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PATIENT:

Phifer, William
DATE:

January 31, 2022
DATE OF BIRTH:
07/11/1958
CHIEF COMPLAINT: History of COPD.
HISTORY OF PRESENT ILLNESS: This is a 63-year-old the overweight male patient who has a history of COPD since the past 12 years has shortness of breath all the time. The patient has also a history for obstructive sleep apnea for which he has been on a BiPAP mask nightly and states he has a history of snoring. He has some cough, wheezing and shortness of breath, but denied chest pains, hemoptysis, fevers or chills. He does have some leg swelling and has trouble ambulating.

PAST MEDICAL HISTORY: The patient’s past history has included history of recurrent bronchitis, history for obstructive sleep apnea, he has no history of diabetes, and he did have hypertension for over 10 years and had no significant surgical history.

MEDICATIONS: Medication list included Trelegy Ellipta one puff daily Ventolin inhaler two puffs p.r.n.

HABITS: The patient smoked two packs per day for 40 years, quit and drinks beer regularly.
ALLERGIES: The patient has no drug allergies.
FAMILY HISTORY: Father died of a CVA and mother died of old age.
SYSTEM REVIEW: The patient had no weight loss. He has some fatigue. Denies cataracts or glaucoma. He has vertigo and also has frequent nosebleed, shortness of breath with wheezing and occasional cough. No abdominal pains. No urinary frequency and nighttime awakening. Denies chest or jaw pain or palpitations. No leg swelling. He has no anxiety. No depression. No bruising or enlarged glands. He does have joint pains and muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: This is a middle aged white male patient who is in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital signs: Blood pressure 138/70. Pulse 94. Respirations 20. Temperature 97.2. Weight 276 pounds. Saturation 92%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat was clear. He has no inflammation. Neck: Supple. No bruits or thyroid enlargement. Chest: Equal movements with the distant breath sounds and crackles of both lung bases with scattered wheezes bilaterally. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with diminished peripheral pulses. Reflexes are 1+ there was no gross motor deficits. Neurological: Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:

1. COPD with emphysema and reactive airway disease.
2. Obstructive sleep apnea on CPAP.
3. Hyperlipidemia.
4. Reactive Airways disease.
5. Hypertension.

PLAN: The patient has been advised to get a CT chest without contrast and he was advised to continue with the BiPAP at night at 12 x 5 cm. He will get a complete pulmonary function study with bronchodilators. He was placed on a nebulizer with DuoNeb solution three times daily and as needed. Follow up visit to be arranged in approximately six weeks. The patient will have a CBC complete metabolic profile and TSH level and followup in approximately four weeks.

Thank you, for this consultation.
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