V. JOHN D’SOUZA, M.D., F.C.C.P.
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576 STERTHAUS AVENUE, SUITE A
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    FAX (386) 672-6194


PATIENT:

Gooding, Adam

DATE:


July 13, 2022

DATE OF BIRTH:
09/06/1982

Dear Richard:

Thank you, for sending Adam Gooding, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 39-year-old very obese male who has a history of snoring and apneic episodes. He has gained weight over the past two years. The patient also has short of breath with exertion. He has had chronic leg edema, but denied any chest pains. Denied any cough, but has reflux.

The patient’s chest x-ray done in January 2020 showed cardiomegaly with mild vascular congestion.

PAST MEDICAL HISTORY: The patient’s past history includes history of hypertension. He has a history of removal of a cyst from his neck in 2011. He had COVID-19 infection in January 2022. The patient has a history of chronic kidney disease stage III and chronic lymph edema of the legs.

ALLERGIES: None listed.

HABITS: The patient does not smoke. Denies alcohol use. He is disabled.

FAMILY HISTORY: Both parents are alive and in good health. No history of sleep apnea.

MEDICATIONS: Labetalol 40 mg daily, clonidine 0.3 mg t.i.d., doxazosin 4 mg daily, hydralazine 100 mg t.i.d., chlorthalidone 25 mg daily, lisinopril 40 mg b.i.d., and amlodipine 10 mg a day.

SYSTEM REVIEW: The patient has fatigue and weight gain. He has shortness of breath and wheezing. He has leg edema and abdominal pain with reflux. He has arm pain and joint pains of his extremities. He denies any urinary symptoms, dysuria, or flank pains. He has no headaches, seizures, or numbness of the extremities. He has no skin rash. No itching. Denies depression or anxiety.
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PHYSICAL EXAMINATION: General: This is an obese young African American male who is alert and in no acute distress. There is no pallor or icterus, but has 3+ leg edema. Vital Signs: Blood pressure 125/80. Pulse 78. Respiration 22. Temperature 97.3. Weight 360 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with distant breath sounds and no crackles, but scattered wheezes were heard. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and nontender. No organomegaly. Bowel sounds are active. Extremities: Edema 3+ and decreased peripheral pulses. He has no calf tenderness. Homan’s sign is negative. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No definite lesions.

IMPRESSION:
1. Probable obstructive sleep apnea.

2. Hypertension.

3. Exogenous obesity.

4. Chronic leg edema.

PLAN: The patient was advised to go for a polysomnographic study and weight loss was discussed. A pulmonary function study will be ordered, complete metabolic profile, and TSH level. The patient will continue with diuretic therapy and the above-mentioned medications. A followup visit here in approximately eight weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
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