Patient Name: 	R. M    Patient Age 54 DOB: 04/28/1969
Name of Student Practitioner:
Patient Gender:    Male               Patients’ Preferred Pronouns: He/Him/His			 
Source of History/Reliability:	Patient	              Date and Time of Encounter: 07/14/2023	

CHIEF COMPLAINT (CC):  Abdominal pain

HISTORY OF PRESENT ILLNESS (HPI): Patient with a chief complaint of abdominal pain 3/10 that started 1 day ago. The pain is sharp and constant and gets worse with coughing and moving. Took Tylenol and Maalox with no relief.

PAST CHILDHOOD ILLNESSES: Measles, mumps

PAST MEDICAL HISTORY: Hypertension 2021

PAST SURGICAL HISTORY (PSH): NA

MEDICATIONS/ OTC/ HERBALS/ MEDICAL MARIJUANA: Amlodipine (ACE-inhibitor) 5mg PO daily. 

ALLERGIES: NKDA 
UNTOWARD MEDICATION REACTIONS: NA

IMMUNIZATIONS: Influenza 10/22 Pneumovax 12/21

SCREENING TESTS:  Echocardiogram 05/23

FAMILY HISTORY: Mother has hypertension and is still alive.

OB/GYN HISTORY: NA

SEXUAL HISTORY: one sexual partner for 20 years

PERSONAL/ SOCIAL HISTORY: 
•	Level of education: College
•	Occupation: Teacher
•	Marital Status: Married
•	Current Living Situation: Lives in a private home with wife.
•	Military Status: NA
•	Insurance status: Emblem Health EPO
•	Diet and exercise: No diet or exercise
•	Smoking: Never smoked
•	ETOH: Doesn’t drink.
•	Illicit Drugs: Denies 

SCREENING TOOL: The patient was screened for depression and was asked about interest or pleasure in doing things and whether he was feeling down, depressed, or hopeless. PHQ-2  Score was 1 

REVIEW OF SYSTEMS:

General: Patient reports no fever, no night sweats, no significant weight gain, no significant weight loss, and no exercise intolerance. 
Skin: He reports no abnormal mole, no jaundice, no rashes, and no laceration. 

Eyes: He reports no dry eyes, no vision change, and no irritation. 

Ears: He reports no difficulty hearing and no ear pain or exudate.

Nose: He reports no frequent nosebleeds, no nose problems, and no sinus problems. 

Oral:  He reports no sore throat, no bleeding gums, no snoring, no dry mouth, no mouth ulcers, no oral abnormalities, and no teeth problems.

Throat: Denies difficulty or pain with swallowing, no change in voice. 

Respiratory: Denies any shortness of breath, reports no cough, no wheezing, no shortness of breath, no coughing up blood, and no sleep apnea. 

Cardiovascular: Denies any chest pain, he reports no arm pain on exertion, no shortness of breath when walking, no shortness of breath when lying down, no palpitations, and no known heart murmur. 

GI: Complains of pain in the abdomen, nausea, and flatulence, but denies vomiting, diarrhea, vomiting blood, dyspepsia, or heartburn. 

GU: Denies any difficulty urinating: He reports no incontinence, no difficulty urinating, no hematuria, no increased frequency, no changes in urinary habits: feelings of urgency.
 
GYN: NA

MSK: He reports no muscle aches, no muscle weakness, no arthralgias/joint pain, no back pain, and no swelling in the extremities or reports fatigue.

Neuro: He reports no loss of consciousness, no weakness, no numbness, no seizures, no dizziness, no migraines, no headaches, and no tremor. 

Psychiatric: He reports no depression, no sleep disturbances, feeling safe in a relationship, no alcohol abuse, no anxiety, no hallucinations, no suicidal thoughts, and feeling safe in current living environment. 

Peripheral Vascular: denies DVT, decrease blood flow, pain or swelling or edema.

Endocrine: Denies cold or heat intolerance, denies polydipsia or polyphagia, weight loss or gain.


