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Clinical diagnosis: Basic diagnosis
                      Complications of basic diagnosis
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                                                       Date of duration: from        to
1.   PATIENT'S IDENTIFICATION DATA
Surname, name, patronymic
Age
Occupation
Place of work
Address
2.   ADMISSION   DATE   (date   and   time   of   admission),   way   of transporting the patient, who the patient was accompanied by, who the patient was referred by, diagnosis
3.   PATIENT'S COMPLAINTS General and local complaints on the day of admission
PRESENT HISTORY When the disease first developed, its onset (acute or gradual), what it was associated with, early signs of the disease and their development by the date of examination, administered treatment (whether ambulatory or institutional) and its effect, frequency of recurrence of disease
DISEASES IN PAST HISTORY
The age of each disease starting from early childhood, its duration and severity of its course. Any systemic diseases (rheumatism, etc). Ask detailed questions about past diseases, about STD, hepatitis, etc.
ALLERGOLOGICAL HISTORY
Ask if the patient was ever treated with antibiotics, corticosteroid hormones, how she tolerated them, if there was any reaction to their administration (skin itching, eruption, nausea, vomiting, etc). Ask if the patient is allergic to other drugs, chemicals, food.
HEMOTRANSFUSION HISTORY
Ask if the patient ever had blood transfusion, on what occasion, how she tolerated it. Ask if there was plasma transfusion, on what occasion.
PAST HISTORY Standard of living and home life in early childhood (nutrition, housing conditions). Work history (at what age she started working, present working conditions, hygienic conditions on workplace, if there are any occupational hazards). Present housing conditions. Habitual intoxication (smoking, alcohol-, drug-taking).
EPIDEMIC HISTORY General history: any contact with patients with tuberculosis, general and intestinal infections, etc. HIV history: any contact with HIV patients, if there are such patients in the family

MENSTRUAL FUNCTION:
age of the first menstruation
when menstruation became regular; what was its type and nature while it
was irregular
type of menstruation: periodicity, duration
nature of menstruation: amount of blood (profuse, moderate, scarce), painful
or painless. If painful, find out the time when pain comes (before
menstruation, in the first days) and its duration. Nature of pain: spasmodic,
persisting, gnawing, etc.
ask if menstruation has changed after the beginning of sexual life, after
delivery or abortion, what were the changes
date of the last normal menstruation (its beginning and end). If it was not
normal, what was the abnormality.

SECRETORY FUNCTION (discharge)
a)  when discharge began
b)  its amount (profuse, moderate, scarce)
c)  is discharge persistent or periodic? If periodic, is it associated with menstruation?
d)  Nature of the discharge -   its colour (white, yellow, green, blood-tinged), odour (odourless, with pungent odour), whether it irritates the surrounding tissue, its consistency (fluid, thick, caseous)
e)  What the patient associates the discharge with
12. SEXUAL FUNCTION
a)  beginning of sexual life
b)  age when the patient got married. If this is a second marriage, what is its duration?
c)  Is the sexual life regular?
d)  Is there sexual promiscuity?
e)   Is the sexual drive (libido) pronounced?
f)   Is there sexual satisfaction (climax)?
g)  Were there pains during intercourse? 

h) Was there blood after intercourse?
i)   Contraception: its methods and means.
13.  REPRODUCTIVE FUNCTION
When the patient first got pregnant after withholding contraception. Enumerate all pregnancies in chronological order and their outcomes. State the type of delivery: normal or abnormal, obstetric surgery, duration of postpartum period, if the baby was living. If there were any abortions, state if they were spontaneous or induced, at what age of gestation. If the abortion was spontaneous or criminal, state if curettage of uterine walls was performed. Find out and note down if there were any complications during the abortion. The course of post-abortion period. Condition of mammary glands. Duration of breast-feeding, amount of milk (exceeding, sufficient, insufficient). Pain and swelling associated with menstrual cycle. Secretion (light, blood-tinged discharge).

14.  GYNECOLOGICAL DISEASES
a)  any gynecological diseases in past history
b)  what diseases
c)  when they occurred
d)  administered treatment

15.  FUNCTION OF URINARY BLADDER AND INTESTINE
Was there painfulness during urination, when, what is it associated with. Diseases of the gastrointestinal tract, digestive glands - liver, pancreas -in past history; the condition of the teeth, stomach, large and small intestine. Nature of defecation.

