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:

Lafrance, Elissa

DATE:

August 21, 2025

DATE OF BIRTH:
07/31/1947

Dear Yu:

Thank you, for sending Elissa Lafrance, for evaluation.

CHIEF COMPLAINT: History of COPD and chronic respiratory failure.

HISTORY OF PRESENT ILLNESS: This is a 78-year-old female who was recently admitted to Advent Hospital with acute hypercapnic and hypoxic respiratory failure due to COPD and exacerbation. She has been on home oxygen at 2 liters nasal cannula, which she uses at night. The patient has a long-standing history of smoking and had quit smoking this past year. She has been coughing up some thick whitish mucus. She has no fevers, chills, night sweats, or hemoptysis but does have some leg swelling. No calf muscle pains. She has gained weight over the past year.

PAST MEDICAL HISTORY: The patient’s past history includes history of COPD with emphysema and history of hyperlipidemia. She has allergic rhinitis. She has a history of depression. She has chronic hypoxemic and hypercapnic respiratory failure.

ALLERGIES: No drug allergies are listed.

HABITS: The patient smoked half to one pack per day for 40 years, quit last year. Drinks alcohol moderately.

FAMILY HISTORY: Both parents died at an elderly age. Father had dementia.

MEDICATIONS: Trelegy Ellipta 100 mcg one puff a day, Cardizem 240 mg daily, atorvastatin 20 mg a day, sertraline 50 mg daily, nebulized DuoNeb solution t.i.d., and Fosamax 70 mg weekly.

SYSTEM REVIEW: The patient has shortness of breath, wheezing, and cough. She has reflux. No abdominal pains, nausea, or vomiting. She has anxiety attacks. She has easy bruising, joint pains, and muscle aches. No seizures, headaches, or memory loss. She has no cataracts or glaucoma. No vertigo or hoarseness. She has urinary frequency. No flank pains. She has asthmatic attacks.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert and pale but in no acute distress. Vital Signs: Blood pressure 130/80. Pulse 102. Respiration 20. Temperature 97.5. Weight 170 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery with wheezes scattered bilaterally. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant. No mass. 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 noted.

IMPRESSION:
1. COPD with emphysema and chronic bronchitis.

2. Chronic hypoxemic and hypercapnic respiratory failure.

3. History of depression.

PLAN: The patient has been advised to continue with O2 at 2 liters at night and p.r.n. daytime. She will use a nebulizer with DuoNeb solution three times daily, Trelegy Ellipta 100 mcg one puff daily, and simvastatin 40 mg daily. She was advised to go for pulmonary rehab and lose weight. Also advised to get a flu vaccine this season. A copy of her recent labs will be requested. A followup visit to be arranged here in approximately six weeks. A CT chest done on 08/05/25 was reviewed, which shows no pulmonary emboli and mild vascular congestion with emphysematous changes and fibrotic changes in the right middle lobe and lingula. The patient will come for followup in three to four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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