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MSN FNP SOAP NOTE
	TYPHON CASE log #:  
	Date: January 20, 2024
	Time: 11 AM

	Patient initials: G.T.
	Age: 14
	Gender: Male

	(S) SUBJECTIVE: 

	Chief Concern (CC): Patient states “I've been experiencing persistent pain in my left knee, specifically in the area just below my kneecap, and it has been bothering me for some time.”

	HPI: The patient, a 14-year-old Caucasian male, presents with a chief complaint of persistent knee pain, prompting a comprehensive assessment of the history of presenting illness (HPI). The onset of symptoms occurred approximately one months ago, characterized by a gradual progression of aching pain located just below the kneecap. The pain, as reported by the patient, intensifies during physical activities such as running and jumping. No specific initiating event or traumatic injury is noted. G.T. rates the pain as 5/10. The discomfort is primarily localized to the anterior aspect of the knee. The patient describes the pain as a continuous ache. G.T. denies any specific aggravating factors, but notes a worsening of symptoms during physical activities. The patient reports no specific interventions that significantly alleviate the pain. His mother reports administering Tylenol 325mg PO q12hr for one week, which provided minimal relief. The patient reports diminished interest in physical activities and sports due to the pain, contributing to a sense of frustration and mild feelings of worthlessness. However, the patient denies disturbances in sleep, guilt, changes in energy levels, concentration difficulties, appetite abnormalities, psychomotor retardation or agitation, and thoughts of suicide. Past medical history is unremarkable, with no significant illnesses, surgeries, or diagnostic testing related to the current knee pain

	Medications: No prescription medications reported. G.T.’s mother admits to administering over-the-counter medication and denies the use of prescription medications for the management of the knee pain. The patient's medical record has been updated accordingly. The patient confirms that no supplements or herbal remedies are being currently utilized. 

	PMH: 
Allergies: G.T. and his father deny any known allergies. No documented history of adverse reactions to medications, food, or environmental factors.
Immunizations: Up-to-date according to age-appropriate guidelines.
· COVID 19 - 10/11/22
· Influenza live attenuated (LAIV4) - 11/02/22
· Tdap booster - 01/03/2024
· HPV-09/01/23
Medication Intolerances: The patient’s father denies intolerances to any specific medications. No documented history of adverse reactions or intolerance to any prescription or over-the-counter medications.
Chronic Illnesses/Major traumas: No history of chronic illnesses or major traumas. The medical history is notable for the absence of ongoing health conditions or significant injuries.
Hospitalizations/Surgeries: The patient’s mother denies a history of hospitalizations or surgeries. No history of inpatient admissions or surgical interventions recorded in the medical history.
Preventive screening/adult health maintenance:
· Colon Cancer: Not performed. No identified risk factors. 
· Mammogram: Not performed. No identified risk factors.
· Retinal Exam: 01/03/2024. Unremarkable. Normal ocular health. 
· DEXA: Not performed. 
· CT Heart Score: 08/29/22, 0. No calcified plaque.
· Lead Screen: 08/29/22, 1.9 µg/dL.
· Anemia Screen: 10/11/23. Hgb -16.1 g/dL. No blood-related disorders.
· Lipid Screen: 10/11/23, 84 mg/dL

	Family History:  Maternal grandfather, deceased at 78 y/o, history of HTN. Paternal grandfather, deceased at 81 y/o, history of type II diabetes mellitus (DM) and HTN. Maternal grandmother, 74 y/o, history of osteoporosis, DM, and asthma. Father, 54 y/o, history of CAD. Mother, 51 y/o, history of breast cancer, currently in remission. Brother, 28 y/o, no significant medical or psychiatric conditions.


