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PATIENT INFORMATION: The patient is a 46-year-old Hispanic male
Chief Complaint: Follow up ER visit due to wheezing and SOB 
HISTORY OF PRESENT ILLNESS: The patient is a 46-year-old Hispanic male who reports to the clinic for a follow-up from an ED visit four days ago due to wheezing, ER records reviewed, Chest X-ray was WNL, labs WNL, COVID rapid PCR negative.  ER physician ordered steroids and diagnosed him with bronchitis. The patient denies current SOB, chest tightness, patient cough, occasional chest tightness, and wheezing.  
theALLERIES: NKDA 
PAST MEDICAL HISTORY:  
Mild asthma non exacerbated. Hypertension. Gout.
SURGICAL HISTORY: 
Cholecystectomy
FAMILY HISTORY: 
Mother-CHF, DM
Father: Asthma
SOCIAL HISTORY: The patient is a construction worker. He works for a company and is actually on leave due to a pandemic. The patient is happily married and has two daughters. He enjoys taking walks with his family every sunset. He states he tries to watch his diet due to health condition but is challenging due to racial background. He denies smoking or any alcohol consumption.
REVIEW OF SYSTEMS:
Constitutional:  Patient denies activity change; appetite change; chills; diaphoresis; fatigue;  fever; unexpected weight change;
Skin: No rash, itching, pruritis, nail, or hair changes
Head: Denies any headaches, dizziness, lightheadedness, or vertigo.
Eyes: The patient denies blurred vision, double vision, or tearing. 
Ears: Patient denies bilateral pain in ears, denies hearing loss, or ringing in the ears
Nose/Sinuses: No sinus tenderness, patent
Mouth/Throat: Denies any sore throat, hoarseness, or dysphagia. Tongue pink, good dentition, no gingival hyperplasia
Cardiovascular: Denies any chest pain
Respiratory: No respiratory distress, denies SOB
Gastrointestinal: normal bowel sounds. Negative rebound tenderness. (-) nausea and vomiting. Denies diarrhea and constipation.
Neurological: Headaches and dizziness as aforementioned. The face is symmetrical. Denies speech difficulty.
Hematological: Pt denies any hematemesis 
Psychiatric: The patient denies anxiety and depression. Mood and affect are appropriate
Musculoskeletal: No history of fall. Denies gait problem, joint swelling, myalgia, neck pain, or neck stiffness.
Endocrine: Reports history of diabetes controlled through diet.  Denies cold intolerance, heat intolerance, polydipsia, polyphagia, or polyuria. 
Allergy: No known drug allergies 
PHYSICAL EXAMINATION
General: Patient is awake, alert, and oriented x4. 
Vital signs: BP 115/67 mmHg, RR 21, Temperature 98.1*f, Pulse: 67, PO2 Sat100% as room air, Ht. 6’4’’, Wt. 200 lbs., MBI 25.
Skin: Skin feels normal. Normal in appearance and texture. Nails pink without clubbing
Head: Normocephalic, no lesions, no mass, no tenderness, even hair distribution. 
Eyes: Pupils are equally round, reactive to light and accommodation, Conjunctiva pink, sclera white/clear. Red reflex presents bilaterally, normal vessels without hemorrhage on fundoscopic examination.
Ears: Outer ear without lesions, skin intact, the same color as face, tympanic canals normal, eardrum flat, translucent and pearly gray in color.
Nose/sinuses: Midline nasal septum, nostrils patent bilaterally, no nasal discharge, no tenderness over frontal and maxillary sinuses.
Mouth/throat: Pharyngeal walls are pink; tonsils are +2 in size. Tongue & lips normal in color, moist, no lesions, no periodontal disease noted, no submandibular, or supraclavicular lymphadenopathy, trachea in midline.
Neck: Neck is Supple, no JVD, carotid artery upstroke is normal bilaterally without bruits.
Heart: Normal sinus rhythm, S1 and S2 normal, no murmurs, no gallops, or rubs, no abnormal pulsation.
Thorax and back: Symmetrical lung expansion, spine no deformity or tenderness. 
