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Case Study: Pneumonia   
PATIENT INFORMATION: 67 year old Asian male
HISTORY OF PRESENT ILLNESS: Patient is a 67 year old Asian male with history of HTN, CABG, pneumonia, who presents to the clinic for a follow up visit due to patient having pneumonia. Per ER records, COVID PCR (-),chest x ray, severe improvement on right lower lobe effusion. Patient also states he breaths easier. Patient was hospitalized originally for having cough and fever for 4 days with green sputum. Patient was placed on IV antibiotics and was discharged from hospital after a week. 
ALLERIES: No known drug or food allergies
PAST MEDICAL HISTORY: Hypertension,
SURGICAL HISTORY: CABG 2016
FAMILY HISTORY: Family history is non-contributory
SOCIAL HISTORY: 67 year old male, history of smoking, 1 pack every 3 days for 25 years denies alcohol consumption. Is widowed and denies sexual activity. Is retired and enjoys gardening on his spare time.

 
REVIEW OF SYSTEMS:
Constitutional: (-) for fever, weakness, n/v. 
Skin: No rash, itching, pruritis, nail, or hair changes
Head: Denies any headaches, dizziness, lightheadedness, or vertigo
Eyes: 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: denies n/v and denies weight loss
Neurological: He denies any seizures, fainting, no slurred speech
Hematological: Pt denies any hematemesis 
Psychiatric: Patient denies anxiety and depression. Mood and affect are appropriate
Musculoskeletal: Denies any body weakness and pain; no change in energy level
Endocrine: Negative for thirst, cold or heat intolerance. No dysuria, nocturia, or frequency of micturition.
Allergies: denies allergies  
PHYSICAL EXAMINATION
General: Patient is awake, alert, and oriented x4. 
Vital signs: 124/67, 82, 16, 98.1*f orally, 100% on room air, BMI- 28
Skin: Skin feels warm to touch. 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 present bilaterally, normal vessels without hemorrhage on fundoscopic examination.
Ears: Outer ear without lesions, skin intact, 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: 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: Tachypneic. Symmetric expansion on inspection, respiratory effort even and unlabored without use of accessory muscles, on palpation tactile fremitus equal bilaterally, normal resonant on percussion, clear breath sounds, no wheezes, crackles, rhonchi or rhales noted.
Abdomen: Abdomen is 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 normal reflexes bilaterally in both extremities, gait normal. Everyday speech and memory; motor coordination intact.
ASSESSMENT
Primary Diagnosis: Please discuss pneumonia as diagnosis
Pathophysiology
Please discuss the pathophysiology of pneumonia
DIFFERENTIAL DIAGNOSIS
Please have 3 differential diagnosis and briefly discuss the pathophysiology of the differential diagnosis
PLAN
Diagnostics
Please discuss the diagnostics of pneumonia (chest xray sputum culture.)
Medical Treatment
Please discuss medical treatment of pneumonia (antibiotics- what kind of antibiotics)
MANAGEMENT
FOLLOW UP CARE/REFERRAL: Adviced patient to follow up every three months with primary care physician and follow up with pulmonologist. 
EDUCATION: Educated patient of recurrent pneumonia infection, educated patient of low sodium diet. Educated patient about exercise. Re educated on when to have patient call 911 or go to nearest ER. 
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