
Pediatric H&P

CC: The patient is a 3 year old boy who is admitted at the request of their primary care physician for a high 
fever and suspected meningitis. The patient’s mother is the source of the history.

HPI: The patient was acting totally normal and healthy until they developed some congestion and a fever 
yesterday. The fever initially was controlled with Tylenol until the middle of last night when the temperature 
remained at 103oF despite a Tylenol dose. The patient’s mother contacted their primary care provider, Dr. 
Smith, this morning and was subsequently seen in their office. By this time the child had developed lethargy, 
appearing weak and having decreased muscle tone, and the physician stated he appeared dehydrated. Dr. Smith 
was concerned about the potential of meningitis  and sent the child and mother directly to the hospital. The 
mother states that the child’s condition has remained stable since they left Dr. Smith’s office. 

The mother states that he has not eaten or drank much since the onset of symptoms yesterday. He has 
had no urine output since yesterday evening. She denies any diarrhea or vomiting. Aside from the congestion,
the mother denies any other symptoms, including cough, ear pain, sore throat, or excessive nasal or conjunctival 
discharge. The mother is unaware of any sick contacts; however, the patient does attend daycare 3 times a week. 
The mother believes he is up-to-date on all immunizations. The patient has had two ear infections in the past but 
no other known infections or illnesses. The mother admits to smoking around the patient and in the house. She 
denies any recent travel with the patient or known TB exposures.

The mother is concerned that her son picked up an infection from another child at daycare.

PMH: Two episodes of otitis media both resolved with antibiotics, last course was 6 months ago.

Surgical Hist: None

Mother’s obstetrical and birth history:                   
Nulliparous prior to conception. Proper prenatal care throughout pregnancy. All maternal screening tests 
were negative, including GBS. Delivered at 39W2D. Spontaneous vaginal delivery was uneventful. The 
mother did not smoke, drink, or use recreational drugs during the pregnancy. Newborn screen was 
negative. 

Growth and Development:
1. Last well child check was at 24 months. Due for next well child exam in a few weeks. Has been told 

that he/she is meeting milestones appropriately.
2. Sat unaided by 6 months and could walk at 15 months. He was speaking at least 2 words by 12 

months. By 2 years he was brushing his teeth and clothing himself.

Allergies: NKMA

Meds: None

Health Maintenance:
1. Screening tests: Lead screen negative at age 12 And 24 months.
2. Exposures:

a. Mother smokes in home
b. No pets

3. Sleep: Generally sleeps well getting 10-12 hours per night
4. Diet: Enjoys fruits and vegetables. Eats chicken and rarely red meat. 
5. Immunizations: up to date per the mother. MCIR in patient chart confirms immunizations through 24 

months of age.



Social History: The patient lives with his mother and father. His father works outside the home full-time and 
his mother works outside of the home part-time. He attends daycare 3 days per week. He is occasionally 
watched by his maternal grandmother. 

Family History:
1. Father: Alive and well at age 32yo
2. Mother: seasonal allergies, age 32yo
3. Maternal grandmother: breast cancer diagnosed at age 67yo, alive at age 71yo
4. Paternal grandfather: passed away from MI at age 72yo

No family history of diabetes, blood dyscrasias, bleeding disorders, or cardiac, renal, or liver disorders.

Review of Systems:
-Constitutional: As above.
-Skin: No history of rashes, eczema, excessive bruising, or skin lesions.
-Eyes: No eye discharge or pain, excessive tearing, or itchiness.
-Ears: History of OM x2. No problems with hearing. No ear pain or drainage.
-Nose: As above.
-Mouth and throat: No history of dental caries. No oral mucosa inflammation or lesions. 
-Neck: No history of pain
-Respiratory: No cough or wheezing.
-Cardiac: No history of murmur, syncope, cyanosis, or palpitations.
-GI: As above. 
-GU: No history of UTI. No dysuria or hematuria.
-Musculoskeletal: No history of fracture, myalgias or arthralgias. 
-CNS: No difficulty with gait or balance. No history of seizures, automatisms, or tremors. No history of 

headaches.
-Endocrine: No excessive thirst or urination. No history of heat or cold intolerance. 

Physical Exam:
Vitals:

Temp: 103.2 oF oral, last Tylenol dose was 4 hours ago.
Pulse: 120 regular
Resp: 32/minute
O2 Sat: 98% on room air
BP: 85/52 
Weight: 16.5 kg (90th percentile)
Height: 96 cm (65th percentile)
BMI: 17.9 (85th percentile)

General: Appears lethargic and ill. 
Skin: No visible lesions or rashes. No jaundice. 
Head: Normocephalic, atraumatic.
Eyes: No conjunctival injection or excessive tearing. PERRL. Fundoscopic exam does not show any 

papilledema.
Ears: TMs are erythematous and bulging bilaterally and immobile. No discharge or drainage is noted in the 

external canals.
Nose: Nasal mucosa is dry and mildly erythematous. No purulent discharge or blood.
Mouth and throat: Oral mucosa is dry but without lesions. Gums appear healthy. Oropharynx is hyperemic but 

without exudate.
Neck: There is palpable cervical lymphadenopathy. Rigidity is present with positive Brudzinski’s sign. 
Respiratory: CTABL. No wheezes, rhonchi, or crackles. No assessory muscle use.



CV: Tachycardia. RRR, no murmurs or gallops.
Abd: Bowel sounds are present. Nontender, nondistended. The spleen and liver are nonpalpable. 
Musculoskeletal: Positive Kernig’s sign. No edema or digital clubbing.

Assessment: the patient is a 3 yo male who attends daycare and who was healthy until yesterday when he 
developed congestion and fever. The fever continued to increase and the patient became lethargic over the past 
24 hours. This morning he was seen by his primary care provider who was concerned about meningitis and 
requested hospitalization. Current temperature is 103.2oF. 

1) Meningitis is the suspected cause of the fever. This is the most likely diagnosis given his high fevers, the 
rapid onset of symptoms, and his positive signs of meningeal irritation. Possible causes of meningitis include 
both viral and bacterial organisms. Potential sources of infection include, urinary tract infection, otitis media, or 
other upper respiratory infection, and direct extension from disruption of surrounding skin.

2) Dehydration: the patient has had no oral intake in the past 24 hours and his oral mucosa is dry. Additionally, 
he has had no urine output since yesterday evening (18 hours). 

Plan: We will draw the following labs: CBC including WBC differential with bands, electrolytes, urinalysis, 
and blood cultures. Chest x-ray is ordered. We will perform an LP measuring WBCs, protein, and glucose. We 
will examine the CSF for bacteria, perform cultures and sensitivity, and run PCR for herpes simplex virus. 

We will give a NS fluid bolus at 20ml/kg to correct an estimated 6% total body volume deficit. Then run 1/4NS 
for maintenance at 50ml/hour.

We will begin empiric treatment with IV Vancomycin and Claforan and IV acyclovir. Tylenol every 4-6 hours 
for fever.

We will perform regular patient status and neuro checks for any changes such as a decrease in mental status, 
onset of seizures, or worsening fever.


