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PATIENT:
Jacobs, Christopher

DATE OF BIRTH:
03/11/1960

DATE:
January 4, 2022

CHIEF COMPLAINT: Shortness of breath with exertion.

HISTORY OF PRESENT ILLNESS: This is a 61-year-old male who has a past history of COPD, hyperlipidemia, anxiety, and has had a history of smoking for over 40 years. The patient has been treated for pneumonia in the past and presently he has a cough and brings up very little sputum. He denied any fevers, chills, or night sweats and had no recent weight loss.

PAST MEDICAL HISTORY: The patient’s past history has included history of carcinoma of the right kidney with nephrectomy and history of right inguinal hernia repair as well as a ventral hernia repair. He had fractured shoulder in the past and states that he had an episode of pneumonia in 2016 and had a CT-guided needle biopsy done which apparently was benign. Denies hypertension, but has hyperlipidemia. He has a history for hemorrhoids and history of glaucoma.

ALLERGIES: No known drug allergies, but has multiple allergies to DUST, MOLD, SHELLFISH and POLLEN.

MEDICATIONS: Lumigan eye drops and Crestor 10 mg daily.

HABITS: The patient smoked one pack per day for 43 years and trying to quit. Alcohol use none recently.

FAMILY HISTORY: Father died of old age and mother died of cancer of the lung.

SYSTEM REVIEW: The patient has fatigue. No weight loss. He has history of mild cataracts and glaucoma. Denies vertigo or hoarseness. Denies any urinary frequency or flank pains. He has hay fever and allergies and coughing spells with shortness of breath. He has reflux symptoms. No GI bleed. Denies diarrhea or constipation. He has no chest, arm pain or calf muscle pains. No palpitations or leg swelling. No anxiety. No depression, but has joint pains and muscle stiffness. No headaches, seizures or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged white male is alert, in no acute distress. No pallor, clubbing, cyanosis, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 92. Respirations 16. Temperature 97.8. Weight 146 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Nasal mucosa injected. Ears: No inflammation. Throat was clear. Neck: Supple with no venous distention. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased breath sounds at the periphery with scattered wheezes bilaterally. Heart: Heart sounds are regular. S1 and S2 with no murmur. No S3 or gallop. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Neurologic: Cranial nerves grossly intact. Skin: No lesions observed. Rectal: Deferred.

IMPRESSION:
1. COPD with emphysema.

2. History of renal cell carcinoma, status post nephrectomy.

3. Hyperlipidemia.

4. Nicotine dependency.

PLAN: The patient has been advised to quit cigarette smoking and advised to use a nicotine patch as well as go on a Chantix monthly pack to help quit cigarette smoking. We will also get a complete pulmonary function study and alpha-1 antitrypsin level. He was advised to go on Breztri 160 mcg two puffs twice daily and Ventolin inhaler two puffs q.6h. p.r.n. A followup visit will be arranged here in approximately four weeks. His chest CT was reviewed and it showed no lung nodules, but had evidence of severe emphysema and peri-bronchial thickening with scarring in the right middle lobe and left lower lobe. Further recommendations to follow after his PFTs are available.

Thank you for this consultation.
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