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:

Jones, William

DATE:

December 3, 2024

DATE OF BIRTH:
12/09/1962

Dear Chet:

Thank you, for sending William Jones, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 61-year-old male who is previously known to have pulmonary fibrosis, just moved from Tennessee and has been followed up in Nashville by a pulmonologist group. The patient does not have any home oxygen, but he is known to have extensive interstitial lung disease for which he was started on a course of Esbriet two capsules per day. He was unable to take the drug due to severe side effects. The patient has had a recent chest CT, but we do not have a copy of it. He has shortness of breath with activity. He has occasional cough. Denies wheezing or chest pain. No nausea or vomiting.

PAST HISTORY: The patient’s past history includes history for pulmonary fibrosis, past history also for back surgery for lumbar disc disease. He has had right knee surgery for ACL repair. The patient denies hypertension or diabetes. He has hyperlipidemia and osteoarthritis.

ALLERGIES: SULFA DRUGS.
HABITS: The patient never smoked. Alcohol use none recently.

FAMILY HISTORY: Father died of cancer of the stomach. Mother died of breast cancer.

MEDICATIONS: Coreg 6.25 mg b.i.d. and Tresiba injection once nightly.

SYSTEM REVIEW: The patient has had no weight loss, fatigue, or fever. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. No urinary frequency. He has hay fever and shortness of breath and coughing spells. He has no abdominal pains, nausea, reflux, or diarrhea. No chest or jaw pain. No calf muscle pain. No depression, but has anxiety. He has easy bruising. He has joint pains and muscle stiffness. He has no seizures, headaches, or memory loss. No skin rash.

PATIENT:

Jones, William

DATE:

December 3, 2024

Page:
2

PHYSICAL EXAMINATION: General: This is a moderately overweight middle-aged white male who is alert and pale, in no acute distress. He has no pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 140/70. Pulse 78. Respirations 20. Temperature 97.6. Weight 270 pounds. Saturation 97% on room air. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with fine crackles both lung bases. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or calf tenderness. The patient has no lymphadenopathy Extremities: Reveal no edema or calf tenderness on either side. Neurological: Reflexes are brisk with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Extensive pulmonary fibrosis.

2. Bronchiectasis.

3. Diabetes mellitus.

PLAN: The patient has been advised to get a followup chest CT and a complete pulmonary function study with bronchodilator studies. He was also advised to continue with O2 at 2 liters nightly and be enrolled in the Shands Hospital Pulmonary Fibrosis Research Program. The patient will stop using Esbriet due to severe side effects. A CBC and complete metabolic profile to be done in two months. A followup visit to be arranged in two months.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
12/03/2024
T:
12/03/2024

cc:
Chet Anthony, D.O.

