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PATIENT:

Whitbck, Arthur

DATE:

May 31, 2023

DATE OF BIRTH:
12/08/1941

CHIEF COMPLAINT: History of obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is an 81-year-old male who had a previous history for snoring, daytime fatigue, and sleepiness. He had a polysomnogram done more than five years ago and has been on a CPAP setup at 8 cm H2O pressure since 2014. The patient has been compliant with his CPAP at night. He is doing well but has gained weight. He exercises daily. He does take occasional daytime naps. He also has a history for hypertension and history for atrial fibrillation. Initial sleep study was done in January 2014 with a total AHI of 46 per hour and apnea/hypopnea index in REM sleep was 45 per hour. Lowest oxygen saturation level was 74%.

PAST MEDICAL HISTORY: The patient’s past history includes history for hyperlipidemia, hypertension, atrial fibrillation, and denies diabetes. He has prostatic hypertrophy and arthritis.

PAST SURGICAL HISTORY: Also includes bilateral knee replacement surgery, cataract surgery, and right inguinal hernia repair. He has a umbilical hernia.

ALLERGIES: No known drug allergies.

HABITS: The patient smoked half to one pack per day for 20 years and then quit. Alcohol use daily. He worked in building maintenance.

FAMILY HISTORY: Father died of malignancy. Mother died of a stroke.

MEDICATIONS: Eliquis 5 mg b.i.d., HCTZ 12.5 mg b.i.d., metoprolol 25 mg daily, Pravachol 40 mg daily, and tamsulosin 0.4 mg h.s.

SYSTEM REVIEW: The patient has fatigue. Denies shortness of breath. He has no history for vertigo, dizziness, blackouts, urinary frequency, or flank pains. Denies asthma. He has no abdominal pains, reflux, or diarrhea. Denies chest or jaw pain. He has palpitations and leg edema. No depression or anxiety. He has arthritis. Denies headaches, seizures, or memory loss. He does have some skin rash.
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PHYSICAL EXAMINATION: General: This elderly obese male who is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 160/80. Pulse 84. Respiration 20. Temperature 97.6. Weight 231 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Decreased excursions with clear lung fields. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft. No organomegaly. Extremities: Mild edema with decreased peripheral pulses. Neurological: Reflexes are 1+. There are no gross motor or sensory deficits. Cranial nerves are grossly intact. Skin: Dry and cool.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of hypertension.

3. Atrial fibrillation.

4. Exogenous obesity.

5. Degenerative arthritis.

PLAN: The patient has been advised to continue with CPAP setup nightly at 8 cm H2O pressure. He will also go on a weight loss program and continue with anticoagulation with Eliquis 5 mg b.i.d. A chest x-ray was ordered as well as a pulmonary function study. A followup visit to be arranged here in approximately four weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
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