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Subjective:  

 

Chief Complaint: “My right pinky joint is swollen and tender.” 

 

History of Present Illness: This is C.G. a 29 -year-old African American male c/o swelling and loss of 

ROM in the 5th finger of the left hand as well as an Hx of joint pain in both hands, which was diagnosed 

as rheumatoid arthritis by a Coast Guard medical facility 3 months prior. Pt is requesting a referral to a 

rheumatologist. Patient woke up to find finger joint swollen and self-treated with prn Motrin. On a pain 

scale, joint is 4/10 described as throbbing and dull if left hand, 5th digit is left alone. Pain increases to 

6/10 sharp pain if bends top joint of 5th digit, left hand to type or hold anything. Aggravated by 

movement.   Denies numbness/tingling/ radiate and pt denies having any other swollen joints at this time. 

Some relief with OTC Motrin/ice/elevation and rest.   Pt denies any trauma or injury to finger. 

 

Allergies: Denies any food, medication, latex, or environmental allergies. 

 

Medications: OTC Motrin 200 mg PO x 3 doses, states followed directions on box for dosing and 

frequency. Denies any other medication use to include RX medications, supplements, herbals, or illegal 

substances. 

 

Past Medical History: Three months ago, patient reported to Kodiak Clinic in Alaska due to inability to 

close hands from pain. Pt was referred to rheumatologist. Denies any mental health hx.  Denies 

hospitalizations or use of ED. 

 

Past Surgical History: Denies any past surgical history or biopsies.  

 

Family History: Mom – 51 –alive- Mild knee arthritis   Dad – 54 – alive – no PMH, Grandparents are 

deceased from old age, grandma on mom’s side did have Rheumatoid Arthritis. No siblings. 

 

Personal/Social History:  
Home/Support system: Lives at apartment off base, single. 

Support system: Church family, family and friends. 

Occupation: Works as an Intel specialist for the Coast Guard for 8 years. 

Diet: Eats 3 square meals/day including vegetables, nuts and grains. Dessert 2 times a week. 

Alcohol: Denies any alcohol use. 

Tobacco: Denies any tobacco use. 

Sexual activity: Not in a relationship and is not currently sexually active. Denies history of STD. 

Preferred method of birth control is condoms. 

Immunizations: Up to date. Including pneumovax and flu shot. 

Health Promotion: Last dental and physical Feb, 2013. Last eye exam Jan, 2013. Returned from 

deployment Dec 2013, from 6 month artic deployment. 

Sleep: Awakens refreshed after 7 hours of sleep. 

Exercise: Runs on treadmill 3 times a week for 30 minutes to reach target heart rate. 

 

Review of Systems: 

Constitutional: Overall health “Fine” besides left hand, 5th finger bothering him. Denies fatigue (feeling 

tired), nausea, vomiting, fevers, chills, recent weight gain or weight loss. 

Ears:  Denies ear pain, drainage, or congestion. 

Mouth, Throat, and Neck: Denies any redness, soreness, or tenderness. 

Nose: Denies any discharge, sneezing, bleeding, congestion or pain. 
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Respiratory: Denies any shortness of breath, chest pain, or exertional dyspnea. No cough or wheezing. 

Cardiac: Denies any chest pain, palpitations, or discomfort. Denies peripheral edema or activity 

intolerance. 

Musculoskeletal: No back pain, no muscle aches, no limb pain and no limb swelling. Pt stated range of 

motion is decreased to Left hand, 5th finger due to swelling. 

Neurological: Denies any tingling, numbness or pain radiation. No lightheadedness. Only pain pt has is at 

the DIP of left hand, 5
th
 digit. 

Skin: No rash, bruises, or bumps. 

Psychological: Denies HI, SI or past MH history.  

 

Objective: 

This is C.G. a 28 yo male, AOX3, nontoxic appearing, well groomed in no apparent distress. 

Vital signs: T- 98.6, B/P-120/78, HR- 85, RR-20, Pox 98%.  

Patient answers questions appropriately, is good historian. 

Conducted a HEENT unremarkable exam. Trachea in midline. 

Lungs clear to auscultation with good air movement. RR even, non-labored, no retractions or use of 

accessory muscles. 

Cardiac exam unremarkable in four areas, S1/S2 present, no rubs, gallops, or murmurs noted on 

auscultation. 

Left hand, 5th digit: DIP has (+) ttp, (+) erythema (+) edema, and limited ROM on flexion. Has firm, 

sustained grip and is able to abduct and adduct fingers. 

All other joint surfaces are smooth, capillary refill less than 2 seconds to all fingers and toes. 

No tenderness to palpation or edema noted in other joints of left hand, right hand, both wrists, elbows, 

shoulders, hips, knees, or feet.  

DTRs intact. 

Strength +5 to all extremities.  

 

Assessment: 

 -R/o rheumatoid arthritis to left hand, 5th digit. 

Differentials: trigger finger, tenosynovitis, osteoarthritis 

 

Plan: 

1.     Refer to Rheumatology.  Informed patient to bring medical records from civilian rheumatologist to    

appointment. 

2.     X-ray of Left Hand. 

3.     Labs: Anti-nuclear AB panel, cyclic citrullinated pepti IGG, RF, CBC, CMP, C - reactive protein,    

and UA. 

4.     Medication: Tylenol, PO 500 mg tab, take 1-2 tabs po q6h. Take with food. 

5.     Educated patient to drink plenty of fluids and to use antipyretic to control fever and myalgia prn. 

4.     Return to clinic if no improvement in pain in 2-3 weeks. Report to ED immediately if joints become 

hot to touch or swollen or if have temp greater than 101.0. 

5.     Follow-up in four weeks. 

 
 

 

 


