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PATIENT:

Clavy, Susan

DATE:


February 16, 2022

DATE OF BIRTH:
07/04/1964

Dear Erica:

Thank you, for sending Susan Clavy, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 57-year-old lady who has a prior history of asthma. She has been treated for recurrent bronchitis and pneumonia over the past six years. She has been on antibiotic therapy periodically as well as oral steroids. The patient recently had a chest x-ray in September 21, which showed no acute lung infiltrate but she went to Ireland in October 2021 and apparently was hospitalized for an episode of pneumonia and exacerbation of asthma. The patient presently is only using an albuterol inhaler two puffs p.r.n. She has gained weight recently. She does have occasional cough and wheezing, but denies any fevers, chills, or night sweats.

PAST MEDICAL HISTORY: The patient’s past history has included history of asthmatic attacks and history for pneumonia on six occasions since 2015. The patient also has a history of celiac disease since 2009. She had a cholecystectomy in 1997.

ALLERGIES: CODEINE.

HABITS: The patient denies any history of smoking. She does not drink any alcohol.

FAMILY HISTORY: Both parents are alive in good health. There is no family history of asthma. She states her father side there is a history of allergies, hay fever, and asthma.

MEDICATIONS: Included albuterol inhaler two puffs q.i.d. p.r.n.

SYSTEM REVIEW: The patient has fatigue. No weight loss. She has mild glaucoma. Denies vertigo or hoarseness, but has wheezing, cough, shortness of breath, and occasional hemoptysis. She has hives, eczema, and asthmatic symptoms. The patient also has joint pains and muscle stiffness. She has occasional abdominal pains. Denies skin rash. No itching. Denies blackout spells, headaches, or memory loss.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged white female who is alert in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 92. Respiration 16. Temperature 97.8. Weight 170 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with percussion note resonant throughout. There are scattered wheezes in the upper lung fields. 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 or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. Allergic rhinitis and sinusitis.

3. Celiac disease.

PLAN: The patient has been advised to get a CT chest without contrast, complete pulmonary function study with bronchodilator studies, CBC, CMP, and IgE level. Advised to continue with Ventolin inhaler two puffs q.i.d. p.r.n. Come back for followup visit in four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Erica O'Donnell, M.D.

