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PATIENT:

Williams, Lucinda

DATE:

April 16, 2024

DATE OF BIRTH:
03/10/1946

Dear Jim:

Thank you, for sending Lucinda Williams, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 78-year-old female who has a prior history of hypertension and chronic atrial fibrillation as well as history of hyperlipidemia. She had undergone robotic atrial apical ablation and atrial appendage exclusion that was done in January 2024. The patient was hospitalized for more than four weeks due to postop atelectasis and respiratory failure. She had been on oxygen, which was eventually weaned off. She has however remained severely deconditioned and has chronic tremors of her hands and feet, unsteadiness and trouble ambulating and does use a walker to ambulate. She denied chest pains but has some shortness of breath with exertion. Denies cough or wheezing.

PAST MEDICAL HISTORY: The patient’s past history has included hypertension, history of hyperlipidemia, and polymyalgia rheumatica as well as rheumatoid arthritis. She has atrial arrhythmia. She had a previous history for atrial ablation in 2008 done at the Mayo Clinic. The patient also had left knee replacement surgery in 2023 and breast surgery in 2023 for removal of implants that have ruptured. The patient had history of mild diabetes.

ALLERGIES: No known drug allergies.

HABITS: The patient smoked one pack per day for 50 years and quit. Alcohol use occasional.

FAMILY HISTORY: Mother had a history of CHF. Father died of COPD.

MEDICATIONS: Protonix 40 mg daily, prednisone 5 mg as directed, recently completed Levaquin 500 mg a day for one week, Eliquis 5 mg b.i.d., simvastatin 20 mg a day, and Lexapro 20 mg daily.

PATIENT:

Williams, Lucinda

DATE:

April 16, 2024

Page:
2

SYSTEM REVIEW: The patient has some fever, fatigue, and weight loss. She has double vision. No cataracts. She has no urinary frequency or dysuria. She has shortness of breath and coughing spells. She has nausea and heartburn. She has no diarrhea or constipation. She has no diarrhea or constipation. No chest or jaw pain. She has anxiety with depression. She has joint pains and muscle stiffness. She has numbness of the extremities, tremors, headaches, memory loss, and itchiness of skin.

PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert, pale, and somewhat shaky. Vital Signs: Blood pressure 130/70. Pulse 94. Respiration 20. Temperature 97.6. Weight 184 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions, occasional bibasilar crackles, and scattered wheezes bilaterally. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. CHF with history of atrial arrhythmias.

2. Chronic left basilar atelectasis with robotic atrial ablation.

3. History of chronic atrial fibrillation.

4. Degenerative arthritis.

5. Polymyalgia rheumatica.

PLAN: The patient has been advised to get a CT chest without contrast and a complete PFT. She will use nebulizer with albuterol and Atrovent solution b.i.d. and p.r.n. Advised to continue with Eliquis 5 mg b.i.d. She will get a CBC, complete metabolic profile, and sed rate. Come back for followup approximately six weeks or earlier if necessary.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
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