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:

Richard, Fletcher

DATE:

December 23, 2024

DATE OF BIRTH:
04/24/1962

CHIEF COMPLAINT: History of asthma and COPD.

HISTORY OF PRESENT ILLNESS: This is a 57-year-old obese male with prior history of COPD, asthma, and obstructive sleep apnea. He has been experiencing shortness of breath, wheezing, and chest tightness for the past several weeks. He has been on nebulized bronchodilators as well as on Symbicort inhaler with no significant relief. The patient has a cough and brings up very little mucus. Denies hemoptysis. Denies fevers or chills. He also has had a previous history of severe obstructive sleep apnea and he was advised to use a AutoPap setup at 4 - 20 cm H2O pressure with a full face mask. The patient is hesitant to start on CPAP. His pulmonary functions did demonstrate severe obstructive disease.

PAST MEDICAL HISTORY: The patient’s past history includes history of COVID-19 infection three years ago with pneumothorax, which resolved. He also had a cholecystectomy in the past. He has a history of sleep apnea and previous history for pneumonias.

ALLERGIES: No drug allergies are listed.

HABITS: The patient denies smoking or significant alcohol use.

MEDICATIONS: Spiriva two puffs daily, Breyna 160/4.5 mcg two puffs b.i.d., and Lexapro 10 mg daily.

FAMILY HISTORY: Father had a history of lung disease. Mother is in good health.

SYSTEM REVIEW: The patient complains of shortness of breath, wheezing, and cough. He has heartburn. Denies diarrhea or constipation. He has no chest or jaw pain. No palpitations. He has anxiety and depression. He has urinary frequency and flank pains. He has asthmatic attacks. He has joint pains and muscle stiffness. Denies seizures, but has headaches. He has dizzy attacks. He has fatigue.
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PHYSICAL EXAMINATION: General: This obese middle-aged male who is alert and face was flushed, in no acute distress. Vital Signs: Blood pressure 140/80. Pulse 105. Respiration 20. Temperature 97.5. Weight 288 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with scattered wheezes throughout both lung fields and prolonged expirations. Heart: Heart sounds are regular. S1 and S2 with no murmur. Abdomen: Obese and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: 1+ edema and decreased peripheral pulses. Neurological: Reflexes are 1+. There are no gross motor deficits. Cranial nerves are grossly intact. Skin: Dry and warm.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. COPD.

3. Obstructive sleep apnea.

4. Depression.

5. Exogenous obesity.

PLAN: The patient has been advised to continue with Symbicort 160/4.5 mcg two puffs b.i.d. He also will be referred to a pulmonary specialty clinic to see if he could get an Inspire lead setup since he is not able to tolerate the CPAP mask. He also was advised to lose weight and start with a regular exercise. Continue with nebulizer with DuoNeb solution four times a day and stop using Spiriva. The patient will get a CBC, complete metabolic profile, and IgE level. A copy of his sleep study will be requested. A followup visit to be arranged here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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Dr. Patrick Garrett

