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:

Sweeney, Carol

DATE:


March 28 2022

DATE OF BIRTH:
12/25/1944

CHIEF COMPLAINT: History of pulmonary hypertension and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 77-year-old obese female with a history of atrial fibrillation, history of atherosclerotic heart disease with coronary artery disease, history of cardiomyopathy, systolic heart failure as well as pulmonary hypertension and tricuspid regurgitation. She has been experiencing shortness of breath with activity and leg edema. The patient denied any chest pains. Denies hemoptysis, fevers, or night sweats. Most recent chest x-ray showed mild vascular congestion. The patient also had a 2D echo in January 2022, which showed moderate pulmonary hypertension with RVSP at 61 mmHg, mild LVH, and mitral annular calcification with moderate mitral regurgitation. The patient has also obstructive sleep apnea but apparently has not been on any CPAP at night.

PAST MEDICAL HISTORY: The patient’s past history includes history of cholecystectomy, history of breast cancer on the right with lumpectomy, radiation therapy, and chemotherapy. She has hypothyroidism. She also underwent D&C and history for cardiac catheterization.

ALLERGIES: No drug allergies.

HABITS: The patient smoked in the past pack per day for 25 years and quit. Alcohol uses moderate.

FAMILY HISTORY: Father died of colon cancer. Mother died of MI.

MEDICATIONS: Diltiazem 240 mg daily, Lasix 40 mg daily, ramipril 2.5 mg daily, Coumadin 2.5 mg daily, metoprolol 50 mg b.i.d., levothyroxine 0.075 mg daily, and digoxin 125 mcg daily.

SYSTEM REVIEW: The patient has fatigue and some weight gain. She has no cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency or burning. She has asthma and allergies. No cough. Denies heartburn or black stools. She has no chest or jaw pain or palpitations. No anxiety. She has joint pains and muscle stiffness. Denies seizures, headaches, or numbness of the extremities.
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PHYSICAL EXAMINATION: General: This is an elderly moderately obese white female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 138/80. Pulse 74. Respiration 20. Temperature 97.8. Weight 221 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with diminished breath sounds at the periphery with scattered wheezes bilaterally. Prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No S3 gallop. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: Reveal 2+ edema with diminished peripheral pulses. There is no calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Chronic atrial fibrillation.

2. Pulmonary hypertension.

3. Probable COPD.

4. Systemic hypertension.

5. Hypothyroidism.

6. History of breast cancer.

PLAN: The patient will get a chest CT and complete pulmonary function study. She will use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. A copy of her previous workup by pulmonology two years ago will be requested. The patient will possibly need a right heart catheterization to evaluate for pulmonary hypertension. A followup visit to be arranged here in approximately four weeks.

Thank you, for this consultation.
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