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PATIENT:
Brantley, Debra

DATE:
March 17, 2022

DOB:

11/11/1961

CHIEF COMPLAINT: History of cardiomyopathy and asthma.

HISTORY OF PRESENT ILLNESS: This is a 60-year-old female who has past history of asthma with recurrent bronchitis, history of cardiomyopathy and CHF. She has been experiencing shortness of breath and wheezing and has some tightness in the chest. The patient has not had any recent chest x-rays and she denies any yellow sputum and denies significant cough, but has some wheezing and orthopnea.

PAST MEDICAL / SURGICAL HISTORY: The patient’s past history has included history of breast cancer, status post bilateral mastectomy and breast reconstruction surgery. She also had cardiac catheterization and had a ventral hernia repaired in November 2021. She has had asthma for many years and had COPD and recurrent exacerbations. Also, has had history of hysterectomy and tonsillectomy and tubes inserted in ears for infection and colonoscopy and hernia repair. She has panic attacks and anxiety. She has bipolar disease and mild cognitive impairment and chronic back pain and non-ischemic cardiomyopathy with an ejection fraction of 20%.

ALLERGIES: IODINE and BETADINE.
MEDICATIONS: Medication list included albuterol with Atrovent nebs t.i.d., Coreg 3.125 mg b.i.d, atorvastatin 20 mg daily, Isordil 30 mg b.i.d., nitroglycerin 0.4 mg p.r.n., clonazepam 1 mg p.r.n., Adderall 20 mg a day, Stiolto Respimat two puffs daily, and Lexapro 10 mg a day.

HABITS: The patient does not smoke. Uses alcohol rarely. In the past, she smoked for six years infrequently.

FAMILY HISTORY: Father died of COPD. Mother is alive and is in good health.

REVIEW OF SYSTEMS: The patient has fatigue and some weight loss and denies double vision or glaucoma. No cataracts. She has hoarseness, wheezing, coughing spells and heartburn.
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She has constipation and some abdominal pains. Denies chest pain, but has arm pain and calf muscle pains. She has depression and anxiety, muscle aches, seizures, numbness of extremities and memory loss. No skin rash and no itching.

PHYSICAL EXAMINATION: General: This is an averagely built middle-aged white female who is alert, pale, and in no acute distress. Vital Signs: Blood pressure 110/70. Pulse 75. Respirations 20. Temperature 97.6. Weight 110 pounds. HEENT: Head normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No venous distention. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds on the bases with scattered wheezes bilaterally and prolonged expirations. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft, protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: Mild varicosities and diminished peripheral pulses. No edema. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD.

2. Reactive airways disease.

3. Cardiomyopathy.

4. Hypothyroidism.

5. Bipolar disorder.

6. Hyperlipidemia.

PLAN: The patient has been advised to get a CT chest without contrast, a complete pulmonary function study, a CBC, and an IgE level. She will use albuterol inhaler two puffs q.i.d. p.r.n. Continue with Stiolto 2.5 mcg two puffs once daily and advised to come in for a followup in approximately four weeks. Copy of her recent blood work will be requested.

Thank you for this consultation.

V. John D'Souza, M.D.
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