SVCMC PA PROGRAM

HEALTH HISTORY and PHYSICAL DIAGNOSIS II

PAC 10 SYLLABUS

Credits: 1.5 credits




Semester: Spring 2007

Course Coordinator: Danielle Kruger, RPA-C

Course Instructor: D. Kruger, RPA-C, C. Zammit, RPA-C

COURSE DESCRIPTION

The student will build on the knowledge and skills developed in HHPD I regarding the medical interview and physical examination, and refine their skills to perform more problem-based, focused examinations. Emphasis will be placed on developing differential diagnoses, assessing the patient through laboratory and imaging studies and developing a therapeutic plan and healthcare maintenance. Problem-based learning will be utilized in case-based group presentations to the class, where students will begin to order, interpret diagnostic modalities and render treatment options to patients. Students will also demonstrate acquisition of these skills during three supervised hospital visits.
COURSE GOALS:

Upon completion of this course the first-year Physician Assistant student will be able to:

1. Utilize interviewing skills to effectively elicit historical data in a manner reflective of mutual respect, consideration and cultural sensitivity.
2. Describe pertinent questions and historical data components that are relevant to a patient’s symptoms.
3. Accurately perform a focused physical examination relevant to a patient’s symptoms.
4. Effectively record and communicate data relevant to patient assessment.
5. Evaluate case-related data to generate realistic, logical differential diagnoses.
6. Order and interpret diagnostic laboratory and imaging studies to assess differential diagnoses.
7. Develop cost-effective, thorough therapeutic plans that include pharmacological and non-pharmacological treatment, surgical and medical procedures, patient instructions and education.
8. Utilize and integrate basic medical and clinical science in interactive clinical problems, which simulate the diagnosis and treatment of patients.

COURSE OUTLINE

1. The Focused Interview

2. The SOAP and Progress Note

3. The Focused Physical Examination & Special Maneuvers

4. The Differential Diagnosis

5. The Assessment and Plan

6. The Admission Orders and Procedure Notes

7. Case Studies—Problem-based Learning Presentations

8. Hospital visits

9. Focused Clinical Skills Examination

INSTRUCTIONAL OBJECTIVES

THE FOCUSED INTERVIEW, SOAP and PROGRESS NOTE

The first-year Physician Assistant student will be able to:

1. Distinguish between complete health history and physicals and a more focused review of systems and physical examination that is characteristic of a SOAP note.

2. Outline the components of the SOAP note including the:

a. Subjective data and review of systems

b. Objective and focused physical examination

c. Assessment and Plan

3. Identify acute and or life-threatening conditions, followed by less life threatening conditions according to the differential diagnoses.

4. Order and interpret diagnostic and interventional modalities to aid in patient management.

5. Review chronic conditions of the patient to assure adequate control and treatment.

6. Provide patient education regarding continuation or change in chronic medical treatments and routine healthcare maintenance.

7. Describe the utility of the progress note and it’s components.

THE FOCUSED PHYSICAL EXAMINATION & sPECIAL MANEUVERS

The first-year Physician Assistant student will be able to:

1. Perform a focused examination and special diagnostic maneuvers for each of the following body systems to include:

a. HEENT: prominent eyes, nasolacrimal duct obstruction, and eyelid eversion for foreign bodies

b. Lungs: fractured rib assessment, egophony, bronchophony and whispered pectoriloquoy

c. Cardiac: augmentation of heart sounds, Valsalva maneuver, pulsus alterans, and paradoxical pulse

d. Abdominal: ascites, signs of appendicitis, cholecystitis, hernias and peritonitis

e. Peripheral vascular: Allen test, postural color changes, venous valve competency

2. Perform a focused musculoskeletal examination and special maneuvers that will enable further assessment of traumatic, inflammatory conditions of the skeletal system including:

a. Shoulder
i. Drop arm test – R/O rotator cuff tear

ii. Shoulder apprehension test – R/O anterior shoulder dislocation

iii. Yergason test – R/O bicipital tendon displacement or laxity

iv. Impingement sign – R/O impingement syndrome

b. Wrist & hand
i. Finkelstein’s test – R/O DeQuervain’s tenosynovitis

ii. Snuff-box sign – R/O navicular fracture

c. Knee
i. Lachmann’s test – R/O ACL tear

ii. Varus and valgus stress – R/O LCL and MCL tear

iii. Anterior drawer sign – R/O ACL tear

iv. Posterior drawer sign – R/O PCL tear

v. McMurray’s sign – R/O medial meniscus tear

vi. Apley’s compression test - R/O meniscus tear
vii. Apley’s distraction test – R/O collateral ligament tear

viii. Bulge or balloon sign – R/O joint effusion

d. Leg & foot
i. Anterior and posterior drawer test – R/O talar dislocation
ii. Thompson test – R/O Achilles tendon rupture
3. Demonstrate special exams to assess for Osgood Schlatter’s syndrome, Baker’s cyst

