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PATIENT:

Davern, Charles

DATE:

August 6, 2025

DATE OF BIRTH:
11/08/1958

Dear Patricia:

Thank you, for sending Charles Davern, for pulmonary evaluation.

CHIEF COMPLAINT: Abnormal chest CT with a right upper lung density.

HISTORY OF PRESENT ILLNESS: This is a 66-year-old white male who has had a history of COPD. He has cough and yellowish sputum production and has had some weight loss. The patient has no fever, chills, or chest pains. He was sent for a chest CT on 07/10/25. The chest CT without contrast showed a mass-like consolidation in the right upper lobe with mild traction bronchiectasis and scarring in the adjacent parenchyma measuring 4.3 x 3.2 cm and this was surrounded by mild ground-glass densities. No lymphadenopathy. There was centrilobular and paraseptal emphysema noted. The patient had been treated with antibiotic therapy. He also had a CT-guided needle biopsy of the right upper lung density and this was apparently reportedly benign. He also has had a history for hypertension, hyperlipidemia, history of COPD, chronic bronchitis, and a history of right lung biopsy in 2021. He has peripheral vascular disease.

HABITS: The patient was a smoker of one pack per day for 50 years and drinks alcohol moderately. He is presently retired.

FAMILY HISTORY: Father died of heart disease. Mother is in good health age 91.

ALLERGIES: ALEVE.
MEDICATIONS: Albuterol inhaler two puffs p.r.n., Advair Diskus 250/50 mcg one puff b.i.d., and losartan 50 mg a day.
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SYSTEM REVIEW: The patient denies weight loss, fatigue, or fever. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains. He has no hay fever. He does have shortness of breath, wheezing, and cough. He has no abdominal pains, reflux, GI bleed, or diarrhea. No chest or arm pain. No calf muscle pain or palpitations. No anxiety or depression. He has easy bruising. He has arthritis. Denies seizures, headaches, or memory loss.

PHYSICAL EXAMINATION: General: This is a well-built elderly white male who is alert, in no acute distress. There is no pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 128/70. Pulse 80. Respirations 16. Temperature 97.6. Weight 212 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions and occasional wheezes scattered throughout both lung fields. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Revealed mild varicosities. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD and emphysema.

2. Right upper lobe lung density, etiology undetermined and probable chronic atelectasis.

3. Hypertension.

4. Hyperlipidemia.

PLAN: The patient has been advised to get a CBC, a coagulation profile, and a complete pulmonary function study. He was also advised that a bronchoscopy might reveal any underlying process including bronchial obstruction and/or any unusual infections like mycobacterial disease. A coagulation profile to be done and a bronchoscopy will be scheduled at Halifax Hospital.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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08/06/2025

cc:
Patricia Fredette, M.D.

