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ORMOND BEACH, FLORIDA 32174
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PATIENT:

Hsu, Richard

DATE:

August 12, 2024

DATE OF BIRTH:
02/02/1952

Dear Glenda:

Thank you, for sending Richard Hsu, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 72-year-old male who was recently admitted to Advent Hospital with abdominal pain. He had a perforated peptic ulcer, which needed repair with an exploratory laparotomy. The patient postoperatively also had acute kidney injury and hyponatremia and had suffered a non-ST elevated myocardial infarct and mild heart failure. He had a cardiac catheterization done with stenting and has subsequently been discharged and he is receiving physical therapy. The patient has no cough or wheezing, but has shortness of breath with exertion. He has had a long-standing history of smoking for over 60 years. He also has had a previous history of bronchitis.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension and hyperlipidemia, history of COPD, prediabetes, and gastroesophageal reflux. He had exploratory laparotomy for perforated peptic ulcer and repair. Past history also includes recent cardiac catheterization and coronary artery stenting.

HABITS: The patient smoked one pack per day for over 55 years. Alcohol use in the past but not recently.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Mother died of diabetes and complications. Father died of natural causes.

MEDICATIONS: Olmesartan 5 mg b.i.d., Protonix 40 mg daily, atorvastatin 40 mg h.s., and Plavix 75 mg daily.
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PHYSICAL EXAMINATION: General: This is an elderly male who is alert and pale but in no acute distress. Vital Signs: Blood pressure 145/70. Pulse 92. Respiration 20. Temperature 97.5. Weight 140 pounds. Saturation 99% on room air. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with increased AP diameter and there are occasional wheezes in the upper chest and distant breath sounds. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD with emphysema.

2. History of coronary artery disease status post stenting.

3. Perforated peptic ulcer status post exploratory laparotomy.

4. Hypertension.

5. Hyperlipidemia.

PLAN: The patient has been advised to get a pulmonary function study with bronchodilator studies. He was advised to quit cigarette smoking and use nicotine patch. Also advised to use albuterol inhaler two puffs q.i.d. p.r.n. His recent chest CT done on 06/23/2024 showed mild pleural effusions and dependent atelectasis in the lower lobes. No lung masses. He has mild centrilobular emphysema and aortic calcifications. The patient was advised to get a complete pulmonary function study. He also was advised to use albuterol inhaler two puffs q.i.d. p.r.n. Continue with the other mentioned medications including Plavix 75 mg daily, Protonix 40 mg b.i.d., olmesartan 5 mg b.i.d., and atorvastatin 40 mg daily. 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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