​Case study 1: Part One 

Background and Visit 1

Background: 

Field Family: Mother: Kayla age 25, Father: Mike age 27, Daughter: Jo age 5, Son: Riley age 18 months. Maternal Grandmother: Mary age 48, Paternal Grandfather: Tom age 52. 

Setting: Rural U.S.

Office: Rural, NP owned, Family Practice Clinic

PART 1: Today is a busy day in your rural family practice clinic. You are reviewing the chart of your next appointment and realize that there is very little information and that you are scheduled to do well-child exams on a male age 18 months and female age 5 years, who appear from last names to be siblings. Your office schedules 20 minutes each for well-child exams. Upon entering the room, you note a Caucasian woman who appears in her early 30s who sits focused on paperwork, a male toddler climbing on the exam table to reach up and take the otoscope off of the wall, while a preschool-aged appearing female is sitting at your computer pretending to type on the keyboard.  

As you introduce yourself, the mother stands abruptly and grabs the toddler off of the exam table, smacking his hand and causing him to cry, while simultaneously yelling “I told you to stop it!” She states, “I am so sorry. They usually behave. I am Kayla Field, and this is Riley and Jo.” You then inquire as to the reason for their visit, as you always do. The mother reports they recently moved to the area to live with her parents due to a recent separation from her husband, and she is there to have a physical exam before they lose her husband’s health insurance benefits. She reports that the children are currently healthy and have a regular pediatrician back at home.  

HPI:

The mother denies any recent illnesses in either child and reports they are here for their check-up. She does report that since moving in with her parents recently, it has been difficult to get the children to go to bed at night and stay in bed and expresses extreme frustration with this. She reports that they are eating three meals per day and two snacks, one at bedtime and one in the afternoon between lunch and dinner. They do brush their teeth twice a day, ride in car seats in the car, and play vigorously both indoors and outdoors at home. She also verbalizes extreme concern of their impending loss of health insurance. 

PMH:

Jo: Full-term gestation, born cesarean section, weight. 7lb 4 oz. There were no complications in pregnancy, but the mother did smoke 1 PPD throughout pregnancy. There were no hospitalizations—NKDA. The daily medication was chewable children’s multivitamin with iron. 

Riley: Born at 34 weeks gestation via cesarean section, weight. 5lb 1 oz. The mother developed preeclampsia and gestational diabetes. The mother quit smoking when she found out she was pregnant. Riley has allergies per mother and sometimes takes Cetrizine syrup half a teaspoon once daily, PRN congestion, and a children’s chewable multivitamin daily.  

Immunizations: The mother has no immunization records with her on either child. She reports some immunizations given, but cannot remember last date.  

Social History: Both children currently live with their mother and maternal grandparents for the last 8 weeks. Their father is involved but lives 2 hours away in the state capital where he works. Jo will be starting kindergarten this fall in the community’s elementary school. 

Family History: They are maternal and paternal smokers. The mother has been one since age 16 at 1PPD until 18 months ago. The father continues to smoke. There were no diseases reported in either parent. Mother has a history with gestational diabetes and preeclampsia.  MGM has a history of hyperlipidemia, Type 2 DM, and Hypertension. They are Latin American in descent, emigrated from Cuba in the 1970s. MGF has a history of hypertension, hyperlipidemia, and an MI with stenting 2 years ago.  The mother has two siblings; one who died in an MVA 5 years ago at the age of 18 a younger brother, and an older sister who is 32 and lives in a large urban city in the Midwest with her family, and she is in good health. Other family members died of old age. She is unaware of paternal familial health history.

Discussion Questions Part One:

•What would you like to focus on during your visit today?

•Would a family assessment tool be appropriate? If not, why not, if so, which one and why?

•What other historical information would you like to have at this visit? Why? 

•What is your differential diagnosis list for this visit thus far with rational?

What order will you do your assessment in?

General Appraisal 

Length/Height

Weight

Head Circumference (LOC)

Body Mass Index

Growth charts 

Skin 

Hair 

Texture

Distribution

Color

Cleanliness

Head 

Skull

Sutures

Fontanels

At what age does the posterior fontanel close?

The anterior fontanel? 

Eyes 

Ears 

External Ear

Hearing

Internal Ear

Symmetry- ear level

Nose 

Mouth 

What abnormalities may you find in your assessment? 

Neck 

What are you palpating for in the neck? 

Chest- Inspection 

Chest- Auscultation 

Respiratory Assessment 

Breasts 

Nipples 

Areola

Enlargements

Auscultation of the Heart 

Auscultation of the Heart 

Rate - apical

Rhythm

Heart sounds 

Pulses 

Blood Pressure- What variables can affect a pediatric patient’s blood pressure? 

Blood Pressure Measurement 

 Correct cuff size depends on arm size. Practically speaking,


correct cuff size equals largest cuff that will fit on the 
upper 


arm with room below for the stethoscope head.

 BP should be measured in the right arm of a relaxed,


seated child (under 2 ankle works well) 

BP measurement by auscultation is the Gold Standard.

BP by automated device correlates reasonably well


with auscultation, with practical advantages of rapid


measurement remote from child and elimination of


reader error.

If BP is high by automated device, repeat by auscultation.

Always know norms for age before charting 

Abdomen 

How would you describe to this 4 year old girl that you will be assessing her abdomen? 

Abdomen Assessment
 (in this order) 

Genitalia 

What can we do to prepare a child for assessment of the genitalia?

A toddler?

A school age child?

An adolescent? 

Puberty and Sexual Maturation 

Tanner Stages 

Breast development

Onset of puberty

Pubic hair distribution

Genital development 

Musculoskeletal 

Assessment 

Muscle strength

Posture

Upper extremities

Lower extremities 

Milestones 

Is your patient meeting their milestones for musculoskeletal development? 

Normal Posture and Spinal Alignment 

What varies at different ages? 

Neurological Assessment 

Cognitive function

Behavior

Communication

Memory

Level of consciousness

Neurological Assessment 

Cerebellar Function

Balance

Coordination

Gait

Cranial nerves

Sensory

Tactile

Pain

Primitive reflexes

Deep tendon reflexes

Questions? 
The American Academy of Pediatrics (AAP) developed a set of comprehensive health guidelines for well-child care, called Bright Futures, for pediatricians to follow. Each well-child visit has an age-appropriate pre-visit questionnaire that focuses on developmental milestones, nutrition, safety, your child and family's emotional well-being, and recommendations from the AAP. 
