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PATIENT:

Fagan, Stephen

DATE:

August 21, 2025

DATE OF BIRTH:
01/27/1992

Dear Amy:

Thank you, for sending Stephen Fagan, for pulmonary evaluation.

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 33-year-old overweight male with a history of obstructive sleep apnea diagnosed three years ago, has been using a CPAP setup with a full-face mask and has been compliant with it. The patient states he had irritation on his face and cheeks due to the use of a face mask and has had to grow his facial hair to avoid skin rash. The patient has been using his CPAP nightly up to seven hours and he denies any daytime sleepiness or significant fatigue or headaches. He has no history of hypertension, but has history for gout. He also is being treated for ADHD since several years.

PAST SURGICAL HISTORY: Other surgical history includes vasectomy.

ALLERGIES: PENICILLIN.
HABITS: The patient denies history for smoking. Drinks alcohol rarely.

FAMILY HISTORY: Father died of melanoma with metastasis. Mother has a history of breast cancer and is doing well.

MEDICATIONS: Med list included allopurinol 100 mg daily and Adderall 20 mg a.m. and 5 mg at p.m.

SYSTEM REVIEW: The patient has had weight gain. No fatigue. Denies glaucoma. No vertigo or hoarseness, but has some skin rash from use of the CPAP mask. Denies asthma or hay fever. He has no shortness of breath or wheezing, but has apnea. He has no abdominal pains or nausea. No rectal bleeding or constipation. Denies chest pain or jaw pain. No palpitations. He has anxiety attacks. Denies easy bruising. He has no joint pains or muscle aches. No headaches, seizures, or memory loss. He does have some skin rash with itching.
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PHYSICAL EXAMINATION: General: This is a well-built young white male who is alert, in no acute distress. There is no pallor, icterus, or cyanosis. No lymphadenopathy or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 85. Respirations 18. Temperature 97.5. Weight 195 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No masses. Extremities: No lesions. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Skin: No lesions noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of gout.

3. ADHD.

4. Contact dermatitis of the face.

PLAN: The patient has been advised to continue with the CPAP nightly at +10 cm with full-face mask and heated humidification. The patient will grow facial hair due to irritation that develops with the use of a mask. He will continue with allopurinol 100 mg daily. A copy of his polysomnogram will be requested from his previous pulmonologist. Followup visit to be arranged here in approximately eight weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
08/22/2025
T:
08/22/2025

cc:
Amy McCandless, NP

