Primary Care Information Services
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Patient 1 

	James T Kirk 
	DOB 
	8 7 46
	Enterprise Cottage, Galaxy Avenue 


	Date
	CLINICAL NOTES
	Read Code

	3/8/95
	Home visit
	
	

	
	C/o Chest pain.  Central, tight.  
	
	

	
	SOB at rest.
	
	

	
	O/E BP 100/60, 
	
	

	
	P98AF,
	
	

	
	HS NAD,
	
	

	
	JVP (,
	
	

	
	basal creps
	
	

	
	(  MI
	
	

	
	Admit CCU stat.  Aspirin 150mg given.
	
	

	
	
	
	

	10/8/95
	GP surgery
	
	

	
	Discharged 8/8/95. (  Dyspepsia.
	
	

	
	On ranitidine 150mg bd.
	
	

	
	Awaiting OPD for endoscopy / H Pylori tests
	
	

	
	
	
	

	24/9/95
	GP surgery
	
	

	
	Endoscopy = Reflux.  H Pylori neg.
	
	

	
	Asymptomatic now
	
	

	
	Rx Ranitidine 150mg 1n * 60
	
	

	
	Smokes 15/d.  Leaflet given.
	
	

	
	BP 120/70, P82AF, Ht 179cm, Wt 83.9kg.
	
	

	
	For ECG
	
	

	
	
	
	

	27/9/95
	Nurse clinic
	
	

	
	ECG done
	
	

	
	
	
	

	28/9/95
	Telephone
	
	

	
	ECG = AF
	
	

	
	Advised aspirin 150mg daily (OTC).
	
	


Patient 1
Answers

	James T Kirk 
	DOB 
	8 7 46
	Enterprise Cottage, Galaxy Avenue 


	Date
	CLINICAL NOTES
	Read Code

	3/8/95
	Home visit
	
	9N1C

	
	C/o Chest pain.  Central, tight.  
	(central chest pain)
	1822

	
	SOB at rest.   
	(breathless at rest)
	1734

	
	O/E BP 100/60,   
	(O/E blood pressure)
	246

	
	P98AF,
	(atrial fibrillation) 
	G5730

	
	HS NAD,
	(O/E heart sounds normal)
	24B1

	
	JVP (,
	
	248

	
	basal creps
	(O/E crepitations)
	23D

	
	(  MI
	
	G30

	
	Admit CCU stat. Aspirin 150mg given.
	(emergency hospital admission, aspirin 75mg tabs)
	8H2, bu25

	
	
	
	

	10/8/95
	GP surgery
	(site of encounter)
	9N11

	
	Discharged 8/8/95. (  Dyspepsia.
	
	J16y4

	
	On ranitidine 150mg bd.
	
	

	
	Awaiting OPD for endoscopy / H Pylori tests
	(patient awaiting investigation)
	9R56

	
	
	
	

	24/9/95
	GP surgery
	(site of encounter)
	9N11

	
	Endoscopy = Reflux.  H Pylori neg.
	(gastro-oesophageal reflux, CLO test negative,)
	J10y4, 4JO

	
	Asymptomatic now
	
	

	
	Rx Ranitidine 150mg 1n * 60
	
	a628  or  a62v or  a62w

	
	Smokes 15/d. Leaflet given.
	(moderate smoker – 10-19 cigs/d)
	1374, 8CE  

	
	BP 120/70, P82AF, Ht 179cm, Wt 83.9kg.
	(O/E blood pressure, atrial fibrillation)
	246, G5730

	
	For ECG
	(ECG requested)
	3211

	
	
	
	

	27/9/95
	Nurse clinic
	(seen by practice nurse)
	9N22

	
	ECG done
	(ECG - general)
	321

	
	
	
	

	28/9/95
	Telephone
	(telephone encounter)
	9N31

	
	ECG = AF
	
	3272

	
	Advised aspirin 150mg daily (OTC).
	(patient advised re OTC medication)
	8CA3


Patient 2

	Janet Uhuru.
	DOB 
	21 4 58
	Flat 2, Moon House, Stellar Way


	Date
	CLINICAL NOTES
	Read Code

	
	Active Problems:
	
	

	
	
	1962  Flexural Eczema
	

	
	
	1966  Asthma
	

	
	
	1995  Bipolar affective disorder, on Lithium
	

	
	
	
	

	
	Repeat Medication:
	
	

	
	
	Salbutamol inhaler 2p qds prn * 2
	

	
	
