—ask assisstance from pastor, social worker, dietitian 


--Ed—recommend and arrange for classes.  Outline teaching format

--do SOAP every time you see the pt

--date, time, and signature
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S—


ALL


MX


PMH


FH


SH


OB


HPI

O—


PE

A—


DX

P—
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PROBLEM LIST—


--see handout—


--not a fixed list


--changes throughout the hospitalization



--e.g. new labs, sx, signs need to be added


--created upon admission to the hospital and additions are made as needed


--Function—shows the level of resolution of the problem


--establish exactly what you know—no more and no less


--Original Problem List—what you know, can defend, and what’s documented in the record


# --most pressing is number 1


date—of onset


action—



-resolve



-etiology unknown



-inactive (e.g. CHF 15 years ago)



-med / Rx



-procedure / tx / etc


date—the date you took the action

--problem examples(DM, CHF, hyperlipidemia, intermittent claudication, allergic rxn, abnormal labs, smoking, etoh, mood d/o, ekg

--anything that is important to take care of that pt

FRONT OF CHART—


--red ALL sticker—list and date


--immunization records


--inside of front page(problem list, med list, ALL, health maintenance flow sheet—e.g. HbGA1C, paps—with dates

Presenting the Pt—


1.  ALL


2.  PMH—pertinent to today


3.  MEDS


4.  HPI


5.  other related factors
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Quiz for 4/26—p. 249-250; p. 254-260; p. 277-278; p. 282-285

Admitting Orders—


-H&P already done


-12 general categories that need to be addressed—date and signature


1-A—admit (room, unit, team, physician, specialty)


2-D—Dx


3-C—condition of pt (stable, critical, improving)


4-V—vitals—(frequency and which ones you want—temp, BP, pulse, resps)—if want weight—state it


5-A—activity—specify bed-rest, bathroom privileges, up ad lib—let them be as active as their dz lets them be


6-A—allergies—food/drugs—what happens


7-N—nursing requests—bed position—degree of elevation


8-D—diet—NPO, clear liquids, KCALS, diet


9-I—ins & outs—IVs caths, GN tube, drains


10-M—medications—dose, route, frequency, which med—legible


11-L—labs—chest Xray, EKG, blood, PFTs


12S—special instructions—e.g. cardiology consult, refer to PT, social worker

--number the list

--list meds under eachother

--10% of the people don’t understand even if you spell it out!

Post-op note—


--done immediately after surgery—let people know what happened—date, signature


1.  pre-op dx:  why did surgery


2.  post-op dx:  what was actually wrong


3.  procedure:  arthroscopy L knee, etc


4.  surgeons:  everyone and titles



5.  findings:  op findings


6.  anesthesia:  type


7.  fluids:  amount and type during surgery—get from anesthesia


8.  estimated blood loss (EBL):  get info from anesthesia


9.  drain:  location and type


10.  specimen:  samples and result if possible


11.  complications:  during or after the surgery


12.  condition:  where did pt go and give condition

--after post-op note(back to SOAPs
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Discharge Summary—

*required for any admission >24h

INFO ON LIST


1.  date of admission


2.  date of discharge


3.  admitting dx—may be general


4.  discharge dx—more specific


5.  attending physician


6.  referring physician if necessary—e.g. privileges in that hospital


7.  list all procedures that were performed



-surgical, invasive


8.  brief hx, pertinent PE, and lab data



-don’t restate the entire h&p—just remarkable findings


9.  hospital course—summary of evaluation, tx, and progress of the pt during their hospitalization


10.  condition at discharge—stable, chronic, etc


11.  disposition—where discharged to—specific address, who is assuming responsibility medically and physically


12.  discharge meds—all the usual info


13.  discharge instructions & follow up—clinic return date, activity instructions, any specific instructions

*examples in library

Telephone Medicine—


-difficult—don’t get body language clues


-lacks important aspects of medicine—physical contact


-15-20% of primary medical care


-pateints use it mainly for $$ reasons—also don’t need appointment, no waiting in lobby, don’t have to take off work—more convenient


-providers use it b/c(


-pts expect them to



-helps cut down on unnecessary office visits—less hectic day



-leads to better pt satisfaction



-better more cost effective follow up care—we call, they call



-HMOs also like you


-CARDINAL RULE—ALWAYS HAVE PTS CHART IN FRONT OF YOU AND BREIFLY REVIEW IT BEFORE YOU TALK TO THEM


-make mistakes(lower degree of care and increased risk to the pt(increased risk to you


-ALL PHONE CALLS GET DOCUMENTED


-Hx very important b/c lose PE therefore difficult and dangerous

-determine 4 things after hx and saw chart



-emergency tx or not



-do they need to be seen IN the office



-how soon do they need to be seen if they need it



-what type of follow-up is required?

Follow-Ups—


-if tx over the phone


-what if things get worse(tell them(


-if temp over 102(call



-abd pain(call ped on call



-SOB(ER

General phone stuff—


-let them know how long the illness should last


-ascertain how scared the person calling about the illness is


-get the patient to repeat the directions you gave


-if cant figure out whats wrong(need to politely insist that they come in 


-also convey to them the possible consequences—DOCUMENT ALL


-mistake—1 line—initial and date


-results over the phone—



-routine OK



-STDs—judgement call—some people are devious


-sticky situations—mom has custody, dad calls(cant tell him anything!


-results to married / unmarried partners



-legally—cant give info about wife to husband over the phone

