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Identifying Information
Initials: E.L.
Age: 57
Gender: Female
Source of information: Patient narrative and collateral information from the medical records
Reliability: The patient is a reliable historian
Subjective Information
CC: “Productive cough” 
History of Presenting Illness: E.L. is a 57y/o Caucasian female presenting with a complaint of a productive cough that has lasted about two weeks and a fever that developed about four days ago. She reports that the symptoms started with her chest “feeling cold” before the development of the persistent cough and sputum production. She notes that the cough has been producing yellow sputum for the past five days. She also reports chills, chest discomfort, and shortness of breath, besides the fever. She recorded the highest temperatures yesterday (100.1ºF). She has used acetaminophen 400 mg PRN for the past two days to manage her fever but claims that the medication has not worked since yesterday. She states that she feels excessively tired. She denies hemoptysis, post-nasal drip, paroxysmal nocturnal dyspnea, and sick contacts. She reports a runny nose, headache, and sore throat, but denies abdominal discomfort, nausea, or vomiting. 
Location: Chest
Quality: “Barking” cough with an accompanying “sore chest”  
Severity: She rates the chest soreness as 5 put of 10
Timing: Cough started three weeks ago; the soreness lasts less than a minute
Setting: Occurs any time regardless of activity or rest
Aggravating/Relieving factors: Cough and drinking cold drinks worsen the chest soreness
Associated manifestations: Shortness of breath
Review of Systems:
General: Reports low-grade fever, chills, and fatigue
HEENT: Patient reports headaches; she denies barotrauma, otalgia, hearing loss, otorrhea, eye pain, itching, swelling, visual loss, or sensitivity to light. She reports a runny nose but denies postnasal drip, sneezing, epistaxis, or sinus pain. She reports a sore throat but denies hoarseness, difficulty swallowing, or oral ulceration. 
Respiratory: The patient reports a productive cough with yellow sputum and shortness of breath
Cardiovascular: The patient reports chest soreness but denies palpitations or chest pain
Gastrointestinal: she denies loss of appetite, abdominal pain, nausea, vomiting, constipation, or diarrhea
Genitourinary: Denies urinary incontinence, frequency, urgency, dysuria, polyuria, or hematuria
Neurological: The patient denies dizziness, numbness, vertigo, or syncope
Musculoskeletal: She denies muscle or join pain, tenderness, weakness, or stiffness
Hematologic: She denies a history of easy bleeding or bruising
Lymphatics: She denies a history of swollen glands
Endocrine: She denies polyphagia or polydipsia
Medications/Allergies: Allopurinol 100 mg PO TID for gout and metformin 500 mg PO TID for diabetes; the patient does not have any allergies to environmental stimuli, foods, or medications
Past Medical History: The patient has a history of gout and non-insulin-requiring diabetes. She also reports childhood illnesses, including measles and chickenpox.
Past Surgical History: The patient had rotator cuff repair at the age of 17 and laparoscopic appendectomy at the age of 27.
Family History: Her father (alive, 91) has a history of hypertension, type II diabetes, and hypertension, while her mother (alive, 88) has a history of asthma and hypertension. She has no siblings. Her two children aged 27 and 23 do not have a remarkable history. 
Social history: E.L. reports a 15 pack-year smoking history but endorses recently cutting back her smoking because of the persistent cough. She endorses ETOH, consuming about 6 alcoholic drinks every week. She denies abusing marijuana or illicit and prescription drugs. She is currently divorced and lives alone with a pet dog. However, her children visit her every weekend. She retired from her job as a librarian two years ago.
Health and Maintenance Practices: The patient reports adequate sleep quality (at least 8 hours a day), with a regular sleeping schedule. She prefers home-cooked meals and avoids red meats. She also avoids high-sodium and processed foods. She often engages in light exercises, including walking and jogging, especially during the weekends.  
