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:
Olson, Joyce

DATE OF BIRTH:
05/27/1946

DATE:
December 2, 2022

Dear Adam:

Thank you for sending Joyce Olson for pulmonary evaluation.

CHIEF COMPLAINT: History of asthma and COPD.

HISTORY OF PRESENT ILLNESS: This is a 76-year-old lady with a history of asthma since her young age. She has been experiencing shortness of breath and some wheezing, but denies any significant cough or yellow sputum. She was seen in the emergency room at Halifax on 11/15/2022. She was seen for abdominal cramp and diarrhea. She has been on home oxygen at 2-3 liters. Her shortness of breath had worsened and she went to the emergency room for evaluation. The patient was treated with appropriate antibiotic therapy. She also had a chest CT which showed no active infiltrates. There were diffuse emphysematous changes, a hiatal hernia, and thickening of the distal esophagus.

PAST MEDICAL / SURGICAL HISTORY: Other past history includes history of cholecystectomy, tonsillectomy, and history of tubal ligation.

FAMILY HISTORY: Father died of MI. Mother also died of heart disease.

MEDICATIONS: Celebrex 100 mg a day, DuoNeb nebulizers q.6h, albuterol inhaler two puffs four hours p.r.n., amlodipine 10 mg daily, budesonide formoterol inhaler two puffs daily, DuoNeb solution with nebulizer three times a day, and nifedipine 30 mg daily.
HABITS: The patient smoked half a pack per day for 58 years. No alcohol use.
ALLERGIES: None listed.

SYSTEM REVIEW: The patient has some fatigue. No weight loss. Denies cataracts or glaucoma. No nosebleeds. Denies urinary frequency, dysuria, or hematuria. She has no hay fever or asthma. No GI bleed or muscle aches. She does have some joint pains and muscle aches. No seizures or headaches, but has some numbness of the extremities. No memory loss. No skin rash or itching.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female is alert and pale in no acute distress. No cyanosis, icterus, or clubbing. Vital Signs: Blood pressure 115/70. Pulse 62. Respiration 16. Temperature 97.6. Weight 117 pounds. Saturation 93%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery and scattered wheezes throughout both lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes are normal. Mild peripheral edema. Neurologic: No gross motor deficits.

IMPRESSION:
1. COPD with emphysema.

2. Lung nodule, etiology undetermined.

PLAN: The patient will be placed on O2 at 3 liters and nebulized DuoNeb solution added three times daily. Continue with other mentioned medications for blood pressure. Advised to come in for followup in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
12/02/2022
T:
12/02/2022

cc:
Adam Pasternak, D.O.