	Social History: 
Education level: G.T. is currently in high school as a 9th-grade student.
Occupational history: Student. The daily activities primarily involve attending classes and participating in extracurricular activities.
Current living situation/partner/marital status: The patient lives with both parents in a stable and supportive home environment. No reported concerns regarding domestic violence, elder abuse, or child abuse. The patient feels safe and well-supported at home.
Leisure Patterns: The patient enjoys participating in various sports and physical activities, such as soccer and basketball.
Children: G.T. is an adolescent and has no children.
Substance use/abuse, ETOH, tobacco, marijuana: Denies any use of alcohol, tobacco, marijuana, or illicit drugs. No reported history of substance abuse.
Safety status: The parents report that there are no guns in the household. G.T. wears a seatbelt while in a vehicle and a helmet during sports activities.
Spirituality: The patient has strong Christian background and occasionally attends religious services with the family. Spiritual beliefs provide a source of support and comfort.
Nutrition: The patient maintains a balanced diet, with no reported nutritional concerns. There is no history of eating disorders or significant dietary restrictions.
Sleep Patterns: The patient reports a regular sleep schedule with an average of eight hours of sleep per night. There are no significant disruptions in sleep patterns or sleep-related issues.

	Review of Systems (ROS)

	Constitutional
Reports persistent knee pain and occasional fatigue related to physical activities, specifically during sports involvement. Denies fever, chills, unintentional weight loss, fatigue, or weakness. States a generally well state of health.
	Cardiovascular
Denies chest pain, tightness, or discomfort, palpitations, arrythmia, dyspnea, SOB, edema, PND, or angina.

	Skin
Reports occasional bruising on the knees due to physical activities and sports involvement. Denies rashes, lesions, itching, or changes in skin pigmentation or hair growth.
	Respiratory
Denies dyspnea, chronic cough, SOB, wheezing, hemoptysis, or sputum production.

	Eyes
Denies changes in vision, blurriness, double vision, eye pain, redness, or discharge
	Gastrointestinal
Denies heartburn, indigestion, abdominal pain, N/V/D, hemorrhoids, nausea, vomiting, bloating, constipation, diarrhea, or dysphagia

	Ears
Denies hearing loss, tinnitus, ear pain, discharge, infections, or vertigo
	Genitourinary/Gynecological
Non-contributory 

	Nose/Mouth/Throat
Denies nasal congestion, rhinorrhea, epistaxis, sore throat, changes in sense of smell or taste, throat irritation, or dry mouth
	Musculoskeletal
Admits to occasional muscle cramps and stiffness in the lower extremities. Denies joint pain, swelling, or stiffness in areas other than the knees. States no history of musculoskeletal injuries or fractures. 


	Breast
Non-contributory

	Neurological
Admits to occasional tingling sensation in the feet after prolonged sitting, Denies headaches, migraines, dizziness, seizures, convulsions, or syncope


	Heme/Lymph/Endo
Reports occasional fatigue. Denies easy bruising, bleeding gums, prolonged bleeding, history of anemia, blood disorders, or lymphadenopathy

	Psychiatric
Admits to mild frustration and feelings of worthlessness related to the adverse impact of knee pain on participation in physical activities. Denies depressed mood, anxiety, changes in appetite or sleep patterns, history of suicidal ideation, delusions, or hallucinations


	(O) OBJECTIVE: 

	Weight:113lbs      BMI: 23.6
	Temp: 98.70F
	BP: 114/73

	Height: 4’10”
	Pulse: 91
	Resp: 14

	Head Circumference: 20in.
	
	

	General Survey
The patient presents as a well-developed and well-nourished 14-year-old adolescent. He appears their stated age with appropriate grooming and hygiene. Posture and body movements are intact, and the patient is cooperative throughout the examination. No overt signs of distress or discomfort are noted.


	Skin
Intact and symmetrical. No erythema, swelling, moles, lacerations, or lesions in the knee area. Warm and dry to the touch. Normal color and turgor. No ecchymosis, significant bruising, palpable masses, cyanosis, pallor, abnormal pigmentation, jaundice, or deformities. Typical hair distribution No clubbing, edema, or varicosities.


	HEENT
· Head: Normocephalic and atraumatic. No edema, deformities, balding, or masses. Even hair distribution. No lesions or tenderness.
· Eyes: Pupils are equal, round, and reactive to light. Extraocular movements intact. Conjunctivae are pink moist. White sclerae. No ptosis or nystagmus. 20/20 visual acuity. Fundoscopic examination deferred.
· Ears: Symmetrical bilateral auricles. No deformities. Patent external ear canals. TMs intact with a pearly gray appearance. No discharge or inflammation. Rinne and Weber tests deferred.
· Nose: Nasal mucosa pink and moist. Septum midline. No nasal discharge, polyps, or epistaxis. Sinuses non-tender to palpation.
· Throat: Clear oropharynx. No erythema or exudates. Tonsils 2.42 cm3. Uvula midline. No masses or lesions. Normal tongue ROM. Gag reflex intact. No cervical lymphadenopathy.