16.  OBJECTIVE FINDINGS
a)   Examination: the general state of the patient, her build, skin colour, temperature of mucous membranes, skin turgor, varicose diseases, edema, lymph nodes, amount of subcutaneous fat, state of muscles, bones, and joints.
b)   Examination of mammary glands (shape, size in cm, consistency, painfulness) and nipples (prominent or retracted), nature of mammary gland secretion (foremilk, milk, ichorous fluid)
c)   Nervous system and sense organs (consciousness, mood, intellect, sleep, smell, taste, speech, vision, dizziness, headaches, reflexes of 12 pairs of cranial nerves)
d)  Respiratory organs. Shape of the chest, type of respiration, amount of respirations per minute. Findings of percussion and auscultation of lungs
e)   Circulatory organs. Pulse, arterial pressure, heart borders, state of peripheral blood vessels (thickened or elastic)
f)   Abdomen and digestive organs. Shape of abdomen (flat, distended), participation     of     abdominal     wall     in     respiration,     palpatory determination of liver and spleen borders, tense or soft abdominal wall,  signs of irritated peritoneum (Schotkin-Blumberg symptom), percussion findings, presence of ascetic fluid in the abdominal cavity)

17.GYNECOLOGICAL EXAMINATION
a)  condition of the external genitals. Examination of the vestibule of vagina, external urethral opening, excretory ducts of Barthohn's and paraurethral glands
b)  examination of the vagina and cervix with a speculum (coloration of cervical and vaginal mucosa, nature of discharge, size and shape of uterine cervix, presence of pathological processes -   inflammation, lesion, ulceration, tumour, fistula)
c)  bimanual  (rectal)   examination:   condition  of pelvic  floor,  greater vestibular glands, urethra, and vagina (the volume, folds, presence of pathological processes,  depth, mobility  and painfulness  of vaginal fornix), vaginal part of uterine cervix (consistency, position in relation to axis of pelvis, mobility, condition of external opening), position of the uterus, its size, shape, consistency, mobility, painfulness, relation of uterine cervix to uterine body. Condition of uterine appendages and parametral regions. If tumour-like formations are felt, their size (in cm), consistency, painfulness is established.

18.SPECIAL           METHODS           OF           GYNECOLOGICAL
EXAMINATION
Investigations necessary to specify the diagnosis: hysterometry, puncture through the posterior vaginal fornix, biopsy, diagnostic curettage, colposcopy, metrosalpingography, phlebography, bicontrast radiography, ultrasound scanning, kymopertubation, etc.

19.LABORATORY INVESTIGATION

Blood and urine tests, investigation of vaginal flora, cervical canal and urethra, cytological findings of vaginal smear, blood for Wassermann's reaction, HIV-infection, coagulogram, liver function test, radiography of the chest, ECG, pathohistological investigation, etc. Colpocytology, cervical test, pupil phenomenon, ferning.
20.CONCLUSION   OF   CONSULTING   DOCTORS   (therapeutist, neuropathologist, etc)

21.DIAGNOSIS
A) preliminary   diagnosis.   State   the   basic   gynecological   diagnosis   and concomitant diseases
B)  substantiation of the diagnosis is done for the main disease
C)  differential  diagnosis.   State   in   detail  differential  diagnostics   of the patient. For instance, if there are clinical presentations of acute abdomen, first of all it should be settled whether it is of genital or extragenital origin. If genital origin is confirmed, differential diagnostics is done for the following gynecological diseases:
1)  acute internal hemorrhage of internal genitals
2)  sudden circulation disorders in internal genitals
3)  acute inflammatory diseases of pelvic organs involving the peritoneum
4)  diffuse peritonitis originating from inner organs
5)  final diagnosis.

22.PLAN OF TREATMENT
The plan is made for the treatment of the present patient rather than for general treatment of a similar case

23.PREOPERATIVE CONCLUSION
It is written for patients facing surgical treatment. State the patient's name, patronymic, surname, age, diagnosis of the main disease and of concomitant diseases. Indications for surgery, the planned extent of surgical intervention. Type of anesthesia. Risk of thrombosis. Indications for blood or plasma transfusion, if planned. Blood group and Rhesus factor. Was there corticosteroid hormone therapy in past history, allergic reactions to drugs? In which phase of menstrual cycle is the patient to be operated. The patient's written consent to surgery. The expected outcome of surgery.

24.DESCRIPTION OF SURGERY
Describe in detail the course of surgery, the course of anesthesia, blood transfusion.
25. DIARY
For 2-3 days the patient's condition is described in detail with specific administrations for treatment and care for each day, drug prescriptions.
26.EPICRISIS
State in brief the diagnosis, its substantiation, the administered treatment, its outcome (recovery, improvement, no change).

27. PROGNOSIS
State comprehensively the prognosis of life, work, restoration of the menstrual, sexual and reproductive function, with substantiation.

28. RECOMMENDATIONS       FOR      THE       PATIENT      UPON DISCHARGE
State the plan of treatment and follow-up check-ups at a gynecological clinic, rehabilitation at a health resort, follow-up observation.
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