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PATIENT:

Kramer, Donald

DATE:

October 10, 2023

DATE OF BIRTH:
12/03/1939

Dear Patricia:

Thank you, for sending Donald Kramer, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 83-year-old male who has history for shortness of breath over the past six months. He was recently evaluated for anemia and was found to have a hemoglobin under 10 and was started on oral iron and B12. The patient has a prior history of hypertension and history for pulmonary emboli for which he has been on Xarelto. Apparently, he has no signs of any active bleeding. He did undergo a cardiac evaluation recently and was found to have no any acute coronary artery disease and was later placed on an Advair inhaler, which has not benefited him much.

PAST HISTORY: The patient’s past history has included history of hepatitis in 1970s, history of hyperlipidemia, and history of pulmonary emboli. He has had kidney stones and history for DVT of the left lower extremity and has been on anticoagulation since 2017. He also has hiatal hernia and previous lumbar laminectomy at L5. He has chronic kidney disease stage III and prostatic hypertrophy.

HABITS: The patient smoked half a pack per day for five years and then quit. No significant alcohol intake. He worked in research.

FAMILY HISTORY: Father died of prostate cancer. Mother died of brain cancer.

MEDICATIONS: Med list included albuterol inhaler two puffs p.r.n., lisinopril 10 mg a day, Xarelto 20 mg daily, and recently on oral iron.

ALLERGIES: PENICILLIN.

SYSTEM REVIEW: The patient has fatigue. Denies weight loss. He has shortness of breath and wheezing. He has no abdominal pains. No heartburn, rectal bleeding, or diarrhea. No black stools. No chest or jaw pain or palpitations, but has leg edema. He has no depression or anxiety. He has urinary frequency and nighttime awakening. He has easy bruising and joint pains. Denies headaches, seizures, or numbness of the extremities. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This elderly obese white male is alert and pale, but in no acute distress. There is mild pallor. No cyanosis or icterus. Mild peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 52. Respirations 16. Temperature 97.5. Weight 224 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and lung fields are clear. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with decreased pulses. There is no calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Dry and cool.

IMPRESSION:
1. Chronic dyspnea.

2. Anemia of chronic disease.

3. Hypertension.

4. History of pulmonary emboli on anticoagulation.

PLAN: The patient was advised to get a chest CT to rule out any lung nodules and also get a complete pulmonary function study. He will need to go for a GI evaluation. He was advised to repeat a CBC and a coagulation profile. A followup visit to be arranged here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

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

