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PATIENT:
Verge, Phillip
DATE OF BIRTH:
08/18/1957
DATE:
August 26, 2024
CHIEF COMPLAINT: History of COPD and cough.
HISTORY OF PRESENT ILLNESS: This is a 66-year-old overweight male who has had a previous history of COPD and occasional cough with shortness of breath. He was sent for a CT chest on 07/06/24. The CT chest done on 07/06/24 showed an irregular nodular thickening along the mid left interlobar fissure with a mass-like consolidation in the left lower lobe and plate-like parenchymal scarring in the lateral chest wall and lung bases. There was a nodular component of the scarring measuring 2.2 cm. The lesion measured 2.1 cm in October 2022. There was a ground glass nodule in the anterior right upper lobe measuring 9 mm as well as a cyst measuring 6 mm and the other lung fields were clear. The patient has shortness of breath with activity, but has not lost any weight and denies any hemoptysis, fevers, or chills.
PAST MEDICAL / SURGICAL HISTORY: The patient’s past history is significant for coronary artery disease with stenting x 2. He also has a past history of carcinoma of the left lung treated more than two years ago. He had radiation therapy given to the left lung as well and he had a thyroid operation for a goiter. The patient has had recurrent bronchitis and is a known hypertensive for more than 10 years.

MEDICATIONS: Medication list included Nystatin solution 10 mL b.i.d., Synthroid 137 mcg a day, metoprolol 50 mg daily, Carafate 1 g t.i.d., lisinopril 5 mg daily, and Crestor 20 mg daily.

ALLERGIES: PENICILLIN.

HABITS: The patient smoked for 53 years about five cigarettes per day. Denies significant alcohol use. He was a truck driver and has been exposed to dust and gasoline.

FAMILY HISTORY: Mother died of dementia. Father’s illness unknown.
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SYSTEM REVIEW: The patient has had no weight loss or fatigue. No glaucoma or cataracts. No postnasal wheezing. He has no shortness of breath except with activity. He has occasional cough. No abdominal pains, diarrhea or constipation. No chest or jaw pain or palpitations. No anxiety or depression. No urinary frequency. He has easy bruising. He has joint pains and muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: This is an elderly moderately overweight male who is alert and in no acute distress. There was no pallor or icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 132/70. Pulse 72. Respirations 20. Temperature 97.5. Weight 180 pounds. Saturation 98. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat injected. Ears: No inflammation. Neck: No bruits. No thyroid enlargement. No lymphadenopathy. Chest: Equal movements with decreased excursions. Lung fields are clear. Heart: The heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No masses. No organomegaly. Extremities: No lesions or edema. Cranial nerves are grossly intact. Rectal: Deferred. Skin: No lesions observed.

IMPRESSION:

1. COPD with emphysema.

2. Hypothyroidism.

3. Hypertension.

4. History of non-small cell lung cancer status post lobectomy.

5. Anemia of chronic disease.
6. Peptic ulcer disease.

PLAN: The patient will get a CT chest in November this year and a complete pulmonary function study to be done. We will continue using the albuterol inhaler two puffs t.i.d. p.r.n. Advised to come in for followup in six weeks. 
Thank you for this consultation.
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