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
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    FAX (386) 672-6194


PATIENT:

Miller, Brian

DATE:

September 3, 2025

DATE OF BIRTH:
01/27/1968

Dear Shelly:

Thank you, for sending Brian Miller, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 57-year-old overweight male with a history of obstructive sleep apnea diagnosed over two years ago. He has had a CPAP setup at home. The patient states he has not been able to use it over the past one year since the mask and the settings are too strong and he has trouble keeping his mask on due to the pressure and thus has not tolerated it. He would like to try alternative methods to treat his obstructive sleep apnea. The patient also has gained weight. He has no shortness of breath at rest, but has some fatigue. Denies headaches. He has some daytime sleepiness.

PAST HISTORY: The patient’s past history has included tonsillectomy at a young age, right knee surgery x2, history of atrial fibrillation and cardiac ablation and also bilateral inguinal hernia repair. He has had psoriatic arthritis and has been on therapy. There is a history for hypertension and hyperlipidemia. The patient has severe obstructive sleep apnea.

HABITS: The patient smoked one pack per day for over 38 years. Drinks alcohol moderately.

ALLERGIES: CHANTIX.
FAMILY HISTORY: Mother died of uterine cancer. Father died of a heart attack.

MEDICATIONS: Med list included gabapentin 300 mg t.i.d., duloxetine 30 mg daily, Vicodin 10/325 mg q.i.d., Coreg 3.125 mg b.i.d., Eliquis 5 mg b.i.d., Cardizem ER 180 mg b.i.d., methotrexate 2.5 mg five tablets weekly, and Rinvoq 15 mg daily.
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SYSTEM REVIEW: The patient has fatigue and weight gain. He has shortness of breath, wheezing, and cough. He has heartburn. No black stools or diarrhea. No chest or jaw pain, but has palpitations and calf muscle pains. He has urinary frequency. No flank pains. He has depression. He has easy bruising. He has joint pains and muscle stiffness. He has headaches and numbness of the extremities. No skin rash.

PHYSICAL EXAMINATION: General: This is a moderately overweight, middle-aged, white male who is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 128/70. Pulse 96. Respirations 16. Temperature 97.5. Weight 196 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with scattered wheezes over the upper lung fields. No crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Obese and protuberant without masses. 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. Obstructive sleep apnea.

2. Paroxysmal atrial fibrillation.

3. Hypertension.

4. Psoriatic arthritis.

5. Peripheral neuropathy.

PLAN: The patient has intolerance to use CPAP. He was advised to go for implantation of Inspire and will be referred to an ENT specialist. The patient will also go for a pulmonary function study and was advised to quit cigarette smoking. He will get a CT chest without contrast and continue with his other medications mentioned above. A followup visit to be arranged in six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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