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:

Vaughan, Karla

DATE:

January 22, 2024

DATE OF BIRTH:
12/15/1947

CHIEF COMPLAINT: Shortness of breath and cough.

HISTORY OF PRESENT ILLNESS: This is a 76-year-old female with a history of COPD. She was admitted to Advent Hospital in November 2023, with shortness of breath, greenish sputum, and cough and was treated for an acute exacerbation of COPD. The patient needed supplemental oxygen and was sent home on oxygen at 2 liters, which she is not using regularly and she still has some shortness of breath with exertion, but denies significant sputum production. She has no fever, chills, or hemoptysis.

PAST HISTORY: The patient’s past history has included history of hypothyroidism, depression, history of COPD, and peripheral neuropathy. She has had left nephrectomy for kidney cancer in 2013, and right ovary resection in 1982. She has had cataract surgery and appendectomy. The patient also has depression, hyperlipidemia, and arthritis. Past history also includes history of DVT and pulmonary embolism for which she is on anticoagulation.

HABITS: The patient smoked half a pack per day for 57 years, now cut back to four cigarettes per day. Denies alcohol use. She worked in the medical equipment company.

FAMILY HISTORY: Father died of lung cancer. Mother died at an elderly age.

ALLERGIES: CODEINE.
MEDICATIONS: Med list included lovastatin 10 mg daily, Synthroid 125 mcg daily, sertraline 50 mg a day, Eliquis 5 mg b.i.d., and gabapentin 300 mg h.s.

SYSTEM REVIEW: The patient has had no weight loss, fatigue, or fever. She has double vision. She has no vertigo or hoarseness. She has shortness of breath, wheezing, and cough. Denies nausea, vomiting, reflux, or diarrhea. Denies chest or jaw pain or palpitations or leg swelling. She has anxiety and depression. She has joint pains and muscle aches. She has headaches and numbness of the extremities. Denies blackout spells. Denies any sleep apnea. She does have restless legs. Denies skin rash or itching.
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PHYSICAL EXAMINATION: General: This moderately overweight elderly white female is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 128/80. Pulse 68. Respirations 20. Temperature 97.5. Weight 194 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 or lymphadenopathy. Chest: Equal movements with diminished excursions and occasional wheezes scattered in the upper lung fields. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema or lesions. Mild varicosities. There is no calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD with emphysema.

2. Hyperlipidemia.

3. Hypothyroidism.

4. History of pulmonary embolism.

5. Degenerative arthritis.

6. Peripheral neuropathy.

PLAN: The patient has been advised to quit cigarette smoking and use a nicotine patch. She was advised to get a CT chest with contrast and a complete pulmonary function study, also suggested to have a polysomnogram. She will use a nebulizer with budesonide nebs 0.5 mg b.i.d. Continue with formoterol nebs 20 mcg b.i.d. and ipratropium nebs 0.5 mg b.i.d. She was advised to use her oxygen at night. A followup visit to be arranged here in approximately six weeks.

Thank you for this consultation.
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