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PATIENT:

Pierce, Julie

DATE:

December 6, 2023

DATE OF BIRTH:
09/09/1961

Dear Rose:

Thank you, for sending Julie Pierce, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 62-year-old female who has a longstanding history of smoking. She has been experiencing an occasional cough and wheezing associated with tightness in the chest and shortness of breath. The patient smokes a pack per day and is unable to quit. She brings up some whitish mucus. Denied any hemoptysis, fevers, or chills. She denies weight loss. She does have chronic neck and back pain from disc disease.

The patient did have a chest CT on 05/05/23 and it showed no significant lung nodules and there was mild degenerative change in the mid thoracic spine. Recent PFTs were not available.

PAST MEDICAL HISTORY: The patient’s past history has included history of lumbar laminectomy at L4, L5, and S1 and history for hysterectomy. She has had history of cancer of the bone of the right lower leg, which apparently was operated in 1976 and we do not have all the details available. She also had a cholecystectomy, appendectomy, hysterectomy, and history of chronic kidney disease stage IV. Past history also is significant for diabetes mellitus and hyperlipidemia.

ALLERGIES: PENICILLIN and EGGS.

HABITS: The patient smoked one pack per day and has done so for over 40 years. No significant alcohol use.

FAMILY HISTORY: Mother died of old age. Father died of colon cancer.

MEDICATIONS: Sertraline 25 mg daily, Symbicort inhaler 160/4.5 mcg two puffs b.i.d., trazodone 100 mg h.s., famotidine 20 mg daily, montelukast 10 mg daily, atorvastatin 40 mg daily, cetirizine 10 mg a day, fenofibrate 48 mg daily, morphine ER 30 mg every 12 hours, and albuterol inhaler two puffs p.r.n..
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SYSTEM REVIEW: The patient has had weight loss and fatigue. She has no double vision, cataracts, or glaucoma. No vertigo or hoarseness. She has urinary frequency and nighttime awakening. She has abdominal pains, nausea, vomiting, and constipation. She also has shortness of breath, wheezing, and cough.

PHYSICAL EXAMINATION: General: This is a middle-aged obese white female in no acute distress. Vital Signs: Blood pressure 130/80. Pulse 78. Respiration 20 Temperature 97.5. Weight 193 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and diffuse wheezes throughout both lung fields. Prolonged expiration. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. COPD.

3. Depression and anxiety.

4. Nicotine dependency.

5. Hyperlipidemia.

6. Diabetes mellitus.

7. Chronic kidney disease stage IV.

PLAN: The patient has been advised to quit cigarette smoking and start using Wellbutrin 150 mg b.i.d. She will try to reduce pain medications. She was advised to get a complete pulmonary function study with lung volumes. Symbicort at 160/4.5 mcg two puffs twice daily will be continued. The patient was advised to get a polysomnographic study to rule out sleep apnea. She will also try to lose weight. Come for a followup visit here in approximately four weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
12/06/2023
T:
12/06/2023

cc:
Rose Boscaino, APRN

