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H & P Case Study
Documentation is a significant element in the management of the patient. In the nursing field, what is not documented is considered not done. Proper documentation of the patient data provides effective management and enhances the storage of information for future references such as legal purposes. History and physical examination should be documented thoroughly following the guidelines provided to ensure that all the information and findings concerning the diagnosis of the patent are well presented. Well-documented history and physical examination provide the chance for understanding the problem and the patient's needs, which leads to effective treatment.
1. Does this document meet the CMS guidelines for documentation of a comprehensive history and physical? Why or why not? Be specific.
The document presented meets the requirements provided by the CMS guidelines for documentation of history and physical examination. The CMS guidelines for the history and physical examination provide that documentation should follow a SOAP (subjective, objective, assessment, and plan of care) format (Cms.gov, 2020). In the document, the SOAP format is well provided as the initial information provides the patient's subjective data, such as name, age, and gender. Under the subjective data, history is obtained from the patient. Also, the review of systems reiterated by the patient is well developed. The objective data is provided through a physical assessment report. The assessment part provides a differential diagnosis for the patient. The plan of care is also presented as the last part of the document.
2. Critically analyze the H&P and list any errors. Identify the strengths of the H&P.
CMS provides that in history taking, the chief complaint should explain a patient visit, diagnosis, condition, problem, or the associated visit. The history of presenting illness states that there are symptoms associated with the reason for the visit; however, they are not presented in the chief complaint. In the history of presenting illness, the description of the symptoms is provided. Still, it does not meet CMS's provisions, which reveals that elements such as location, quality, severity, duration, timing, context, and modifying factors are significant to be involved. History only depicts previous medical illnesses but does not provide the time and how it was treated. More so, the document does not provide the surgical history of the patient. The CMS provides that reproductive health history is also significant for patients in their reproductive age and menopause. The review of systems is very shallow and does not provide specific information for systems. 
The systems recognized for the review include the constitutional features, HEENT (head, eyes, ears, nose, and throat), cardiovascular, respiratory, digestive, genitourinary, reproductive, musculoskeletal, integumentary, endocrine, neurologic, psychiatric, hematologic, and immunologic systems. Most of these systems are not presented in the review. All the systems presented for the review are also involved in physical examination to obtain the objective data. For the objective data, the initial assessment should be vital signs of which it is provided as the last part of the assessment in the document. The general assessment is the second part of the assessment in the document. Therefore, the physical examination is arranged wrongly, and also it is very shallow as many systems are not presented. The document's assessment part does not provide the pertinent positive and negative data and the working diagnosis for the patient. The plan omits the patient's holistic care (such as diet and exercise), patient education, and follow-up.



3. Did any questions come to mind that you are unable to answer after reading the H&P?
The question that came to my mind and was not answered was the alleviating and aggravating factors of the shortness of breath and cough. It was significant for this question to be answered in history to enhance understanding of the factors that influence the condition of the patient since she is not recovering. The influencing factors could lead to an understanding of the effective management of the patient. The other question that was not answered in the presence of other underlying conditions. The history only provides a list of conditions in the past medical history section but does not describe when they occurred and if they were treated effectively or still exist.
4. Are the conditions listed in the assessment section reasonably supported by history? Why or why not? Explain your rationale. 
The conditions listed in the assessment section are not all supported by the history provides. Asthma is supported by the history provided because there is pertinent positive subjective data, including persistent cough and shortness of breath. Pneumonia is also a respiratory disease that presents with coughing, dyspnea, and wheezing. However, hypertension is not well supported by the data presented in history. The history provides the presence of hypertension in the past but does not provide information beyond that which can show the treatment process and the patient's response to the treatment. Hyperlipidemia presents with chest pains and fullness, which is present in bronchitis, which is not revealed in history. Obesity is a condition that is listed in the history of the patient from the past diagnosis. However, history does not provide evidence that supports its occurrence.
5. Did you identify other differential diagnoses or conditions that should be included in the assessment? If so, list them.
Another differential diagnosis was found for the presented complaints, including pharyngitis, rheumatic fever, and congestive heart failure. 
6. List the ICD-10 code for each of the following (go to CMS.gov and search for the ICD-10 Codes):
	Moderate persistent asthma with (acute) exacerbation: __J45.41_________
	Pneumonia, unspecified organism:  ____ J18.9__ (Cms.gov, 2020) ________
	Essential (primary) hypertension: _____ I10_________
	Hyperlipidemia, unspecified ___ E78.5___________
	Obesity: _____ E66_________  
7. Is it appropriate to include the ICD-10 code for pneumonia when billing for this visit? Why or why not?
It is appropriate to involve the ICD-10 code for pneumonia when billing for the visit. This is because it is a condition caused by different organisms that are significant to be identified for the treatment process's effectiveness. Also, there are different categories of pneumonia that needs to be specified in the treatment process. For example, healthcare-associated pneumonia and hospital-acquired pneumonia are nosocomial, and gram-negative bacteria mostly influence them. Therefore, codes are significant in linking the disease to the causative agent, which will enhance effective treatment.
8. Is the plan reasonable based on the assessments listed? Why or why not?
The plan is not reasonable for the patient based on the assessment. The assessment provides various differential diagnoses with no specific working diagnosis. Therefore, there is a need for diagnostic tests to confirm the patient's diagnosis, which is not provided in the plan. The treatment provided for the patient is reasonable for the management of respiratory conditions only. The plan does not provide lifestyle management, education, and follow up for the patient.
9. List three patient education strategies relevant to the case study, including specific medication teaching. Include references. 
The patient should be encouraged to have enough rest to ensure that chest congestion, coughing, and dyspnea are diminished.
Albuterol should be used 15-30 minutes before physical activity to prevent bronchospasms (Gerald et al., 2015).
HCTZ should be administered at least 4 hours before sleep, and if the patient administers it during bed time, she will need to wake up and urinate (Vongpatanasin, 2015).
10. List health promotion recommendations from AHRQ according to age/gender/conditions. Cite your references. 
· Acquire a vaccine for flu to prevent seasonal infections and pneumococcal vaccine for children under five years to prevent pneumonia infections (Clinical Guidelines and Recommendations. Ahrq.gov., 2020).
· Washing of hands after blowing the nose, diapering, and before preparing food and eating.
· Every individual should be aware of infections through understanding the symptoms.
· Good health habits include exercise, rest, and a healthy diet.
· Synagis (palivizumab) is an effective medication for children younger than 24 months in preventing pneumonia.
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