M2 Physical Diagnosis Course
Guidelines for Obtaining and Writing Up the History and Physical

Students sometimesget confused about how to write up a history and physical because by the timethe
write-up is completed, the diagnosis hasalread/ beenmack and treamernt started, making the diff erertial
diagnosis obsolete. Y ou should approachyour write-up asif you are writing it immedately after the
patient hasarrivedon the fl oor, using only the information that would have beenavailable to you at that
time. Thengive the diff erertial diagnosis the fi ndings sugged, ignoring the patiertOsiltimat diagnosis.

There areafew different ways to organizethe history and physical write-up; the most importart thing is
to be complete. Y our write-ups should include the following sections:

* Chief Complaint (CC)

* Saurce

* History of the Preent IlIness (HPI)
* Pag Medical History (PMH)
* Medicaions

* Drug allerges

* Famiy History

* Sccial History

* Review of Systems(ROS)

* Physical Exam (PE)

* StudiedTeds

¢ Sunmary Statemert

* ProblemList

* Impression ard Plan

Chief Complaint

The CC is what brought the patiert to seekhelp. The CC represerts the pati enOgpergpecive;if possible,
it isexpressedin the patientO®wn words:

CC: Q feel like an elephant is sitting on my chestO(not (Rule out M1Q

CC: My emphysemaiis getting worseO(not GCOPD flareQ

Source

Note whereyou obtainedthe information in the history e g., the patiert, a family member or frierd, a
medcal chart, other physiciars, etc. You may include a commert on how complete or reliade you feel
theinformation is; if you do, specify why you have questions about the history.

Source: The patient, who appeared intoxicated, and the pati ent@ wife, who has only very
limited knowledge about the patient@ health history.

History of the Present Illness



GIVE THE STORY IN ASLINEAR A FASHION AS POSSIBLE.

Make an opening statemer: The opening statement describes the patiert and the setting in which the
presert illness occured It usually includes the patientOsage, sex (OnanOor GvomanQis preferalbe to
OmatOor OfenaleO),ethnic background/race (some choose to leawe this out hereard includeit in the PE),
and major medcal history.

HPI: Mr. Ng is a60-year-old Asian man with apast medical history significant for
diabeteswho is admitted for a two-week history of cough with two episodes of
hemoptysis.

Charecterize the chief complaint on atimeline: Begn the story at the point at which the patiert lag felt
well or waslad in his or herusual state of heath.

HPI: E Mr. Ngwasin hisusual state of health until two weeks prior to admission when
he began to be bothered by adry cough.

Charecterize the chief complaint B seventradtional dimersions:

1. location Dappliesto any symptom that may be redricted to one locaton, particularly pain (e.g.,
wouldnOapply to acough)

quality Banadective that describesthe symptom Bagain, usually pain: stabbing, sharp, dull,
throbbing, continuous, vague, pressure, etc.

severity

timing Bduration, pattern

setting or context Dwhat the patient wasdoing whenthe symptom started

modifying factors (aggravating/relieving factors)

associated symptoms

N

Nookow

HPI: E Mr. Ng describes the cough as dry and hacking. It has become progressively
worse over the past two weeks, to the point where he has been unable to seep for
more than afew minutes at a stretch for the past three nights. It is for the most part
nonproductive, but on two occasions he noticed bright red blood on his Kleenex.
The cough isworse at night, especialy when heislying down. He has had coughing
in the past with colds, but this cough is more severe and persistent, and an over-the-
counter Gzold remedyOdid not alleviate his symptoms. Around the same time that
the cough began, Mr. Ng a so noticed that he was fedling intermittently feverish,
though he has not taken his temperature. He also thinks he may be losing weight,
because he has had to tighten his belt an extranotch.

Determine whatimpactthe presert illness hashad on the patientOdasline level of functioning: Every
patiert, whether CEO or nursing home patiert, hasa baseline level of functioning. The chief complaint
usually impacts that level of functioning. It givesa measure of the severity of illness.

