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Health History
On February 3, 2007, I interviewed a sixty-three year old white female who was born in Cumberland County. I choose her because I am interested about learning more about my family’s health history and more about her illness/disease. She is a house-wife, who is happily married to her husband and does not have a religious affiliation.

Source of History

Patient herself, who seems reliable.
Chief Concern/Reason for Seeking Care

“I think I might have Diabetes.”

History of Present Illness

Patient found out that she had diabetes in February of 1996. Patient was at home, and experienced frequent urination, blurry vision, malaise, tired easily, and dry mouth. Nothing relieved these symptoms or aggrivated them. She treats her disease through regulating her diet and having blood tests. Patient still has the symptoms of diabetes described above, but not as severe. Her blood sugars are running 150-165, and she does not check them regularly, just every now and then.
Past History

General state of health

Patient considers herself healthy, besides the diabetes. Patient’s definition of health is to be free of diseases and ilness that interferes with her daily life.
Childhood illnesses

 
Patient had measles (at age 8), had mumps (when a child, not sure of age), chicken pox ( as a child,that covered her entire body), and frequently had strep throats. Patient did not have rubella, pertussis, rheumatic fever, scarlet fever, or poliomyelitis.
Adult Illnesses

Patient has had pneumonia, bronchitis, strep throat, shingles, pancreatitis, and high cholesterol.

Psychiatric/Mental Health Issues

Patient has had a nervous break-down/depression.

Accidents or Injuries

Patient fell and sprained her arm at age 11, fifteen years ago her husband dropped a piece of plywood on her foot (foot still tender, but she is able to use it).

Previous surgeries

Patient had an appendix operation at age 11, in which surgeons found and removed a tumor on her small intestine. At age 34 patient had a hysterectomy. Patient had a cyst removed from her tailbone 30 years ago (cyst was located on  her crack). Forty years ago patient had exploritory surgery where adhesions were found (patient had pain and thought it was her gallbladder). Patient had a tonsillectomy 27 years ago and the cartilage in her knee repaired 29 years ago. Patient covered well from these surgeries and does not have any complications from them, except occasional adhesions (patient has not had adhesions since her last surgery).

Previous hospitalizations

Patient was hospitalized with every surgery and stayed in hospital to recover. Patient was hospitalized with both of her pregnancies (long enough to give birth and recover), when she had pancreatitis, and various times throughout her life for tests.

Obstetric History

Patient is a Gravida 2, Term 2, Preterm 0, Ab 0, and Living 2.

Current Health Status

Current Medications, Herbals and Supplements

Patient takes the following medications: Atacand 16 mg q.d. for hypertension, Metoclopramide (Reglan) 5 mg t.i.d. for her diabetes and help her take long breaths, Tricor 145 mg q.d. for cholesterol, Oscal one tablet daily for calcium, Vitamin E 400 IU q.d. to keep cyst out of her breast, and Centrum q.d. for antioxidants.

Medication Allergies

Patient is allergic to Aspirin, Sulfa, Naprosyn, Erthamycin, Daypro, Ultram, Keflex, Penicillin, Doxy, Actos, Prandlin, and Tenenol. Patient states that these medications make her break-out in hives.

Relevant Immunization History

Patient has had immunizations for Polio (when a child), Diptheria (when a child), has had smallpox, Tetanus (when a child), had pneumonia in 1996, TB skin test (when a child), and Flu shot in 2006. She had not had immunizations for measles, mumps, rubella, pertussis, hepatitis B, and hameophilus influenzae type B.

Use of screening tests

Patent has a mamogram yearly, Pap test when the doctor sees fit, and blood tests every 3 months (checks platelets, glucose, cholesterol, and triglycerides). 

Use of safety measures

Patient uses her seatbelt every time she is in the car. Patient does not use a walker, cane, or sunscreen.

Exercise and leisure activities

Patient enjoys playing guitar with her husband, solitare, but does not get any regular exercise.

Sleep Patterns

Patient goes to bed around the same time every night and sleeps all night, except for generally two trips to the bathroom during the night. Patient gets around eight hours of sleep each night.

Use of tobacco, alcohol and other substances

Patient does not use alcohol or other substances,but she has smoked for 45 years and smokes less than a pack of cigarettes a day.

