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PATIENT:

Kelley, Patrick

DATE:

April 4, 2025

DATE OF BIRTH:
02/27/1944

Dear Chris:

Thank you, for sending Patrick Kelley, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 81-year-old male who has a past history of recurrent bronchitis. He has been experiencing shortness of breath with exertion and occasional coughing spells. The patient recently had acute bronchitis about three months ago following which he developed persistent cough and sputum production but denied fevers, chills, night sweats, or weight loss. He was sent for a chest x-ray and also a CT chest that was done on 02/26/25. The chest CT showed mild bilateral subpleural reticular and ground-glass infiltrates, which are nonspecific but may suggest interstitial pneumonitis. No acute airspace consolidation. There was implantable device in the anterior right ventricle. The patient states that he was treated with antibiotics, but continues to have symptoms of coughing and shortness of breath. He has had history of diabetes and hypertension, but these are well controlled. There is a history of atrial fibrillation.

PAST MEDICAL HISTORY: The patient’s past history is significant for bilateral knee surgeries in 95, history of inguinal hernia repair, and history of appendectomy. He has a permanent pacemaker placed. The patient also has hypertension and borderline diabetes.

ALLERGIES: No known drug allergies.

HABITS: The patient smoked half to one pack per day for 20 years and then quit. Alcohol use is occasional.

FAMILY HISTORY: Father died of heart disease. Mother also died of heart attack.

MEDICATIONS: Humalog insulin 15 units t.i.d., Toujeo 52 mg daily, Eliquis 5 mg b.i.d., atorvastatin 80 mg a day, lisinopril 20 mg daily, and omeprazole 20 mg daily.

SYSTEM REVIEW: The patient denies weight loss, fatigue, or fever. He has cataracts. No glaucoma. He has no hoarseness or postnasal drip. He has no urinary frequency, flank pains, or dysuria. No hay fever or asthma. He has occasional coughing spells. He has no abdominal pains, nausea, vomiting, or diarrhea. He has no chest or jaw pain or calf muscle pain. No depression or anxiety. No easy bruising. He has joint pains and muscle aches. Denies headaches, seizures, or memory loss.
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PHYSICAL EXAMINATION: General: This averagely built elderly white male who is alert and pale, in no acute distress. He has mild clubbing. No cyanosis. No icterus with mild varicosities. Vital Signs: Blood pressure 138/70. Pulse 80. Respiration 20. Temperature 97.2. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions and breath sounds diminished at the bases. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Extremities: No lesions. No edema. Normal reflexes. Neurological: There are no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Interstitial lung disease probable UIP.

2. Asthma with recurrent bronchitis.

3. Bronchiectasis.

4. Hypertension.

5. Diabetes mellitus.

PLAN: The patient has been advised to get a CBC, ANA, anti-DNA, sed rate, and RA factor. He was advised to use Zithromax Z-PAK x1. He has been advised to come back for followup. The patient will also get CBC, IgE level, ANA, anti-DNA, and RA factor and a followup will be arranged in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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