	Beclomethasone inhaler 100mcg 2p bd * 2
	

	
	
	Priadel 400mg 2n * 100
	

	
	
	
	

	
	Allergies:
	
	

	
	
	Penicillin
	

	
	
	
	

	
	Family History:
	
	

	
	
	FH breast cancer (2 maternal aunts, maternal GM)
	

	
	
	FH ischaemic heart disease (Father ( MI age 58)
	

	
	
	
	

	15 2 96
	GP surgery
	
	

	
	C/o Asthma bad.  Cough, wheeze 3/7.  Nocturnal symps. No sputum. No pain
	
	

	
	O/e PEFR 310 (Ideal 560).  Chest: widespread wheeze
	
	

	
	( Acute exacerbation.  No infection
	
	

	
	Nebulised salbutamol stat.
	
	

	
	Rx Prednisolone 5mg 8d * 40
	
	

	
	For review in nurses asthma clinic
	
	

	  also
	Needs repeat lithium. Well, asymptomatic, has been discharged from O/P F/U.
	
	

	
	Priadel 400mg  2n * 100
	
	

	
	For Serum Li, U&E, TFT
	
	

	
	
	
	

	3 3 96
	Asthma clinic.
	
	

	
	Well.  No probs. Stopped smoking Dec 1989, prev. rollups 0.5 - 1 oz/week
	
	

	
	O/E  PEFR 530.
	
	

	
	Inhaler technique checked 
	
	

	  also
	Serum Li, U&E, TFT taken
	
	


Patient 2

Answers

	Janet Uhuru.
	DOB 
	21 4 58
	Flat 2, Moon House, Stellar Way


	Date
	CLINICAL NOTES
	Read Code

	
	Active Problems:
	
	

	
	
	1962  Flexural Eczema
	M113

	
	
	1966  Asthma
	H33

	
	
	1995  Bipolar affective disorder, on Lithium
	(Lithium monitoring)
	Eu31, 6657

	
	
	
	

	
	Repeat Medication:
	
	

	
	
	Salbutamol inhaler 2p qds prn * 2 
	c13

	
	
	Beclomethasone inhaler 100mcg 2p bd * 2
	c61z

	
	
	Priadel 400mg 2n * 100
	d615

	
	
	
	

	
	Allergies:
	
	

	
	
	Penicillin  
	(H/O penicillin allergy)
	14L1

	
	
	
	

	
	Family History:
	
	

	
	
	FH breast cancer (2 maternal aunts, maternal GM)
	1243 or  ZV163

	
	
	FH ischaemic heart disease (Father ( MI age 58)
	12C2 or  ZV173

	
	
	
	

	15 2 96
	GP surgery
	(site of encounter)
	9N11

	
	C/o Asthma bad.  Cough, wheeze 3/7.  Nocturnal symps. No sputum. No pain
	(asthma)
	H33, 173B

	
	O/e PEFR 310 (Ideal 560).  Chest: widespread wheeze
	(PFR less 60% of predicted)
	339G

	
	( Acute exacerbation.  No infection
	(acute exacerbation of asthma)
	H333

	
	Nebulised salbutamol stat.
	(nebuliser therapy)
	8674, c13

	
	Rx Prednisolone 5mg 8d * 40
	
	fe62

	
	For review in nurses asthma clinic
	(refer to practice nurse)
	8H71

	  also
	Needs repeat lithium. Well, asymptomatic, has been discharged from O/P F/U.
	(O/E patient well)
	212A, 8HE1

	
	Priadel 400mg  2n * 100
	
	d615

	
	For Serum Li, U&E, TFT
	(Lithium: blood level)
	44W8, 44J, 442

	
	
	
	

	3 3 96
	Asthma clinic.
	
	9N1d

	
	Well.  No probs. Stopped smoking Dec 1989, prev. rollups 0.5 - 1 oz/week
	(ex-smoker -light)
	1378

	
	O/E  PEFR 530.
	(PFR > 80% of predicted)
	339E

	
	Inhaler technique checked 
	(inhaler technique observed)
	6637

	  also
	Serum Li, U&E, TFT taken
	(Lithium: blood level)
	44W8, 44J, 442

	
	
	
	


Patient 3


	Stanislaw Spock
	DOB 
	4 11 28
	3 Cerumol Gardens


	Date
	CLINICAL NOTES
	Read Code

	
	Active Problems:
	
	

	
	
