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INTERNAL MEDICINE AND PULMONARY DISEASE
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TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Calone, Donna

DATE:

April 19, 2024

DATE OF BIRTH:
10/08/1956

CHIEF COMPLAINT: Shortness of breath, tightness in the chest, and trouble exhaling.
HISTORY OF PRESENT ILLNESS: This is a 67-year-old female who is overweight has been experiencing shortness of breath with activity and trouble taking deep breaths and trouble exhaling. The patient has cough, she brings up clear sputum. She denies fevers or chills. She has been treated for hypertension in the past. She does complain of mild leg swelling. The patient denied any chest pains or palpitations. Denies any nasal congestion. The patient did have a chest CT low-dose on 02/28/24, which showed bilateral lung nodules, which were stable. There was a 1 cm ground-glass nodule and the other nodules which were up to 4 mm and there was no airway wall thickening and no pleural effusions. There was no lymphadenopathy.

PAST HISTORY: The patient’s past history has included history of hypertension for more than five years. She has hyperlipidemia. She has had a history of COVID-19 infection in November 2023 and had angioedema. She has a thyroid nodule, which was biopsied few years ago.

HABITS: The patient smoked a pack per day for over 48 years. Alcohol use occasional.

FAMILY HISTORY: Mother had heart disease. Father died of Alzheimer’s.

MEDICATIONS: Med list included albuterol inhaler two puffs p.r.n., doxazosin 2 mg daily, Advair 100/50 mcg one puff b.i.d., levocetirizine 5 mg daily, Singulair 10 mg daily, Protonix 20 mg daily, and simvastatin 20 mg h.s.

REVIEW OF SYSTEMS: The patient has shortness of breath and wheezing. She has nausea and heartburn. No abdominal pains or diarrhea. No chest or jaw pain or calf muscle pains. She has no anxiety. No depression. She has joint pains and muscle stiffness. She has headache. Denies urinary frequency or flank pains. She has fatigue. She denies any apnea, but has snoring.
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PHYSICAL EXAMINATION: General: This moderately obese middle-aged white female is alert and pale, but in no acute distress. Vital Signs: Blood pressure 140/80. Pulse 86. Respirations 20. Temperature 97.6. Weight 185 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions. Diminished breath sounds. Scattered wheezes in the upper chest. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema. Mild varicosities. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD and chronic bronchitis.

2. Gastroesophageal reflux disease.

3. Lung nodules, etiology undetermined.

4. Reactive airway disease.

5. History for hypertension.

6. Hyperlipidemia.

PLAN: The patient will have a followup chest CT done in one month and a complete pulmonary function study with bronchodilator studies. She was also advised to have a polysomnogram. She will be placed on a nebulizer with albuterol solution q.i.d. p.r.n. and continue using the Advair Diskus 100/50 mcg one puff twice a day. A followup visit to be planned in six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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Christopher Larrazabal, M.D.

