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PATIENT:

Young, Brenda

DATE OF BIRTH:
06/05/1950

DATE:

August 19, 2024

Dear Brittany:

Thank you, for sending Brenda Young for a pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old female who has been experiencing shortness of breath and cough with brownish expectoration. She has recently been sent for a chest CT done on 08/10/2024. The chest CT showed grossly clear lungs with no consolidation and minimal fibrolinear scarring in the medial left apex. No pleural effusion. No lung masses were noted. There was a stable nodular pleural adhesion in the right upper zone. The mediastinum showed no adenopathy. The heart size was normal. The patient has previously had coronary artery bypass grafting. She also states she had an episode of COVID-19 infection 10 days ago, but no specific therapy was recommended. She is presently asymptomatic.

PAST MEDICAL/SURGICAL HISTORY: The patient’s past history has included left knee surgery and history for CABG x 4 in September 2023. She also has a history of hyperlipidemia, coronary artery disease, and hypertension. She had removal of a pacer lead. The patient had been treated for atrial fibrillation. She is also a hypertensive for over 30 years. She has prediabetes. The patient had a history of a nodule in the right lower lobe, which has since resolved.

HABITS: The patient smoked in the past half to one pack per day for 25 years and then quit.

ALLERGIES: Possible IVP DYE.

FAMILY HISTORY: Father died of liver disease. Mother died of colon cancer.

MEDICATIONS: Cardizem 180 mg a day, Protonix 40 mg daily, Invokana 100 mg daily, Flonase nasal spray two sprays in each nostril, losartan 25 mg a day, Eliquis 5 mg b.i.d., metoprolol 25 mg in the p.m. and 50 mg in the a.m., meloxicam 7.5 mg daily, Crestor 40 mg h.s., fenofibrate 160 mg a day, ezetimibe 10 mg a day, Repatha 140 mg every two weeks, and mirtazapine 15 mg h.s.
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SYSTEM REVIEW: The patient has fatigue. No weight loss. She has cataracts and double vision. She has urinary frequency. She has hoarseness, shortness of breath, wheezing, and cough. She also has epigastric distress and reflux. Denies any diarrhea or constipation. She also denies abdominal pains but has heartburn. No black stools. She has occasional chest pains and palpitations. No leg edema. She has anxiety with depression. She has joint pains and muscle stiffness. She has easy bruising. She has headaches, memory loss, and itchy skin.

PHYSICAL EXAMINATION: General: This elderly white female is alert, in no acute distress. There is no pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/80. Pulse 85. Respiration 20. Temperature 97.5. Weight 170 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears: No inflammation. Neck: Supple. No venous distention. No thyromegaly or lymphadenopathy. Chest: Equal movements with decreased excursions and scattered basal crackles. Heart: Heart sounds are regular. S1 and S2 with no murmur. No S3. Abdomen: Soft and nontender. No organomegaly. Bowel sounds are active. Extremities: 1+ reflexes with no gross motor deficits. Neurological: Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD.

2. Acute exacerbation of chronic bronchitis.

3. History of COVID-19 infection.

4. Hypertension.

5. History of lung nodules.

PLAN: The patient was advised to use Ceftin 500 mg b.i.d. x 7 days and also given albuterol HFA inhaler two puffs q.i.d. p.r.n. A complete pulmonary function study will be ordered. A followup visit to be arranged here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/gf
D:
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08/19/2024

cc:
Brittany Waldon, APRN