Lungs: Symmetric expansion on inspection, respiratory effort even and unlabored without use of accessory muscles, on palpation tactile fremitus equal bilaterally, normal resonant on percussion, mild wheezing present on bilateral lower lobes.
Abdomen: Flat contour, no visible lesions or abnormality on inspection, non- distended, soft, no tenderness on palpation, no hepatojugular reflux, normoactive bowel sounds in all four quadrants.
Extremities: Moves all, no discoloration, or cyanosis, no clubbing or edema, good pulses with regular rhythm.
Neurological: Patient is alert and oriented to questioning, cranial nerves II -XII intact, motor, strength, and sensory examination of the upper and lower extremities is normal, symmetrical and regular reflexes bilaterally in both extremities, gait normal. Everyday speech and memory; motor coordination intact.
Genitourinary: External: Circumcised penis. No phimosis, paraphimosis, hypospadias, or discharge.  Scrotum: Properly descended testes. No cremasteric reflex. No masses or swelling. 
ASSESSMENT
Primary Diagnosis: cough is the predominant symptom of acute bronchitis. The fundamental consideration in patients with such illness is finding out the cause of coughs such as pneumonia, heart failure, and asthma. The primary Diagnosis includes pneumonia and upper respiratory tract infection. However, the common cold does not require medical treatment. Other symptoms of bronchitis include fever, headache, dyspnea, sputum production, and nasal congestion. The initial stages of bronchitis may be differentiated from the average cold. Patients may lament chest pains and fever of more than 100 degrees F prods considering pneumonia or influenza. Since the cough linked with bronchitis is usually slow to resolve, I typically seek treatment.
Pathophysiology: bronchitis irritates the bronchial-lining tissues' cells and causes the mucous membrane's edematous membrane, affecting the fubronchial mucociliary functions. The air passage becomes increasingly irritated due to the clogging by debris. As a result of the impacts mentioned above, mucus's copious secretion develops and results in a typical cough. As the irritation proceeds in the case of mycoplasmal pneumonia, bronchial irritation originates from Mycoplasma pneumoniae. Bronchitis lasts for about 10days. If the inflammation extends downwards to bronchioles and air sacs, there will be a development of bronchopneumonia (Becker et al., 2015). Bronchitis is linked with massive mucus production enough to cause expectoration for more than 90 days. In such a case, the alveolar becomes the initiator and the target of inflammation. The predominance of peribronchial fibrotic distribution and neutrophillis changes the outcomes from inflammatory cytokines, colony-stimulating factors, and interleukin 8.airways respond to the inflammatory stimuli through releasing inflammatory mediators. The production of mucoid sputum is linked with uncomplicated bronchitis. It is crucial to distinguish bronchitis from infective asthma. The primary source for the difference is the patient's medical history of the illness. The Clients who possess an onset of wheezing and productive cough. Bronchitis may also result from massive inhalation of contaminated air (Blush, 2013).
DIFFERENTIAL DIAGNOSIS
Bronchitis must be distinguished from bronchiolitis obliterans, bronchiolitis, congestive heart failure, bronchiectasis, and chronic asthma ("Bronchitis: Acute & acute exacerbation of chronic bronchitis (AECB)," 2019). 
PLAN
Diagnostics
Pulmonary metastases: chest x-rays
Tuberculosis: chest x-rays
Pneumonia: present with shortness of breath, cough, and fever. However, pulmonary infiltrates on chest x-ray depend on imaging findings.
Congestive heart failure: features with paroxysmal nocturnal dyspnea, orthopnea, chest x-rays 				of pulmonary congestion and cardiac enlargement.
Asthma: present with wheezing, dyspnea, and cough, basically a condition that started years ago.
Medical Treatment/Management 
· Azithromycin 250mg 2 tablets by mouth the first day then 1 tablet by mouth once daily for 4 days 
· Albuterol 1puff prn for chest tightness related to asthma 

  
Non-pharmacologic treatment: 
Regular physical exercise

Education 
· Educate patient about exercise
· Importance of medication compliance 
· Call 911 if shortness of breath is present. 
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