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:

Lockhart, Barbara

DATE:


March 31, 2023

DATE OF BIRTH:
11/08/1960

Dear David:

Thank you, for sending Barbara Lockhart, for pulmonary evaluation.

CHIEF COMPLAINT: History of asthma and wheezing.

HISTORY OF PRESENT ILLNESS: This is a 62-year-old female with a past history of asthma and obstructive sleep apnea. She has episodes of wheezing. She has been using Trelegy Ellipta inhaler to control her symptoms. The patient has shortness of breath with exertion but no chest pains. She has gained weight over the past two years. The patient has no daytime sleepiness. She had a polysomnographic study, but has not been on any CPAP at nights.

PAST MEDICAL HISTORY: The patient’s past history has included history of ventral hernia repair, hysterectomy, appendectomy, and tubal ligation. She also has been treated for hypertension, COPD, and obstructive sleep apnea. She has mild diabetes. There is a past history for depression, chronic back pain, and history of peripheral neuropathy.

HABITS: The patient smoked one pack per day for 25 years and then quit. No alcohol use.

FAMILY HISTORY: Father died of old age. Mother died of heart disease.

MEDICATIONS: Included metformin 1000 mg b.i.d., Synthroid 100 mcg daily, sertraline 100 mg daily, Lyrica 25 mg b.i.d., metoprolol 100 mg daily, omeprazole 20 mg daily, minoxidil 10 mg b.i.d., Lasix 20 mg b.i.d., Novolin N insulin 20 units b.i.d., Spiriva two puffs a day, and Symbicort inhaler two puffs b.i.d.

SYSTEM REVIEW: The patient has fatigue. No weight loss. She has cataracts. No glaucoma. She has hoarseness, postnasal drip, wheezing, as well as coughing spells and shortness of breath with exertion. She has heartburn and abdominal cramping. No diarrhea. She has no chest or jaw pain or calf muscle pains. She has joint pains of her extremities and muscle aches. She also has numbness of the extremities and memory loss. Denies skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is a moderately overweight middle-aged white female in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 162/70. Pulse 84. Respiration 20. Temperature 97.8. Weight 201 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat was clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions and diminished breath sounds at the bases and wheezes were scattered throughout both lung fields. Prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: 1+ edema and decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. Reactive airways disease and chronic bronchitis.

3. Hypertension.

4. Diabetes mellitus.

PLAN: The patient will get a chest CT without contrast. Also, advised to get a polysomnographic study and go back on a CPAP mask nightly. She will use a nebulizer with albuterol and ipratropium solution three times a day and budesonide nebulizer 0.5 mg twice a day. Followup visit to be arranged here in approximately six weeks. I will keep you informed of any new findings.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
04/01/2023
T:
04/01/2023

cc:
David Weinreich, M.D.

