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PATIENT:

Johnson, Joanne

DATE:

June 22, 2023

DATE OF BIRTH:
05/15/1950

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old female who has a history of snoring, apneic episodes with daytime fatigue, and sleepiness. She has undergone a polysomnographic study in October 2022. The patient had a home sleep test and was found to have significant desaturation and a total AHI was 40.8 and oxygen saturations at the lowest level was 78%. The patient was started on BiPAP at night and apparently had used it for about two months and was unable to tolerate it and is now wanting to get a new BiPAP setup. She has gained some weight. She has tightness and daytime sleepiness. She has anxiety attack for which she uses Xanax as needed. She also has depression and anxiety.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension for 15 years, past history of migraines as well as anxiety disorder and some depression. She had a hysterectomy as well as right shoulder rotator cuff repair, cervical spine surgery at C4-C5 with fusion and a colonoscopy in the past. She also has chronic back pain.

ALLERGIES: No drug allergies were listed.

HABITS: The patient has no significant history of smoking. She drinks alcohol occasionally.

FAMILY HISTORY: Father had a history of COPD. Mother also had chronic lung disease.

MEDICATIONS: Famotidine 40 mg daily, gabapentin 300 mg daily, HCTZ 50 mg daily, labetalol 100 mg daily, losartan 50 mg daily, and Xanax 0.5 mg as needed.
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SYSTEM REVIEW: The patient has fatigue. No weight loss. She has no cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. She has urinary frequency and nighttime awakening. She has no hay fever. Denies cough or wheezing. She has no abdominal pains. No reflux. No diarrhea. She has no chest or jaw pain, calf muscle pains, or leg swelling. She has some anxiety. She has joint pains and muscle aches. She has no seizures or headaches but has had memory loss. Denies skin rash. No itching.

PHYSICAL EXAMINATION: General: This moderately overweight elderly white female who is alert in no acute distress. There is no pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 136/70. Pulse 62. Respiration 16. Temperature 97.6. Weight 168 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with deceased excursions and lung fields were essentially clear. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Obstructive sleep apnea.

2. Hypertension.

3. Anxiety and depression.

4. Exogenous obesity.

5. Migraines.

PLAN: The patient will continue with BiPAP at night at 12 x 5 cm pressure with a full-face mask and heated humidification. Also, advised to lose weight and exercise regularly. She will continue with other medications and avoid tranquilizers and alcohol use. A followup CBC and complete metabolic profile will be done. A followup visit will be arranged here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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