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    FAX (386) 672-6194


PATIENT:

Chandler, Kevin

DATE:

June 29, 2023

DATE OF BIRTH:
06/20/1960

CHIEF COMPLAINT: Cough and wheezing with shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 63-year-old male who has had a history for hypertension, history for shortness of breath associated with cough, and wheezing. He has a past history of smoking for over 20 years. The patient has been using albuterol inhaler as needed. He also is on Stiolto Respimat two puffs a day. He had a chest CT done a year ago, which showed no active infiltrates except for mild atelectasis of the lung bases and a tiny 5 mm pericardial lymph node.

PAST MEDICAL HISTORY: The patient’s past history has included history of colon cancer with resection in 2007 and history of hypertension. He had a left arm fracture requiring surgery and screws. He also had an appendectomy and lymph node removal from the right axilla.

HABITS: The patient smoked half a pack per day for 40 years and quit a month ago. No alcohol use. He is presently retired. He exercises daily.

MEDICATIONS: Albuterol inhaler two puffs p.r.n., atorvastatin 40 mg daily, losartan 100/12.5 mg daily, and tamsulosin 0.4 mg daily.

FAMILY HISTORY: Mother had a history of cancer of the colon. Father died of an MI.

SYSTEM REVIEW: The patient has gained weight. He has history for snoring and sleep apnea, but does not use a CPAP. He has shortness of breath, wheezing, and cough. He has no abdominal pains, heartburn, or diarrhea. He has no chest or jaw pain, palpitations, or leg swelling. He has depression. He has joint pains, muscle aches, and stiffness. Denies any headache or seizures but has had blackouts. He has no cataracts or glaucoma. He denies hoarseness. He does have some urinary frequency and nighttime awakening. No hay fever.
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PHYSICAL EXAMINATION: General: This is a moderately overweight middle-aged male who is alert, in no acute distress. No pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 140/80. Pulse 58. Respiration 16. Temperature 97.2. Weight 280 pounds. Saturation 92% on room air. HEENT: Head is normocephalic. Pupils are reactive and equal. Sclerae were clear. Throat is clear. Ears, no inflammation. Neck: No bruits. No lymphadenopathy. No thyromegaly. Chest: Equal movements with percussion note resonant throughout. Lung fields were clear. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No lesions. Mild edema. No calf tenderness. Peripheral pulses are well felt. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Chronic dyspnea with reactive airways rule out COPD.

2. Obstructive sleep apnea.

3. History of hypertension.

4. Chronic back pain.

PLAN: The patient was advised to go for a complete pulmonary function study and a chest CT. He also will get a CBC, complete metabolic profile, and TSH. He was advised to go on Trelegy Ellipta 100 mcg one puff daily and use the albuterol inhaler two puffs p.r.n. A polysomnogram to be done and if indicated he would qualify to go on a CPAP mask nightly. A followup visit to be arranged here in approximately six weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
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