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PATIENT:

Glover, Johanna

DATE:


March 1, 2022

DATE OF BIRTH:
12/23/1937

Dear Samantha:

Thank you, for sending Johanna Glover, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 84-year-old lady who was seen in the emergency room at Halifax Hospital for COPD and exacerbation. She had been experiencing shortness of breath, cough, sputum production, and wheezing. She was bringing up yellow sputum. The patient was admitted to the hospital on January 25, 2022. She was hypoxic and had replaced on supplemental oxygen given IV steroids, bronchodilators, and antibiotics. She was subsequently discharged and now is on home oxygen at 2 liters nasal cannula. She complains of cough with some sputum production, but denies fevers or chills. Denies weight loss. The patient had a CT chest done upon admission, which showed no pulmonary embolus but had partially calcified nodules with speculated margins in the right lower lobe, which maybe scarring or granulomatous disease and followup was advised.

PAST MEDICAL HISTORY: The patient’s past history is significant for pneumonia remotely. She had a hysterectomy. She also has a history of hypertension and hypothyroidism.

ALLERGIES: No known drug allergies are listed.

HABITS: The patient smoked one pack per day for 50 years. She does not drink any alcohol.

FAMILY HISTORY: Father died of renal failure. Mother died of a brain tumor.

MEDICATIONS: Included Spiriva one capsule daily inhalation, Symbicort 160 mcg two puffs b.i.d., clonazepam 0.5 mg daily, losartan 25 mg a day, and Synthroid 100 mcg daily.

SYSTEM REVIEW: The patient has had some fatigue. No weight loss. Denies cataracts or glaucoma. She has no vertigo, hoarseness, or nosebleeds. She has some urinary frequency. No back pain. Denies hay fever, but has some wheezing and cough with shortness of breath. She has no abdominal pains. No nausea or diarrhea. Denies chest or jaw pain or palpitations. No leg swelling. She has no anxiety. No depression. She has some joint pains and muscle stiffness. Denies seizures, headaches, or memory loss. She has skin rash with itching.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert and pale in no acute distress. Vital Signs: Blood pressure 120/70. Pulse 72. Respiration 16. Temperature 97.5. Weight 152 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy. Chest: Equal movements with decreased excursions and diffuse wheezes bilaterally with prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant without masses. 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. Rectal exam is deferred. Skin: No lesions observed.

IMPRESSION:
1. COPD with emphysema.

2. Lung nodules right lower lobe etiology undetermined.

3. Hypertension.

4. Hypothyroidism.

PLAN: The patient will have a followup CT chest in four months and complete pulmonary function study with bronchodilators studies. She will continue with Symbicort 160/4.5 mcg two puffs daily. A followup here in approximately one month.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Samantha Hughes, ARNP

