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PATIENT:

Wega, Patricia
DATE:

February 13, 2024

DATE OF BIRTH:
04/01/1940
CHIEF COMPLAINT: Shortness of breath, wheezing, and cough.
HISTORY OF PRESENT ILLNESS: This is an 83-year-old female with a history of COPD and CHF, has been experiencing shortness of breath, wheezing and leg swelling. The patient also has arthritis of her extremities and has trouble ambulating due to hip pains. She has been treated for atrial fibrillation in the past and also has been on diuretic therapy for leg edema and CHF. She denies significant cough, but has some wheezing and reflux symptoms.
PAST HISTORY: The patient’s past history has included bilateral hip replacement surgery and history of rotator cuff repair on the left and the right. She also had skin cancers removed.
HABITS: The patient smoked one pack per day for 20 years and then quit. No significant alcohol use.
FAMILY HISTORY: Father died of laryngeal cancer. Mother died of congestive heart failure.
ALLERGIES: PENICILLIN, MORPHINE and FLAGYL.
MEDICATIONS: Med list included metoprolol 50 mg daily, meloxicam 5 mg daily, Lasix 40 mg daily, Crestor 10 mg a day, Eliquis 5 mg b.i.d., amiodarone 200 mg daily, potassium 20 mEq b.i.d., aspirin one daily, and _______.
SYSTEM REVIEW: The patient has fatigue and fever. No weight loss. Denies double vision, but has cataracts. She has vertigo and no hoarseness. She has urinary frequency. No flank pains. She has asthma and hay fever and wheezing with shortness of breath. She also has heartburn. No rectal bleeding or diarrhea. She has no chest or jaw pain. She has calf muscle pains and palpitations and leg swelling. Denies depression or anxiety. She has easy bruising. She has muscle stiffness and joint pains. She has numbness of the extremities. No memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This elderly averagely built white female is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 128/80. Pulse 110. Respirations 24. Temperature 97.8. Weight 192 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with diminished excursion. Scattered wheezes bilaterally. Prolonged expirations with occasional crackles in the lung bases. 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: Edema 2+ with decreased peripheral pulses. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. CHF with cardiomyopathy.

2. History of coronary artery disease.
3. COPD.
4. Atrial fibrillation.
5. Degenerative arthritis.
6. Multiple bilateral lung nodules.

PLAN: The patient has been advised to get a complete pulmonary function study and a six-minute walk test to see if she qualifies for home oxygen. Also, advised to continue with the Eliquis 5 mg twice daily, Lasix 40 mg a day and metoprolol 50 mg daily. She will get a CT of the chest in two months since her prior chest CT showed a 6 mm nodule in the left lung and a 5 mm subpleural right lower lobe lung nodule as well as a second 6 mm nodule in the right lower lobe. Followup visit to be arranged here in six weeks. The patient was also advised to use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. for shortness of breath and a followup visit to be arranged in six weeks.
Thank you for this consultation.
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