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
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PATIENT:

Mardis, David

DATE:

November 7, 2024

DATE OF BIRTH:
06/08/1957

Dear Jessy:

Thank you, for sending David Mardis, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 67-year-old male who has a prior history of bowel resection in 2016 apparently had developed abdominal hernia. He has had trouble breathing since his surgery for his bowel repair. The patient postoperatively developed a subdiaphragmatic abscess and had an extended hospital stay at the Mayo Clinic Hospital and the fluid had to be drained from under the diaphragm. He states since then he has had chest tightness, wheezing, and shortness of breath, but has not been on any specific inhalers. His most recent chest CT on 5/22/24 showed a 5-mm left lower lung nodule and no abnormal masses in the mediastinum. The patient had no pleural effusions. There was evidence of mild emphysema. The patient has lost weight. He has some cough and wheezing but denies chest pains, fevers, chills, or night sweats. He has no heartburn.

PAST MEDICAL HISTORY: The patient’s past history includes history of bowel resection followed by adhesions and ventral hernia. He had hernia repair done in 2018. He also has had appendectomy and history of lumbar disc surgery at L4 and L5 with laminectomy.

ALLERGIES: PENICILLIN.

HABITS: The patient smoked one pack per day for 40 years. No significant alcohol use. He has a cattle ranch. He works out in the yard.

FAMILY HISTORY: Father died of abdominal aortic aneurysm. Mother died of lung cancer.

MEDICATIONS: Amlodipine 10 mg daily, atorvastatin 10 mg t.i.d., metoprolol 50 mg, and losartan 50 mg.
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SYSTEM REVIEW: The patient has fatigue. No fever. No weight loss. No cataracts or glaucoma. No vertigo or hoarseness. No urinary frequency but has shortness of breath. No wheezing. No abdominal pains, nausea, or vomiting. No leg swelling. No chest or jaw pain or calf muscle pain. He has easily bruising. He has no headaches, seizures or memory loss. No skin rash.
PHYSICAL EXAMINATION: General: This thinly built elderly white male who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 126/70. Pulse 80. Respiration 20. Temperature 97.6. Weight 165 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions and scattered wheezes throughout both lung fields. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. Extremities: Reveal no lesions. No edema.

IMPRESSION:
1. COPD with emphysema.

2. History of ventral hernia repair.

3. COPD.

4. Lung nodule.

PLAN: The patient will get a CBC, complete metabolic profile, and IgE level. We will also get a complete PFT with bronchodilator study. The patient will use a Ventolin HFA inhaler two puffs t.i.d. p.r.n. Advised to continue with these other medications as above. A followup here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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