4. Demonstrate special exams (Phalen and Tinel’s sign) to assess Carpal tunnel syndrome

The differential diagnosis

The first-year Physician Assistant student will be able to:

1. Formulate a list of differential diagnoses based on the chief complaint, history and physical exam.

2. Describe the different biological systems that may explain the subjective and objective data.
3. Develop assessment and treatment plans that will validate (rule in) or invalidate (rule out) the differential diagnoses (hypotheses).
4. Demonstrate the process to derive a differential diagnosis to include:

a. The chief compliant and its role in deriving at a differential diagnosis by cross referring systems above and below the presenting system—explain these differences through the physiological and pathophysiologic processes

b. Focusing on the health history and physical examination and the components that will yield the greatest amount of information that will validate the differential diagnosis

THE ASSESSMENT AND PLAN

The first-year Physician Assistant student will be able to:

1. Use information obtained from the patient interview and physical examination to formulate a logical patient assessment which will include:

a. Most likely diagnosis based upon subjective and objective information elicited

b. Differential diagnoses that must be validated or invalidated, and should include life-threatening conditions as well as less critical conditions

c. The assessment and maintenance of chronic conditions

2. Create a therapeutic plan which will include:

a. Problem list

b. Diagnostic measures to validate or invalidate most differentials

c. Interventional and palliative measures

d. Assessment of chronic conditions, and continuation of chronic medications

e. Patient education and healthcare maintenance

Admission Orders and procedural notes

The first-year Physician Assistant student will be able to:

1. Demonstrate the ability to write admission orders to include the following components:

a. Admission to a particular area or MD: “Admit under the care of…”

b. Diagnosis, including presumptive diagnosis and appropriate differentials

c. Condition, state stability or instability of condition 

d. Allergies to medications, food, environment

e. Frequency of vital signs according to severity of condition (q4h, q8h)

f. Activity level—as tolerated and according to condition, assistance needed, etc

g. Nursing—weighting patient, in and outs, incentive spirometry, glucose measuring, wound dressing, drainage or catheter care

h. Diet—regular, ADA, salt/fluid restrictions

i. IV orders—specific IV solutions and rate

j. Medications—including acute treatment, chemotherapy, antibiotic therapy, chronic medications, palliative medications

k. Non-pharmacological treatments—PT/OT, pulmonary rehabilitation

l. Labs—admission labs according to condition and diagnosis/differential 

m. Radiological studies including x-rays, ultrasound, CT/MRI, nuclear medicine

n. Special orders including special preparation for procedures, operating room, special equipment, infectious precautions

o. Printed name and signature of practitioner, date and time

2. Demonstrate ability to write clear and logically thought out admission orders

3. Describe the usefulness of the procedural note as it relates to:

a. Legal aspects of documenting actual procedure performed and technique

b. Documenting patient outcome to invasive procedures

c. Following up with any complications that may arise from invasive procedures

d. Documenting steps taken to address post procedural events

e. Utilizing the SOAP format when appropriate 

Case Studies, PROBLEM-BASED LEARNING PRESENTATIONS

The student will complete five-group case study presentations that will emphasize the student’s ability to compile a logical list of differential diagnoses based on subjective and objective data that will either validate or invalidate their hypotheses. These presentations will be based on a case history with subjective and objective data distributed to the students. The student is permitted to fill in subjective and objective data if doing so allows for logical conclusions regarding a differential diagnosis. This will also enable students to “visualize” what a patient might look like who presents with a certain set of symptoms and signs. In general, the cases will cover diseases in: 1) Neurology, 2) Cardiology, 3) Obstetrics and Pediatrics, 4) Orthopedics and Rheumatology and 5) Emergency Medicine. These cases may also include problems from any medicine or surgery topic covered previously, and cases may include slides, and components of diagnostic imaging or laboratory medicine for student interpretation.

