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:

Marilyn, Oliver

DATE:


February 15, 2022

DATE OF BIRTH:
10/07/1959

Dear Jim:

Thank you, for sending Marilyn Oliver, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 62-year-old female who has a past history for asthma. She has been treated for exacerbations of asthma and was at the emergency department about three weeks ago for bronchitis, chest tightness, and cough. She was treated with bronchodilators and a course of steroids. She has been placed on albuterol on a p.r.n. basis and presently also takes Trelegy inhaler once a day. She complains of some thick mucus in the throat, wheezing, and coughing spells. She also complains of nasal congestion and postnasal drip.

PAST MEDICAL HISTORY: The patient’s past history has included an appendectomy, surgery on uterine fibroid, history for appendectomy, and resection of an ovary.

ALLERGIES: SULFA DRUGS, NSAIDS, TETRACYCLINE, GABAPENTIN, and CLINDAMYCIN.

MEDICATIONS: Trelegy 100 mcg one puff daily, nebulized albuterol and ipratropium every six hours, and Ventolin inhaler p.r.n.

HABITS: The patient denies history of smoking or alcohol use. She worked as a secretary. She lives alone.

FAMILY HISTORY: Father died of stroke and had COPD. Mother had dementia.

SYSTEM REVIEW: The patient denies fatigue or fever. No double vision or cataracts. Denies vertigo, hoarseness, or nosebleeds. She has nighttime awakening and has asthmatic symptoms with wheezing and cough. She has heartburn. Denies any diarrhea or constipation. She has back pain and leg swelling. She has anxiety. She also has easy bruising. Denies joint pains. Denies headache, seizures, or numbness of the extremities. No memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged lady who is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 140/90. Pulse 96. Respiration 20. Temperature 97.2. Weight 130 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with distant breath sounds and scattered wheezes bilaterally. No crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. 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.

IMPRESSION:
1. Reactive airways disease with recurrent bronchitis.

2. Anxiety disorder.

3. Left lung nodules.

PLAN: The patient has been advised to get a CBC, CMP, IgE level, and a CT chest. We will also get a pulmonary function study with bronchodilator studies. A previous chest CT done in September 2020 was reviewed and it showed a 4-mm pleural based nodule in the left upper lobe and lingula and a followup CT scan will be done this month. She was also placed on a short course of prednisone 20 mg daily for five days and tapered off in two weeks and continue with Trelegy Ellipta 100 mcg one puff daily and use a Ventolin HFA inhaler two puffs p.r.n. and a followup to be arranged in four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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