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PATIENT:

Smith, Beth Toner

DATE:

April 19, 2022

DATE OF BIRTH:
01/29/1961

CHIEF COMPLAINT: History of chronic bronchitis.

HISTORY OF PRESENT ILLNESS: This is a 61-year-old female who has a history of smoking. She has been experiencing shortness of breath and cough and was diagnosed to have COPD. She also had a cardiac evaluation and apparently was told that she has pulmonary hypertension. The patient’s echocardiogram, however, showed no evidence of pulmonary hypertension and the right ventricular systolic pressure was 28 mm and pulmonary arteries are normal in size. The patient has an occasional cough in the mornings and shortness of breath with exertion. She has not had any recent chest x-ray or CAT scan. A CTA chest was ordered, but apparently was not performed.

PAST MEDICAL / SURGICAL HISTORY: The patient’s past history includes history of right hip replacement surgery and history of ORIF of the left hip with fracture. She has no history of hypertension or diabetes, but has mild anemia and osteoporosis.

MEDICATIONS: Med list included alendronate sodium 70 mg weekly, albuterol inhaler two puffs p.r.n., and ferrous sulfate tablet daily.

ALLERGIES: None listed.
HABITS: The patient smoked one pack per day for 45 years and is trying to quit. She does not drink alcohol. She works on mortgages, presently disabled.

FAMILY HISTORY: Father died of a heart attack. Mother is in fair health at age 90 and has hypertension.

SYSTEM REVIEW: The patient denies fatigue or weight loss. She has cataracts. She has dizzy attacks. No sore throat, but has wheezing, coughing spells, and shortness of breath. She has urinary frequency. Denies any abdominal pains, diarrhea, or constipation. She has no chest or jaw pains. She has no depression or anxiety. She has no bruising or enlarged glands. She has some joint pains and hip pains and muscle aches. No headaches, seizures, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged white female is alert, in no acute distress. There is no pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 100/65. Pulse 84. Respirations 20. Temperature 97.2. Weight 104 pounds. Saturation 100%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is clear. Ears: No inflammation. Neck: Supple. No bruits. No venous distention. Trachea is midline. Chest: Equal movements with scattered wheezes in the upper lung fields. Distant breath sounds. No crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and protuberant. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD and emphysema.

2. Degenerative arthritis of the hips.

3. Nicotine dependency.

PLAN: The patient has been advised to quit cigarette smoking and use a nicotine patch. She was also advised to use the albuterol inhaler two puffs t.i.d. p.r.n. and also placed on Trelegy Ellipta 100 mcg one puff daily. A complete pulmonary function study to be done and a CT chest without contrast was ordered. A followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Chiamaka Iheme, M.D.