Give the OrtinentOreview of systems Determine which organ systemthe chief complaint belongs to,
thenask for every symptom on the ROS list for that organsystem. Additionally, you may ak quegions
relating to the most likely (or most dangerous) diagnosessuggegedby the chief complaint. (Same of this
will have comeout in the Gassociated symptomsOalove.)
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Past Medical History

Gereral List hereary illnessthatis not coveredunder one of the specific headngs below. Give brief
defails asto length of timeillness hasbeenpresernt and any importart treamert or teging. It maybe
helpful to include pertinent negativesin the pas medcal history.

PMH:

General:

- Diabetes mellitus Type |1, dx@ age 55, controlled on oral medications, no end-organ damage
- Hyperchol esterolemia, controlled on medications, S/p negative exercise stress test age 59

- GravesCdisease, s/p ablation age 49, TSH normal three months ago

- No history of tuberculosis

Sugeries Give datesand hospitals

Hospitalizations

Obstetrical Gynecdogic: Gravida/para, complicaions, onset of meropause, lag PAP smearand reault

Psychiatric
Injuries
Transfusions

Immunizatons

Medications & Drug Allergies

Include information from the patiert and, if possible, from the medcation bottlesthemslves Be sureto
include alternative therapes nutritional supplemers and over-the-counter drugs. It is most helpful to
give medcations asalist ratherthana paragaph.

If the patient hasadrug allergy or adverse reacton, describe the reaction, because this will determine
whether the drug canbe administeredagain. Documertation in the chart camot be assumedto be
inclusive, so always axk the patiert.

Family History

List major illnessesin first-degreerelatives(parerts, siblings, children). Make sure to specifically
mertion diabetes heat disea®, ard carcers You may put the family history into a genogram format, or
list eachrelative by hisor her relationship to the patiert:

FH: M age 62 with diabetes, hypertension; F died age 30 of head trauma; 2 siblings aive
and well; no history of cancer or Ml
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Social History

A patientOsocial situation canhave more bearing on his or her heath thanmost medcal intervertions. It
isoftenincorrecty reducedto marital status and substance use. The social history should include the
following:

Fanily situation: ONho do you live with?Gis a better quedion than QAre you married?O
How the patiertOsimeis spert: Work (type), disahility, retired homemaking, etc.

Stress and support

Alcohol: Inquire about the amount per day and per week. The amount admittedto may be less thanthe
actial amount, but do not auomatcally assumethis. Helpful quedions areQVhatwould be arealy heawy
day of drinking for you?Cor QWhatOghe most you candrink in one sitting?O

CAGE interview: aset of four quedions usedto screenfor eviderce of
alcoholism. If the answer to any of these quedionsisyes further guegioning to
elicit ahistory of alcoholismis necessary. (Note that answering one quesion
with OyesOdoesnot provealcoholism.) CAGE is anacronym for key words
found in the four quedions:

C - Hawveyou everfelt you neecedto cut down on your drinking?
A - Do you ever getamoyed when someae aks you to cut down?
G - Do you ever feel guilty about drinking too much?

E - Do you ever needan Geye-opererOin the morning?

Tobacco: By convertion the number of packs smoked perday is multipliedby the number of yearsa
patient hasbeensmoking. For example, for apatient who is 38 yearsold and hassmoked 2 packs per day
sinceage 18: Ortobaccq 40 packyears currently 2 ppd.Olf apatient hasquit, note when

Reaeaional (illicit, OsreetO)drugs and history of 1V drug use: Should be asked of all patierts, even 70-
yearold grandmathers Paterts may be more likely to report use if you do not stress theillicit apectof
drug use. Try to avoid taking noteswhile discussing this and other sensitive topics, you canwrite the
informaion down later. Be very specific: O\ny cocaine, herain, amphetamines? Have you ever injecied
drugs, even once?OY ou may needto explain how drug use might be related to a patiertOgroblem before
he or she will tell you about it. It is extremely rare for a patiert to be offended by thisline of quegioning.

