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PATIENT:

Corbesero, Cheryl

DATE:

February 21, 2023

DATE OF BIRTH:
01/18/1958

CHIEF COMPLAINT: Shortness of breath for one year.

HISTORY OF PRESENT ILLNESS: This is a 65-year-old female who is overweight and has a history of smoking for over 50 years. She has been short of breath for about a year. She complains of wheezing and occasional cough. The patient had a chest CT done on 01/06/2023, which showed no significant lung nodules and there was evidence of mild emphysema. There was a classified gallstone and was otherwise unremarkable. The patient has some symptoms of snoring. Denies any apnea, but has never had a sleep study done. She has leg swelling for which she takes diuretic.

PAST MEDICAL HISTORY: The patient’s past history has included history of C-section x2, history of left total hip replacement in 2007, C-spine fusion at C6-C7, and laparoscopic cholecystectomy in February 2023. She has hypothyroidism and osteoporosis. Denies hypertension.

MEDICATIONS: Sertraline 50 mg daily, levothyroxine 112 mcg daily, atorvastatin 20 mg daily, Flonase nasal spray two sprays in each nostril, Bumex 2 mg a day, and vitamin D3 daily.

ALLERGIES: SULFA DRUGS.

HABITS: The patient smoked one pack per day for 50 years, presently at five cigarettes per day. Occasional alcohol use. She worked as a surgical tech.

FAMILY HISTORY: Mother has lung cancer. Father died of old age.

SYSTEM REVIEW: The patient has fatigue. No weight loss. She has no cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. She has shortness of breath and wheezing. No significant cough. She has no nausea or vomiting. She has leg pains, leg swelling, and anxiety with depression. She has joint pains and muscle aches. She has numbness of the extremities. No headaches. No blackouts. No skin rash. No itching. She has no hay fever or asthma. She complains of fatigue.
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PHYSICAL EXAMINATION: General: This moderately obese middle-aged white female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 110/70. Pulse 82. Respiration 16. Temperature 97.5. Weight 219 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished excursions and scattered wheezes bilaterally. Prolonged expiration. Heart: Heart sounds are irregular. S1 and S2. No S3 or gallop. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Mild peripheral edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Probable COPD.

2. Severe obesity.

3. Rule out obstructive sleep apnea.

4. Hyperlipidemia.

5. Hypothyroidism.

6. Nicotine dependency.

PLAN: The patient was advised to get a complete pulmonary function study with bronchodilator studies and polysomnographic study. Advised to lose weight. Advised to quite cigarette smoking and use a nicotine patch. She will also get an IgE level and alpha-1 antitrypsin phenotype. She was placed on Ventolin HFA inhaler two puffs q.i.d. p.r.n. Advised to come in for a followup here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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