	1982
Hypertension
	

	
	
	1986
Diabetes Mellitus
	

	
	
	1986
CVA > R hemiplegia
	

	
	
	1989
Extension of CVA
	

	
	
	1990
Ischaemic ulcer R Foot
	

	
	
	1992
R below-knee amputation
	

	
	
	
	

	
	Repeat Medication:
	
	

	
	
	Metformin 850mg 1bd * 168
	

	
	
	Enalapril 5mg 1d * 84
	

	
	
	
	

	
	Allergies:
	
	

	
	
	None
	

	
	
	
	

	
	Family History:
	
	

	
	
	None
	

	
	
	
	

	13 2 96
	GP surgery 

	
	

	
	DM review.  Well
	
	

	
	O/e Wt 95.5kg, Ht 1.75m, BMI 31.2, FBS 9.6, HbA1C 8.4, Urine gluc: +,
	
	

	
	Urine prot: trace,  Serum cholesterol 8.7
	
	

	also
	Hypertension review
	
	

	
	O/e BP 190/100
	
	

	
	Inadequate control
	
	

	
	Rx Enalapril 10mg od * 56
	
	

	
	Reassess 8/52
	
	

	
	
	
	

	15 4 96
	GP surgery

	
	

	
	Poor memory, confused at night 3-4/12
	
	

	
	O/e Mini mental state 7/10
	
	

	
	( Dementia
	
	


Patient 3

Answers

	Stanislaw Spock
	DOB 
	4 11 28
	3 Cerumol Gardens


	Date
	CLINICAL NOTES
	Read Code

	
	Active Problems:
	
	

	
	
	1982
Hypertension
	G2

	
	
	1986
Diabetes Mellitus
	C10

	
	
	1986
CVA > R hemiplegia
	(right sided CVA)
	G668, F223

	
	
	1989
Extension of CVA
	

	
	
	1990
Ischaemic ulcer R Foot
	(ischaemic leg ulcer)
	M271

	
	
	1992
R below-knee amputation
	(H/O: limb amputation) 

(below knee amputation + right side)
	14N4 or  7L064 + 7NB31

	
	
	
	

	
	Repeat Medication:
	
	

	
	
	Metformin 850mg 1bd * 168
	f41z

	
	
	Enalapril 5mg 1d * 84
	(enalapril maleate 5mg tabs x28)
	bi2v

	
	
	
	

	
	Allergies:
	
	

	
	
	None
	(no known allergies)
	1151

	
	
	
	

	
	Family History:
	
	

	
	
	None
	(no relevant family history)
	122

	
	
	
	

	13 2 96
	GP surgery 

	(site of encounter)
	9N11

	
	DM review.  Well
	(diabetes monitoring, patient feels well)
	66A, 1Y

	
	O/e Wt 95.5kg, Ht 1.75m, BMI 31.2, FBS 9.6,
	(BMI 30+ obesity)
	22K5, 44T2

	
	HbA1C 8.4, Urine gluc: +,
	(HbA1C 7-10%- borderline)
	42W2,4664

	
	Urine prot: trace,  Serum cholesterol 8.7
	(urine test)
	4673, 44P

	also
	Hypertension review
	(hypertension monitoring)
	662

	
	O/e BP 190/100
	(O/E blood pressure)
	246

	
	Inadequate control
	(poor hypertension control)
	6628

	
	Rx Enalapril 10mg od * 56
	(enalapril maleate 10mg tabs x28)
	bi2x

	
	Reassess 8/52
	
	

	
	
	
	

	15 4 96
	GP surgery

	(site of encounter)
	9N11

	
	Poor memory, confused at night 3-4/12
	
	

	
	O/e Mini mental state 7/10
	(ten item dementia test)
	3AD1

	
	( Dementia
	
	Eu02z


 Patient 4

	Tony Scott
	DOB 
	7.4.41
	17 Warp Crescent


	Date
	CLINICAL NOTES
	Read Code

	
	Active Problems:
	
	

	
	
	1963  Acute Paranoid Schizophrenia
	

	
	
	1992 Angina
	

	
	
	1993 Overdose paracetamol
	

	
	
	1996 Atrial Fibrillation
	

	
	
	1996 Mitral stenosis
	

	
	Repeat Medication:
	
	

	
	
	Flupenthixol decanoate inj 40mg / 2w * 10
	

	
	
	Glyceryl trinitrate tabs 500mcg 1prn * 100
	

	
	
	Warfarin tabs 3mg as dir * 100
	

	
	Allergies:
	
	

	
	
	None
	

	
	Family History:
	
	

	
	
	FH Thyroid disorder
	

	
	
	FH Diabetes Mellitus
	

	
	
	FH Hypertension
	

	
	
	
	

	13 5 96
	Nurse clinic
	
	

	
	For depo injection.  Flupenthixol 40mg given IM
	
	

	
	BP 175/95.  To see GP for BP check.
	
