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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PATIENT:

Pizer, Charles

DATE:

March 29, 2022

DATE OF BIRTH:
09/03/1941

Dear Jonathan:

Thank you for sending Charles Pizer for evaluation.

HISTORY OF PRESENT ILLNESS: This is an 80-year-old obese white male who has a past history of obstructive sleep apnea diagnosed in 1994. He has been on a CPAP setup nightly at 8 cm water pressure with heated humidification. The patient states that the CPAP has been working fine, but the machine motor has mild function and he is now wanting to replace the CPAP machine and tubing. The patient has no daytime sleepiness. Denies snoring. Apparently, he does try to lose weight and has lost 40 pounds since the past five years, but still weighs 242 pounds. He has orthopnea and mild leg edema. Denies chest pains. No leg or calf muscle pains.

PAST MEDICAL HISTORY: The patient’s past history has included history of diabetes mellitus type II, history of hypertension, past history for chronic kidney disease and coronary artery disease.

PAST SURGICAL HISTORY: Also, includes coronary artery bypass grafting x2 and history of total knee arthroplasty on the right.

MEDICATIONS: Medication list included amlodipine 10 mg a day, metoprolol 50 mg b.i.d., lisinopril 40 mg a day, HCTZ 25 mg daily, metformin 1000 mg b.i.d., pravastatin 40 mg h.s., and tamsulosin 0.4 mg h.s.

ALLERGIES: None listed.

HABITS: The patient never smoked and drinks alcohol occasionally. He worked as a roofing contractor.

FAMILY HISTORY: Father died of heart disease. Mother died of old age.
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SYSTEM REVIEW: The patient has gained weight. He has no fatigue or fever. No chest pains or wheezing, but has apneic episodes. He has no vertigo, hoarseness, or nosebleeds. No abdominal pains. No rectal bleeding or diarrhea. He has no arm pain, calf muscle pains, or palpitations. He has no depression or anxiety. He has no urinary symptoms or flank pains. Denies easy bruising or enlarged glands. He has some joint pains and muscle aches. No seizures, headaches, or memory loss. No skin rash.

PHYSICAL EXAMINATION: General: This obese elderly white male is alert and pale with no acute distress. Vital Signs: Blood pressure 150/80. Pulse 86. Respiration 20. Temperature 97.2. Weight 242 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple with no venous distention. No thyromegaly or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery. No wheezes or crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with diminished peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Rectal exam is deferred.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of hypertension.

3. Diabetes mellitus type II.

4. Morbid obesity.

5. Chronic kidney disease stage III.

PLAN: The patient has been advised to have a polysomnographic study to evaluate him for a CPAP titration and a new CPAP machine. He however does not want a new sleep study and prefers to use his old settings since it seems to be working well for him, thus was given a prescription for a CPAP nightly at 8 cm water pressure with heated humidification. He will also lose weight and exercise daily. He was advised to get a CBC and complete metabolic profile. I advised to come in for a followup here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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