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PATIENT:

Berntsen, Diane
DATE:

February 20, 2024
DATE OF BIRTH:
03/02/1948
Dear Ana:

Thank you for sending Diane Berntsen for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 75-year-old female who has a past history of COPD, has had cough and has been short of breath with activity and has been previously treated for acute bronchitis and nasal allergies. The patient presently is coughing up a little whitish yellow mucus and she recently was on a course of Augmentin for 10 days. She denied any hemoptysis, but has some reflux symptoms and postnasal drip.

PAST HISTORY: The patient’s past history includes history of hypertension, previous history of rheumatoid arthritis and history of chronic bronchitis. She has gastroesophageal reflux and history of breast cancer with left mastectomy. She also had cervical spine fusion and hysterectomy and has had angina with history of coronary artery disease. She had three normal deliveries.

HABITS: The patient did smoke for approximately two years less than half pack per day and then quit and drinks alcohol occasionally.
FAMILY HISTORY: Father died of heart disease and stroke. Mother died of GI bleeding and heart disease.

MEDICATIONS: Med list included albuterol inhaler two puffs p.r.n., aspirin 81 mg daily, Xanax 0.5 mg as needed, methotrexate 2.5 mg five tablets weekly, amlodipine 5 mg daily, Zyrtec 10 mg daily, Advair Diskus 250/50 mcg one puff b.i.d. and omeprazole 40 mg a day.

ALLERGIES: SULFA DRUGS.
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SYSTEM REVIEW: The patient has had no fever, but has fatigue and weight loss. She had cataracts repaired. She has vertigo, sore throat and hoarseness. She has wheezing and coughing spells and shortness of breath. She has jaw pain. No calf muscle pains or palpitations. She has urinary frequency and nighttime awakening and has had hay fever. She has easy bruising. She has joint pains and muscle stiffness. She no headache, numbness of the extremities or memory loss. No skin rash or itching.

PHYSICAL EXAMINATION: General: This is an averagely built elderly female who is alert, pale, but in no acute distress. Vital Signs: Blood pressure 118/70. Pulse 110. Respirations 20. Temperature 97.5. Weight 112 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and scattered wheezes in the upper lung fields. No crackles. Heart: Heart sounds are irregular S1 and S2. No murmur. Abdomen: Soft and benign. No masses. No organomegaly. The bowel sounds are active. Extremities: No lesions. No edema. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Chronic bronchitis and reactive airways disease.

2. Rheumatoid arthritis.

3. Hypertension.

4. Reflux esophagitis.

PLAN: The patient has been advised to get a chest CT to evaluate for any lung nodules. Also, we will get a complete PFT done and a previous CT done in June 2023 was reviewed and it had two right lung nodules under 6 mm. The patient will continue the Advair 250/50 mcg one puff twice a day and an albuterol inhaler two puffs p.r.n. and come back for a followup in approximately four weeks. The patient will continue with Zyrtec 10 mg daily, omeprazole 40 mg daily, Wellbutrin 150 mg a day, Flonase nasal spray two sprays in each nostril daily, and Tessalon Perles 100 mg t.i.d. p.r.n. for cough. Followup visit will be arranged here in four weeks.
Thank you for this consultation.
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