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:

Aquillon, Yanire

DATE:

November 14, 2023

DATE OF BIRTH:
09/11/1965

Dear Erica:

Thank you, for sending Yanire Aquillon, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 58-year-old female with paraplegia. She has previously been diagnosed to have extensive pulmonary fibrosis and has had a previous history for using Macrobid for UTIs. The patient has no significant shortness of breath at rest. She has occasional cough. Denies any chest pains, hemoptysis, fevers, or chills. The patient did have a chest CT approximately one year ago, which showed extensive interstitial infiltrates, which has slightly progressed over the past five years. The PFTs showed a moderate restrictive ventilatory defect and reduced diffusing capacity. The patient is not on any oxygen and maintains an O2 saturation of 98% on room.

PAST HISTORY: The patient’s past history has included history of a gunshot wound to the spine and paraplegia from the level of T11. She also had an exploratory laparotomy due to the gunshot wound and had a splenectomy as well as an appendectomy. She has had cataract surgery in the past and has had retinal detachments. She has had frequent UTIs requiring antibiotics and had been on Macrobid for over 18 years and developed pulmonary fibrosis subsequently. She also has glaucoma.

HABITS: The patient denies smoking. Alcohol use is occasional. She is mostly in a wheelchair. She worked in an office.

FAMILY HISTORY: Father had dementia. Mother’s age 95 and also has dementia.

ALLERGIES: TETRACYCLINE.
MEDICATIONS: Medication list included Keflex 500 mg daily, latanoprost eye drops, and Ditropan XL 10 mg a day.
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SYSTEM REVIEW: The patient has weakness of the lower extremities. She has joint pains. She has back pain. She has constipation. She complains of vertigo. She has urinary symptoms. She has skin rash with itching. She does have glaucoma, cataracts, and shortness of breath with exertion. No nausea or vomiting. No rectal bleeding. No depression or anxiety.

PHYSICAL EXAMINATION: General: This averagely built middle-aged white female is alert, in a wheelchair, in no acute distress. Vital Signs: Blood pressure 150/80. Pulse 78. Respirations 16. Temperature 97.5. Weight 120 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions. Fine crackles heard in both lower lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. No organomegaly. Bowel sounds are active. Extremities: Weakness of lower extremities with muscle wasting. Neurological: Reflexes are not elicited in both lower extremities. No calf tenderness. Peripheral pulses are not well felt. The patient moves her arms well. She is alert and oriented. Skin: Reveals no lesions.

IMPRESSION:
1. Extensive pulmonary fibrosis.

2. Bronchiectasis.

3. Paraplegia.

4. History of frequent UTIs.

PLAN: The patient has been advised to get a complete pulmonary function study and a CT chest without contrast. She will use an albuterol inhaler two puffs t.i.d. p.r.n. Also, advised to get a copy of her previous CAT scans. Followup visit will be arranged here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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11/14/2023

cc:
Erica O'Donnell, D.O.

