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PATIENT:

Anderson, Andy
DATE:

May 31, 2024
DATE OF BIRTH:
04/20/1956
Dear Chet:

Thank you for sending Andy Anderson for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 68-year-old white male who has had a history of persistent cough and mild shortness of breath with activity, was recently sent for a chest CT without contrast done on 04/03/24. The patient’s chest CT showed subpleural reticulation in both lungs more so on the right side and this appeared to have increased somewhat when compared to a prior exam in 2022. There was no effusion and no consolidations. There was no other intrathoracic abnormality. The patient has had no recent weight loss. Denies any hemoptysis, fevers, chills, night sweats and denies nausea, vomiting or aspiration.

PAST HISTORY: The patient’s past history has included history of hypertension and hyperlipidemia. He denies significant surgery in the past. He has mild chronic kidney disease and was previously diagnosed to have chronic bronchitis.

ALLERGIES: CODEINE.
HABITS: The patient smoked one to two packs per day for 33 years and quit 15 years ago. Alcohol use moderate.
FAMILY HISTORY: Mother has a history of heart disease. Father died of respiratory failure.

MEDICATIONS: Medication list included aspirin one daily, lisinopril 10 mg daily, lovastatin 20 mg h.s., amlodipine 5 mg a day.
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SYSTEM REVIEW: The patient has fatigue. He has hay fever. Denies any weight loss or night sweats. He has no cataracts or glaucoma. Denies any urinary frequency, dysuria or hematuria. He has coughing spells. No chest pains. He has no abdominal pains, but has heartburn. He denies any calf muscle pains, palpitations or leg swelling. The patient has no anxiety. No depression. He has no easy bruising. He has muscle aches. No joint pains. Denies seizures or headaches, but has memory loss.
PHYSICAL EXAMINATION: General: This moderately overweight white male is in no acute distress. No pallor, clubbing, cyanosis and no peripheral edema. Vital Signs: Blood pressure 140/80. Pulse 75. Respirations 20. Temperature 97.6. Weight 228 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and diffuse fine basilar crackles and distant breath sounds. Heart: Heart sounds are irregular S1 and S2 with no murmur. No S3. Abdomen: Soft and nontender. No organomegaly. The bowel sounds are active. Extremities: Reveal no edema or lesions. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Extensive pulmonary fibrosis and bronchiectasis.

2. Hypertension.
3. Hyperlipidemia.

PLAN: The patient has been advised to get a complete pulmonary function study with lung volumes and diffusion. Also, advised to get a high-resolution CT chest to evaluate interstitial lung disease. A CBC, ANA, anti-DNA, RA factor were ordered and a sed rate. He will use albuterol inhaler two puffs q.i.d. p.r.n. Come back for a followup here in approximately four weeks.

Thank you for this consultation.
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