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PATIENT:

Spaulding, Heather

DATE:

November 27, 2024

DATE OF BIRTH:
06/28/1990

CHIEF COMPLAINT: Persistent wheezing and history of asthma.

HISTORY OF PRESENT ILLNESS: This is a 34-year-old obese female who has been experiencing wheezing, shortness of breath, persistent cough and chest tightness for which she has been on an albuterol inhaler on a p.r.n. basis. The patient has been treated with several courses of antibiotics and prednisone for exacerbations of asthma since the past one year. The patient has had no recent chest x-ray, but a chest CT done in September 2021 showed no acute airspace disease or interstitial lung disease. She also has had yeast infections in the past. Presently, the patient is better and is on a tapered dose of prednisone.

PAST HISTORY: Past history includes history of nasal septal surgery. She has had ear surgery. She has been treated for asthma for the past three years.

HABITS: The patient states she has been vaping and in the past she smoked a pack per day for more than 10 years. No significant alcohol use. She works in car sales.

ALLERGIES: PENICILLIN.
FAMILY HISTORY: Mother had a history of heart disease. Father had lung cancer and asthma.

MEDICATIONS: Med list included amitriptyline 25 mg daily, sertraline 75 mg daily, albuterol inhaler two puffs p.r.n., montelukast 10 mg daily, cetirizine 10 mg daily, and solifenacin 10 mg h.s.

SYSTEM REVIEW: The patient has had weight loss. No fatigue or fever. She has no cataracts or glaucoma. She has urinary frequency and nighttime awakening. She has asthmatic attacks, cough, wheezing, and shortness of breath. She denies abdominal pains, reflux, nausea, vomiting, or diarrhea. She has no chest or jaw pain or calf muscle pains or palpitations. No leg edema. She does have anxiety and depression. She denies easy bruising or enlarged glands. She has no joint pains or muscle stiffness. She has headaches and has apnea with snoring. No blackout spells. No skin rash.
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PHYSICAL EXAMINATION: General: This moderately obese young white female is alert, in no acute distress. There is no pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 128/70. Pulse 96. Respirations 20. Temperature 97.6. Weight 200 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Nasal mucosa is injected. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions. Occasional wheezes in the upper lung fields. No crackles on either side. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Dry and warm.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. Anxiety and depression.

3. Possible obesity hypoventilation.

PLAN: The patient has been advised to lose weight and start with regular exercise. She will also get a complete pulmonary function study and a chest CT. Advised to stop vaping and use a nicotine patch. Advised to use the Symbicort inhaler 160/4.5 mcg two puffs twice a day. Continue with albuterol inhaler two puffs t.i.d. p.r.n. CBC and IgE level to be done. A followup visit to be arranged in six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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