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HISTORY OF PRESENT ILLNESS:

A 57-year-old male was brought to ED by his aunt. The client has been experiencing hematemesis and chest 
pain, starting at 3:00 p.m. He is being triaged in the emergency department. A medical history is taken. The 
client has no history of myocardial infarction (MI) but has hypertension and a history of ulcers. The client 
appears anxious and hypervigilant. He repeatedly asks the nurse if “he can have something for pain” and 
becomes increasingly guarded as the nurse requests more details about his medical history, replying 
smirkingly, “you have all of that in my records.” He denies feeling depressed and says he is “just stressed out 
about his housing situation.” He is cooperative with ECG but is restless.

The clients’ aunt asks if she can speak to the ED provider for a “quick moment” and then explains that the 
client often leaves home on weeknights but does not return home until the evening of Sunday. Furthermore, 
she states sometimes, he goes missing several nights a week. Throughout the week, he often reports that he is 
in pain 12-18 hrs. a day. She also noticed some emesis off and on these past few months. He often accuses 
others of stealing his phone and his money from his bank account despite being the only person with access. 
She acknowledges that he has been having problems coping since his discharge from the Marines and the 
injury to his jaw.

PAST PSYCHIATRIC HISTORY:
The client denies any past psychiatric history; he has never been hospitalized in a psychiatric hospital but is
currently taking an antidepressant. He denies that he uses drugs recreationally, but recent UDS indicated 
cocaine. Patient states, “I am just here ‘cause I’m throwing up blood.”

PAST MEDICAL HISTORY:
The client reports he has TMJ d/t previous surgery and ulcers because he takes too much aspirin (1000 mg – 
2500 mg a dose of aspirin or Tylenol). Patient has prescription of oxycodone 5 mg- 10 mg for severe TMJ 
pain.

MENTAL STATUS EXAM:
The client is alert and oriented and appears inappropriately dressed, with short pants and a winter jacket. His 
speech is rapid and mildly increased in volume but slightly garbled. He is restless and looks around the room 
frequently, though he does not exhibit psychomotor agitation. Client describes his mood as “good for now,” 
“just having chest pain but I think the bleeding stopped,” but his affect is extremely anxious, irritable, and 
guarded. Client thought process is linear and goal-directed, but thought content shows some paranoid ideation
toward the ER staff. The client denies hallucinations and suicidal or homicidal ideation. His cognition is 
intact. Insight and judgment seem to be limited.

PHYSICAL EXAM:
VITAL SIGNS: HR= 94/min.; B/P 210/98; Temp= 98.5 F, resp.= 18/min.
The client is breathing comfortably and appears restless without obvious signs of distress. The client
appears average weight for his height, and there are traces of dried blood noted on his chin. Cardiac exam
reveals no signs or murmurs, rubs, or gallops. The remainder of the exam was likewise unremarkable.