	

	
	
	
	

	24 5 96
	GP surgery
	
	

	
	BP check.  170/90.   Borderline hypertension. Re-check monthly.
	
	

	  also
	Needs certificate.  Attends day centre *2 / week.
	
	

	
	Med3 26/52 “Chronic schizophrenia”
	
	

	
	
	
	

	4 7 96
	GP surgery
	
	

	
	BP check.  160/95
	
	

	
	Rpt Rx GTN
	
	

	
	
	
	

	27 8 96
	GP Surgery
	
	

	
	BP Check.  150/85.
	
	

	  also
	^SOBOE, tight chest.  Exercise tolerance 300m.  Smokes pipe.
	
	

	
	O/e P105 irreg, Ht 176cm, Wt 84.7kg, HS:  Diastolic murmur
	
	

	
	( AF.  Refer cardiology opinion
	
	

	
	
	
	

	18 10 96
	( = AF + Mitral stenosis.  Warfarinised.
	
	

	
	Rx Warfarin 3mg as dir 100
	
	

	  also
	BP 150/80.  Normotensive, re-check annually.
	
	


Patient 4

Answers

	Tony Scott
	DOB 
	7.4.41
	17 Warp Crescent


	Date
	CLINICAL NOTES
	Read Code

	
	Active Problems:
	
	

	
	
	1963  Acute Paranoid Schizophrenia
	(paranoid schizophrenia)
	Eu200 or E103

	
	
	1992 Angina
	(angina pectoris)
	G33

	
	
	1993 Overdose paracetamol
	U200

	
	
	1996 Atrial Fibrillation
	G5730

	
	
	1996 Mitral stenosis
	G110

	
	Repeat Medication:
	
	

	
	
	Flupenthixol decanoate inj 40mg / 2w * 10
	d51w

	
	
	Glyceryl trinitrate tabs 500mcg 1prn * 100
	bl12(

	
	
	Warfarin tabs 3mg as dir * 100
	bs18

	
	Allergies:
	
	

	
	
	None
	(no known allergies)
	1151

	
	Family History:
	
	

	
	
	FH Thyroid disorder
	1251

	
	
	FH Diabetes Mellitus
	1252

	
	
	FH Hypertension
	12C1

	13 5 96
	Nurse clinic
	(seen by practice nurse)
	9N22

	
	For depo injection.  Flupenthixol 40mg given IM
	(Flupenthixol decanoate inj 40mg)
	d51w

	
	BP 175/95.  To see GP for BP check.
	(O/E blood pressure)
	246

	24 5 96
	GP surgery
	(site of encounter)
	9N11

	
	BP Check.  170/90.   Borderline hypertension. Re-check monthly.
	
	246

	  also
	Needs certificate.  Attends day centre *2 / week.
	(day centre care)
	8GE6

	
	Med3 26/52 “Chronic schizophrenia”
	(med3 issued to patient) (schizophrenia)
	9D11,        Eu20 or E10

	4 7 96
	GP surgery
	(site of encounter)
	9N11

	
	BP Check.  160/95
	(O/E blood pressure)
	246

	
	Rpt Rx GTN
	
	bl15

	27 8 96
	GP Surgery
	
	9N11

	
	BP Check.  150/85.
	(O/E blood pressure)
	246

	  also
	^SOBOE, tight chest.  Exercise tolerance 300m.  Smokes pipe.
	
	173C, R0658, 137H

	
	O/e P105 irreg, Ht 176cm, Wt 84.7kg, HS:  Diastolic murmur
	(O/E diastolic murmur)
	24D

	
	( AF.  Refer cardiology opinion
	(cardiological referral)
	G5730, 8H44

	18 10 96
	( = AF + Mitral stenosis.  Warfarinised.
	
