Internal Medicine Admission Note

RFR: Hypercapnia, query 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% - March 2011

3. Bilateral Lung transplant 2009 – Secondary to severe COPD, on multiple anti rejection medications
4. ESRD – secondary to tacrolimus toxicity, on intermittent hemodialysis

History of Presenting Illness:


Patient’s had 1 week history of progressive SOB (much increased over baseline) with cough, and general malaise. He denies night sweats but may have had fevers and chills. He’s had no peripheral edema, no chest pain, no orthopnea or no PND. He denies any travel, but has been around his two grandchildren both which have had colds. He’s otherwise had no bowel, urinary or neurological issues.


On presentation to ER patient was hypercapnic with a PCO2 of 58, pH of 7.27 consistent with an acute respiratory acidosis. Patient was placed on BiPAP and his CO2 levels have improved. Arterial line in place by RT.

Social History:

Married with 2 children and two grand children, lives at home with wife, worked as a mechanic, no alcohol or drugs. > 90 pack year smoking history, quit prior to lung transplant.

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

· Mycophenolate 1 gram po BID

· Prednisone 10 mg po Daily

· Sirolimus 2 grams po BID
Physical Exam:

Vitals: HR 80     BP 120/70     RR 22     Temp 36.7 C     O2 sat 93% on 3L
Resp:Crackles at bases R > L, no wheeze
CVS: Normal S1, S2, no murmur, mild peripheral edema, elevated JVP

Abdo: Soft, not tender, no masses
Neuro: Normal
Laboratory:
WBC 17.3 with 14.6 neutrophils, remainder of CBC and lytes are normal, blood and sputum cultures pending
CXR:
Increased diffuse airspace disease on the right side with mild vascular redistribution.
EKG:
Normal

Assessment and Plan:

1) Query pneumonia


Patient is immunosuppressed with signs of pneumonia.  Will admit and start broad spectrum antibiotics. Bacterial, viral, and fungal respiratory cultures are pending. Will also place Respirology consult.  Hypercapnia has improved with BiPAP arterial line is in place. Patient will need D4 for ongoing management.

2) Congestive Heart Failure


Mild CHF on exam, will increase lasix dose tonight and reassess in AM.
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Internal Medicine Rounding Note

Day 1 post admission

ID: 58 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+ 3.1, Mg 0.67, PCR for influenza A positive

Assessment and Plan:
1) Pneumona

Patient Improving, started on tamiflu, continue current antibiotics until Respirology sees patient. Continue to hold immunosuppressive meds.

2) Congestive Heart Failure

Diuresed well overnight, no further signs of pulmonary edema, decrease lasix dose.
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