Objective Date
Physical exam: 
Vital signs: Weight – 150; Height – 5ft8in; T – 100.1ºF; BP – 119/81; RR – 21; HR – 97; SaO2 – 94% 
General: E.L. appears well groomed, well nourished, with heavily applied make-up
Skin: Her skin is warm and dry with no visible lesions or rashes
HEENT: Head – normocephalic and traumatic. Eye – PERRLA, EOMs intact, white sclera, and pink conjunctiva. Ears – TMs translucent and pearly gray bilaterally, no bulging, erythema, or discharge. Nose – Parent nares, moist and pink mucosa, with clear drainage. Mouth/Throat – Moist, pink oral mucosa
Respiratory: Hacking cough and thick yellow sputum noted on inspection. Tactile fremitus normal bilaterally on palpation. Lungs resonant bilaterally to percussion with no bronchophony. Lungs are significant for wheezing to auscultation.
Cardiovascular: RRR, S1 and S2 noted with no gallops, murmurs, rubs, thrills, or clicks 
Gastrointestinal: Abdomen soft, non-tender, and non-distended. Normoactive bowel sounds detected in the four quadrants upon auscultation. Liver non-tender to palpation. No palpable masses
Diagnostic results: 
Labs: WBC 10.1, Neutrophils 55%, 3% bands; negative rapid strep test 
Chest x-ray: Normal
Assessment
Primary and Differential Diagnoses 
Acute bronchitis: Acute bronchitis often presents with an acute productive cough involving clear, white, or yellow sputum, alongside a low-grade fever, malaise, and wheezing, and difficulty breathing (Singh et al., 2021). Acute bronchitis does not present with significant clinical findings. As supported by Smith et al. (2020), the respiratory rate remains <30 breaths per minute, the heart rate lower than 100 beats per minute, fevers rarely goes above 100.4ºF. E.L. presents with these classical signs and symptoms. Her chest soreness could be linked to the increase in lung pressure from the phlegm. In addition, her history of smoking could be considered a significant risk factor in the pathogenesis of the condition. The physical examination, lab work, and imaging tests confirm the results. Notably, the elevated WBC and neutrophil levels indicate a possible bacterial infection. Moreover, the tactile fremitus is consistent with the findings expected in individuals with suspected acute bronchitis. 
Pneumonia: Pneumonia has several symptoms that overlap with the clinical manifestations of acute bronchitis, including a productive cough, fever, shortness of breath, and chest discomfort (Rodrigues & Groves, 2019). However, physical findings often reveal rales and rhonchi, with a dull thud on percussion that suggests consolidation or pleural effusion (Nowicki & Murray, 2020). In addition, pneumonia involve a high-grade fever, pleuritic chest pain, with CXR revealing areas of consolidation. 
Asthma: According to Butler and Keane (2019), the initial presentations of asthma features many of the symptoms of acute bronchitis. Common initial manifestations include shortness of breath, wheezing, labored breathing, and dry or productive cough (Martin et al., 2022). The family history of asthma could be a risk factor for E.L. in developing asthma. However, asthma emerges from notable exposure to allergens, which is not the case for E.L. In addition, fever is not among the typical presentations of asthma. 
Plan
Pharmacological interventions: 
· Acute bronchitis is often self-limiting and can resolve without pharmacological interventions and antimicrobial stewardship is encouraged in its management (Smith et al., 2020). Supportive therapy is usually used. The patient received a one-time albuterol dose. The beta-2 agonist id often used to relax muscles and relieve coughs in acute bronchitis (Becker & Hom, 2019). The patient was also prescribed guaifenesin 200 mg q4-6hr PRN for the cough. Although its mechanism of action is often unclear, the expectorant has positive effects in addressing coughs in acute bronchitis (Ohar et al., 2019). The patient was prescribed naproxen 250 mg PO q4-6hr PRN to address underlying fever and malaise. 
Non-pharmacological interventions:
· Non-pharmacological interventions, including throat lozenges, ginger, and hot tea will be recommended (Singh et al., 2021). The interventions could help with the cough.
Patient education:
· The patient was advised to ensure adequate hydration with warm fluids and getting adequate rest. The patient was also advised to avoid using alcohol during the course of her treatment. She was encouraged to consider nicotine replacement therapy, considering tobacco smoking could increase the risk of an exacerbation of symptoms. The patient was also advised to use the other medications as prescribed. The patient verbalized understanding the instruction and voiced her desire to quit smoking. She was encouraged to contact the office in case the symptoms persisted. 
Follow-up:
· Follow-up in two weeks
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