Family History

Patient’s paternal/maternal grandpa’s had heart disease, as well as her dad, mom, two sisters, and three brothers. Her mom, two sisters, and two brothers all had Type II diabetes. One of her sisters had asthma and four of her sisters had bronchitis. Patient’s mom, dad, two sisters, three brothers all have hypertension. Her brother and one sister were diagnosed at a young age (30’s) and her mom, dad, and other sisters/brother were older (patient can’t recall ages at diagnosis) at the age of diagnosis. Her grandma had a stroke and cancer effected one sister and one brother. Both her brother and sister were in their 40’s when they were diagnosed with cancer. Patient does not have a family history of kidney disease, anemia, mental illness, seizure disorder, or tuberculosis. Patient’s dad, one brother and one sister had arthritis. One sister of the patient had headaches. Patient’s two brothers, dad, and three sisters had addictions to tobacco (smoking). Patient’s paternal grandfather died of a heart attack, while her paternal grandmother died of natural causes. Patient’s maternal grandfather died of a heart attack and her maternal grandmother died of a stroke. Patient’s father and mother both died of a heart attack. One of the patient’s brothers and one sister both died of a heart attack, while all of her other brothers/sisters are still living.
Family Genogram
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Psychosocial History

Home situation and significant others

Patient lives in a one story ranch style house, in town, with her 66 year old husband of 48 years.
Daily life over 24 hour period

Patient wakes-up at 6 a.m., eats breakfast, makes bed, does dishes, brushes teeth, washes face, gets dressed, sweeps floor, eats luch, fixes suppers, takes a bath, watches television, then goes to bed.

Important life experiences

Patient considers her important life experiences to be getting married and having children.

Religigious beliefs

Patient used to attend church as a child, but has not attended services since she has had children.

Outlook on the present and future

Patient’s views aging as depressing because her health is starting to fail a little and it causes her to think about things. She does not have an outlook on the present.

Self-concept

Patient dropped out freshmen year of highschool and has held an outside job on occasion. Her temporary jobs include: being a receptionist at a doctor’s office, working in a shoe/garment factory, and being a waitress at a restaurant.

Review of Systems

General Overall Health Status
Patient has had a weight gain of 10 lbs. over the last year, due to her diet. Patient does experience periods of tiredness and night sweats, which started after her hysterectomy and she still has on occasion. Patient is not experiencing fever or chills.
Skin
Patient does not have a history of eczema, psoriasis, hives, pigment change, change in a mole, pruritus, excessive bruising, a rash, or a lesion, but currently is experiencing dryness, due to the weather.

Hair

Patient has not experienced a change in the texture of her hair or recent loss of hair. Patient has not experienced a change in the shape, color, or brittleness. Patient baths daily with body wash and shampoos her hair every other day.

Head
Patient does not experience any dizziness, vertigo, or had a head injury, but she does experience migrane headaches every 2-3 weeks that she treats with Tylenol. The headache is a constant throb when she lays down on her pillow.

Eyes
Patient has experienced blurry vision, which has been diagnosed as being a cataract, in October of 2006 and is going to be removed in the near future. Patient has not experienced eye pain, diplopia, redness, swelling, dishcharge, or glaucoma. Patient wears glasses and her last vision/glaucoma test was in October of 2006. She is coping well with her blurred vision and it does not affect her ADL’s.

Ears
Patient does not have any of the follwing: earaches, infections, discharege, tinnitus, or vertigo. Pagtient does not wear hearing aids, experienced hearing loss, and is not exposed to any great amount of environment noise. Patient cleans her ears with a bobbypin.

Nose and Sinuses
Patient does not have any of the following; discharge, unusualy frequent of severe colds, sinus pain, nasal obstruction, nosebleeds, allergies or hay fever, or change in sense of smell.

Mouth and Throat
Patient has had a tonsiletomy, has top dentures (got them over 30 years ago), and brushes/flosses her teeth twice daily. Patient does not have mouth pain, frequent sore throat, bleeding gums, toothaches, lesion in mouth or tongue, dysphagia, hoarsness or voice change, or altered taste.
Neck
Patient experiences occasional pain on the left-side of her neck that lasts for five minutes. Patient rates the pain at a 8 out of 10 during the pain and does not use anything to relieve the pain. Patient does not have limitation of motion, lumps, swelling, enlarged or tender nodes, or goiter.