Students will work in groups to evaluate the patient and develop an assessment including three differential diagnoses and a treatment plan for each. The groups will complete a Powerpoint presentation, which will be performed in front of the class, and ONE hard copy presented to the faculty for grading. In addition, ONE typed History and Physical examination will be handed in for grading. Familiarity with the case is essential to receive full credit for the presentation. Three or more faculty members will be present to ask questions to evaluate the student’s knowledge of the patient and their case. Furthermore, audience participation is expected. Involve the audience by asking questions and testing their knowledge during your presentation. The H&P, and Powerpoint presentation will include the following components:

· Complete history and physical exam – as course progresses, students may be asked to document a focused history and physical to evaluate competency

· Problem list and assessment (including acute conditions, differential diagnoses, new findings on the physical examination), followed by chronic conditions

· Investigational interventions – appropriate lab and diagnostic imaging tests

· Medical plan (therapeutic, supportive)

· Health maintenance plan and patient education

In addition, the Powerpoint presentation will include the following components for EACH of the THREE differentials for the case: epidemiology, etiology, risk factors, pathophysiology, clinical manifestations, diagnosis, treatment, complications, and prognosis. 

The presentation will end with 10 multiple choice board questions that relate to the case or differentials, including at least three patient vignettes. The audience will answer them, and then the presenting group will explain the answer. A sample of a grading sheet will be distributed.

Format of the case-presentations may be changed at the instructor’s discretion.

Hospital visits

The first-year Physician Assistant student will be able to:

1. Utilize interviewing skills to obtain a focused history and the essentials of every patient encounter when evaluating a patient during an episodic visit.

2. Include the social history as an integral part of the history, and demonstrating how the social history:

a. Can impact on health outcomes

b. Can be utilized to identify risk factors of diseases

3. Utilize verbal and nonverbal communication techniques while obtaining the medical history and realize how both types of communication skills are important in obtaining an accurate history.

4. Develop sensitivity to the unspoken words, gestures and ill-defined symptoms, which may indicate psychosocial components and/or causes of the patient's complaints.

5. Explain why patients must be allowed to express their perception of the problem and their concerns.

6. Utilize knowledge of anatomy and physiology to make examination steps meaningful and to identify physical landmarks on diagrams and the human body.

7. Utilize special examinations and proper, sequential techniques for clinical problems.

8. Describe the special physical examination skills used in evaluating each organ system and explain when they are indicated.

9. Identify normal and abnormal physical examination findings.

10. Demonstrate a focused physical exam for typical patient problems encountered in the clinical setting.
11. Complete three hospital visits this semester, inclusive of writing a full history and physical examination to include an assessment, differential diagnosis and plan.
12. Make use of anatomical and medical terminology in writing the history and physical examination.

13. Accurately record the subjective and objective findings, assessment and differential diagnoses, and a plan, which includes diagnostic tests, pharmacological and non-pharmacological intervention, patient education and disposition.

FOCUSED CLINICAL SKILLS EXAMINATION: The student will perform a clinical skills examination at the conclusion of the course, which consists of TWO patient cases. For each case, the student will have a specified amount of time to elicit a pertinent patient history, where they will verbally ask the appropriate questions to the preceptor. They will then perform an appropriate focused physical examination, relevant to the chief complaint. The student will also identify five most likely differential diagnoses for each case. 

REQUIRED READING: Students are expected to take the initiative to read any or all sections of the required texts to enhance their understanding of the subject matter.
Bickley, L. Bates’ Guide to Physical Examination and History Taking. 9th edition. LWW, 2006.

TEACHING METHODOLOGY

The instructional methods for teaching HHPD II, and all of its components include lectures and handouts, slide presentations, group discussions, pictures and audiovisual aids, physical examination laboratory sessions and demonstrations, student presentations, hospital visits as well as assigned readings.

EVALUATION CRITERIA:

The course grade for this section will be based on:

1. One clinical skills practical examination comprising 20% of the final grade
2. The written assignment from each hospital visit (total of three) will represent 30% of the final grade
3. Five case-based presentations will represent 50% of the final grade
For information regarding grades, attendance, testing procedure and policy, make-up examinations and remediation please see the student handbook.

In order to pass the course, a grade of 80% or better must be obtained on the clinical skills test. If a student obtains less than 80% they will be given further opportunity to meet this competency as determined by the course instructors or the Academic Standings and Promotions Committee.  
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