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PATIENT:

Desousa, Maria

DATE:

June 3, 2025

DATE OF BIRTH:
03/18/1956

Dear Tacha:

Thank you, for sending Maria Desousa, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 69-year-old overweight female who has a history of snoring and possible apnea. She has had some fatigue and daytime sleepiness. The patient also has shortness of breath, wheezing, and cough since the past two months and she is not on any specific medications for respiratory symptoms. She is coughing up greenish-yellow mucus. Denies fevers or chills. She has no nausea, vomiting, or aspiration.

PAST MEDICAL HISTORY: The patient’s past history is significant for hypothyroidism, history for systemic lupus erythematosus. She also has history for depression and anxiety. She had a hysterectomy several years ago, cholecystectomy in 1994, and thyroidectomy for thyroid cancer in 2000. She also had a colonoscopy for familial polyposis and underwent a complete colectomy with ileostomy placement, which was later removed. The patient has a J-pouch in place.

ALLERGIES: CIPRO and MS.

HABITS: The patient smoked half a pack per day for 25 years and quit. No alcohol use.

FAMILY HISTORY: Father died of heart disease. Mother died of staph sepsis 

MEDICATIONS: Synthroid 100 mcg daily, amitriptyline 50 mg daily, Protonix 40 mg b.i.d., hydroxychloroquine 200 mg b.i.d., levetiracetam 500 mg b.i.d., sertraline 75 mg daily, chlorpromazine 50 mg daily, Aldactone 50 mg daily, and Lasix 20 mg daily.

SYSTEM REVIEW: The patient has shortness of breath, cough, wheezing, and apnea with snoring. She has joint pains and muscle stiffness. She has easy bruising. She has seizures, memory loss, and history of blackouts. No skin rash. She has depression and anxiety. She has urinary frequency. Denies abdominal pains but has diarrhea and heartburn. The patient also has coughing spells with wheezing. She has fatigue. She has cataracts. She also has vertigo, hoarseness, and sore throat. She has hay fever.
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PHYSICAL EXAMINATION: General: This obese elderly white female who is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 128/70. Pulse 92. Respiration 20. Temperature 97.6. Weight 182 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were injected. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions and scattered wheezes bilaterally. Prolonged expirations. 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: Minimal edema. No calf tenderness. Neurological: Reflexes are 1+. There are no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Acute bronchitis with bronchospasm.

2. Possible obstructive sleep apnea.

3. Hypothyroidism.

4. History of systemic lupus erythematosus.

5. Exogenous obesity.

6. Depression and anxiety.

PLAN: The patient has been advised to go for a polysomnographic study, CBC, CMP, IgE level, and a CT chest without contrast as well as a complete pulmonary function study. The patient was placed on Augmentin 500 mg t.i.d. for seven days, prednisone 30 mg daily for five days, 20 mg daily for five days, and 10 mg daily for five days. She will also try to lose weight. Following the polysomnogram we will make an addendum report.

Thank you, for this consultation.

V. John D'Souza, M.D.
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