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PATIENT:
Smith, Laura

DATE:
February 15, 2023

DOB:

09/17/1974

Dear John:

Thank you for sending Laura Smith for evaluation.

CHIEF COMPLAINT: Shortness of breath with exertion and wheezing.

HISTORY OF PRESENT ILLNESS: This is a 48-year-old obese female who has a history of smoking for over 30 years about a pack per day. She has been experiencing shortness of breath, wheezing, cough and chest tightness. The patient has had recurrent bronchitis. She went to the Advent Hospital emergency room for evaluation of chest pains that started more than a month ago and the pain was worsened taking deep breath and with activity. The patient had a CT angiogram done in the ER, which showed no pulmonary embolism but showed chronic emphysematous changes with subpleural cystic changes and thickening of the airway wall and mild esophagitis and mild lymphadenopathy in the mediastinum and hilar areas, which was nonspecific. She has been using a Ventolin inhaler two puffs as needed and also was given a pain med. She denied fever, chills, night sweats or hemoptysis and she had no leg or calf muscle pains but has lower back pains.

PAST MEDICAL HISTORY: History of uterine ablation and history of tonsillectomy and is also known to have hypertension for more than 10 years and had asthma with recurrent bronchitis and hyperlipidemia.
ALLERGIES: No drug allergies.

MEDICATIONS: Losartan 100 mg daily and simvastatin 10 mg daily.

HABITS: The patient smoked one to two packs per day for 30 years and denies significant alcohol use.

FAMILY HISTORY: Mother died of heart disease. Father had COPD. One son has a history of asthma.

REVIEW OF SYSTEMS: The patient has fatigue. No weight loss. She has no glaucoma or cataracts. She has no vertigo, hoarseness or nose bleeds. She has urinary frequency and nighttime awakening. She does have hay fever and asthma. Also has persistent cough and shortness of breath. The patient has abdominal pain and heartburn. No black stools.
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She had no chest pain, jaw pain or arm pain. She has anxiety and depression. She has joint pains and muscle stiffness. She has no seizures, headaches or memory loss. She does have some skin rash. No itching.

PHYSICAL EXAMINATION: General: This obese middle-aged white female who is alert, pale, but in no acute distress. Vital Signs: Blood pressure 135/80. Pulse 95. Respirations 20. Temperature 97.2. Weight is 258 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished exertions and bilateral scattered wheezes with prolonged expirations. No crackles on either side. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. No organomegaly. The bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Asthmatic bronchitis.

2. COPD.

3. Exogenous obesity.

4. Hypertension.

5. Possible obstructive sleep apnea.

PLAN: The patient has been advised to get a complete pulmonary function study and CBC, IgE level and I will follow an antitrypsin phenotype and also will be scheduled to have a polysomnographic study and she was placed on Ventolin HFA two puffs q.i.d. p.r.n. Followup visit to be arranged here in three weeks. Weight loss and exercise were discussed.

Thank you for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
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cc:
Dr. John Meredith