	G5730, G110

	
	Rx Warfarin 3mg as dir 100
	
	bs18

	  also
	BP 150/80.  Normotensive, re-check annually.
	(O/E blood pressure)
	246


Patient 5

	Vladimir Chekov
	DOB 
	29.2.44
	88 Nebula Gardens


	Date
	CLINICAL NOTES
	Read Code

	
	Active Problems:
	
	

	
	
	1964 Thyrotoxicosis > Radio-Iodine Rx
	

	
	
	1967 Alcoholism
	

	
	
	1993 Depression
	

	
	
	1996 Carcinoma of Bronchus
	

	
	
	
	

	
	Repeat Medication:
	
	

	
	
	Thyroxine 150mg daily
	

	
	
	
	

	
	Allergies:
	
	

	
	
	None
	

	
	
	
	

	
	Family History:
	
	

	
	
	None
	

	
	
	
	

	12 10 95

	Stopped antidepressant 6/12 ago.  Continues well.  Managed to stay off booze - last binge Xmas.  Needs cert.
	
	

	
	Med3 13/52 “Depression”
	
	

	
	
	
	

	14 1 96
	Weight loss, anorexia 6/52.  Cough > haemoptysis 2/7.  Non smoker
	
	

	
	O/e chest NAD. ( ? Ca Bronchus
	
	

	
	CXR
	
	

	
	
	
	

	18 1 96
	Telephone.
	
	

	
	CXR = R middle & upper lobe consolidation.  R Hilar nodes ++.
	
	

	
	( Ca bronchus.   Admitted from XR dept as SOB ++ and unwell
	
	

	
	
	
	

	3 3 96
	Discharge letter.
	
	

	
	Admitted 18 1 96. ( Bronchogenic Neoplasm R middle lobe bronchus.
	
	

	
	Secondary pneumonia.
	
	

	
	Died 29 1 96.
	
	

	
	Cause of Death:
1a:  Bronchopneumonia
	
	

	
	


1b: Carcinoma of Bronchus
	
	

	
	


1c:
	
	

	
	
	
	

	
	


2:   Myxoedema
	
	

	
	
	
	


Patient 5

Answer

	Vladimir Chekov
	DOB 
	29.2.44
	88 Nebula Gardens


	Date
	CLINICAL NOTES
	Read Code

	
	Active Problems:
	
	

	
	
	1964 Thyrotoxicosis > Radio-Iodine Rx
	(radioactive iodine uptake)
	C02, 5711

	
	
	1967 Alcoholism
	E23

	
	
	1993 Depression
	Eu32z

	
	
	1996 Carcinoma of Bronchus
	B221 + BB12

	
	
	
	

	
	Repeat Medication:
	
	

	
	
	Thyroxine 150mg daily
	(thyroxine 50mcg)
	f922

	
	
	
	

	
	Allergies:
	
	

	
	
	None
	(no known allergies)
	1151

	
	
	
	

	
	Family History:
	
	

	
	
	None
	(no relevant family history)
	122

	
	
	
	

	12 10 95

	Stopped antidepressant 6/12 ago.  Continues well.  Managed to stay off booze - last binge Xmas.  Needs cert.
	
	

	
	Med3 13/52 “Depression”
	(med3 issued to patient)
	9D11, Eu32z

	
	
	
	

	14 1 96
	Weight loss, anorexia 6/52.  Cough > haemoptysis 2/7.  Non smoker
	(current non smoker)
	1612 or R030, 172 or R063, 

137L or 1371

	
	O/e chest NAD. ( ? Ca Bronchus
	(O/E chest exam normal)
	2315

	
	CXR
	(CXR-routine chest x-ray) (CXR-screening)
	535, 68C1

	
	
	
	

	18 1 96
	Telephone.
	(telephone encounter)
	9N31

	
	CXR = R middle & upper lobe consolidation.  R Hilar nodes ++.
	(CXR abnormal)
	5353

	
	( Ca bronchus.   Admitted from XR dept as SOB ++ and unwell
	
	B221, 1739

	
	
	
	

	3 3 96
	Discharge letter.
	
	

	
	Admitted 18 1 96. ( Bronchogenic Neoplasm R middle lobe bronchus.
	(malignant neoplasm middle lobe bronchus, right side)
	B2230, 7NB31

	
	Secondary pneumonia.
	
	H26

	
	Died 29 1 96.
	
	22J

	
	Cause of Death:
               1a: Bronchopneumonia
	
	H25

	
	


1b: Carcinoma of Bronchus
	
	B221 + BB12

	
	


1c:
	
	

	
	
	
	

	
	


2:   Myxoedema
	
	C04


Read Code Exercises
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