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PATIENT:

Beverly, Kimberly

DATE:

January 2, 2023

DATE OF BIRTH:
08/13/1957

Dear Tina:

Thank you for sending Kimberly Beverly for pulmonary evaluation.

CHIEF COMPLAINT: Shortness of breath and abnormal PFTs.

HISTORY OF PRESENT ILLNESS: This is a 65-year-old female who has been experiencing shortness of breath for the past six months. She has a prior diagnosis of rheumatoid arthritis since more than four years. The patient has been followed by the rheumatologist on a regular basis, but she is on no specific therapy for rheumatoid arthritis, but due to her symptoms of shortness of breath, was sent for a chest CT without contrast done on 08/05/2022. The chest CT showed clear lung fields and no evidence of interstitial lung disease and there was evidence of coronary artery calcifications. The patient states she has no cough. Denies wheezing. Denies any chest pains, but has had left shoulder pain radiating into the arm. She has had dyspnea intermittently with exertion, but she does not exercise much. She has been previously evaluated by a pulmonologist.

PAST HISTORY: The patient’s past history includes history of hysterectomy and arthroscopic knee surgery for knee swelling. She also has a history of hypertension, history of polyarthropathy and myalgia as well as history of a thyroid nodule.

MEDICATIONS: Med list included enalapril 20 mg b.i.d. and HCTZ 25 mg every other day.

ALLERGIES: No known drug allergies were listed.

FAMILY HISTORY: Father died of a stroke. Mother is alive and has history of arthritis.

HABITS: The patient never smoked. The patient does not drink any alcohol. She worked as a teacher.

PATIENT:

Beverly, Kimberly

DATE:

January 2, 2023

Page:
2

SYSTEM REVIEW: The patient has fatigue. No weight loss. Denies cataracts or glaucoma. No vertigo or hoarseness. She has no urinary frequency. She has shortness of breath. No wheezing or significant cough. She has no abdominal pains. No heartburn. No black stools or diarrhea. Denies chest pains or jaw pain or palpitations. No depression or anxiety. She denies headaches, seizures, or memory loss. She has had some skin rash, but no itching.

PHYSICAL EXAMINATION: General: This is an averagely built elderly female who is in no acute distress. There is no pallor, icterus, cyanosis, peripheral edema, or clubbing. Skin turgor was good. Vital Signs: Blood pressure 150/90. Pulse 75. Respirations 22. Temperature 97.5. Weight 118 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Chest: Equal movements with diminished excursions and lung fields are essentially clear. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and scaphoid without masses. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Dyspnea, etiology undetermined.

2. Rule out interstitial lung disease.

3. History of rheumatoid arthritis.

4. Airway reactivity.

PLAN: The patient was advised to get a CT chest with contrast to rule out interstitial lung disease or pulmonary embolic disease. Also, advised to get a complete pulmonary function study with lung volumes and diffusing capacity. She will also get an arterial blood gas study and an IgE level. She was given a Ventolin inhaler two puffs p.r.n. for shortness of breath. The patient’s prior pulmonary evaluation will be requested as well as her labs, which are not available as of today and a followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Carolina Otero, M.D.

