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PATIENT:

Vossos, Helene
DATE:

May 3, 2024
DATE OF BIRTH:
12/24/1962
CHIEF COMPLAINT: Asthma and history of systemic lupus.

HISTORY OF PRESENT ILLNESS: This is a 61-year-old female who has had a history of systemic lupus, also has been treated for asthma and multiple allergies. The patient has episodes of chest pain and shortness of breath with wheezing and has been using the ProAir inhaler on a p.r.n. basis. She also has a nebulizer at home. The patient has had no recent CAT scan or chest x-ray and she does have history for obstructive sleep apnea for which she uses a CPAP setup nightly.
PAST MEDICAL HISTORY: The patient’s past history has included history of systemic lupus and she goes to an immunologist on a regular basis. She has history of hypertension and history of borderline diabetes.
PAST SURGICAL HISTORY: Includes history for cholecystectomy, appendectomy, history of exploratory laparotomy with lysis of adhesions, history for cataract surgery on the left, strabismus surgery in the eyes, colonoscopies and C-spine injections.
The patient has had recurrent colitis requiring hospitalization and also has a history for basal cell cancer of the face resected. She has chronic kidney disease and antiphospholipid antibodies. The patient also has a past history of supraclavicular lymph node biopsy, which was benign.
MEDICATIONS: Med list included Plaquenil 200 mg b.i.d., prednisone 5 mg daily, Protonix 40 mg daily, Claritin 10 mg daily, Singulair 10 mg h.s., Cymbalta 20 mg h.s., ProAir inhaler two puffs p.r.n., Norco 10 mg t.i.d. p.r.n., Cozaar 100/25 mg one daily, lovastatin 40 mg h.s., trazodone 100 mg h.s. and lorazepam 1 mg p.r.n.
ALLERGIES: NORVASC, LISINOPRIL, LINZESS, PAMELOR, METFORMIN and CEFUROXIME.
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SYSTEMS REVIEW: The patient has had some fatigue. No weight loss. She has had cataracts removed. No glaucoma. She has dizzy attacks. No hoarseness or nosebleeds. She has urinary frequency. No flank pains or back pain. She has hay fever, asthma, wheezing, and shortness of breath. She has some reflux symptoms, and occasional chest pains and anxiety attacks and also has joint pains, muscle stiffness, headaches. No memory loss. She does have skin rash. No itching.

PHYSICAL EXAMINATION: General: This a middle-aged white female who is alert, pale, but no acute distress. Vital Signs: Blood pressure is 130/80. Pulse is 72. Respirations 16. Temperature is 97.6. Weight is 190 pounds. Saturation is 94%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and a few scattered wheezes in the upper chest. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. The bowel sounds are active. Extremities: No edema. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Asthma with chronic bronchitis.

2. Obstructive sleep apnea.

3. Fibromyalgia.

4. Systemic lupus erythematosus.

5. Hypertension.

6. Borderline diabetes.

PLAN: The patient has been advised to get a complete pulmonary function study as well as a CT chest without contrast. We will also get an IgE level, CBC and a total eosinophil count. She will continue with the albuterol inhaler two puffs q.i.d. p.r.n. and was advised to continue with Singulair 10 mg a day. A followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.
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