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PATIENT:

Wallace, Donita

DATE:

June 26, 2025

DATE OF BIRTH:
04/18/1957

Dear Patricia:

Thank you, for sending Donita Wallace, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 68-year-old lady who has a history of shortness of breath with exertion and occasional cough, has also experienced wheezing and tightness in her chest. The patient has a prior history of COPD and has been on home oxygen at 2 liters nasal cannula and was treated for COVID-19 infection in 2020 and 2021. She denied chest pains, hemoptysis, fevers, chills, or night sweats. She has gained weight. She does have some nausea and reflux symptoms.

PAST HISTORY: The patient’s past history includes history for two C-sections in 1978 and 1981. She also had a total thyroidectomy in 2013, lumbar disc surgery L4-L5 in 1990, carpal tunnel release in 2003, and trigger finger surgery in 2024. The patient has diabetes and hypothyroidism. She has had Dupuytren’s contracture. She also has migraine headaches. She has a history for thyroid cancer. The patient has hyperlipidemia.

FAMILY HISTORY: Mother died of lymphoma. Father had lung cancer.

HABITS: The patient smoked one pack per day for over 35 years and quit. Alcohol use none.

ALLERGIES: MORPHINE.
MEDICATIONS: Med list included Synthroid 100 mcg daily, Crestor 10 mg h.s., metformin 500 mg daily, Trelegy Ellipta 100 mcg a day, sumatriptan 50 mg as needed, and omeprazole 20 mg a day.

SYSTEM REVIEW: The patient has fatigue. No fever. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. She has no urinary frequency, burning, or flank pain. She has had some wheezing and occasional cough. No abdominal pains, but has reflux.
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She has no chest or jaw pain or palpitations or leg swelling. She has no depression or anxiety. She has joint pains and muscles stiffness. She has headache. No memory loss. No skin rash or itching.

PHYSICAL EXAMINATION: General: This is a moderately overweight elderly white female who is alert, in no acute distress. There is no pallor, cyanosis, icterus, clubbing, or peripheral edema. Vital Signs: Blood pressure 125/70. Pulse 88. Respirations 20. Temperature 97.6. Weight 168 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions. There are few crackles at the lung bases. There are scattered wheezes in the upper chest. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant. No mass. No organomegaly. Bowel sounds are active. Extremities: Mild edema with decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact.

IMPRESSION:
1. COPD with emphysema and chronic bronchitis.

2. Hypothyroidism.

3. Diabetes mellitus.

4. History of thyroid cancer and hypothyroidism.

PLAN: The patient will get a CT chest without contrast and also advised to continue with the O2 2 liters at h.s., CBC, complete metabolic profile, and thyroid profile. She will use albuterol unit dose with a nebulizer t.i.d. p.r.n. A followup visit to be arranged here in approximately four weeks. Her PFTs done on 06/05/2025 showed evidence of severe obstructive airways disease with no significant change following bronchodilator use. The diffusing capacity was severely reduced. The patient will be advised to come for a followup visit here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Patricia Fredette, M.D.

