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PATIENT:

O’Neil, Diana
DATE:

February 23, 2022
DATE OF BIRTH:
01/26/1951
Dear Kimberly:

Thank you for sending Diana O’Neil for pulmonary evaluation.

CHIEF COMPLAINT: Shortness of breath and history of COPD.

HISTORY OF PRESENT ILLNESS: This is a 71-year-old female who has a history of hypertension, diabetes mellitus and history of COPD, has recently been investigated for carotid artery stenosis and had a CT angiogram of the upper neck and incidentally was found to have a left apical pulmonary nodule in the subpleural area. The patient has been a chronic smoker and continues to smoke half pack per day and has some cough, wheezing and sinus drainage, but has not been using any specific inhalers. She has lost some weight. Denies hemoptysis, fevers or chills.

PAST MEDICAL HISTORY: The patient’s past history includes history of hypertension for 10 years, history for diabetes mellitus type II for 12 years, has a history of hyponatremia, hyperlipidemia, history of gastroesophageal reflux.

PAST SURGICAL HISTORY: Surgery includes laparoscopic hernia repair, removal of adrenal adenoma in 2019, breast biopsy in 2006 and colonoscopy.

FAMILY HISTORY: Mother died of breast cancer. Father died of smoke inhalation.
HABITS: The patient smoked one pack per day for 50 years and continues to smoke. Alcohol use mostly beer.

MEDICATIONS: Nortriptyline 25 mg a day, Xanax 0.25 mg b.i.d., losartan 50 mg a day, amlodipine 10 mg daily, metformin 1000 mg b.i.d. and amlodipine 10 mg a day.
ALLERGIES: CODEINE.
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PHYSICAL EXAMINATION: General: This is averagely elderly white female is alert, pale, but no acute distress. No cyanosis, icterus, clubbing or peripheral edema. Vital Signs: Blood pressure 112/60. Pulse 95. Respirations 20. Temperature 97.6. Weight is 112 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Ears, no inflammation. Throat is clear. Neck: Supple. No bruits, thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery with scattered wheezes in the upper lung fields. No crackles. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Obese and protuberant with liver just felt below the costal margin. The bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurologic: Reflexes are 1+. No gross motor deficits. Cranial nerves are grossly intact.

IMPRESSION:
1. COPD and chronic bronchitis.

2. Left lung nodule, etiology undermined.

3. Carotid artery stenosis.
4. Diabetes.

5. Hypertension.

PLAN: The patient has been counseled about quitting cigarette smoking and using nicotine patch. Also advised to get a complete pulmonary function study. She will use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. and she also was advised that a followup chest CT will be required in six months and a PFT will be done this time with lung volumes and a followup visit will be arranged in one month. She will continue using the present medications as above and add Ventolin two puffs q.i.d. p.r.n. for shortness of breath. The patient is cleared for surgery, pending reports of the chest x-ray and labs.

Thank you for this consultation.
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