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PATIENT:

Nelson, Henry
DATE:

October 19, 2023
DATE OF BIRTH:
12/04/1953
CHIEF COMPLAINT: Cough and postnasal drip for over two years.

HISTORY OF PRESENT ILLNESS: This is a 70-year-old male who has a history of chronic cough, postnasal drip and sinus drainage. He has been on Tessalon Perles and periodically treated with antibiotic therapy. The patient also has past history of hypertension for over 40 years and history of atrial fibrillation for which he is on anticoagulation. He also has a history for hypothyroidism and had a thyroidectomy done for goiters. He has gained weight. Denies leg or calf muscle pains, but has some joint pains of his extremities. Denied any chest pains, nausea or vomiting.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypothyroidism, history of chronic pain, past history of hyperlipidemia, history for atrial fibrillation on Eliquis, he also is hypertensive, and has thyroidectomy. No other significant surgeries.
FAMILY HISTORY: Mother died of old age. Father died of heart disease.
HABITS: The patient denies smoking or significant alcohol.

ALLERGIES: ASPIRIN.
MEDICATIONS: Synthroid 175 mcg daily, flecainide 50 mg daily, metoprolol 12.5 mg b.i.d., olmesartan amlodipine 40-10/25 mg daily, Tessalon Perles 100 mg t.i.d. as needed, atorvastatin 40 mg daily, Eliquis 5 mg b.i.d. and arthritis medicine.
REVIEW OF SYSTEMS: The patient has fatigue. No weight loss. He has coughing spells and shortness of breath. Denies any chest pains, but has arm pain, palpitations and leg swelling. Denies urinary symptoms or flank pains. He has had sore throat and dizziness. He has arm pain, palpitations and leg swelling. He also has some joint pains, muscle stiffness and had headaches, history of seizure and numbness of the extremities.
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PHYSICAL EXAMINATION: General: This is a well-built elderly male who is alert and in no acute distress. No pallor, cyanosis, icterus or peripheral edema. Vital Signs: Blood pressure 140/80. Pulse is 68. Respirations 20. Temperature 97.2. Weight is 184 pounds. Saturation is 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and breath sounds diminished at the periphery with no crackles or wheezes. Heart: Heart sounds are irregular S1 and S2. No S3, gallop or murmur. Abdomen: Soft and benign. No masses. No organomegaly. The bowel sounds are active. Extremities: Mild peripheral edema with decreased peripheral pulses. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Chronic cough and reactive airways disease.

2. Rule out aspiration pneumonia

3. Hypertension.

4. Atrial fibrillation.

5. Hypothyroidism.

6. Hyperlipidemia.

PLAN: The patient has been advised to get a CBC, CMP, IgE level, also advised to get a modified barium swallow to evaluate him for aspiration. He will also get a CT chest without contrast. Complete pulmonary function study with bronchodilator studies. He will use albuterol inhaler two puffs t.i.d. p.r.n. Continue with Tessalon Perles as needed. Advised to use aspiration precautions. Come back for a followup in four weeks.

Thank you Christine for this consultation.
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