Breast
Patient has a lump in her breast that is a cyst, does not perform self-breast examination and her last mamogram was in 2006. Patient does not have nipple discharge, rash, history of breast disease, or any surgery on her breast.

Axilla
Patient does not have any tenderness, any lumps, swelling, or a rash.

Respiratory System
Patient does not have a history of asthma, emphysema, bronchitis, tuberculosis chest pain with breathing, wheezing or noisy breathing, shortness of breath or any pollution exposure. Patient has a history of pneumonia and a cough that produces clear sputum. Her last x-ray was 10-15 years ago.

Cardiovascular
Patient experiences ches pain occasionaly when sitting, that lasts 1-2 minutes. Patient rates the chest pain as a 4 during the episode and does not take anything to alleviate the pain. Patient experiences a flutter (rapid heart beat) lasting one minute and the patient rates the pain as a 6 during the episode and does not take anything to alleviate the pain. Patients last EKG was four years ago and patients last physical examination was one month ago for her diabetes and cholesterol. Patient does not have any precordia or retrosternal pain, cyanosis, dyspnea on exertion, orthopena, paroxysmal nocturnal dyspnea, edema, history of a heart murmur, hypertension, coronary artery disease, or anemia.

Peripheral Vascular
Patient does not have any coldness, numbness, tingling, swelling of legs, discoloration in hands or feet, varicose veins, intermittent claudication, thrombophlebitis, or ulcers.

Patient does cross her legs at her knees and does not wear support hose.

Gastrointesinal
Patient has a good appetite, experiences acid reflux (takes Prilosec prn), has a history of appendicitis (appendix removed), colitis (watches her diet), has flatulence regullarly, her bowel movements are once a day, are formed and she has hemorrhoids due to childbirth, but does not treat them with anything.  Patient experiences heartburn/indigestion and uses Maalox prn. Patient does not have any dysphagia, pain while eating, abdominal pain, pyrosis, nausea, vomitting, vomitting blood, history of ulcer disease, liver or gallbladder disease, or jaundice. Patient had not had a change in bowel patterns, constipation, diarrhea, black stools, rectal bleeding, or fistula.

Urinary System
Patient urinates 8 times/day, two voids during the night, and the patient’s urine is yellow. Patient does not experience dysuria, polyuria, oliguria, hesitancy, straining, narrowed stream, incontinence, or have a history of kidney stones, kidney disease, urinary tract infections. Patient does not have pain in flank, groin, suprapubic region, or lower back. Patient does not perform Kegel exercises or anything to prevent urinary tract infetions, besides proper hygiene.

Female Genital System
Patient started meopause at age 34 (after hystorectomy) and is still experiences hot flashes and night sweats. Patients last gynecologic checkup was five years ago and her last Pap test was one year ago. Patient does not experience any vaginal itching, discharge or postmenopausual bleeding.

Sexual Intercourse

Patient is in a relationship involving sexual intercourse. The aspects of sex are satifactory to her and her partner. Patient does not experience any dyspareunia, her partner has not experienced any changes in erection or ejaculaiton and the couple does not use any contraceptives. Patient is aware that the patient does not have any STD’s (gonorrhea, herpes, chlamydia, venereal warts, HIV/AIDS, or syphilis) because their only partners have been each other.

Musculoskeletal System

Patient has a history of arthritis in her back, cramps in her legs that are a 10 during the epidsode and last for 2 minutes, and a history of disk disease (deteriating disks). Patient has pain of a 10 when her back goes out, that lasts for various times and patient has trouble with gait when this occurs. Patient does not have any joint pain, stiffness, swelling, deformity, limitation of motion, or noise with joint motion. Patient walks around inside her house while doing houswork and does not use any mobility aids and when her back goes out has pain when doing ADL’s, such as walking, dressing, bathing, but pushes through the pain and pefroms the task anyway.

