Internal Medicine Admission Note

RFR: Pneumonia

Past Medical History:

1. CAD

a. NSTEMI 2003 with RCA stent,

b. NSTEMI 2010 with LAD stent x 2

2. CHF – secondary to ischemic cardiomyopathy, EF 45%

3. Dyslipidemia

4. HTN

5. COPD – FEV1 71%

History of Presenting Illness:


74 year old gentleman presents with 3 day history of significantly productive cough (green/yellow). He’s had associated fevers, chills and night sweats. He’s also had increasing SOB over that time, with an exertional component.  No recent hospitalizations, no sick contacts, no travel history, no previous episodes of pneumonia. He’s not had an chest pain, peripheral edema, or palpations. He’s also not had any bowel or urinary issues.

Social History:
Married with 2 children, lives at home with wife, worked as a mechanic, no alcohol or drugs. > 50 pack year smoking history, still smoking 1 ppd

Family History:


None

Allergies:


None

Medications:

· Metoprolol 25mg po BID

· Ramipril 10 mg po Daily

· ASA 81 mg po Daily

· Plavix 75mg po Daily

· Lipitor 40 mg po Daily

· Spiriva 18mcg 1 puff inh Daily

Physicial Exam:


Vitials: BP 130/65, HR 110, RR 24, Temp 39.1, O2 sat 93% on 2L


Resp: crackles at right base with decreased air entry


CVS: Normal S1 S2 no murmur, no peripheral edema, JVP flat


Abdo: Soft not tender, no hepatosplenomegaly


Neuro: Grossly normal

Laboratory:

WBC 17.3 with 14.6 neutrophils, remainder of CBC and lytes are normal, blood and sputum cultures pending

CXR:
RML infiltrate, no pulmonary edema

EKG:
Sinus tachy, otherwise normal

Assessment and Plan:

1) Community acquired pneumonia


History consistent with CAP, no risk factors expect for mild COPD which appears to be under good control with no exacerbation at this point. Patient’s CURB-65 score is only 1/5 but he is requiring O2. Will admit him to hospital for IV antibiotics and oxygen supplementation. Hopefully he’ll be a short stay.

Internal Medicine Resident (R2)

Internal Medicine Rounding Note

Day 1 post admission

ID: 74 admitted with pneumonia

S: Patient is feeling better today with decreased SOB and no fevers or chills overnight.

O: Vital stable on 1L O2 sating well, Respiratory exam shows continue crackles on right side

Labs: Improved WBC today ~12.1, K+ 3.2, Mg 0.86

Assessment and Plan:

1) CAP

Patient Improving, continue current management.

Internal Medicine Resident (R1)

EKG in the Chart
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