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PATIENT:

Estrella, Anthony
DATE:

May 2, 2024

DATE OF BIRTH:
11/23/1945
This is a new consultation.

CHIEF COMPLAINT: COPD and history of obstructive sleep apnea.
HISTORY OF PRESENT ILLNESS: This is a 78-year-old male who has a long-standing history of smoking for over 60 years has been experiencing some shortness of breath with exertion and coughing spells. The patient was treated for an episode of bronchitis over a month ago and took a course of antibiotics and oral steroids. He also had a chest CT done on 03/27/2024, which showed a 5 mm non-calcified lung nodule in the left upper lobe and followup was suggested. There was moderate emphysema and mild bronchiectasis with scarring and moderate coronary artery calcifications. The patient denies hemoptysis, night sweats, fevers, or weight loss.
PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension and history for diabetes mellitus type II. He has hyperlipidemia. Past history also includes PTSD, history of prostatic enlargement, peripheral vascular disease, and chronic kidney disease stage IIIA.
PAST SURGICAL HISTORY: Includes hernia repair in the right inguinal area and right arm tendon repair following a rupture.
ALLERGIES: None listed.

MEDICATIONS: Med list included omeprazole 20 mg daily, metformin 1000 mg b.i.d., hydrochlorothiazide 25 mg daily, atorvastatin 20 mg a day, terazosin 5 mg daily, bupropion 150 mg b.i.d., losartan 50 mg a day, meclizine 12.5 mg p.r.n., Zyrtec 10 mg as needed and supplements.

HABITS: The patient smoked one to two packs per day for 65 years. Alcohol use none recently.
FAMILY HISTORY: Father died of heart disease and lung cancer. Mother had a heart attack.
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SYSTEM REVIEW: The patient has shortness of breath, coughing spells, joint pains and muscle aches. Denies urinary frequency or flank pains. He has vertigo and no hoarseness. He has fatigue and denies chest or jaw pain or palpitations. He has some anxiety attacks and denies headaches, black outs, or memory loss.
PHYSICAL EXAMINATION: General: This averagely built elderly white male is alert, in no acute distress. Face looks flushed. There is no peripheral edema or lymphadenopathy. Vital Signs: Blood pressure 104/60. Pulse 65. Respirations 20. Temperature 97.2. Weight 182 pounds. Saturation 92%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Nasal mucosa edematous. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Distant breath sounds with wheezes bilaterally, prolonged expirations. He has occasional crackles of the right base. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: Revealed no edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD with emphysema and chronic bronchitis.
2. Left lung nodule.
3. Obstructive sleep apnea.

4. Hypertension.

5. Diabetes mellitus.

6. Hyperlipidemia.

PLAN: The patient has been advised to get a complete pulmonary function study with lung volumes. He was placed on a nebulized DuoNeb solution three times daily and also advised Wixela 250/50 mcg one puff b.i.d. The patient was advised to quit cigarette smoking and use a nicotine patch. He will continue with CPAP mask nightly for sleep apnea and a followup visit to be arranged here in approximately 6 weeks.
Thank you for this consultation.
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