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PATIENT:

Rosenberg, Ruth

DATE:

January 23, 2023

DATE OF BIRTH:
04/21/1931

Dear Leslie:

Thank you for sending Ruth Rosenberg for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 91-year-old lady who has been short of breath with activity, has had occasional burning chest pains and has experienced wheezing off and on associated with shortness of breath. The patient also complained of leg swelling and has lost weight over the past year. She has history of diabetes and hypertension and states that she has had a complete cardiac evaluation completed.

PAST MEDICAL HISTORY: Past history has included history of hypertension, history of angina and coronary artery disease, history of mild diabetes and osteoarthritis.

PAST SURGICAL HISTORY: History of bilateral hip replacement surgery, coronary angiography, breast biopsy and bilateral cataract surgery.

MEDICATIONS: Medication list included metoprolol 25 mg b.i.d., aspirin 81 mg a day, lisinopril 5 mg b.i.d., Isordil 30 mg daily, atorvastatin 10 mg daily, nitroglycerin p.r.n., Ventolin inhaler two puffs q.i.d. p.r.n., Advair HFA two puffs daily, Lasix 20 mg daily and gabapentin 100 mg t.i.d.

HABITS: The patient never smoked. Occasional alcohol use.

FAMILY HISTORY: Father died of heart disease. Mother died of old age.

REVIEW OF SYSTEMS: The patient had no fatigue, fever or weight loss. No glaucoma, but had cataracts. She has urinary frequency, nighttime awakening, and no flanks pains. She has asthma and hay fever, wheezing and shortness of breath. She has no abdominal pains. No heartburn, diarrhea or constipation. She has occasional chest pains, palpitations and leg swelling. There is no anxiety. No depression. She has easy bruising. She has joint pains and muscle stiffness. No seizures, headaches or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female is alert, pale, but in no acute distress. Vital Signs: Blood pressure 126/60. Pulse 76. Respirations 16. Temperature 97.5. Weight 120 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. She has no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with occasional scattered wheezes in the upper lung fields. No crackles. Heart: Heart sounds are regular S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. The bowel sounds are active. Extremities: Mild edema with diminished peripheral pulses. Reflexes are 1+ with no gross motor deficits. Cranial nerves grossly intact. Skin: No lesions observed.

IMPRESSION:

1. Chronic dyspnea with reactive airways.

2. Hypertension.

3. Mild diabetes.

4. Rule out pulmonary embolism.

PLAN: The patient has been advised to use Ventolin HFA inhaler two puffs q.i.d. p.r.n. and also advised to get a complete pulmonary function study with bronchodilator studies. The PFT done this past year shows severe obstructive airways with no significant response to bronchodilator use. The patient will get a CT chest with contrast to rule out pulmonary emboli and infiltrate. She was advised to continue the Ventolin HFA two puffs as needed and a followup visit be arranged in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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