
H & P Sample 
  

CC:  Fever 

Source:  Both Parents who appear reliable 

HPI:   

JR is a 5-day-old male infant who was well until this morning when he developed fever.  
Six hours prior to admission, mom noted that he refused his feeding and felt warm.  His rectal 
temperature at that time was 103.6 degrees F.  She denies any runny nose, cough, vomiting or 
diarrhea.  He has not had any decreased voiding (usually 8-10 wet diapers a day).  He is 
breastfed and nursing every 2 hours until today. 

He was born at term to a 23-year-old G1PO mom - a normal spontaneous vaginal 
delivery with no complications.  He was discharged home with mom at 2 days of age.  Mom 
denies any perinatal infections, fever, vaginal discharge, or herpes in herself.  Mom is unsure if 
she was checked for Group B Strep prior to her delivery.  No one at home is ill and he does not 
attend daycare.  He has not traveled. 

His mother notified his pediatrician who sent him to the Emergency Room where 
admission to the hospital was recommended after initial labs were drawn. 

PMH: 

Prenatal:  This pregnancy was momôs first and was planned.  She is married and denies any 
alcohol, tobacco, or illicit drug use during her pregnancy. 

Birth:   As per HPI.  NSVD at term.  Birth weight was 7 lbs. 1 oz. and length 19 ½ in.  Apgar 
scores are unknown to mom, but he had no problems and was discharged home with mom at 
2 days of age. 

Surgeries:  none, except circumcision 

Illnesses:  none 

Allergies:  none 

Immunizations:  none as yet 

Hospitalizations:  none 

Medications:  none 

Development:  He turns to loud sounds, startles with stimulation or noise, has a good suck 
reflex and moves all extremities symmetrically. 

Diet:  Solely breastfed every 2 hours with no supplementation. 



FMH: 

Mom:  23 yo and healthy 

Dad:    25 yo and healthy 

Mat grandfather with hypertension controlled with medications. 

Other grandparents are alive and well.  There is no family history of SIDS, congenital 
anomalies, pulmonary, cardiac, GI, or neurological disorders. 

SOCIAL: JR lives in Springfield with his parents who own their own home.  Dad is employed 

as a CPA.  Mom is a secretary and plans to stay at home for 6 weeks with JR.  There are no 
pets, smokers or environmental lead in the home.  They drink city, fluorinated water. 

PE:  weight: 6 lb. 13 oz. (   percentile) length:  19 ½ in. (   percentile) HC:  36 cm (   percentile)  

Temp.:  102.5 degrees F rectal  P:  142/min.  R:  30/min.  BP:   69/42 mmHg in R leg with 
crying. 

General:  Initially sleeping in momôs arms.  During exam he awakens and is fussy to examine.  
He appears non-toxic. 

Skin:  Pink, warm and dry.  No rashes nor neurocutaneous signs. 

HEENT:  Normocephalic.  Anterior and posterior fontanelles are soft and flat.  PERRL.  Red 

reflexes are present bilaterally.  Tympanic membranes are nonerythematous with normal 
landmarks.  Nares patent bilaterally.  Palate is intact.  Mucous membranes are moist.  Pharynx 
is nonerythematous. 

Neck:  Supple without lymphadenopathy or rigidity.  Negative Brudzinski and Kernigôs signs.  
Clavicles are intact. 

Lungs:  Chest expansion is symmetric.  No retractions or accessory muscle use.  Breath 
sounds are clear and equal throughout. 

CV:  S1/S2 RRR without murmurs or abnormal heart sounds.  Femoral pulses are +2/4 and 

symmetric bilaterally.  Capillary refill time is 2 sec. 

Abd:  Umbilical stump is present without discharge or surrounding erythema.  BS+. 

Abdomen is soft and apparently nontender.  Liver and spleen are palpable 1 cm below the 
costal margins.  No masses or organomegaly are noted. 

GU:  Normal male genitalia.  Penis is circumcised.  Tanner stage 1.  Testes are highly 

retractile and in the inguinal canals bilaterally.  Anus is patent. 

Extremities:  Full range of motion.  No deformities noted.  Hips are stable bilaterally without 
clicks. 

Spine:  Straight without vertebral anomalies. 

CNS:  + moro, root and suck reflexes.  Muscle tone is normal.  DTRôs are +2/4 at patellae 

bilaterally.  Cranial nerves are grossly intact.  2 beats of clonus are noted at ankles bilaterally. 



ER Labs: 

CBC:  WBC: total 22,000 50% polys 20% bands 20% lymphs 5% monos 2% eos 

Blood culture, urinalysis and urine cultures are pending 

Problem List : 

1. fever without apparent source 
2. weight loss 
3. decreased oral intake 

Assessment/Plan:  

1. Fever without source.  In an infant at this age, occult bacteremia and/or meningitis needs to be 
ruled out.  CBC is consistent with a bacterial infection.  Will obtain a suprapubic tap for UA and 
urine culture, as a bagged specimen is not optimal.  A CXR will be obtained, despite the 
absence of respiratory findings because in this age group pulmonary infection cannot be 
reliably ruled out on the basis of history and physical examination alone.  A second blood 
culture will be obtained to increase the sensitivity and specificity of any findings. 

This patient should also have a lumbar puncture to rule out meningitis by CSF 
examination.  We will specifically look at a gram stain, culture, and total cell count.  
Latex agglutination will be performed if any abnormalities are noted on the previous 
exams.  Meningitis without physical findings such as a positive Kernig and Brudzinski 
signs is not unusual in this age group and must still be considered. 

Antibiotics will be started promptly after the above labs are obtained.  Cefotaxime at 200 
mg/kg/dy divided q 6 hours and Ampicillin 200 mg/kg/dy divided q 6 hours will be given 
initially.  If CSF findings are normal, we will decrease the dose appropriately to non-
meningitis doses (150 mg/kg/dy each).  Organisms that must be covered in this age 
group are Group B streptococcus, E. coli, and Listeria monocytogenes.  Specifically, 
Ampicillin is started for coverage of Listeria monocytogenes.   

If fever persists, strong consideration to viral causes will be considered, such as CMV 
and enterovirus, and viral cultures ordered.  If all cultures remain negative after 48 hrs. 
and the patient clinically improves, we will consider discharge at that time. 

2. Weight Loss:  Although this degree of weight loss (4 oz. from birth weight) is within the normal 
range for a newborn, we will obtain daily weights. 

3. Fluid/Electrolytes/Nutrition.  We will obtain a Chem. 7 to check baseline electrolytes to allow 
appropriated replacement.  Although the patient doesnôt appear dehydrated, special attention to 
BUN and creatinine is warranted.  Due to decreased oral intake, we will start D5 ¼ NS with 20 
meq KCL/1 at a maintenance rate.  If glucose is decreased on the Chem. 7, we may need to 
increase the dextrose content to 10%.  In addition, we will allow him to nurse ad lib unless his 
clinical condition worsens.  We will obtain daily weights, strict I/Oôs, and repeat the Chem. 7 in 
the AM. 

Discussion:  As the assessment and plan includes clear explanation of workup, management, 
and goals of therapy--the above may be sufficient. 

 



 