Neurologic System

Patient has a history of nervous breakdown/depression that was treated 47 years ago with “gas that made you sleep.” Patient does not have a history of seizure disorder, stroke, fainting, blackout, weakness, tic or tremor, paralysis, or coordination problems. Patient does not have any numbness, tingling, memory disorder, disorientation, nervousness, or mood change. Patient interats daily with her spouse and various members of her family through conversation on the telephone.

Hematologic System
Patient does not have bruising, lymph node swelling, exposure to toxic agents or radiation, or history of a  blood transfussion.

Endocrine System
Patient has a history of diabetes and excessive night sweats/hot flashes, due to menopause. Patient does not have a history of thyroid diesase, intolerance to heat or cold, change in skin pigmentation or texture, abnormal hair distribution, any abnormal relationship between appetite and weight, nervousness, tremors, and a need or hormone therapy.

Self-Esteem,Self-Concept

Patient dropped out freshmen year of highschool and has held occasional jobs as a receptionist at a doctor’s office, worked in a shoe/garment factory, and work as a waitress in a restaurant. Patient feels that her financial status is adequate for lifestyle/health concerns. Patient does believe in a higher power, but does not attend church services.

Activity/Exercise
Patient wakes-up at 6 a.m., eats breakfast, makes bed, does dishes, brushes teeth, washes face, gets dressed, sweeps floor, eats luch, fixes suppers, takes a bath, watches television, then goes to bed around 10 p.m.. Patient enjoys playing guitar with her husband, solitare, but does not get any regular exercise.

Sleep/Rest

Patient goes to bed around the same time every night and sleeps all night, except for generally two trips to the bathroom during the night. Patient gets around eight hours of sleep each night. Patient does not take naps during the daytime, nor does she use seeping aids.

Nutrition/Elimination

During the last 24 hours, the patient had the following to eat/drink: Breakfast: toast, bannanana, cup of caffeinated coffee; Lunch: piece of brow swager with a piece of bread, cheese-stick, rice crispy treat. Supper: scrammed eggs and toast.  Menu is not typical of most days, usually have potatoes, meat, and vegetables. Patient buys and prepares food. Patient’s finances are adequate for food and her husband is presnt at mealtimes. Can’t eat foods that cause acid reflux. Patient drinks one cup of caffeinated coffe/day.
Interpersonal Relationships/Resources
Patient describes herself as the person who cooks, cleans, does the laundry, and gets the groceries. Patient gets along well with family members, and friends. Patient could go to her sisters or husband if she has a problem. Patient enjoys the times she is able to spend along and views it as relaxing.

Spiritual Resources
Patient does believe in a higher power, but it does not influence her health care choices/decisions. Patient does not consider herself a spiritual person. 
Coping and Stress Management

Worries about self, spouse and family’s health. Patient plays solitare to relive stress and walks the floor, which provides reliefs. 

Personal Habits
 
Patient skokes less than a pack of cigarettes and day and has smoked for 45 years. Patient has tried to quit but was unsuccessful using the nicotine gum.

Alcohol

Patient does not drink alcohol because she has had a few family members who are alcoholics and have seen the effects first-hand. Patient does not have a history of alcohol treatment.

Street Drugs
Patient does not or has ever used marijuana, cocaine, crack cocaine, amphetamines, or barbiturates.

Environment/Hazzards
Patient lives with her husband , in the town of Toldeo, Illinois, in a safe neighbohood, where she knows her neighbors. Patient has adequate heat and utilities, access to transportaitons (owns a car and a truck), but is not involved in any community activities. Patient uses her seat-belt everytime she gets in a vehicle and has/does not travel out of the country.

Intimate Partner Violence
Patient says things are good at home and she feels safe. 

Occupational Health

Patient does not work, because she is a housewife, but when she did have an occasional job, she did not work in an environment with asbestos, inhalents, or chemicals, but she worked in a shoe/garment factory, that involved repetitive movement. In her occasional jobs, she did not wear any protective equipment, nor did the facilities have any work programs in place to monitor exposure. She is not aware of any health problems that are a result of her working and she enjoyed the people/customer interaction during her short time in the workforce.
Conclusion
After completing this health history I have learned that this patient had has numerous surgeries and other illnesses that are interesting. I did not realize that she had a peroid of depression. It was interesting and exciting to learn more about this patient’s family/personal history.
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