VA #6

History:

75 y/o BM with H/O asthma presents to the ER c/o SOB.  Alert, oriented, respiratory effort labored, L/R wheezes, skin w/d.  Sputum slightly yellow, PF 180, O2 sats 92%, steroid dependent asthma c/o 2wk hx non-productive cough, wheezing, nasal congestion, progressive dypsnea.  Sx began after tapering prednisone from 60mg daily to 10mg/day over 6-week period.  Occasional sharp pleuretic chest pain exacerbated by coughing.  Hx of hypertension, TB ’73.

Physical Exam/Assessment:

VS:  BP:  182/116, P:  73, T:  97, R: 40; General:  mild resp. distress; HEENT: normal; No JVD; Lungs:  wheezing; Extremities 2+ edema;  O2 Sat: 89%; CBC with diff, Chem 7, mg, phos, LFT’s ordered

Treatment:  Proventil/Atrovent 2.5mg x 3 doses, symptoms of SOB resolved in ER after tx.  Admit to inpatient unit.  Admission: 3 days.  Continued to improve on ward and was successfully switched to po prednisone nebulizer tapered to usual rate of 1 tx q 4 hrs.

Follow Up/Disposition: Albuterol Nebulizer q4h; Ipatropium hand held neb q4h

Aerobid MDI 2 puffs 2xd; Prednisone 60 mg po x 2d, then 50mg x 6d, then tapered by 10mg q 6 days-stabilize at 20mg. Follow up in clinic in one week.

VA #7

History: 29 y/o BM h/o asthma, c/o URI, alert and oriented, respiratory effort labored, L & R wheezes.

Physical Exam/Assessment: VS:  BP:  135/76, P:  88, T:  97.8, R: 32; HEENT: WNL

Neck:  supple; Lungs:  CTA bilat no crackles; CV: Normal; Abd: WNL;  PF: 85, R: 32 prior to tx; 

Treatment: Proventil 2.5mg  PF: 280; Atrovent/Albuterol 2.5/.5  PF: 395. One hour in ER and discharged

Follow Up/Disposition: Bactrium DS 1 tab po bid; Steroid taper Asthmacort

Refill Inhaler: Proventil

VA Case #8

History

22yomale, AD/MC complaints of inability to complete his 3 mile run within 

     the required time in the last 3 months. He noticed shortness of breath. He 

had no difficulty completing his physical readiness testing prior to this. 

Patient has no fever, chills, cough, chest pain or weight loss. He is a 

non-smoker. No h/o viral illness prior to the onset of his symptoms. No h/o 

nasal congestion. No h/o childhood asthma. Family history noncontributory. 

Had tonsillectomy at age 7. 

Physical Exam/Assessment:  On physical exam, well developed, well nourished male, NAD, BP120/84, pulse 60/mt, RR 14/mt. No cyanosis, clubbing. Cardiac exam normal. Lungs clear to percussion and auscultation. No nasal congestion. The remainder of 

his physical exam within normal limits. CXR and PFTs normal. 

Treatment:

Follow Up/Disposition 

VA Case#9

 HISTORY:  >36 yo female was seen for c/o cough of three weeks duration. Patient had 

been well until 3 weeks back. cough is non-productive. no chest pain, 

fever, chills. Patient has taken Robitussin without significant relief. No 

h/o allergies, asthma. Has nasal congestion. Not on any medication. Has no 

pets at home. Smokes 1 PPD for 15 years. No h/o pneumonia in the past. 

No h/o heartburn 

Physical Exam:  On exam, vital signs normal. Mild nasal congestion noted, Lungs clear to auscultation and percussion.Cardiac exam normal. Remainder of exam normal. 
CXR normal. PFTs normal . Sinus xrays showed maxillary sinusitis 

Treatment:

Follow Up/Disposition:

VA Case #10

History:  Patient with h/o asthma was seen in the clinic for symptoms of 

waking up two three times a month at night with shortness of breath. Denies 

cough, chest pain or heartburn symptoms. Patient was diagnosed to have 

asthma and has been using proventil inhaler one to two times a month. She 

is not on any other medications. she is a nonsmoker. 

>Physical exam was normal. PFT showed normal vital capacity, normal 

FEV1/FVC ratio. CXR is normal. 

