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:

Caskey, David

DATE:

April 27, 2022

DATE OF BIRTH:
05/22/1939

CHIEF COMPLAINT: Persistent cough of two months’ duration.

HISTORY OF PRESENT ILLNESS: This is an 82-year-old white male who has a history of atrial fibrillation, coronary artery disease, and a history of mitral and aortic regurgitation. He has also a recent history for right carotid artery stenting for carotid stenosis. The patient had a recent chest x-ray followed by a chest CT without contrast. The CT chest on 03/16/2022 showed bibasilar interstitial infiltrates more on the left side and elevation of the left hemidiaphragm, but no pulmonary nodules. He has atherosclerosis of the coronary arteries. The patient has shortness of breath with exertion, but maintains saturations above 97% on room air. He has no history of fever, chills, night sweats, or hemoptysis.

PAST MEDICAL / SURGICAL HISTORY: The patient’s past history is significant for chronic atrial fibrillation, history of coronary artery disease status post CABG x3 in 2012, history of carotid stenosis status post stenting of the right carotid, and a history for left pleural effusion and hypertension. He had Ramsay Hunt syndrome and history for skin cancer. Denies history of chronic lung disease.

MEDICATIONS: Plavix 75 mg daily, atenolol 50 mg daily, Pradaxa 150 mg daily, and albuterol inhaler p.r.n.

ALLERGIES: OXYCODONE.

HABITS: The patient was a prior smoker of half to one pack per day for over 10 years and drinks alcohol moderately.

FAMILY HISTORY: Father died of Parkinson’s disease. Mother died of lung cancer.

REVIEW OF SYSTEMS: The patient had no recent weight loss. No fatigue or fever. No glaucoma or cataracts. He has no vertigo or hoarseness. He has urinary frequency. He has shortness of breath, wheezing, and persistent cough. No hay fever. Denies abdominal pains, nausea, or vomiting. No black stools. He has no chest or jaw pain or arm pain or calf muscle pains. He has no depression or anxiety.
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PHYSICAL EXAMINATION: General: This averagely built elderly white male is alert, anxious, and pale. Vital Signs: Blood pressure 150/80. Pulse 65. Respirations 16. Temperature 97.5. Weight 205 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished breath sounds at the periphery with few bibasilar crackles. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3 gallop. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with diminished peripheral pulses. There were keratotic skin lesions of the extremities. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions. The patient had no sensory or motor deficits.

IMPRESSION:
1. Interstitial lung disease with bibasilar pulmonary fibrosis.

2. Hypertension.

3. Coronary artery disease.

4. History of atrial fibrillation.

PLAN: The patient was advised to get a complete pulmonary function study with lung volumes and nocturnal oxygen saturation study. Advised to get ANA, sed rate, anti-DNA, and RA factor. He was advised to use Tessalon Perles 200 mg t.i.d. p.r.n. and a Ventolin inhaler two puffs q.i.d. as needed. A previous CAT scan will be requested for comparison. A followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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