	Cardiovascular
No visible pulsations or abnormalities in the precordial area. Symmetrical chest wall. No visible heaves or lifts. Apical pulse regular and palpable at the fifth intercostal space in the midclavicular line. No thrills or abnormal pulsations. Audible S1S2 sounds. No arrythmia, murmurs, clicks, bruits, or gallops. No additional sounds or abnormalities.

	Respiratory
Chest symmetrical with inspiration and expiration. No visible retractions, deformities, or asymmetry. Equal chest expansion bilaterally. No crepitus, tenderness, palpable masses, or abnormalities. Clear breath sounds bilaterally. No wheezing, crackles, or rhonchi. Vocal resonance intact.


	Gastrointestinal
Round, symmetrical, non-tender, and soft abdomen. No masses, tenderness, distention, organomegaly, guarding, or bruits. Bowel sounds present. No visible abnormalities or scars. Normoactive BS x 4 quadrants. Tympanic sounds present.

	Breast
Deferred 


	Genitourinary
Deferred


	Musculoskeletal
Symmetrical bilateral lower extremities. No deformities or abnormalities. No edema, erythema, or ecchymosis. No obvious joint deformities or malalignments. Symmetrical quadriceps and hamstring muscle bulk. No abnormal warmth, tenderness, crepitus, palpable masses, or fluid collections. Mild tenderness at the tibial tubercle. Mild tenderness and edema on popliteal and prepatellar bursae. Reduced ROM of the left knee joint. 5/5 muscle strength. Normal pulses at the dorsalis pedis and posterior tibial arteries Capillary refill <3 seconds
Lachman test – 4mm tibia-femur translation, negative
Anterior drawer test – 5mm, negative
Valgus stress tests - Negative


	Neurological 
G.T. is alert and oriented to person, place, and time. No signs of confusion or disorientation. CN II–XII intact. Full visual fields. Pupils are equal and reactive to light. Coordinated extraocular movements. Normal facial sensation and movements. Equal strength in the upper and lower extremities bilaterally. No weakness or paralysis. Age-appropriate muscle tone. Intact sensation to light touch and pinprick in all dermatomes. No hypoesthesia or hyperesthesia. Proprioception and vibration sense intact. Symmetric DTRs bilaterally. No clonus. Negative Romberg test. No hesitation, tremor, undershooting, or overshooting upon finger-to-nose testing. No ataxia or abnormal gait patterns.


	Psychiatric
Deferred


	Lab Diagnostics: 
· WBC – 9200/mm3
· RBC – 5.1m/mm3
· Hgb – 16.3 g/dL
· HCT – 47%
· MCV – 84 µm3
· Platelets – 328,000/mm3
· ESR – 9 mm/hr
· CRP – 0.2 mg/dL
· Lipid profile – 71 mg/dL
· Thyroid function – 2.7 μg/dL
· CK level – 202 u/L
· ANA – 1:80
· RF – 16 u/mL
· Vitamin D – 62 nmol/L
· BGL – 5.9 mmol/L

	Special Diagnostics: 
· Knee X-ray – Irregular tibial tubercle and fragmentation 
· Knee MRI – Positive for inflammation in the tibial tubercle. No cysts, meniscal or ligamentous injury, patellar tendon inflammation or tenderness, or other abnormalities
· Bone scan – scheduled

	(A) ASSESSMENT: This is the diagnosis based on evidence and critical thinking.


