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CASE STUDY: 


















PATIENT INFORMATION: 
Chief Complaint: right ear pain … elaborate (otitis media)
HISTORY OF PRESENT ILLNESS: 


ALLERIES: 
PAST MEDICAL HISTORY:  

SURGICAL HISTORY: 

FAMILY HISTORY: 
Mother-
Father: 
SOCIAL HISTORY: 
REVIEW OF SYSTEMS:
Constitutional:  Patient denies activity change; appetite change; chills; diaphoresis; fatigue;  fever; unexpected weight change;
Skin: No rash, itching, pruritis, nail, or hair changes
Head: Denies any headaches, dizziness, lightheadedness, or vertigo
Eyes: Patient denies blurred vision, double vision, or tearing. 
Ears: Patient denies bilateral pain in ears, denies hearing loss, or ringing in the ears
Nose/Sinuses: No sinus tenderness, patent
Mouth/Throat: Denies any sore throat, hoarseness, or dysphagia. Tongue pink, good dentition, no gingival hyperplasia
Cardiovascular: Denies any chest pain
Respiratory: No respiratory distress, denies SOB
Gastrointestinal: normal bowel sounds. Negative rebound tenderness. (-) nausea and vomiting. Denies diarrhea and constipation.
Neurological: Headaches and dizziness as aforementioned. Face is symmetrical. Denies speech difficulty.
Hematological: Pt denies any hematemesis 
Psychiatric: Patient denies anxiety and depression. Mood and affect are appropriate
Musculoskeletal: No history of fall. Denies gait problem, joint swelling, myalgia, neck pain, or neck stiffness.
Endocrine: Reports history of diabetes controlled through diet.  Denies cold intolerance, heat intolerance, polydipsia, polyphagia or polyuria. 
Allergy: No known drug allergies 

PHYSICAL EXAMINATION
General: Patient is awake, alert, and oriented x4. 
Vital signs: BP 115/67 mmHg, RR 21, Temperature 98.1*f, Pulse: 67, PO2 Sat100% as room air, Ht. 6’4’’, Wt. 200 lbs., MBI 25.
Skin: Skin feels normal. Normal in appearance and texture. Nails pink without clubbing
Head: Normocephalic, no lesions, no mass, no tenderness, even hair distribution. 
Eyes: Pupils are equally round, reactive to light and accommodation, Conjunctiva pink, sclera white/clear. Red reflex present bilaterally, normal vessels without hemorrhage on fundoscopic examination.
Ears: Outer ear without lesions, skin intact, same color as face, tympanic canals normal, eardrum flat, translucent and pearly gray in color.
Nose/sinuses: Midline nasal septum, nostrils patent bilaterally, no nasal discharge, no tenderness over frontal and maxillary sinuses.
Mouth/throat: Pharyngeal walls are pink; tonsils are +2 in size. Tongue & lips normal in color, moist, no lesions, no periodontal disease noted, no submandibular, or supraclavicular lymphadenopathy, trachea in midline.
Neck: Neck is Supple, no JVD, carotid artery upstroke is normal bilaterally without bruits.
Heart: Normal sinus rhythm, S1 and S2 normal, no murmurs, no gallops, or rubs, no abnormal pulsation.
Thorax and back: Symmetrical lung expansion, spine no deformity or tenderness. 
Lungs: Symmetric expansion on inspection, respiratory effort even and unlabored without use of accessory muscles, on palpation tactile fremitus equal bilaterally, normal resonant on percussion, mild wheezing present on bilateral lower lobes.
Abdomen: Flat contour, no visible lesions or abnormality on inspection, non- distended, soft, no tenderness on palpation, no hepatojugular reflux, normoactive bowel sounds in all four quadrants.
Extremities: Moves all, no discoloration, or cyanosis, no clubbing or edema, good pulses with regular rhythm.
Neurological: Patient is alert and oriented to questioning, cranial nerves II -XII intact, motor, strength, and sensory examination of the upper and lower extremities is normal, symmetrical and normal reflexes bilaterally in both extremities, gait normal. Normal speech and memory; motor coordination intact.
Genitourinary: External: Circumcised penis. No phimosis, paraphimosis, hypospadias or discharge.  Scrotum: Properly descended testes. No cremasteric reflex. No masses or swelling. 

ASSESSMENT
Primary Diagnosis: Please write a description of the diagnosis (otitis media )
Pathophysiology: Please describe the pathophysiology of otitis media 

DIFFERENTIAL DIAGNOSIS
Please write three differential diagnosis of otitis media 
PLAN
Diagnostics
Please describe what diagnostic studies should be done to diagnose otitis media 
Medical Treatment/Management 
  
Non-pharmacologic treatment: 

Education 
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