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:

Lea, William

DATE:

March 18, 2026

DATE OF BIRTH:
01/11/1940

Dear Samira:

Thank you, for sending William Lea, for evaluation.

HISTORY OF PRESENT ILLNESS: This is an 86-year-old male who has had a previous history of obstructive sleep apnea. He has previously been on CPAP mask, but states his CPAP is not functioning well and he is not able to use it at night. The patient has lost weight up to 40 pounds and now he is at 161 pounds. He does have a history of cardiomyopathy and has had atrial and ventricular pacemakers placed recently. He has history of chronic back pain. He has shortness of breath with activity, but denies any chest pains. The patient does have mild leg swelling.

PAST HISTORY: The past history includes history of hypertension, history of diabetes mellitus, and past history of lumbar disc disease with compression fractures of L3-L5. He has had a C3 discectomy in the past and has had right total knee replacement and repair of the left knee. He also had ankle surgery and trigger finger surgery, previous history of an orbital fracture repair and shoulder replacement surgery.

ALLERGIES: SULFA DRUGS.
HABITS: The patient smoked four packs per day for five years and then quit. He does not drink alcohol.

FAMILY HISTORY: Father died of heart disease. Mother died of old age.

MEDICATIONS: Tamsulosin 0.4 mg daily.

SYSTEM REVIEW: The patient has apnea, shortness of breath, and some wheezing. Denies abdominal pain, but has heartburn. He has occasional jaw pain and chest tightness. No anxiety or depression. He does have joint pains and muscle stiffness. He has numbness of the extremities and memory loss. He does have headaches. No blackouts. He has skin rash with itching. He has urinary frequency.
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PHYSICAL EXAMINATION: General: This is an averagely built elderly male who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 138/80. Pulse 75. Respirations 16. Temperature 97.2. Weight 161 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple with minimal venous distention. Trachea is midline. No thyroid enlargement. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery. Heart: Heart sounds are regular. S1 and S2 with no murmur or S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: Minimal edema. Decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. The patient is alert and oriented and answers all questions. Skin: Mild skin rash of the lower extremities.
IMPRESSION:
1. Obstructive sleep apnea.

2. Hypertension.

3. Diabetes mellitus type II.

4. Degenerative arthritis.

5. Chronic back pain.

PLAN: The patient will be sent for a polysomnographic study and a CPAP titration study, he will try to lose weight and a pulmonary function study will be done with bronchodilators. A followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Samira Karakossian, M.D.

