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PATIENT:

Roberson, Glenda

DATE:

July 25, 2025

DATE OF BIRTH:
11/25/1961

CHIEF COMPLAINT: Pulmonary hypertension and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 63-year-old female who has had previous history of valvular heart disease, has been short of breath with minimal activity for more than a year. The patient has previously been treated for congestive heart failure and she had undergone mitral valve replacement with a mechanical valve done in 2022. She underwent cardiac catheterization and had undergone tricuspid annuloplasty and mechanical mitral valve replacement. Right heart catheterization was done this past year and was found to have severe pulmonary hypertension with normal pulmonary vascular resistance and a mean wedge pressure of 22. The patient has been followed by cardiology and was seen by a pulmonologist and she had a polysomnogram done a year ago, but no specific therapy was suggested and she was noted to have no significant obstructive sleep apnea and AHI was noted to be 3.8 events per hour. The patient did have a pulmonary function study done in August 2024, which showed moderate obstructive disease with a response to bronchodilator use and the lung volumes demonstrated a restrictive defect. The patient has also a history for chronic kidney disease with polycystic kidneys and had undergone previous bilateral nephrectomies followed by kidney transplant.

PAST HISTORY: The past history includes history of polycystic kidney disease status post bilateral nephrectomy. The patient also had mitral valve replacement and has had right and left heart catheterizations and has been on anticoagulation. She has a history of hypertension and history for colonoscopy and polypectomies.

HABITS: The patient smoked in the past less than half a pack per day for almost 32 years and then quit. Alcohol use none recently.

ALLERGIES: None listed.

FAMILY HISTORY: Mother had polycystic kidney disease and renal failure. Father died of congestive heart failure.

MEDICATIONS: Med list included ezetimibe 10 mg daily, mycophenolic acid 360 mg b.i.d., omeprazole 20 mg b.i.d., torsemide 20 mg b.i.d., tacrolimus 2 mg b.i.d., metolazone 5 mg every other day, Jantoven 5 mg every other day, potassium 10 mEq b.i.d., SoloSTAR injection 8 units before meals, Lantus 22 units at h.s., Xanax 1 mg as needed, and tacrolimus 5 mg a day.
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SYSTEM REVIEW: The patient has fatigue. No weight loss. She has had cataracts. She has frequent nosebleeds. No hoarseness. She has urinary frequency and nighttime awakening. She has no hay fever, but has wheezing, cough, and shortness of breath. She has heartburn. No black stools or diarrhea. She has no chest or jaw pain or arm pain, but has leg swelling. She has depression and anxiety. She has no easy bruising. She has joint pains and muscle aches. She has no seizures, headaches, or numbness of the extremities. She has no skin rash or itching.

PHYSICAL EXAMINATION: General: This is a moderately overweight elderly white female who is alert, in no acute distress. Mild pallor. No cyanosis, icterus, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 86. Respirations 20. Temperature 98.1. Weight 215 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and there are few wheezes scattered bilaterally. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic dyspnea.

2. Moderately severe pulmonary hypertension.

3. History of renal transplant.

4. Chronic kidney disease.

5. Diabetes mellitus type II.

6. Hypertension.

PLAN: The patient has been advised to get a complete pulmonary function study and a CT chest without contrast. She has been seen by cardiology and found to have a mitral regurgitation and needs further cardiac evaluation for valvular heart disease. Presently, she is saturating well with O2 sats of 98% on room air and, if she does desaturate, she may need oxygen supplementation. She will be placed on albuterol HFA inhaler two puffs q.i.d. p.r.n. for shortness of breath and will be referred for pulmonary hypertension clinic once all her studies are available for review.

Thank you for this consultation.

V. John D'Souza, M.D.
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