Sewial history

Review of Systems

The review of systems must be included on every student write-up. The ROS is from the patiertOs
perspective it isaquick rundown of any problemsor symptomsthe patiert has orgarizedby organ
systemfor clarity. It should not include anything that you discover for yourself in the physical exam or
ted reailts. The ROS informaion will probably overlap with the HPI and/or the PMH, and you may
uncover things that you needto add to the PMH. If you have alread/ exhaustively listedthe ROS for the
organsystemrelating to the chief complaint in the HPI, you may say Oge HPICN but donObveruse this.

Note that while the ROSis writtendown in medcal terminology, the quegions acually akedof the
patients should be in layperoonOgerms. The systemscoveredgeneraly include (not anexhaustive list):

General: weight loss or gain; appetite; fever, chills, sweats; fatigue; exercise tolerarce
Skin: rashes itching, bruising
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Head: headactes

Eyes: blurry vision, double vision, scotomata, visual fi eld defects, icterus, drainage

Ears: alnormal heaing, ear pain, discharge, tinnitus, vertigo

Nose: discharge, bleedng, obstruction, sersation of abnormal odors

Throat: sore throat, change in voice or hoarseness, mouth pain, dertal problems

Breasts: masses discharge from the nipples pain

Cardiovascular: ched pain or pressure, orthopnea,paroxysmal nocturnal dyspnea,peripheral edema,
palpitations, claudicaion

Respiratory: dyspnea,cough, hemoptysis, wheezing

Gastrointestinal: appetite, dysphaga, odynophaga, nausea,vomiting, hemaemess, diarrhea,
hemabchezia, melerg, constipation, change in stool color or bowel hahits, abdominal pain, jaundice
Genitourinary: discharge,ledons, dysuria, hematria, urgercy, hestation, diffi culty starting stream,
leakage, erectile dysfunction

Gynecologic: date of lag merstrual period, dysmerorrhea,merorrhaga, metorrhaga

Endocrine: polyphaga, polydipsia, polyuria; goiter; tremas

Allergy/immunology: urticaria, hay fever, athma, eczema sersitivitiesto foods, pollens, dander
Musculoskeletal: pain, swelling, stiffness, limitations of range of motion of joints

Neurologic: fainting, seizures paralysis, weakness, atrophy, spadicity, tremor, involuntary movemerts,
gait, incoordination, change in sersation, bowel or bladderincontinence

Psychiatric: predominant mood, arxiety, phobias sleep pattern, memory, judgmert, delusions,
hallucinations

Physical Exam
If the exam wasdeficiert in somereect state why (e g., patiertOdevel of consciousness, room noise)
GereralInspection: Try to give a picture of the patiert; eg., level of distress, level of consciousness,

apparent state of heath, build, level of nourishmert, mobility, posture, dress, grooming, hygiene, unusual
odors of body or breath

Vital signs. Blood pressure, pulse, reiratory rate, temperatre, height, weight, orthostaticsif
aporopriate

Skin: Pallor, cyanosis, temperaure, rashes efc.

HEENT:
Head Shape, injuries
Ears. Carals, tympanic memlrares
Eyes Size, shape, symmety; reaction to light and accommadation (note: donOput down (PERRLAO
if you really mean CPERRLQ; extraccular movemerts; fundi
Nose: Mucosa, discharge
ThroatOP: Mucosa; tongue; palate; gums, dertition

Neck: Supplefigid; jugular venous pressure & caraid pulsegbruits (or deferuntil cardacexam);
trachea;thyroid; lymphadenopathy

Breads: [Not donein M2 PDx]
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Lungs: Work of breathing; accesory muscle use; transmitted voice sounds (tactile fremitus); percussion;
awscultation

Back Spine (tenderness, deformities); costovertebral angle tenderness

Cardovagular. Jugular vernous pressure; carotid pulsegbruits; PMI; auscultation of heart peripheral
pulsegdbruits, edema

