V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Hart, Wanetta

DATE:


July 26, 2022

DATE OF BIRTH:
07/26/1954

Dear Dragi:

Thank you, for sending Wanetta Hart, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 68-year-old female who has a past history of COPD. She has a long-standing history of smoking for over 50 years. The patient is experiencing cough and shortness of breath. Recently, she had flu about two months ago at which time she had fevers and chest tightness and did lose some weight. She has not had a recent chest x-ray and she continues to smoke about a pack per day. The patient coughs up a little whitish thick sputum.

PAST MEDICAL HISTORY: The patient’s past history has included history of two C-sections. She has history for borderline hypertension and hyperlipidemia.

ALLERGIES: No drug allergies listed.

HABITS: The patient smoked pack and half per day for 57 years. She drinks four beers regularly.

FAMILY HISTORY: Father died of COPD. Mother died of old age.

SYSTEM REVIEW: The patient has fatigue and some weight loss. She has no double vision or cataracts. She has no vertigo, hoarseness, or nosebleeds. She has no urinary frequency or burning. No hematuria. She has vaginal discharge. She has wheezing, coughing spells, and shortness of breath. She has some abdominal pains. No nausea or vomiting. She has no chest or jaw pain. No palpitations or leg swellings. She has no depression or anxiety. She does have easy bruising. She has some joint pains. Denies headaches, seizures or memory loss. No skin rash.

PHYSICAL EXAMINATION: General: This thinly built elderly white female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 128/70. Pulse 112. Respiration 16-20. Temperature 97.8. Weight 104 pounds. Saturation 93%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished breath sounds at the periphery and scattered wheezes bilaterally. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. 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. Skin: No lesions observed.
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IMPRESSION:
1. COPD with emphysema.

2. Reactive airways disease.

3. Nicotine dependency.

4. Polycythemia.

5. Hypertension.

PLAN: The patient will be sent for a CT chest with contrast and a complete pulmonary function study with bronchodilator studies. Blood gases will be ordered. A nocturnal oxygen saturation study will be ordered and alpha-1 antitrypsin level. The patient will also possibly qualify for home oxygen at 2 liters at night. A CBC and complete metabolic profile to be repeated. If her hemoglobin is elevated with a hematocrit of over 52, we may need to do a phlebotomy as well. Follow up visit to be arranged here in approximately four weeks. She was counseled again to quit cigarette smoking and use a nicotine patch. We will use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. till her results are available.

Thank you, for this consultation.

V. John D'Souza, M.D.
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cc:
Dragi Bogdanovski, D.O.

