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Demographic Data

 Mr. R.M. is a 65 year old Caucasian male
S) Subjective 

Chief Complaint
 “Shortness of breath that is getting worse for the last six weeks and my legs started to swell”
History of Present Illness:

Patient c/o shortness of breath for the past six weeks preceded by nine months of generalized fatigue.  The patient initially thought he was out of shape so began to exercise more; however, this exacerbated the SOB so he stopped. Patient now experiences SOB on a daily basis, especially with exertion. In order to breathe comfortably at night, RM now requires 2-3 pillows, whereas in the past, he was able to lie flat without difficulty.  Patient denies pain, cough, hemoptysis. SOB is better when he sits up. Recently, he started noticing swelling in both legs and gained five pounds in last one month.

Current Health Status

 Allergies:      Bee stings—anaphylaxis  Medications:  HCTZ 25 mg once daily, Multivitamin Daily, Epi pen PRN Bee stings, Prednisone and Benadryl as needed for bee stings, Immunization Status: Influenza Vaccine last year,  Habits (alcohol, drugs, tobacco, caffeine): Patient quit smoking ten years ago, smoked for 20 years in thepast; Caffeine— drinks one cup of coffee per day. Patient drinks alcohol socially and denies any drug use. 
Health Maintenance Practices:   Physical examination was 3 years ago and last colonoscopy was 2012.  Nutrition: Eats out at least once a week and mostly consists of meat and salad.   Exercise: Unable to do exercise due to fatigue and SOB. 
Relevant Past Medical History 

 General Health: Patient was diagnosed of HTN at the age of 52 and is regularly taking meds for it.
  Blood transfusions   none, Hospitalizations       None,Serious Accidents/Injuries/Fractures:  None
 Major Illnesses (including psychiatric): None, Childhood Illnesses:  Child hood murmur

Limitation of ADL:
 He feels always tired and unable to get a rested sleep. Slight activity around house makes him tired and short of breath.

Social History:
Home living conditions
Patient grew up, and currently lives, in Houston, TX. Patient has been married for 40 years and lives in a house with his wife.  They have two daughters, ages 24 and 26. 

Occupation: 

He is a high school biology teacher.  In his spare time, he likes to play tennis and go hiking, although this has been difficult with his current complaint of SOB.  Patient rarely exercises now as it exacerbates his SOB. Sleep has been interrupted at night due to his paroxysmal nocturnal dyspnea and denies recent travel.
 Religious or cultural considerations that may affect care: None
Family History 
Father, 78, hypertension, enlarged prostate


Mother, 76, Basal cell carcinoma, coronary artery disease


Paternal Grandfather, 75, deceased— Congestive heart failure


Paternal Grandmother, 80, deceased—unsure of cause


Maternal Grandfather, 72, deceased—unsure of cause


Maternal Grandmother, 69, deceased—

Patient’s Explanatory Model

“I am worried about my lungs, feels like its collapsing”.

ROS of Relevant Systems
General:  5’6”, 180#, BMI 28.4

Skin:  denies rash, dryness or pruritis
Head, Ears, Eyes, Nose, Throat (HEENT):

Head:  denies headaches; no injury or trauma Eyes:  wears corrective glasses or contacts; last eye exam an year ago; denies vision changes. Ears:  denies hearing loss, tinnitus, vertigo, or pain. Nose, Sinuses: denies allergies, colds, no sinus problems.  Throat: denies hoarseness, sore throat, trouble swallowing
Neck:  denies swollen lymph nodes, or pain. 
Respiratory:  see HPI; positive for orthopnea, SOB with exertion, PND; denies cough, sputum, wheezing, cyanosis. 
Cardiovascular:  heart murmur dx as child; denies chest pain/pressure, palpitations, or syncope. c/o persistent fatigue.
Gastrointestinal:  denies nausea/vomiting, reflux, loss of appetite; BM daily. 
Urinary:  Denies frequency, dysuria, urgency, and hematuria
Genital:  Denies discharge, infection. 
Peripheral Vascular: edema bilaterally both ankles, denies varicose veins.
Musculoskeletal:  denies arthritis, stiffness, limited ROM
Psychiatric:  No history of depression, anxiety, mental illness, some sleeping difficulty. 
Neurologic:  No LOC, seizures, numbness/weakness, vertigo. 
Hematologic:  No anemia, bruising, or clotting disorders. 
Endocrine:   No known diabetes, thyroid disease, temperature intolerance
(O) Objective
Vitals- BP:  150/66, HR- 68/min, Temp- 97.2. RR- 18/min. Wt- 180lbs

