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PATIENT:

Landry, Dawn
DATE:

June 15, 2022
DATE OF BIRTH:
01/10/1970
Dear Delicia:

Thank you for sending Dawn Landry for pulmonary evaluation.

CHIEF COMPLAINT: History of asthma and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 52-year-old lady who was recently admitted to Halifax Hospital approximately two months ago for asthmatic attacks and shortness of breath, was treated with IV steroids and bronchodilators and then discharged. The patient apparently had no significant pneumonia, but had lower lobe atelectasis and there was no evidence of pulmonary embolism. CT chest without contrast showed a small consolidation in the right lower lobe. The patient has completed a course of antibiotics and also completed a course of prednisone. She has not had a recent pulmonary function study done, but states she is short of breath with activity and has pain in both sides of her chest and her rib cage. She has no fevers, chills, night sweats or hemoptysis.

PAST HISTORY: The patient’s past history has included history of anxiety and depression, also has a history for chronic asthma, history for seizures and she had hysterectomy in the past and had partial hysterectomy, arthroscopic surgery as well as carpal tunnel surgery bilaterally and left ankle surgery. She had PTSD, depression, and anxiety and also had an appendectomy and knee surgery.

MEDICATIONS: Med list included Celexa 10 mg daily, Wellbutrin 100 mg daily, fluticasone/salmeterol 55/14 mcg one puff a day and levalbuterol inhaler two puffs p.r.n. as well as trazodone 50 mg h.s. and omeprazole 20 mg a day.

ALLERGIES: IV CONTRAST DYE and TORADOL.
HABITS: The patient denies history of smoking and no significant alcohol use.
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SYSTEM REVIEW: The patient has fatigue. No weight loss. There is no double vision or cataracts. No vertigo, hoarseness or nosebleeds. She has no urinary frequency, but has flank pains. She has wheezing and nausea. Denies diarrhea. She has no constipation. Denies leg or calf muscle pains. She has joint pains and muscle aches. No seizures, headaches or memory loss. No skin rash.

PHYSICAL EXAMINATION: General: This obese middle-aged white female is alert and in no acute distress. No pallor, cyanosis, lymphadenopathy or peripheral edema. Vital Signs: Blood pressure 124/80. Pulse is 92. Respirations 16. Temperature 97.8. Weight is 195 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions. Breath sounds diminished at the periphery with occasional crackles at the lung bases. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft. Benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. Basal atelectasis with possible pneumonia.

3. Depression.

4. Anxiety.

PLAN: The patient will use a nebulizer at home with Xopenex solution t.i.d. p.r.n. She will also use a Ventolin HFA inhaler two puffs p.r.n. She will be given Xopenex solution with the nebulizer three times a day and as needed. A CBC, IgE level and a complete pulmonary function study was ordered. Followup visit to be arranged in approximately six weeks at which time I will make an addendum.

Thank you for this consultation.
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