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:

Richardson, Gerald

DATE:


September 7, 2022

DATE OF BIRTH:
07/22/1945

Dear Harry:

Thank you, for sending Gerald Richardson, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 77-year-old male who has a prior history of COPD. He has been on home oxygen at 2 liters and has been regularly followed by a pulmonologist in the past. The patient’s most recent chest CT was done in September 21 and it showed moderate-to-severe panlobular emphysema, patchy ground-glass opacities in the right lung apex, peribronchial thickening, reticular nodular infiltrates in the right lung as well as a small area of consolidation in the left lung and no mediastinal adenopathy. The patient also has sent PFTs done in October 21 showed evidence of moderately severe obstructive airways disease with no significant change after bronchodilator use and there was severe diffusion loss. The patient has shortness of breath with activity, some wheezing, and coughing spells. He has previously been treated for gram-negative infection of the lower respiratory tract including Pseudomonas infection.

PAST MEDICAL HISTORY: The patient’s past history included history of tooth abscess with bacteremia. He also has a history for bronchiectasis, chronic bronchitis, history for exploratory laparotomy for bowel obstruction, history for supraventricular tachycardia, and history for anxiety disorder.

ALLERGIES: CODEINE.

FAMILY HISTORY: Father died of prostate cancer. Mother died of multiple myeloma.

MEDICATIONS: Albuterol inhaler two puffs p.r.n., Breztri Aerosphere 160 mcg two puffs b.i.d., nebulized albuterol ipratropium q.6h., Lasix 40 mg every other day, metoprolol 25 mg daily, potassium 20 mEq daily, prednisone 10 mg daily, and Xanax 0.5 mg twice a day.

SYSTEM REVIEW: The patient has no fatigue or fever. Denies double vision or cataracts. He has no vertigo, hoarseness, or nosebleeds. No urinary symptoms or dysuria. He has shortness of breath and occasional cough. He has no abdominal pains or heartburn. No diarrhea. No chest or jaw pain or palpitations. He has no anxiety. No depression. No easy bruising. He has occasional joint pains. No headaches, seizures, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This elderly moderately overweight white male who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 76. Respiration 20. Temperature 97.2. Weight 215 pounds. Saturation 93%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery with scattered wheezes in the upper lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with diminished peripheral pulses. There is no calf tenderness or swelling. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Dry and cool.

IMPRESSION:
1. COPD with emphysema and chronic bronchitis.

2. History of gram-negative pneumonia resolved.

3. Obesity.

4. Atrial fibrillation.

PLAN: The patient has been advised to get a complete pulmonary function study and a CT chest without contrast. He will use Trelegy Ellipta 100 mcg one puff daily and use a Combivent Respimat one puff t.i.d. He was advised to lose weight and come in for followup visit here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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