V. JOHN D’SOUZA, M.D., F.C.C.P.
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    FAX (386) 672-6194


PATIENT:

Barbara, Mary Palmer
DATE:

March 14, 2024
DATE OF BIRTH:
12/16/1948
Dear Dr. Tui:

Thank you for sending Mary Palmer for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 65-year-old female with a past history of hypertension, hyperlipidemia, peripheral vascular disease, hypothyroidism and history for right upper lobectomy for lung cancer in February 2024. She has had an occasional cough and chest discomfort. The patient denies significant shortness of breath. She denies any hemoptysis or recent weight loss. The patient had a chest x-ray done postoperatively on 02/28, which showed no focal consolidation and had some thickening of the right suprahilar region, which was postsurgical.
PAST MEDICAL HISTORY: The patient’s past history includes history of hypertension, hyperlipidemia, peripheral vascular disease with occlusion of the right lower extremity iliac artery and a history for impaired fasting glucose and low back pain and hypothyroidism.
PAST SURGICAL HISTORY: Breast augmentation surgery, blepharoplasty, cervical conization and tubal ligation.
FAMILY HISTORY: Father died of pancreatic cancer. Mother died of heart disease.
HABITS: The patient smoked half to one pack per day for 20 years and then quit in 2023. Drinks alcohol moderately. She worked as a phlebotomist.

MEDICATIONS: Amlodipine 10 mg h.s., atorvastatin 40 mg daily, gabapentin 300 mg t.i.d., Synthroid 75 mcg daily, valsartan 320 mg daily, and zolpidem at bedtime.
ALLERGIES: No significant drug allergies except intolerance to CODEINE.
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REVIEW OF SYSTEMS: The patient has shortness of breath and occasional cough. No abdominal pains, nausea, or vomiting. No chest or jaw pain. She has palpitations. She has no depression or anxiety. No easy bruising. She has joint pains and muscle stiffness. She has no headaches, seizures or memory loss. She has no hoarseness or nosebleeds. Denies any glaucoma or cataracts. No urinary frequency or flank pains.
PHYSICAL EXAMINATION: General: This averagely built middle-aged white female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 130/80. Pulse is 62. Respirations 16. Temperature 97.5. Weight is 146 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and tenderness over the right chest wall posteriorly from recent surgery. Breath sounds diminished to the right lower chest. No crackles but occasional wheezes heard. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No masses. No organomegaly. The bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurologic: Reflexes are 1+. There are no gross motor deficits. Skin: No lesions. Peripheral pulses are diminished.
IMPRESSION:
1. COPD with emphysema.

2. History of non-small cell lung cancer status post right upper lobectomy.

3. Hypertension.

4. Hypothyroidism.

5. Peripheral vascular disease.

PLAN: The patient was advised to use Anoro Ellipta one puff daily and Ventolin HFA two puffs t.i.d. p.r.n. Continue with the other mentioned medications. She will use an incentive spirometer four times a day. Chest CT to be done in two months. A followup visit to be arranged in two months. We will make an addendum at that time.

Thank you for this consultation.
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