V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Tardella, Andrew

DATE:

September 16, 2024

DATE OF BIRTH:
03/08/1989

Dear Hezi:

Thank you, for sending Andrew Tardella, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 35-year-old male who has had a history of depression and anxiety. He has been experiencing shortness of breath with exertion for over three months. The patient was noted to be anemic and was seen in the emergency room on 07/22/24 for shortness of breath, but no specific etiology was found and the patient had been on iron replacement. The patient has had intermittent chest pains not related to activity, but no cough or sputum production. Denies any cough, but has occasional wheezing. Upon being in the emergency room, his O2 saturations were over 95% on room air. A chest CT done on 09/06/24 showed a moderate to large size hiatal hernia containing a large portion of the stomach and mild atelectasis in the left base.

PAST HISTORY: The patient’s past history includes history of right ankle fracture with repair, history of anemia diagnosed in 2019 and continued through 2024. He had a duplication cyst of the stomach that was operated upon earlier in the year with repair of the duodenum. The patient has mild hypertension and depression and anxiety.

HABITS: The patient smoked a pack per day for 14 years and then quit. No significant alcohol use. He did some vaping intermittently. He worked on air-conditioning systems.

FAMILY HISTORY: Both parents in good health. Father had history of bladder cancer on chemo.

ALLERGIES: None listed.

MEDICATIONS: Lisinopril 10 mg a day, buprenorphine 8 mg b.i.d., fluoxetine 40 mg daily, and olanzapine 5 mg daily and 20 mg at h.s.

REVIEW OF SYSTEMS: The patient has fatigue and some weight loss. He has double vision. No cataracts. He has no vertigo, hoarseness, or nosebleeds. He has no urinary frequency or flank pains.
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He has abdominal pains, nausea, heartburn, rectal bleeding, and black stools and constipation. He has chest pains, jaw pains, arm pains, and palpitations. He has depression and anxiety. He has easy bruising and bleeding gums. He has headaches and memory loss. No skin rash. He has some itching.

PHYSICAL EXAMINATION: General: This averagely built young male patient in no acute distress. There is no pallor, cyanosis, clubbing, or peripheral edema. No lymphadenopathy. Vital Signs: Blood pressure 138/80. Pulse 92. Respirations 20. Temperature 97.5. Weight 180 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and lung fields are essentially clear. There are no wheezes or crackles. 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. Chronic dyspnea, etiology to be determined.

2. Reactive airways disease.

3. Rule out pulmonary embolism.

4. Hiatal hernia with reflux.

5. Hypertension.

6. Depression and anxiety.

PLAN: The patient has been advised to get a complete PFT as well as a ventilation/perfusion lung scan to rule out PE. He will also get a 2D echocardiogram. Continue with albuterol inhaler two puffs p.r.n. Repeat CBC to be done and GI evaluation to be completed. The patient was advised to come in for a followup here in approximately six weeks or earlier if necessary.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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09/16/2024

cc:
Hezi Cohen, M.D.

