
	Name: Angelina
	Date: 11/27/2020

	Sex: Female
	Age/DOB/Place of Birth: 8 years/ 22-5-2009/ New York. 

	SUBJECTIVE 

	Present Concerns/CC:

Patient complains of anomalous swelling on joints, pain in the upper abdomen and headache for seven days. 


	HPI:

The woman states that, “The doctors had been checking on by blood pressure, which always maintained at high levels. They could think that it was their machine that was broken, and they kept changing the machines.” The woman says that the pressure could go as high as 160-170mmHg. She reports that, “At first, the signs of labor had not developed yet at the onset of her pregnancy period. With the induction of the blood pressure the abdomen in the upper part had skyrocketed and I shifted to have an epidural. Furthermore, my head was thrashing me. At the 38th week, my joints had already swollen making it difficult for me to even walk since the combination of these symptoms hindered movement.” 


	Medications:

The woman indicates that she has been under pressure management drugs from doctors.
 


	PMH:

Allergies: None
Hypertension: previous case of hypersensitivity reported. 
Diabetes: Previous case of gestational diabetes.
Medication Intolerances:  None.
Chronic Illnesses/Major traumas: Anemia, pruritis, vaginal discharge and bleeding, and epigastric pain.
Hospitalizations/Surgeries: History of hospitalization for high fever, and high blood pressure.
Immunizations: none
Socrates: severe to mild pain during the past pregnancy period
Patient did not receive any vaccines today.

	PSH:

C-Section birth: Yes.


	Family History

The woman repotted on the same history of preeclampsia in the mother. However, two of her three sisters have had successful pregnancies with no extra complications. One of her sisters has experienced preeclampsia with her most birth in the last two months.

	Social History 

Patient lives in the husband at a house located upcountry. She works in a hotel in Town where she is one of the cashiers. She has two children, of which both are male children. She drives daily to work and rarely engages in weekly exercises. The husband always encourages her to go for weekly exercise, which gets her occupied in her busy schedule at work. The house where she lives and her husband is fitted with smoking detectors indicating that smoking is highly abstained at the residence. 

	ROS

	General appearance 

Admits to reseizures and hypertension. 
Motrin last given at 1300. Denies night sweats, unintentional weight loss or gain. Negative for recent weight changes. 
	Cardiovascular

Denies chest pain, palpitations, dyspnea or edema.

	Skin

Denies rashes, hair loss, bruising, bleeding, lesions or moles. Admits to bruising on right side of nasal bridge.
	Respiratory

Admits to Dry “hacking” cough, denies dyspnea or history of tuberculosis.  

	Eyes

Denies changes in vision, eye pain or drainage. 
	Gastrointestinal
Denies abdominal pain. Denies nausea, vomiting, or diarrhea. Denies change in appetite. Last bowel movement yesterday, normal, “soft serve”. 


	Ears

Denies pain or drainage.
	Genitourinary/Gynecological
Denies urinary burning, urgency, frequency or dysuria. Denies nocturnal enuresis.  

Denies signs of precocious puberty. 

	Nose/Mouth/Throat
Denies dental pain. Sees dentist twice per year. Brushes teeth morning and night. Denies sore throat. Denies nasal congestion, denies nosebleeds. s
	Musculoskeletal

Denies back pain, joint pain or stiffness at this time. Denies history of fractures.

	Breast

Denies pain or discharge. 
	Neurological

Admits to “weakness due to fatigue”. Denies syncope. Denies memory difficulty. Denies LOC. Denies headache at this time or in past two days. 

	Heme/Lymph/Endo

Admits bruising, night sweats, increased hunger, increased thirst, cold or heat intolerance.
	Psychiatric

Denies anxiety or depression. Denies signs of ADHD. 


SOAP NOTE




	

	

	OBJECTIVE (plot height/weight/head circumference along with noting percentiles) Attach growth chart – See growth chart attached below – Patient is proportionate throughout in size just below 50th percentile for age.  

	Weight: Current weight 35.7 lbs (weight at last well visit was 35 lbs)

	Temp: 97.9 
	BP:  92/58

	Height: (Last well visit patient was 38.5 inches – 50th percentile for stature, and 50th percentile for BMI at 16.) 
	Pulse: 102
	Resp:  27

	General Appearance and parent‐child interaction
Patient is calm, alert and oriented times three. Pleasant. Patient appears sick/fatigued, does not appear to be in severe pain. Answers questions appropriately, positive mother-daughter, patient-provider interaction. No acute distress. 




