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PATIENT:

Ryan, Mary Jane

DATE:

October 25, 2022

DATE OF BIRTH:
01/04/1948

CHIEF COMPLAINT: Shortness of breath, history of atrial fibrillation, and possible obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old lady who has a prior history of atrial fibrillation. She had undergone an atrial ablation procedure done on 10/18/22. The patient also had a prior ablation done in June 22 and was suspected to have obstructive sleep apnea since she does have a history for snoring. She denied any shortness of breath at rest but had some palpitations and has been somewhat overweight and has sinus drainage.

PAST MEDICAL HISTORY: The patient’s past history includes history of diabetes, history for hypertension, past history of hypothyroidism, history for lumpectomy of the right breast for breast cancer, and lymph node dissection followed by radiation and chemotherapy. The patient had atrial ablation x2.

ALLERGIES: None listed.

HABITS: The patient smoked half to one pack per day for 25 years and then quit. She drinks alcohol occasionally.

FAMILY HISTORY: Father died of heart disease. Mother died of COPD.

MEDICATIONS: Metformin 500 mg daily, atorvastatin 20 mg daily, Aldactone 25 mg b.i.d., Synthroid 100 mcg daily, hydrocodone 7.5 mg p.r.n., Protonix 40 mg a day, Coumadin 5 mg daily, metoprolol 25 mg daily, and flecainide 50 mg b.i.d.

SYSTEM REVIEW: The patient has shortness of breath. No wheezing. No coughing spells. She has snoring and possible apnea. She has dizzy attacks. She has no glaucoma or double vision. Denies weight loss or fatigue. She has no urinary frequency or burning. She has no abdominal pains, nausea, or diarrhea. No jaw pain, chest pains, or calf muscle pains. No palpitations. No depression or anxiety. She has easy bruising, muscle stiffness, and joint stiffness. No headache, seizures, numbness of the extremities, or blackouts. No skin rash.
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PHYSICAL EXAMINATION: General: This moderately overweight elderly white female who is alert, in no acute distress. No pallor, cyanosis, lymphadenopathy, or peripheral edema. Vital Signs: Blood pressure 110/70. Pulse 56. Respiration 20. Temperature 97.2. Weight 163 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased breath sounds at the periphery with wheezes bilaterally. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. History of atrial fibrillation status post ablation.

3. Gastroesophageal reflux.

4. History of breast cancer status post lumpectomy and radiation with chemotherapy.

5. Diabetes mellitus type II.

6. Hypertension.

7. Degenerative arthritis.

PLAN: The patient was advised to get a CT chest without contrast and get a complete pulmonary function study with bronchodilators study. A polysomnographic study will be scheduled. She was advised to lose weight. A followup visit to be arranged here in approximately six weeks.

Thank you, for this consultation.
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