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PATIENT:

Duggans, Loretta

DATE:

May 2, 2023

DATE OF BIRTH:
08/12/1956

CHIEF COMPLAINT: Shortness of breath and history of COPD.

HISTORY OF PRESENT ILLNESS: This is a 66-year-old white female who has a longstanding history of smoking for about 50 years. She has been complaining of shortness of breath with exertion and also had some chest pains and coughing spells. The patient had been sent for a chest CTA, which showed no evidence of pulmonary emboli, but there was some airway thickening and ground-glass nodularity at the lung apices and paraseptal emphysema. There was resolution of a right upper lobe lung nodule, which was previously described on a chest CT and there were coronary artery calcifications. The patient has been coughing up clear mucus. Denied fevers, night sweats, chills, or hemoptysis. No recent history of weight loss.

PAST MEDICAL HISTORY: The patient’s other past history includes history C-sections and a history for headaches. She has no hypertension or diabetes.

ALLERGIES: No drug allergies.

HABITS: The patient smoked one pack per day for 50 years and drinks beer occasionally. She does not work presently.

FAMILY HISTORY: Father died of lung cancer and peripheral vascular disease. Mother died of stomach cancer.

MEDICATIONS: Albuterol inhaler two puffs t.i.d. p.r.n.
SYSTEM REVIEW: The patient has fatigue and some weight loss. No cataracts or glaucoma. She has hoarseness. No wheezing. She had some coughing spells and shortness of breath. She has abdominal pains, nausea, and heartburn. She has had constipation. She has asthmatic symptoms. She has palpitations. No leg swelling. She has chest pains. Denies anxiety. She has joint pains and muscle aches. She has headaches, previous history of seizures, numbness of the extremities, and skin rash with itching.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert, in no acute distress. Vital Signs: Blood pressure 140/80. Pulse 86. Respiration 20. Temperature 97.5. Weight 96 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and there were scattered wheezes throughout both lung fields. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: No edema. No lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD with emphysema.

2. Degenerative arthritis.

3. Lung nodules etiology undetermined.

4. Nicotine dependency.

PLAN: The patient has been advised to quit cigarette smoking and use a nicotine patch. She was advised to use Breztri 160 mcg two puffs twice a day and albuterol inhaler two puffs q.i.d. p.r.n. A complete pulmonary function study to be done. Also given Ventolin two puffs as needed. A followup visit in four weeks.

Thank you, for this consultation.
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