V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Cassara, Nellie

DATE:

February 17, 2025

DATE OF BIRTH:
04/04/1947

Dear Johnna:

Thank you, for sending Nellie Cassara, for pulmonary evaluation.

CHIEF COMPLAINT: Shortness of breath and wheezing.

HISTORY OF PRESENT ILLNESS: This is a 77-year-old female who has a history of asthma since childhood, has been on bronchodilator therapy and periodically has been on prednisone and was recently treated for an episode of bronchitis in November 2024. The patient was also on oral antibiotics including Zithromax followed by a course of Levaquin and a tapered dose of prednisone. She improved slightly, but continued to have symptoms of wheezing, shortness of breath, cough, and chest tightness. The patient also had a chest x-ray done on 01/28/25, which showed no active disease. She has been coughing up little whitish yellow mucus, but denied fever, chills, night sweats, or hemoptysis.

PAST HISTORY: Past history has included history for colon cancer with resection in 2018. She also had left shoulder repair for rotator cuff in 2015. She has had asthma and COPD.

ALLERGIES: IODINE and TRAMADOL.
HABITS: The patient smoked one pack per day for 25 years and quit. The patient does not drink alcohol.

FAMILY HISTORY: Father died of a stroke. Mother died of Alzheimer’s.

MEDICATIONS: Med list included Ventolin inhaler two puffs q.i.d. p.r.n., Celebrex 200 mg daily, escitalopram 10 mg daily, Lasix 20 mg b.i.d., Crestor 20 mg daily, Symbicort inhaler 160/4.5 mcg two puffs b.i.d., and albuterol inhaler two puffs p.r.n.

PATIENT:

Cassara, Nellie

DATE:

February 17, 2025

Page:
2

PHYSICAL EXAMINATION: General: This is an elderly female who is alert, in no acute distress. There is no pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 130/72. Heart rate 84. Respirations 16. Temperature 97.5. Weight 188 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions and scattered expiratory wheezes throughout both lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. Bowel sounds are active. No organomegaly. Extremities: 1+ edema with decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Asthmatic bronchitis.

2. COPD and chronic bronchitis.

3. Depression.

4. History of hypertension.

5. Hyperlipidemia.

PLAN: The patient has been advised to start a Breztri inhaler 160 mcg two puffs twice a day, also placed on Levaquin 500 mg daily for seven days, prednisone 20 mg daily for a week and then 10 mg daily for a week and nebulizer with albuterol solution q.i.d. p.r.n. Advised to come in for a followup here in approximately three weeks. A complete PFT and a CT of the chest were ordered. The patient was also advised to have a polysomnographic study to rule out sleep apnea. CBC, complete metabolic profile, and IgE level were ordered. Followup visit was arranged in four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
02/17/2025
T:
02/17/2025

cc:
Dr. Johnna Mantineo

