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PATIENT:
Maynard, James

DATE:
March 23, 2024

DOB:

02/28/1959

Dear Sarah:

Thank you for sending James Maynard for pulmonary evaluation.

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 65-year-old male who is extremely overweight went for a polysomnographic study late last year and was found to have moderately severe obstructive sleep apnea. He had an AHI of 30.2 and he was advised to go on Auto-Pap setup at nights, which he started using three months ago and has been compliant with the use of the mask with full-face mask and heated humidity. The patient has history for hypertension for over 20 years and has been on antihypertensive medications. He does have some leg edema and he denies any daytime sleepiness and has no snoring. The patient states that he has not seen a pulmonologist and the sleep equipment was prescribed after his home sleep study.

PAST MEDICAL HISTORY: History of hypertension for 20 years, history of chronic back pain and lumbar disc disease for which he underwent lumbar disc fusion in 2022. He also had bladder stimulator placed in 2023 and has a history for prostatic hypertrophy and uses Flomax. He has a history for umbilical hernia repair in 2007 and melanoma resected from his chest in 2006, and tonsillectomy remotely in 1961.

ALLERGIES: No drug allergies listed.

HABITS: The patient denies smoking and uses alcohol rarely.

FAMILY HISTORY: Father died of pulmonary embolism. Mother died of COPD.

MEDICATIONS:

1. Tamsulosin 0.4 mg daily.

2. Rybelsus 14 mg daily.

3. Myrbetriq 50 mg daily.

4. Amlodipine 5 mg daily.

5. Losartan 100 mg daily.

6. Atorvastatin 40 mg daily.
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REVIEW OF SYSTEMS: The patient denies weight loss or fatigue. No double vision or cataracts and he has vertigo and some hoarseness. No hay fever, but has shortness of breath and apneic episodes and snoring. No reflux or abdominal pains. No diarrhea, but he is constipated. He has no chest or jaw pain or palpitations and he has no anxiety or depression. No easy bruising. He has some joint pains and back pain and denies headaches, seizures or numbness of the extremities.

PHYSICAL EXAMINATION: General: This very obese elderly male who is alert and in no acute distress. No pallor, cyanosis, clubbing or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 104. Respirations 20. Temperature 97.5. Weight is 300 pounds. Saturation 93%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions. Breath sounds diminished at the periphery. No wheezes or crackles. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft, benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. Hypertension.

3. Chronic kidney disease.

4. Chronic back pain with lumbar disc disease.

5. Hyperlipidemia.

PLAN: The patient has been advised to continue with Auto-Pap 4-20 cm with full face mask and a compliance report will be requested from the respiratory care services. He is advised to lose weight and go on a reducing diet and also suggested to him about seeing bariatric surgery for possible gastric stapling. He will get a pulmonary function study and also get a CT chest without contrast and a followup visit to be arranged 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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