	List actual diagnoses with ICD 10 Code
1. Osgood-Schlatter disease (M92.52)
CPT Code/Office visit code: 73564-LT 

	DIFFERENTIAL DIAGNOSES:

	Differentials
	Rationales with References

	· Patellar instability (M22.02)
· Bone tumor (C41.9)
· Patellar tendinitis (M76.52)
	· The patient’s CC of knee pain, coupled with his age and active sports involvement, is consistent with this diagnosis. Adolescents involved in physical exercises and sports are susceptible to patellar instability due to repetitive stress or trauma (Maggioni et al., 2023). However, findings of the physical examination and functional tests, including the ROM assessment, ligament stability tests, Lachman test, and strength testing exclude this diagnosis. Further, imaging studies reveal the typical changes of Osgood-Schlatter disease, including irregular tibial tubercle and fragmentation (Corbi et al., 2022).
· Persistent localized knee pain is a common symptom of bone tumors, which can also occur in adolescents, sharing the same age-group with Osgood-Schlatter disease (Salom et al., 2021). However, the physical examination should have shown deformities, palpable masses, and other signs characteristic of bone tumors. The lack of inflammatory markers and normal blood test results exclude the significant systemic inflammation associated with malignant bone neoplasm (Salom et al., 2021). Additionally, the imaging studies do not show any evidence of this diagnosis
· Knee pain is a common symptom of patellar tendinitis, with adolescents actively involved in physical activities, such as sports that involve repetitive running and jumping, being particularly at risk. This condition may also present with tibia tubercle tenderness as is the case in Osgood-Schlatter disease (Bi & Xie, 2022). However, this diagnosis is unlikely due to the absence of localized tenderness at the patellar tendon insertion, a hallmark of patellar tendinitis (Bi & Xie, 2022). Moreover, imaging studies, the lack of inflammatory markers, and the normal blood test results do not show features typical of this disease, such as inflammation of the patellar tendon (Bi & Xie, 2022).

	(P) PLAN: 

	· Medication: Ibuprofen 200mg PO q8hr PRN
· Procedures and tests ordered: Bone scan
· Non-medication treatments: Use ide packs for 15 to 20 minutes to alleviate inflammation, limit physical activity, use patellar braces for support during physical activities, and physical therapy, especially proprioceptive exercises, to stretch and strengthen the hamstring and quadriceps
· Referrals/consultations: Physical therapist and psychosocial counselling to address the reported mild frustration and feelings of worthlessness.
· Shared decision making -   Include the patient’s family to discuss the diagnosis, include the condition’s self-limiting aspect, review activity modification plans, physical therapy, and pain management techniques considering the patient’s preference for physically strenuous sports and other concerns and preferences, and develop a management plan.
· Anticipatory guidance: Emphasize the disease’s self-limiting nature and that symptoms will improve with time and proper management. Advise the patient to gradually return to sports once symptoms subside. Stress the significance of adhering to the activity modification, disease management, and exercise plans.
· Patient education about diagnosis and treatment plan: Inform the patient and family about the disease and prevalence among physically active adolescents. Educate them of the condition’s expected course and that it will resolve with age. Review the treatment plan. Advise against applying ice directly to the skin.
· RTC: Return to the clinic after 4 weeks to monitor progress and potentially adjust the treatment plan if need be or if symptoms persist.
· Emergency care: Seek emergency care in case of persistent swelling, severe pain, and sudden changes in the knee’s appearance.
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	REFLECTION OF PATIENT ENCOUNTER:

	

	· Document your level of interaction with the patient using reflection:
· Weaknesses: The interaction primarily involved providing information and recommendations rather than engaging in a dialogue with the patient to understand their concerns and preferences fully. The discussion also focused more on the clinical aspects of the condition and less on exploring how the knee pain may be affecting the patient emotionally or socially. Further, there's a risk that the patient and family may feel overwhelmed by the amount of information provided, particularly regarding the diagnosis and treatment options.
· Strengths: Information about Osgood-Schlatter disease, its diagnosis, and the proposed plan of care was communicated in a clear and understandable manner. Moreover, emphasis was placed on educating the patient and family about the condition, empowering them to actively participate in the management plan. The family was also involved in the plan of care, recognizing their role in supporting the patient's journey through the course of Osgood-Schlatter disease.
· Reflection: While the interaction provided valuable information about the diagnosis and treatment plan, there is room for improvement in patient engagement. It would be beneficial to foster a more open dialogue, actively listening to the patient's experiences and concerns. Additionally, considering the potential emotional impact of the condition on the patient and family is crucial for comprehensive care. To enhance future interactions, I would aim to strike a balance between providing information and eliciting the patient's perspectives, ensuring a patient-centered approach to care.
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