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PATIENT:

Combs, Barbara

DATE:

April 25, 2022

DATE OF BIRTH:
07/20/1954

HISTORY OF PRESENT ILLNESS: This is a 67-year-old female who has history of COPD. She has been coughing up thick dark sputum and has shortness of breath with activity. The patient recently was seen at the urgent care center where she had a chest x-ray and was placed on antibiotics and a course of steroids. She still brings up a little sputum, but has improved. She denies fevers, chills, or night sweats, but has lost some weight.

PAST MEDICAL HISTORY: The patient’s past history includes history of hypertension and hyperlipidemia, history of gastroesophageal reflux, and history of COPD for over 10 years.

MEDICATIONS: Medication list included atenolol 50 mg daily, Ventolin inhaler two puffs p.r.n., Trelegy Ellipta 100 mcg one puff a day, albuterol nebs 2.5 mg t.i.d. p.r.n., and Lasix 40 mg a day.

ALLERGIES: No known drug allergies are listed.

HABITS: The patient smoked one pack per day for over 52 years. No significant alcohol use.

FAMILY HISTORY: The patient’s father died of unknown causes. Mother died of lung cancer.

REVIEW OF SYSTEMS: The patient complains of some weight loss and fatigue. She has leg swelling. Denies any chest pains, but has shortness of breath, wheezing, and coughing spells. She has some hoarseness and no nosebleeds. Denies urinary frequency, flank pains, or back pain. She has no depression or anxiety. Denies easy bruising, but has some joint pains and muscle aches. No seizures or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is an elderly white female who is alert, pale, and mildly tachypneic. Vital Signs: Blood pressure 142/70. Pulse 65. Respirations 18. Temperature 97.6. Weight 161 pounds. HEENT: Head is normocephalic. Pupils are reactive. Throat is clear. Nasal mucosa is injected. Neck: Supple with mild venous distention. Trachea is midline. No thyroid enlargement. Chest: Equal movements with diminished breath sounds at the periphery with scattered wheezes bilaterally. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and scaphoid. No mass. No organomegaly. Bowel sounds are active. Extremities: Varicosities. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD with emphysema and chronic bronchitis.

2. History of hypertension and hyperlipidemia.

3. Gastroesophageal reflux disease.

PLAN: The patient has been advised to get a complete pulmonary function study. Also, advised to continue with nebulizer with albuterol and ipratropium solution. A followup visit to be arranged here in three weeks. A nocturnal oxygen saturation study was also ordered and she may qualify for home oxygen. CBC and basic metabolic to be done this week.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
April Gustafson, ARNP from Conviva

Dr. Glenn Rayos

