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PATIENT:

Snow, Richard

DATE:

January 16, 2024

DATE OF BIRTH:
08/19/1956

CHIEF COMPLAINT: COPD and cough.

HISTORY OF PRESENT ILLNESS: This is a 67-year-old male with a past history of smoking for over 40 years. He has been having a cough, sputum production, and some wheezing. The patient has had a chest CT on 12/22/23 and it showed multiple lung nodules including a 6-mm nodule in the anterior right upper lobe and a ground-glass nodule in the right lower lobe measuring 6.6 mm. Also noted a left lower lobe 6 mm nodule and additional scattered below 6 mm nodules in the left lower lobe. There is no pleural effusion or consolidation noted. No mediastinal adenopathy noted. The patient denies hemoptysis, fever, chills, or night sweats. No chest pains.

PAST MEDICAL HISTORY: The patient’s past history includes history of depression and chronic bronchitis. He has had squamous cell carcinoma in the past of the skin.

HABITS: The patient smoked one pack per day for 50 years and quit in January 2024. He drinks alcohol moderately.

FAMILY HISTORY: Father died of a heart attack. Mother died of strokes.

ALLERGIES: None listed.

MEDICATIONS: Albuterol inhaler two puffs p.r.n. and bupropion 150 mg a day.

SYSTEM REVIEW: The patient has no fatigue or fever. No weight loss. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. He has urinary frequency and nighttime awakening. He has asthmatic symptoms and coughing spells. No shortness of breath at present. He has heartburn. No constipation or diarrhea. Denies chest or jaw pain. No palpitations. He his anxiety attacks. He has easy bruising. Denies headache, seizures, or numbness of the extremities. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This elderly well built white male who is in no acute distress. There is no pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 140/82. Pulse 80. Respiration 16. Temperature 97.6. Weight 176 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No venous distention or thyromegaly. Chest: Equal movements with decreased excursions and diminished breath sounds at the bases with occasional wheezes bilaterally. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 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. Bilateral lung nodules etiology undetermined.

2. Chronic bronchitis with COPD.

3. History of depression.

PLAN: The patient has been advised to get a complete PFT with bronchodilator studies. Also advised to get a followup chest CT in eight weeks. He will use albuterol inhaler two puffs q.i.d. p.r.n. CBC, IgE level, and alpha-1 antitrypsin genotype was ordered. He was given doxycycline 100 mg b.i.d. for 10 days for exacerbation of bronchitis. A followup visit to be arranged here in approximately eight weeks.

Thank you, for this consultation.
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