Physical Examination

General:  RM is a well-developed and obese adult male, oriented, responding appropriately to questions.  Patient sitting on exam table appears fatigued. 
Vital Signs:  Temperature 98.6, Heart Rate 89, Respiratory Rate 18, Blood Pressure 160/99
Thorax/Lungs:   Decreased breath sounds and crackles heard at the bilateral lower lobes. Thorax is symmetric with good expansion. Fremitus WNL. 

Cardiac: Regular rate,  S1, split S2 audible, S3 present at apex; high pitched blowing 3/6 systolic murmur best heard at the apex, radiating to axilla and left infrascapular area. No S4 or diastolic murmur present; PMI laterally displaced from midsternal line, 5th intercostal space. caratid artery and abdominal aorta without bruit. 

Peripheral Vascular:  1+ non-pitting edema present to bilateral ankles and feet; 2+ pedal pulses present, symmetric.
Abdomen:  normoactive bowel sounds.  Soft, flat, non-tender, and non-distended. No hepatomegaly. 
Diagnostic/lab data 
Na 135
K 4.4
Cl 100

CO2 26

ALB 4.5

BUN 23
Cr 1.3
Glucose 89

Mg 1.7

Ca 2.3

WBC 6.5 

Hgb 14

Hct 34

BNP 750pg/ml
Chest x ray cardiomegaly

Fasting 

Total Cholesterol 190 mg/dl

LDL 90mg/dl

HDL 37mg/dl

Triglycerides 130mg/dl

UA Negative

Differential Diagnoses
1.  Heart Failure is complex clinical syndrome that can result from any structural or functional cardiac disorder that impairs the ability of the ventricle to fill with or eject blood.  It is characterized by specific symptoms such as dyspnea, fatigue and signs of fluid retention. ( Up to Date)
2. Chronic Mitral Regurgitation Mitral regurgitation is a common valvular disorder that can arise from abnormalities of any part of the mitral valve apparatus.  These include valve leaflets, and papillay muscles. Doppler is the standard techniques to for detecting valvular regurgitation. 
Plan:
Admit to hospital for new onset heart failure, oxygen by nasal cannula, Lasix 40 mg IV one time dose and then continue on Lasix 20 mg once dialy.  Lisinopril 20 mg once dialy. Discontinue HCTZ. Simvastatin 10 mg once at night.
Diagnostic:
Daily weights

Cardiac Enzymes x 3, CMP to monitor electrolytes, CBC
Education: Daily weight monitoring, Fluid restriction of less than 2 liters per day, Sodium restriction of less than 2 gram per day. Pneumonia vaccine once and influenza vaccine every year. Healthy diet and exercises as tolerated. 
Consults and/or Referrals: 
Cardiologist consult immediately for new onset heart failure and an order for ECHO
Follow-up Care: Return to the clinic in a week after discharge home. 
Critique in relation to this case
Hospitalization for heart failure is a major health problem with high in-hospital and postdischarge mortality and morbidity. Non-potassium-sparing diuretics (NPSDs) still remain the cornerstone of therapy for fluid management in heart failure despite the lack of large randomized trials evaluating their safety and optimal dosing regimens in both the acute and chronic setting. Recent retrospective data suggest increased mortality and re-hospitalization rates in a wide spectrum of heart failure patients receiving NPSDs, particularly at high doses. Electrolyte abnormalities, hypotension, activation of neurohormones, and worsening renal function may all be responsible for the observed poor outcomes. Although NPSD will continue to be important agents to promptly resolve signs and symptoms of heart failure, alternative therapies such as vasopressine antagonists and adenosine blocking agents or techniques like veno-venous ultrafiltration have been developed in an effort to reduce NPSD exposure and minimize their side effects. Until other new agents become available, it is probably prudent to combine NPSD with aldosterone blocking agents that are known to improve outcomes (Brandimarte et, al, 2010).
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