Abdomen Scaphoid/fl at’obes/bulging; bowel sounds; bruits; tenderness; masses hernias orgaromecaly
(note order: inspection, auscultation, light thendeep palpation, then percussion)

Genital: [Not donein M2 PDx]
Pelic: [Not donein M2 PDx]
Recal: [Not donein M2 PDx]

Musculoskeletal: Edema, joints, range of mation, pulses

Neuologic:
Mental status

Crarial nerves

Motor (strength: 0-nothing; 1-muscle twitch; 2-with gravity; 3-against gravity; 4-against some
resstance; 5-full; describe exacly which muscle groups wereteged)

Cerebellar

Sersory (describe locaion & type of sensation tesed)

Reflexes(0-nothing; 1-diminished; 2-normal; 3-brisk; 4-spreadclonus; state exactly whichreflexes
were teded)

Studies/Tests

Again, the formal write-up should include only data availale atthe time of admission (usually the reaults
from the ER), not reaults that may come back betweenthe time of admission and whenyou write up the
note. For instance, culture reaults will gererally not be availalle at the time of admission, unlessthey
were done asanoutpatiert or at anoutside hospital. This secion mayinclude blood ted reaults, urinalysis
(dip and microscopy), X-rays, ECG, ard others

Summary Statement

The summary statemert is one or two serntencessumming up the important agects of the history, physical
exam, and data findings. Y ou maygive your most likely diagnosis in the summary statemert, or resrveit
for the first statement of your assessment and plan

Summary: In summary, Ms. Sisa60 year old woman with apast medical history
notable only for hypercholesterolemia but with a strong family history of cardiac
disease who presents with 10/10 substernal chest pain associated with palpitations
and shortness of breath, elevated cardiac enzymes, and an ECG showing ST
elevationsin theinferior leads.
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Problem List

This should include:

* The problemthat brought the patiert to medcal attertion

*  Ongoing medcal problems

* New problemsuncoveredin the physical examor ted reallts
» Paertial problemswith the patiertOvertual discharge

You will oftenseethe Prablem List foldedinto the Impression & Plan, but for your write-ups, you should
keepthem separate.

Impression & Plan

In this section, you reiterae the list of problems, but here you give your diff erertial diagnosis for the
main problem (and for any new problemsthat are of unclearetiology). Make a statemert like: Ohis
presentation is most consistert withE Oand give your number one diagnosis. Highlight the agects of the
history, exam, and ted reaults that support your diagnosis.

Next you might say, QAlternatively, the presentation could be explainedbyEOQ  What follows is the
differential diagnosis. Mertion the most likely alternative diagnosesand why they arenot the mast

likely. Indicate your level of ceriinty thatthe first diagnosis is superior to the alternative diagnosesby
saying someting like OX is unlikelyOor Oltisimpossible to distinguish betweenX and Y asetiologiesfor
this presertation based upon the available informaiton.OAfter you have givenyour differertial for a
problem, write down your proposedplanfor diagnosis and/or therayy.

Not every problem on the problem list requiresa differertial, but you should mertion all of them and give
aplanfor eachone.

5. Hypertension: Well-controlled on current medications, no evidence of end-organ
damage.
Plan: Continue hydrochlorothiazide 25mg qd

As a second-year studert, you arenot expectedto necesarily have the OrghtOdiagnosis and plan, but you
should have areasonable one (and you should be able to give the impression that you have a basc
underganding of what youQe talking about!).

AnnaHeadly, MD, MFA, January 2003

Adapted from: Introduction to Clinical Medicine syllabus, Janet M. Hines, MD, University of Pennsylvania School of Medicine
Portions drawn from:

Bates, B. Physical Examination and History Taking, 7th ed.

Coulehan J, Block M. The Medical Interview: A Primer for Students of the Art.

Kraytman M. The Complete Patient History, 2nd ed.
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