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PATIENT:

Johnson, Ruth

DATE:

December 2, 2024

DATE OF BIRTH:
01/24/1942

Dear Delicia:

Thank you, for sending Ruth Johnson, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 82-year-old female who has had a past history for atrial fibrillation and history of breast cancer, hypertension, hyperlipidemia, and depression. She was recently in Miami and suffered a syncopal episode requiring admission to Jackson Memorial Hospital. The patient had briefly blacked out while at the passport office and she had not complained of any chest pain and was not dehydrated. She was worked up for cardiac arrhythmia and was treated for a slow heart rate and released. The patient had a chest x-ray at the time, which apparently showed no active infiltrate. The patient stated she was not on any diuretics, but is on a beta-blocker and is on Eliquis for atrial arrhythmias. Presently, the patient is breathing better and denies any chest pains or palpitations and has no leg or calf muscle pains.

PAST HISTORY: The patient’s past history is significant for hypertension, hearing loss, depression, breast cancer, arthritis with hip replacement bilaterally, history for breast lumpectomy, and cataract surgery with implants. She has arthroscopy of the right knee and cholecystectomy and appendectomy.

HABITS: The patient never smoked. No significant alcohol use.

ALLERGIES: SULFA and CODEINE.
FAMILY HISTORY: The patient’s father died of liver cancer. Mother died of heart disease.

MEDICATIONS: Trazodone 50 mg h.s. p.r.n., metoprolol 25 mg daily, Farxiga 10 mg a day, and paroxetine 20 mg daily. Recently, she was on Lasix 20 mg.
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SYSTEM REVIEW: The patient has had weight loss and some fatigue. She has cataracts. No glaucoma. She has no vertigo, but has hoarseness. No nosebleeds. She has urinary frequency and nighttime awakening. She has depression. She has no asthma or hay fever. She has shortness of breath. Denies hemoptysis. She has occasional cough. She has heartburn. No abdominal pains. No black stools or diarrhea. She has occasional chest pains and arm pain. No palpitations or leg swelling. She has no anxiety. She has easy bruising. She has some joint pains and muscle stiffness. No seizures, but has numbness of the extremities and memory loss and blackouts. No skin rash.

PHYSICAL EXAMINATION: General: This elderly and averagely built white female is alert and pale, but in no acute distress. Vital Signs: Blood pressure 138/80. Pulse 94. Respirations 20. Temperature 97.5. Weight 148 pounds. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No venous distention. No thyromegaly or lymphadenopathy. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery with occasional crackles at the lung bases. Heart: Heart sounds are irregular. S1 and S2 with no definite murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with varicosities and decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Chronic dyspnea with mild CHF.

2. Possible obstructive sleep apnea.

3. History of hypertension.

4. Degenerative arthritis.

PLAN: The patient has been advised to get a complete metabolic profile and a CT of the chest. She will also go for a polysomnographic study and possibly get a CPAP setup at night. The patient will continue with regular medications as above. 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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