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PATIENT:

Farrell, Charles

DATE:

January 11, 2024

DATE OF BIRTH:
11/17/1950

CHIEF COMPLAINT: Shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old male who is overweight. He has a past history of obstructive sleep apnea, history of hypertension, and chronic kidney disease. He has been short of breath with activity. He has been coughing up whitish mucus. The patient has chest congestion and brings up foamy mucus. He has had a previous history of coronary artery disease and underwent coronary bypass grafting and subsequently cardiac transplant done seven years ago. The patient is on immunosuppressive therapy. He has trouble ambulating due to shortness of breath and has gained weight. He also has leg edema, chronic kidney disease, and he is not able to void much.

PAST MEDICAL HISTORY: The patient’s other past history includes history cardiac transplant, history for chronic kidney disease, previous history of gout, history of packer ICD placement, and a history for LVAD heart pump for 10 months. He also had revision of the pacer ICD. He has a history of asthma and chronic bronchitis. He has obstructive sleep apnea and on CPAP nightly.

HABITS: The patient does not smoke and drinks alcohol occasionally.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died of congestive heart failure. Mother died of pancreatic cancer.

MEDICATIONS: Tamsulosin 0.4 mg daily, prednisone 2.5 mg daily, montelukast 10 mg a day, Rapamune 1 mg daily, Myfortic 180 mg b.i.d., Prograf 0.5 mg a day, amlodipine 5 mg daily, losartan 50 mg b.i.d., atorvastatin 20 mg a day, allopurinol 300 mg daily, Xanax 0.5 mg p.r.n., sirolimus 1 mg daily, and torsemide 20 mg as needed.
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SYSTEM REVIEW: The patient has fatigue. No weight loss. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. He has urinary frequency and nighttime awakening. He also has asthma, wheezing, and cough. He has no abdominal pains or heartburn. No nausea or vomiting. No diarrhea. No GI bleed. Denies chest or jaw pain or calf muscle pain but has palpitations and leg swelling. He has anxiety and depression. He has easy bruising. He has joint pain from muscle stiffness. He has no seizures, headaches, or memory loss. He does have itchiness of the skin.

PHYSICAL EXAMINATION: General: This is a moderately obese elderly male who is alert, in no acute distress. Vital Signs: Blood pressure 130/70. Pulse 100. Respiration 20. Temperature 97.6. Weight 240 pounds. Saturation 92%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and wheezes were scattered bilaterally. Prolonged expirations. Few basilar crackles. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: 2+ edema with decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD and chronic bronchitis with asthma.

2. History of cardiac transplant.

3. Obstructive sleep apnea.

4. Exogenous obesity.

5. History of gout.

6. Anxiety and depression.

7. Chronic kidney disease.

PLAN: The patient has been advised to get a polysomnographic study and nocturnal oxygen saturation test to see if he qualifies for home oxygen. Also advised to get a CT chest without contrast and a complete PFT. He will continue with diuretics as before. Advised to come in for a followup here in approximately four weeks or earlier if necessary.

Thank you, for this consultation.
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JD/HK/VV
D:
01/11/2024
T:
01/11/2024

cc:
Jecebu Ceballos, M.D.

