NOTES FOR WRITING A CASE REPORT.

When writing a case report, it is necessary to follow the sequence of: introduction (pt’s data), chief complaint, accompanying symptoms, history of present illness, past history,  family history, medication, habits, allergies, social history, physical examination, diagnostic procedures and investigations, differential diagnoses, diagnosis, management
and prognosis.

The following hints may facilitate you to write a case report. We hope it will be of much help in your career.

INTRODUCTION. (patient’s name, age, race, sex, marital status, occupation)

.A 42-year-old single clerk…

.Mr. Smith, a 42-year-old single male clerk…

.My patient is a 40-year-old  white female married secretary…
.I am going to report the case of Mrs. Hernandez, a 35-year-old black nuliparous  woman…

. I would like to present the case of Mrs. Lopez, a 34-year-old female para two, gravida three, with a history of hypertension in her last pregnancy. She…

. This is a 14-year-old male white student…

CHIEF COMPLAINT, ACC. SYMPTOMS AND HISTORY OF PRESENT ILLNESS.
…came to consultation/ the hospital/ the emergency unit / complaining of/ suffering from_________ that started _________ago. The ________is accompanied by ______
and_______. 
.She also has/ feels / complains of _______and_______.
.She also had / felt / complained of _______

…who was attended in the outpatient department / emergency unit / consultation / because he/she had / presented……

…came to the hospital referred by his/her GP with a history of_________since ______

ago / for the last _____days.

.was attended in the_______ because he/she had / was complaining of _______.

PAST HISTORY – FAMILY HISTORY.

.He/She has /had been a healthy person all his/her life.

.He/She has been suffering from ______ since_______ /for _______.

.He/She has suffered from ________since/ for _______
.His/Her family history is negative.

.There is no positive family history of  (D.M./ HBP)

.His/Her mother/ father suffers /suffered from __________.

.His/Her mother / father died of __________.

MEDICATION – HABITS – ALLERGIES.

.He/She takes / is taking __________

.He/She often takes ________

.He/She does not take any medication.

.He/She is not taking any medication.

.He/She has not been taking any medication.

.He/She smokes cigarettes / drinks coffee/ rum/ beer / frequently / occasionally/ 
on weekends.

.He/She does not smoke / drink alcohol.

.He/She is allergic to _______

.He/She has an allergy to ______

.There is no history of allergy to any medication.

SOCIAL HISTORY.

. He/She has /been on / had / that job for ____ years.

.He/She has changed job many times in the last years.

.His wife / Her husband passed away /died / recently.

.He/She comes from a poor /wealthy / well-to-do/ family.
.He/She is / has been / very stressed at work recently.

PHYSICAL EXAMINATION.

.On examination  it was found that…

.On the physical exam, the doctor found/ noticed that…

.When examining the patient, the doctor could see/ notice/ find/ that…

…the patient’s BP was ____, the pulse was_____ and the heart beat/
the respiration was _____.

…His/her abdomen was (not) distended, the liver was palpable to three finger-

breadths…

.There were no significant findings on examination.
.There was no evidence of heart failure.
.There was no tenderness / ankle edema.

.No palpable masses were felt.

.There was guarding / referred tenderness / rebound tenderness / on palpation.

.The abdomen was tender on palpation.

.On auscultation of the lungs, _______ and _____ was heard.
.The rest of the examination was normal.
.Nothing abnormal was detected on palpation/ auscultation.

.His/Her general condition was satisfactory/ poor.

.Bowel sounds were absent.

.He/She is well-oriented to time, place and person.

.His/Her vital signs were normal.

LAB TESTS, DIAGNOSTIC PROCEDURES AND INVESTIGATIONS.
.The doctor ordered some lab tests/ investigations / diagnostic procedures such as…

.A CBC / an ultrasound was ordered and it showed…

.Some X rays were indicated and they revealed / showed / suggested/ the presence of…

.His/Her erythrocyte sedimentation rate –ESR- was elevated at ______.

.Endoscopy confirmed the presence of…

.Cultures of blood / urine and cerebrospinal fluid were negative.

.Cerebral magnetic resonance imaging –MRI- showed…
.The CT-scan revealed…

.The rest of the investigations were within normal limits.

.The  (lab test) ordered is still pending.

DIFFERENTIAL DIAGNOSES.

. The possibility of __________should not be excluded.

.___________ is a very likely/ highly probable/ diagnosis.

.__________ can cause pain of similar severity and radiation, but …

._________ is ruled out in this case because …

.His/Her condition may be due to _______

.There is no evidence of _________.

.The differential diagnoses are __________ and __________.

DIAGNOSIS.

.All the features of the history and examination are consistent with a diagnosis              of ______.

.The history of _____ points to the diagnosis of ________.

The most likely diagnosis in this case is _______.

.According to the signs and symptoms and the physical findings, this is a typical case 

of _________.

.A diagnosis of ________was made.

.No diagnosis was made.

MANAGEMENT.

.The patient/ He/ She was given (two units of packed red blood cells).

.He/ She was started on (prednisolone).

.He/ She was prescribed (oral antibiotics).

.He/ She was treated with (a course of antibiotics).

.He/ She was transfused because of (his/ her anemia).

.He/ She was referred to (the neurology service) / (a neurologist).

.The patient was sent to (a cardiac hospital).

.(A diuretic) was added to the treatment.

.The medication/ treatment plan/ was changed to ________.

.(Cephalexin) was continued.

.A treatment with ____________ was started.

.An IV (ringer solution) was set up.

.(An ultrasound examination) is essential in the assessment of _______

.There is no need for (an emergency laparotomy) if there is no evidence of (peritonitis)
or ______________.

.Urine should be tested for____________.

.Monitoring of vital signs every (two) hours was indicated.

Prognosis.
.The prognosis is good / poor / guarded / bad / reserved.

.The prognosis is good if the patient follows the treatment.

