V. JOHN D’SOUZA, M.D., F.C.C.P.
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    FAX (386) 672-6194


PATIENT:

Kelly, Janette

DATE:

October 11, 2022

DATE OF BIRTH:
09/23/1955

Dear Monica:

Thank you, for sending Janette Kelly, for pulmonary evaluation.

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 67-year-old female who previously was diagnosed to have sleep apnea and had undergone palatopharyngoplasty more than 15 years ago. The patient apparently had recurrence of symptoms with snoring and apnea and also has history of depression. She has disturbed sleep and she has gained weight and denies shortness of breath except with exertion. The patient has had no polysomnographic study done.

PAST MEDICAL HISTORY: Past history includes history of sacroiliac joint fusion and history of PTSD. She has no history of chronic lung disease.

ALLERGIES: Benadryl.

HABITS: The patient does not smoke.  She drinks alcohol moderately.

FAMILY HISTORY: Mother died of lupus and complications. Father died of unknown causes.

MEDICATIONS: Cymbalta 60 mg b.i.d., trazodone 300 mg h.s. and propranolol 20 mg b.i.d.

SYSTEM REVIEW: The patient has fatigue and no weight loss. Denies cataracts or glaucoma. No vertigo, hoarseness or nosebleeds. No urinary frequency, flank pains or dysuria. She does have hay fever, but no asthma. She has coughing spells and no shortness of breath. Denies abdominal pains, nausea or rectal bleed. No chest or jaw pain or calf muscle pain and no palpitations. She has depression and anxiety and has PTSD. She has no joint pains or muscle aches. No seizures, headaches or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This moderately overweight elderly white female who is alert and in no acute distress. No pallor, cyanosis, clubbing or peripheral edema. Vital Signs: Blood pressure 120/75. Pulse is 62. Respirations 20. Temperature 97.5. Weight is 166 pounds. Oxygen saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat was clear. Absence of the epiglottis from previous surgery. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery. Occasional wheezes bilaterally. Prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft, benign and no masses. No organomegaly. Bowel sounds are active. Extremities: No edema. No calf tenderness. Reflexes are 1+ with no gross motor deficits. The patient does have varicosities both lower extremities and no calf tenderness. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:

1. Obstructive sleep apnea.

2. Anxiety disorder.

3. Depression.

PLAN: The patient will get a chest x-ray and a complete pulmonary function study. Also advised to get a CBC and IgG level. Advised to continue with her present medications and polysomnographic study will be arranged over the next two weeks. Weight loss was discussed. Follow up visit to be arranged in approximately three weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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