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PATIENT:

Brown, Judith

DATE:

September 4, 2024

DATE OF BIRTH:
03/15/1944

CHIEF COMPLAINT: History of the COPD and pneumonia.

HISTORY OF PRESENT ILLNESS: This is an 80-year-old female who has a past history of COPD, history of diabetes mellitus, hypertension, and chronic kidney disease as well as coronary artery disease. She has been on home oxygen at 3 liters nasal cannula. The patient has shortness of breath with exertion. She has occasional cough. She has had mild leg edema, but denied any chest pains. Denies any hemoptysis, fevers, or chills.

PAST MEDICAL HISTORY: The patient’s past history includes history of hypertension and history for diabetes mellitus type II. She has had diabetic nephropathy, previous history of coronary artery disease status post CABG, and history for cholecystectomy. She also has hypothyroidism, peripheral vascular disease, dyslipidemia, spinal stenosis, and history of Bell’s palsy. She has had CVA with residual left-sided weakness and had a prior history of pneumonia. The patient has been treated for congestive heart failure as well. She was admitted to Halifax Hospital in December 2023 with respiratory failure and pneumonia as well as pleural effusion.

ALLERGIES: TRAZODONE, METFORMIN, and LIPITOR.

HABITS: The patient smoked a pack per day for 35 years and then quit. No significant alcohol use.

FAMILY HISTORY: Father died of heart disease. Mother died of a stroke.

MEDICATIONS: Xarelto 15 mg daily, pravastatin 20 mg daily, amlodipine 5 mg daily, metoprolol 25 mg b.i.d., fenofibrate 134 mg daily, Synthroid 25 mcg daily, losartan 100 mg daily, escitalopram 20 mg daily, and ezetimibe 10 mg a day.

SYSTEM REVIEW: The patient has shortness of breath, wheezing, and coughing spells. She has easy bruising. She has joint pains and muscle stiffness. She has had no weight loss, fever, or fatigue. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. She has urinary frequency. No nighttime awakening. She has no chest or jaw pain or calf muscle pains but has leg swelling. She has some anxiety. No depression. No seizures, headaches, or memory loss but has itchy skin.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert and pale but in no acute distress. Vital Signs: Blood pressure 130/70. Pulse 66. Respiration 20. Temperature 97.5. Weight 175 pounds. Saturation 90% on 3 liters. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and breath sounds diminished over the periphery. There are few bibasilar crackles. Heart: Heart sounds are irregular. S1 and S2 with no murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Reveals varicosities and edema 2+. Decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD with emphysema.

2. Diabetes mellitus.

3. Chronic kidney disease stage IV.

4. Hypertension.

5. Chronic respiratory failure.

PLAN: The patient has been advised to continue with O2 at 3 liters. A CT scan of the chest was ordered without contrast. She will continue with the above-mentioned medications and also advised to use a nebulizer at home with DuoNeb solution twice daily. A nocturnal oxygen saturation study will be done. A complete PFT will be obtained with bronchodilators study. A followup visit to be arranged here in three weeks. A copy of her recent lab work was also requested.

Thank you, for this consultation.

V. John D'Souza, M.D.
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