	Skin

Patient skin color appears normal for ethnicity. Skin is warm and dry. No lesions or scaring noted. Right nasal bridge contusion.  No periorbital ecchymosis. 

	HEENT


Head is normocephalic, no sign of trauma, no lesions. Hair evenly distributed. Conjunctivae are clear; pupils are equally round and reactive. Positive red reflex. EOMs are intact. Bilateral TMs are reflective to light and shiny with normal landmarks. Neck Supple with full range of motion. Clear nasal drainage bilaterally with enlargement of bilateral nasal turbinates, no enlargement of tonsils.  Oral mucosa pink and moist. Uvula midline. Teeth in good repair. No palpable lymph nodes. 


	Cardiovascular

Auscultation: S1, S2 heard with regular rate and rhythm. No murmur. Palpation: Capillary refill less than 2 seconds. Pulses 3+ throughout. No edema.

	Respiratory

Inspection: Symmetric chest wall. No use of accessory muscles. Respirations unlabored; Lungs clear to auscultation bilaterally with diminished lung sounds in bilateral bases of lungs; no wheezes, crackles, or rhonchi noted.

	Gastrointestinal

Inspection: Abdomen flat, no lesions or nevi. Auscultation: BS active in all 4 quadrants. Palpation: Abdomen soft, non-tender. No masses. No hepatosplenomegaly. 

	Breast

Tanner stage 1. 

	Genitourinary

Palpation: Bladder is non-distended, no tenderness. Genital assessment not appropriate for this exam, tanner stage 1 at last well exam. 



	Musculoskeletal

Full ROM seen in all four extremities. 

	Neurological

Speech clear. Good tone. Balance stable; gait normal as patient walked in and out of room.

	Psychiatric

Alert and oriented times three. Maintains eye contact. Speech clear with normal rate and cadence; answers questions appropriately. Emotional reactions appropriate to conversation.  

	In-house Lab Tests – document tests (results or pending) – Labs drawn due to length of fever. 

Rapid strep and strep culture from urgent care was negative. 

Flu swab – negative 

RSV swab – negative 

Urine dip – Trace protein, moderate ketones (Sent for culture)

Urine culture – Pending 

Blood culture – Pending 

EBV and CMV antibody tests – Pending 

CBC with diff – WBC low at 4.7, no left shift  

CMP – BUN/CREAT ratio high at 37, CO2 ratio high at 16

Chest X-Ray – shows bilateral peribronchial infiltrates indicative of bronchial pneumonia or bronchitis. 



	Diagnosis

	· Include at least three differential diagnoses with ICD-10 codes. (Includes Primary dx and 2 differentials)

1. J18.0 (primary) – Bronchopneumonia – Considered due to results of x-ray and symptoms of high fever and cough. Viruses are the mot common cause of CAP in children under five, however, Bacterial causes such as S. pneumoniae, S. aureus, and S. pyogenes, also are important to treat because they are associated with increased morbidity and mortality (Barson, 2017).

2. J20.9 – Acute Bronchitis – Considered due to results of x-ray, symptoms of dry/nonproductive cough, fatigue, and nasal congestion – which is commonly associated with bronchitis (Cropp & Bigdeli, 2016). Patient has fever, which is uncommon in acute bronchitis and may be indicative of pneumonia or influenza (Cropp & Bigdeli, 2016). 


3. J3489 – Influenza – Considered due to patient’s complaints of high fever, fatigue, cough and presentation of nasal congestion (Cropp & Bigdeli, 2016). Flu swab was negative for influenza A and B. 


PLAN including education
· Plan: 
· Patient encouraged to rest and increase fluids. 
· Patient encouraged to continue taking Motrin and Tylenol PRN for fever, do not attend school and avoid interactions with cousins until fever free for 24 hours. 
· Prescribed Zithromax 200mg/5ml patient to take 8ml PO once daily x 3 days (Lameh, 2016).
· Given script for Nebulizer (Patient also has access to grandmothers nebulizer at home).
· Prescribed Albuterol 2.5mg/3ml, one vial QID PRN
· Follow up in one week for re-eval or as needed. Mother to call or take patient to ER if develops any signs of increased shortness of breath, chest pain, seizures or any other signs of distress. 
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