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PATIENT:

Tupikina, Nadia

DATE:

December 19, 2023

DATE OF BIRTH:
10/18/1980

CHIEF COMPLAINT: History of snoring, possible sleep apnea, and abnormal chest CT with possible pulmonary hypertension.
HISTORY OF PRESENT ILLNESS: This is a 43-year-old female who has a history for snoring and history of hypertension. She was recently sent for a chest CT with contrast on 08/15/2023. The chest CT showed a cystic structure in the anterior mediastinum and enlargement of the main pulmonary artery trunk, which may suggest pulmonary artery hypertension. The patient states she has been evaluated three years ago with chest CTs and a lobulated 2.7 x 3 cm lesion was noted in the anterior mediastinum, which had not significantly changed since 2014. There were also few ground-glass nodular densities in bilateral lower lobes likely inflammatory in etiology and enlarged left axillary and subpectoral lymph nodes were noted, which were nonspecific. The patient states she has no significant cough or wheezing. She has some shortness of breath with exertion. She has been anemic. She has not had any recent 2D echocardiogram.

PAST MEDICAL HISTORY: The patient’s past history is significant for hand surgery, history of systemic hypertension, history of gastroesophageal reflux, and two small strokes. She also has hypothyroidism, eczema, and fatty liver.

FAMILY HISTORY: Father had a history of prostate cancer and is stable. Mother had hypertension.

HABITS: The patient did smoke at a young age about a pack per day for six years and quit. Alcohol use was minimal.
ALLERGIES: None listed.

MEDICATIONS: Aspirin one daily, sertraline 100 mg daily, Protonix 40 mg daily, labetalol 200 mg b.i.d., chlorthalidone 25 mg daily, rosuvastatin 40 mg a day, atomoxetine 80 mg daily, and Azelastine nasal spray as needed.
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SYSTEM REVIEW: The patient has had no recent weight loss. She denies any double vision. She has fatigue. She has shortness of breath and coughing spells. She has no abdominal pains, nausea, or reflex. No flank pains. She does have some joint pains and muscle aches. Denies anxiety or depression. She has joint pains and occasional headaches. No numbness of the extremities. Denies skin rash or itching.

PHYSICAL EXAMINATION: General: This averagely built middle-aged white female who is alert in no acute distress. There is no pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 136/80. Pulse 86. Respiration 20. Temperature 97.5. Weight 174 pounds. Saturation 99% on room air. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with essentially clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Chronic cough with reactive airways disease.

2. Possible obstructive sleep apnea.

3. Rule out pulmonary hypertension.

4. Systemic hypertension.

5. Anxiety.

PLAN: The patient will be sent for a complete pulmonary function study and 2D echocardiogram. She will be sent for a polysomnogram. She will use an albuterol inhaler two puffs t.i.d. p.r.n. for shortness of breath. A followup visit to be arranged in four weeks after the PFT is completed and polysomnogram is done. The patient will be back in four weeks for followup.

Thank you, for this consultation.
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