V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:
Wright, James
DATE OF BIRTH:
09/22/1943
DATE:
March 10, 2023
Dear Mark:

Thank you for sending the James Wright for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 79-year-old white male who has had a past history of COPD. He has been dyspneic with minimal activity since the past six months. The patient is unable to ambulate much and has used albuterol inhaler on a p.r.n. basis Denied chest pains but has some cough with thick sputum and denied any fevers or chills.
PAST MEDICAL/SURGICAL HISTORY: The patient’s past history has included history of atrial fibrillation, congestive heart failure, chronic kidney disease, COPD, history of hypertension and hyperlipidemia, also had a history for coronary artery bypass grafting x3 and coronary angiography with multiple stents. He had a cholecystectomy. Past history also includes renal cell CA with right nephrectomy in 1995. He has had bilateral carotid endarterectomies in 2014.
ALLERGIES: SULFA and PENICILLIN.

MEDICATIONS: Medication list included Plavix 75 mg daily, Aldactone 25 mg a day, losartan 50 mg daily, atorvastatin 20 mg a day, Coreg 6.25 mg b.i.d., Norvasc 2.5 mg daily, Lasix 20 mg daily, ProAir inhaler two puffs p.r.n., Isordil 30 mg b.i.d., and Anoro Ellipta one puff a day.
HABITS: The patient smoked one and half pack per day for 55 years and quit. Alcohol use none recently. He worked as a police officer.
FAMILY HISTORY: Father died of heart disease. Mother also died of heart disease.

SYSTEM REVIEW: The patient has fatigue. No fever. Denies glaucoma or cataracts. He has no vertigo, hoarseness or nosebleeds. He has urinary frequency and nighttime awakening. He has no hay fever or asthma. He has shortness of breath. No wheezing. He has no abdominal pain or heartburn. Denies black stools or constipation. He has occasional chest pains and arm pain. Denies anxiety or depression. He has muscle aches and joint pains and has easy bruising. Denies headache, seizures or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: This elderly averagely built white male who is alert, pale, in no acute distress. No clubbing. There is mild peripheral edema. No lymphadenopathy. Vital Signs: Blood pressure 130/80. Pulse 86. Respirations 20. Temperature 97.2. Weight 190 pounds. Saturation 92%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears: No inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with increased AP diameter with diffuse wheezes throughout both lung fields. Occasional crackles over the right base. Heart sounds are irregular. S1 and S2 with no murmur. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: Mild peripheral edema with decreased peripheral pulses. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD with chronic bronchitis.
2. Atrial fibrillation and CHF.

3. Chronic kidney disease.

4. History of renal cell cancer status post nephrectomy.

PLAN: The patient has been advised to get a complete pulmonary function study with bronchodilator studies. He will use a nebulizer with albuterol solution t.i.d. p.r.n. Advised to switch to Trelegy Ellipta 100 mcg one puff a day in place of the Anoro. Also get a nocturnal oxygen saturation study and see if he qualifies for home oxygen at night. Follow up visit to be arranged here in approximately four weeks.
Thank you for this consultation.

V. John D'Souza, M.D.
JD/VV
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