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576 STERTHAUS AVENUE, SUITE A
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PATIENT:

Salts, Donald

DATE:

June 3, 2026

DATE OF BIRTH:
07/24/1958

Dear Mark:

Thank you, for sending Donald Salts, for pulmonary evaluation.

CHIEF COMPLAINT: History of COPD and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 67-year-old male who has been experiencing shortness of breath with activity and has had cough. He has previously been treated for hypertension and chronic pain. The patient has lost weight up to 30 pounds in the past year and he had a chest CT done on 05/15/2026, which showed diffuse moderate-to-severe centrilobular emphysema with superimposed interstitial changes with pulmonary fibrosis. There was a 4 mm nodule in the left lower lobe and nonspecific mild mediastinal adenopathy with a 1.8 cm precarinal node, dense coronary artery calcifications and a calculus in the left kidney. The patient has trouble ambulating due to shortness of breath. He denies any chest pains or leg swelling.

PAST HISTORY: The patient’s past history includes history for COPD and history for lumbar disc surgery with chronic back pain. He has had bilateral inguinal hernia repairs. He has been treated for pancreatitis. He also has had kidney infections and history for hypertension and hyperlipidemia.

ALLERGIES: No known drug allergies.

HABITS: The patient smoked one pack per day for 40 years and has quit. No alcohol use. He worked on flooring and has been exposed to asbestos and silica dust.

FAMILY HISTORY: Father died of pulmonary fibrosis. Mother died of old age at age 92 and had diabetes.

MEDICATIONS: Lortab 10 mg t.i.d. p.r.n., MS Contin 30 mg q.i.d., pregabalin 200 mg t.i.d., Cialis 5 mg a day, and Breo Ellipta 200 mcg one puff a day.
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SYSTEM REVIEW: The patient has fatigue and had weight loss. He has no cataracts or glaucoma. No vertigo, but has hoarseness, wheezing, and shortness of breath. He has urinary frequency and nighttime awakening. No asthma. Denies nausea, vomiting, or heartburn. Denies diarrhea or abdominal pains. He has no chest or jaw pain or calf muscle pains. He has mild leg swelling and anxiety attacks. He has easy bruising. He has joint pains and muscle stiffness. No seizures or headaches, but has memory loss. No skin rash.

PHYSICAL EXAMINATION: General: This is a thinly built elderly male who is alert and in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 130/80. Pulse 96. Respirations 22. Temperature 97.8. Weight 173 pounds. Saturation 91%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is clear. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with fine bibasilar crackles with occasional wheezes in the upper chest. Heart: Heart sounds are irregular. S1 and S2 with no murmur. 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. COPD with emphysema and chronic bronchitis.

2. Interstitial lung disease.
3. Pulmonary nodules.
4. Hypertension.

5. Lung nodules.
6. Chronic back pain.

PLAN: The patient has been advised to get a complete pulmonary function study with bronchodilator studies. He was also advised to get a CBC, sed rate, ANA, RA factor, and Scl-70 antibody. He was advised to use a Ventolin HFA inhaler two puffs q.i.d. p.r.n., also get a nocturnal oxygen saturation study and come back for a followup here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
06/06/2026
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cc:
Dr. Mark Kendrick

