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PATIENT:

Beadles, Patricia
DATE:

November 13, 2023
DATE OF BIRTH:
11/04/1961
Dear Renato:

Thank you, for sending Patricia Beadles, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 62-year-old female who has long-standing history of smoking and COPD, was recently hospitalized with chest pain, shortness of breath and cough. The patient was positive for RSV and sputum showed Streptococcus pneumoniae. She was sent for a chest CT, which showed a right mid lung density and there was no evidence of pulmonary embolism and the findings suggested bronchopneumonia in the right mid lobe and severe emphysema, followup CT was suggested. The patient was given antibiotic therapy, nebulized bronchodilators, IV steroids and subsequently discharged. She is presently coughing up clear mucus and denies fevers, chills, or night sweats. She has poor appetite and has lost weight.
PAST HISTORY: Past history has included history of pulmonary embolism 10 months ago, She had a history of COVID-19 infection and previous history for fracture of both hips with repair. She had bowel obstruction requiring exploratory laparotomy and colostomy placement and colostomy was later reversed. There is history of fibromyalgia and previous history of pneumonias and sepsis.
ALLERGIES: None listed.
HABITS: The patient smoked half to one pack per day for 50 years and does not drink alcohol. She works as a nurse.
FAMILY HISTORY: Father died of pulmonary embolism. Mother died of postsurgical complications.
SYSTEM REVIEW: The patient has shortness of breath, wheezing and cough, reflux and history for abdominal pains. She has occasional chest pain. No palpitations. No leg edema. She has anxiety. She has urinary frequency. No dysuria. She has easy bruising. She has joint pains and muscle stiffness. No seizures, headaches or memory loss. She has glaucoma and no cataracts.
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PHYSICAL EXAMINATION: General: This is a middle-aged thinly built white female who is alert, pale, but in no acute distress. Vital Signs: Blood pressure 120/70. Pulse 96. Respirations 22. Temperature 97.5. Weight 82 pounds. Saturation 97% on room air. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears: No inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with diminished excursions, expirations prolonged. There are occasional wheezes. Heart: Heart sounds are irregular S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions. No edema. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.
IMPRESSION:
1. COPD with severe emphysema.

2. Right mid lung density with pneumonia.
3. History of pancreatitis.

4. Nicotine dependency.
5. Deconditioning.

PLAN: The patient has been advised to use a nebulizer at home with DuoNeb solution three times daily and Trelegy Ellipta 100 mcg one puff a day. She was also advised to quit cigarette smoking, use a nicotine patch and get a complete pulmonary function study with lung volumes. She was also advised to continue Lasix as needed, bupropion 150 mg a day, megestrol 40 mg daily, omeprazole 40 mg daily, metoprolol 25 mg b.i.d., alendronate 70 mg weekly, one aspirin daily and Norco 5 mg p.r.n. Copy of her previous PFT will be requested and a followup visit will be arranged here in four weeks.
Thank you for this consultation.
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