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PATIENT:

Lauritsen, Alfred

DATE:



DATE OF BIRTH:
04/05/1938

CHIEF COMPLAINT: History of pneumonia and multiple lung nodules.

HISTORY OF PRESENT ILLNESS: This is an 86-year-old male who had a prior history of COPD. He was treated for pneumonia in September 2024. The patient has been on Advair Diskus and uses albuterol as needed. He was sent for a CT chest done on 09/27/24. The patient’s chest CT showed a spiculated nodule in the posterior right upper lobe measuring 1.1 x 0.4 cm and a second nodule in the apex of the right lung measuring 8 mm. Following this, the patient was sent for a PET/CT on 11/26/24 and the PET/CT showed three spiculated opacities in the right upper lobe with one upper lobe nodule measuring 10 mm, had an SUVmax of 3.3. The other two irregular opacities were not hypermetabolic. The patient was then advised to have a CT needle biopsy, but following review by the radiologist, it was considered to be a high-risk procedure. The patient was then advised to go for a navigational bronchoscopy with biopsy. The patient also had a followup chest CT on 02/19/25 and it showed the previous right lower lobe mass-like consolidation to have resolved and a new 4 mm subpleural nodule in the right lower lobe was seen likely postinflammatory. The 1 cm area of nodularity in the right upper lobe had decreased in size and now more consistent with curvilinear pleural parenchymal scarring and a 7 mm nodule in the right apex was stable. No other acute infiltrates were noted. Followup chest CT was suggested. There was ectasia of the ascending aorta. The patient has shortness of breath with activity. He has occasional cough and mild wheezing. Denies hemoptysis, fevers, or chills, but he has had some weight loss.

PAST HISTORY: The patient’s past history includes history for diabetes mellitus type II, history for appendectomy in 1950, nasal polyps resected in 2000, hand surgery is done in 2000, and bladder cancer resected in 2023. He has had a spinal cord stimulator placed in 2023. The patient had a compression fracture of L1 that was treated. He has had previous history for pneumonia.

HABITS: The patient smoked one pack per day for over 20 years and then quit. No significant alcohol use.

ALLERGIES: No known drug allergies listed.
FAMILY HISTORY: Father died of old age. Mother died of heart disease.
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MEDICATIONS: Metformin 1000 mg b.i.d., simvastatin 40 mg daily, Advair Diskus 500/50 mcg one puff b.i.d., Myrbetriq 50 mg daily, tamsulosin 0.4 mg daily, mirtazapine 7.5 mg daily, finasteride 5 mg a day, and solifenacin _______ mg daily.

SYSTEM REVIEW: The patient denies fatigue, but had some weight loss. He has had cataracts. He has no vertigo, hoarseness, or nosebleeds. He has urinary frequency. No flank pains. He has shortness of breath, wheezing, and cough. He has heartburn, diarrhea, and constipation. Denies chest or jaw pain. No calf muscle pains. He has no easy bruising or enlarged glands. He has muscle stiffness. No headache, seizures, or numbness of the extremities. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a thinly built elderly white male who is alert and pale, but in no acute distress. There is mild clubbing. No cyanosis. There is no peripheral edema. Vital Signs: Blood pressure 128/70. Pulse 74. Respirations 20. Temperature 97.5. Weight 144 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and distant breath sounds. Occasional wheezes in the upper chest. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD with emphysema.

2. Multiple right lung nodules resolving.

3. History of diabetes mellitus.

4. History of bladder cancer.

PLAN: The patient was advised to get a complete pulmonary function study. He was advised that the nodules seemed to be regressing in size and we would need a followup chest CT in three to six months and, if there is any increase in the size of the nodules, a navigational bronchoscopy and biopsy could be attempted. The patient, however, does not want invasive procedures at this time. He will continue using the Advair Diskus 500/50 mcg one puff b.i.d. and albuterol inhaler two puffs p.r.n. A followup visit to be done after a CT chest is done in three months.

Thank you for this consultation.

V. John D'Souza, M.D.
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