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PATIENT:

Downs, Charles
DATE:

May 26, 2023

DATE OF BIRTH:
02/14/1955
Dear Javier:

Thank you for sending Charles Downs for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 68-year-old male who has had persistent cough for the past six months, was not bringing up any sputum and was sent for a chest x-ray on 04/27/23, which showed mild atelectasis of the left lung base with no other evidence of mass or effusion. The patient states that his sputum has been brownish at times and he denied fevers, chills, night sweats, or chest pain. He was treated with one course of Zithromax and also was on steroids on two occasions. He has some shortness of breath with exertion and does have mild leg swelling.
PAST HISTORY: His past history includes history for hypertension for over 30 years, history of gastroesophageal reflux and a history for GIST tumor resection in 2021. The patient has no prior history of pneumonia.

MEDICATIONS: Med list included amlodipine 10 mg daily, lisinopril 20 mg daily, Protonix 40 mg daily.
ALLERGIES: No known drug allergies.

HABITS: The patient denies smoking or alcohol use. Worked as a pharmacist.

FAMILY HISTORY: His father died of mesothelioma. Mother died of postoperative complications.
SYSTEM REVIEW: The patient denies weight loss, fatigue, or fever. No double vision, cataracts, or glaucoma. No vertigo, hoarseness, or nosebleeds. He has wheezing, coughing spells, shortness of breath, and heartburn. Denies chest or jaw pain, but does have palpitations. No anxiety. No depression. He has joint pains and muscle aches and has occasional headaches and has numbness of the extremities. Denies apnea, but has snoring. Complains of leg swelling.
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PHYSICAL EXAMINATION: General: This moderately obese elderly African American male, who is alert, in no acute distress. There is no pallor, icterus, cyanosis, or clubbing. There is mild peripheral edema. Vital Signs: Blood pressure 135/90, pulse 72, respirations 20, temperature 97.6, weight 238 pounds, and saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished excursions. Scattered wheezes bilaterally. Prolonged expirations. Heart: The heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. The bowel sounds are active. Extremities: Mild edema with decreased peripheral pulses. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions are noted.
IMPRESSION:
1. Chronic cough and reactive airways disease.

2. Mild atelectasis.

3. Hypertension.

4. Possible obstructive sleep apnea.

5. Exogenous obesity.
PLAN: The patient has been advised to get a CBC, complete metabolic profile, IgE level, and a CT chest with contrast. Also, advised a polysomnogram. If he is coughing up brownish sputum, culture of the sputum will be sent and the patient was advised to lose weight and come in for a followup visit approximately in four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Javier Farach, M.D.

