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PATIENT:

Diette, Ruth

DATE:

May 10, 2024

DATE OF BIRTH:
07/01/1937

Dear Hezi:

Thank you, for sending Ruth Diette, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 86-year-old female who has a past history of atrial fibrillation status post watchmen procedure. She has been on anticoagulation and has been experiencing shortness of breath and wheezing. She has a prior history of asthmatic symptoms. The patient states she was treated for croup as a child and has had recurrent bronchitis in the past. She denies any yellow sputum but has an occasional cough.

PAST MEDICAL HISTORY: The patient’s past history has included history of atrial fibrillation, cardiac catheterization, watchman procedure, history of hypertension, and hyperlipidemia.

HABITS: The patient smoked one pack per day for 15 years and then quit. No significant alcohol use.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died of heart disease. Mother died of congestive heart failure.

MEDICATIONS: Allegra 180 mg a day, albuterol two puffs t.i.d. p.r.n., digoxin 125 mcg every other day, fluticasone 50 mcg nasal spray daily two sprays, pravastatin 40 mg daily, HCT 12.5 mg every other day, Xarelto 20 mg h.s., and Azelastine nasal spray daily.

SYSTEM REVIEW: The patient has fatigue. No weight loss. She has wheezing and shortness of breath. Denies any abdominal pain, reflux, nausea, or vomiting but has constipation. She has no chest or jaw pain or calf muscle pain. No palpitations but has mild leg swelling. No anxiety. No depression. She has urinary frequency and nighttime awakening. No flank pains. She has easy bruising. She has some joint stiffness. No muscle pains. No seizures, headaches, or memory loss. Denies any cataracts or glaucoma. She has itchy skin. She has had hay fever.
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PHYSICAL EXAMINATION: General: This thinly built elderly white female who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 85. Respiration 16. Temperature 97.2. Weight 178 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with clear lung fields. No wheezes. Heart: Heart sounds are irregularly irregular. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions. Mild peripheral edema. Peripheral pluses are diminished. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Reactive airway disease with allergic rhinitis.

2. Chronic atrial fibrillation.

3. Hypertension.

4. Hyperlipidemia.

PLAN: The patient has been advised to get a complete pulmonary function study and a CT chest without contrast. She will use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. A copy of her previous CAT scan will be requested. A followup visit to be arranged here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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