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:

Wright, Susan

DATE:

September 11, 2023

DATE OF BIRTH:
09/16/1948

CHIEF COMPLAINT: Shortness of breath and wheezing.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old female who has had a history of recurrent bronchitis and a long-standing history of smoking. She had a CAT scan of the chest done on 08/22/2023. The patient’s chest CT showed bibasilar atelectasis with scarring and evidence of previous small-calcified granulomas. There is also evidence of emphysema and the ascending aorta was ectatic. The patient has no chest pain. She has not used an inhaler recently, but in the past was on albuterol inhaler as needed.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension and history of hypothyroidism. She has no history of diabetes but has hyperlipidemia, had coronary artery disease with mild MI and history for stenting x1. She also had cataracts surgery with implants.

PAST SURGICAL HISTORY: History for appendectomy, inguinal hernia repair, and coronary angiography.

MEDICATIONS: Synthroid 50 mcg daily, atorvastatin 40 mg daily, amlodipine 5 mg daily, losartan 50 mg daily, Plavix 75 mg daily, and one aspirin daily.

HABITS: The patient smoked one pack per day for 30 years and quit. She drinks alcohol on weekends.

FAMILY HISTORY: Father died of history of lung caner. Mother died of pneumonia.

SYSTEM REVIEW: The patient has shortness of breath, wheezing, and occasional cough. She has history of depression. She denies joint pains or muscle aches. Denies headaches, seizures, or memory loss. She has some hoarseness and wheezing. No history of asthma. Denies any weight loss or fatigue.
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PHYSICAL EXAMINATION: General: This elderly averagely built white female who is alert in no acute distress. Vital Signs: Blood pressure 150/90. Pulse 72. Respiration 20. Temperature 97.5. Weight 142 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished excursions and scattered wheezes throughout both lung fields. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD and emphysema.

2. Hypertension.

3. History of coronary artery disease.

4. Possible obstructive sleep apnea.

5. Hyperlipidemia.

PLAN: The patient has been advised to get a CBC, complete metabolic profile, and complete pulmonary function studies with arterial blood gas study. Also, advised to go for a polysomnogram. She was given an albuterol inhaler two puffs q.i.d. p.r.n. After her PFTs are completed she will start on Stiolto Respimat 2.5 mcg two puffs daily. A followup visit to be arranged here in six weeks. A polysomnogram will be arranged shortly.

Thank you, for this consultation.

V. John D'Souza, M.D.
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