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PATIENT:

Darby, Mary

DATE:

May 4, 2023

DATE OF BIRTH:
08/02/1944

Dear Johnna:

Thank you for sending Mary Darby for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 78-year-old female who has a past history of asthma and chronic bronchitis. She has been on inhaled bronchodilators and steroids for over 10 years. The patient also has previously been followed by pulmonology and apparently she does have lung nodule, which has remained stable over many years but we do not have the CT chest to review. The patient has been overweight. She complains of shortness of breath with exertion, but denies any wheezing or cough presently. A PFT done this past year showed moderate obstructive disease with moderate decrease in diffusing capacity.

PAST HISTORY: The patient’s past history has included history for right hip arthroplasty and history for bunionectomy. She also had skin cancers removed from her face. She has a history of asthma and eczema. She had COVID-19 infection in 2022. The patient is hypertensive since more than five years and has mild obstructive sleep apnea but does not use a CPAP mask.

ALLERGIES: PENICILLIN and TETANUS TOXOID.
HABITS: The patient denies any smoking, but was exposed to secondhand smoke for many years. No alcohol use.

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

SYSTEM REVIEW: The patient has fatigue. No weight loss. Denies double vision, but has cataracts. No vertigo, hoarseness, or nosebleeds. No urinary frequency. Denies chest pains, but has shortness of breath and wheezing. She has no nausea, vomiting, heartburn, or diarrhea. She denies any arm pain, calf muscle pains, or leg swelling. She has no anxiety. No depression. She does have joint pains and muscle aches. She has no seizures, headaches, or memory loss. She has easy bruising.
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PHYSICAL EXAMINATION: General: This moderately obese elderly white female is alert and pale, but in no acute distress. Vital Signs: Blood pressure 120/70. Pulse 92. Respirations 16. Temperature 97.2. Weight 208 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and scattered wheezes throughout both lung fields. Prolonged expirations. 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. Mild varicosities. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. History of asthma and chronic bronchitis.

2. Hypertension.

3. Osteoarthritis and degenerative joint disease.

4. Obstructive sleep apnea.

PLAN: The patient has been advised to use a Trelegy Ellipta inhaler 100 mcg one puff daily. A complete pulmonary function study with lung volumes was ordered. A copy of her recent CT chest will be requested. The patient will also get CBC, complete metabolic profile, and IgE level and come back for a followup here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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