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:

Wordsworth, William
DATE:

February 5, 2024
DATE OF BIRTH:
07/21/1954
CHIEF COMPLAINT: History of COPD.

HISTORY OF PRESENT ILLNESS: This is a 69-year-old male who has a prior history of COPD, has been followed by pulmonology from Palm Coast and has been treated with bronchodilators including a nebulizer with budesonide 0.5 mg nebs, formoterol 20 mcg nebs and ipratropium 0.5 mg nebs twice a day. The patient also has been on theophylline tablets 200 mg a day and uses O2 at nights at 2 L. He has not noticed any improvement in his symptoms and he is short of breath with minimal exertion, but denies chest pains, abdominal pains, nausea or vomiting. He has no significant leg swelling.

PAST MEDICAL HISTORY: The patient’s past history has included history of hoarseness and cough. He has shortness of breath with activity. He has had peripheral vascular disease with angioplasties of the femoral arteries. The patient has gained some weight.
Other past history includes history for nasal septal surgery, history of COPD and emphysema and a history of COVID-19 infection in 2022, also has hoarseness, wheezing, cramping in legs and denies any abdominal pains. Right knee repair and a prior history of polio with leg weakness.

The patient has hypertension since 10 years and hyperlipidemia recently.

FAMILY HISTORY: Father died of old age and coronary bypass. Mother died of COPD.
HABITS: The patient smoked two packs per day for 50 years. Drinks alcohol occasionally.

ALLERGIES: No known drug allergies.

MEDICATIONS: Atenolol 80 mg daily, trazodone 25 mg h.s., famotidine 20 mg h.s., atorvastatin 20 mg daily and nebulized albuterol solution t.i.d. p.r.n., formoterol nebs 20 mcg, budesonide nebs 0.5 mg b.i.d., theophylline ER 200 mg a day and cetirizine.
PATIENT:

Wordsworth, William

DATE:

February 5, 2024

Page:
2

REVIEW OF SYSTEMS: The patient has had fatigue. No weight loss. He has double vision and cataracts. He has vertigo and hoarseness. He has urinary frequency and dysuria. He has hay fever. He has shortness of breath, wheezing and coughing spells. No abdominal pains or nausea. No rectal bleed or diarrhea. No chest or jaw pain. No calf muscle pains. He has leg swelling. He has anxiety attacks. He has joint pains and muscle stiffness. He has no headache or seizures, but has memory loss and has skin rash and itching. He has loss of hair and bleeding gums.
PHYSICAL EXAMINATION: General: This is averagely built elderly white male who is alert, pale, but in no acute distress. Vital Signs: Blood pressure 128/70. Pulse is 80. Respirations 20. Temperature is 97.8. Weight is 172 pounds. Saturation is 93%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and scattered wheezes in the upper chest and no crackles in either side. Heart: Heart sounds are irregular S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. The bowel sounds are active. Extremities: Mild varicosities. Decreased peripheral pulses. No edema. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact.

IMPRESSION:
1. COPD and emphysema.

2. Hypertension.

3. Hyperlipidemia.

4. Gastroesophageal reflux.

PLAN: The patient was advised to get a CBC, complete metabolic profile IgE level and he will continue with the nebulizer with albuterol solution 2.5 mg q.i.d. p.r.n. A copy of his the CAT scan will be requested and a followup CT chest ordered this coming month and a followup here in approximately five weeks.

Thank you for this consultation.
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