PHYSICAL EXAM:
Vitals: 127/76 HR 90 RR14 T 98.9

General: Healthy appearing, well nourished, and well groomed

Head: Normocephalic and atraumatic, no nevi, lesions on lice

Eyes: eyebrows symmetric, epicanthal folds equal bilaterally. Sclera white, non-icteric, conjunctiva pink, no exudate or hemorrhage, ocular fundi noted with sharp disc margins. Cranial nerve II tested for visual acuity. Patient has 20/20 vision. Extraocular movements, cranial nerves II, IV and VI. Pupils are equal and reactive to light and accommodation.

Ears: No lesions to the external ear, a minimal amount of ear cerumen noted with tympanic membrane pearly grey. No hearing loss, and Rinne test air conduction was greater than bone conduction. Cranial nerve VIII.

Nose: no lesion on the external nose, no septal deviation, sinus tenderness, or nasal discharge with nares patent. 

Oral: oral mucosa is moist and pink, with normal dentition, no lip or tongue ulcers, and no bleeding gums. Tongue without atrophy or fasciculations. Cranial nerve XII

Throat: No erythema or exudate, no enlarged tonsils.
Neck: supple, trachea at midline. thyroid nontender and no enlarge cervical, supraclavicular, axillary lymph nodes not palpable.

Respiratory: no dyspnea, Lungs clear to auscultation b/l. No dullness, flatness or hyperresonance on percussion.

Breast: Breast tissue is consistent, with no nodules or masses.

Cardiovascular: Heart sounds regular S1, S2, no murmur, rub, or gallop

GI: Bowels sound decreased. Pain to right lower quadrant on palpation of the left lower quadrant with mild abdominal distension. 

GYN: NA

GU: Penis with no lesions or discharge. Scrotum, no swelling or tenderness. 

MSK: Normal muscle strength and tone. no contracture or malalignment, normal movement of all extremities.

Peripheral Vascular: Pedal pulses present and strong b/l no edema, viscosities, or palpable cord.
Neurologic: Patient with normal gait and station, no s/s of depression or anxiety.



LAB DATA/TESTS: Comprehensive Metabolic Panel, CBC, HbA1C, Lipid Profile , CRP was obtained.

Differential Diagnosis Diagnostic Reasoning Exercise: 

	Differential Diagnosis
	Pertinent Positives
	Pertinent Negatives

	#1 Appendicitis
	Nausea, flatulence abdominal distension.
Rebound tenderness on the right side of abdomen,  Positive Rovsing’s and McBurney’s Signs positive
Abdominal sonogram indicative of appendicitis.
	

	#2 Pacreatitis
	Abdominal pain, nausea, flatulence
	No fever, or rapid pulse. denies, vomiting. no abdominal pain radiating to the back. pain does not get worse after eating.

	#3 Cholecytitis
	Abdominal pain, nausea, flatulence
	 Absence Murphy’s Sign



PATHOPHYSIOLOGY and CLINICAL REASONING: Appendicitis is the inflammation of the vermiform appendix. It usually presents acutely, within 24 hours of onset. Classically, appendicitis initially presents with generalized or periumbilical abdominal pain which later localizes to the right lower quadrant. The cause of appendicitis is usually an obstruction of the appendiceal lumen. This can be from an appendicolith (stone of the appendix) or some other mechanical etiologies.
My rationale for choosing this diagnosis was because of the patient's clinical presentation. The sudden onset of right upper quadrant pain with rebound tenderness with abdominal distension and the ultrasound results of dilated appendix.


ASSESSMENT: 54 y/o male patient with a chief complaint of abdominal pain that started 1 day ago. The pain began suddenly and is sharp and constant. The pain gets worse with coughing and moving. Took Tylenol and Maalox with no relief. Patient with positive Mcburney’s and Rovsing’s Sings. EKG done, abdominal ultrasound obtained and revealed dilated appendix. Blood work was drawn.



PLAN: The patient was referred to the emergency room for CT scan with possible exploratory laparoscopy and antibiotic therapy. The patient will follow up post-hospital discharge.


HEALTH MAINTENANCE: Patient referrals for colon screening. The patient will return for a digital rectal exam. Diet and exercise
Return To Clinic: In 1 week.

ICD-10 K35-80
ICD-10 R93.5
R94.31

ELECTRONIC SIGNATURE: Thomas, Lasoria FNP Student 
TIME SPENT WITH PATIENT: 25
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