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PATIENT:

Johnson, Kristoffer
DATE:

May 3, 2024
DATE OF BIRTH:
07/05/1977
Dear Mark:

Thank you for sending Kristoffer Johnson for evaluation:

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 46-year-old male with a history of obstructive sleep apnea, has been using a CPAP mask nightly for more than three years. The patient has an AutoPAP setup and has been followed by a pulmonologist on a regular basis and he has been compliant with his CPAP machine and using it at least 4 to 5 hours nightly. The patient recently moved to a different respiratory care provider and needs a new prescription for his CPAP supplies. He has gained weight. He denies any daytime sleepiness and has had no snoring.
PAST MEDICAL/SURGICAL HISTORY: The patient’s past history has been significant for diabetes mellitus type II, history of hyperlipidemia, and history of gouty arthritis and anxiety. He also has cervical radiculopathy and history for hypertension and hypersomnia. The patient has periodic limb movement disorder. The patient’s past history has included history for obstructive sleep apnea, history of left wrist ganglion resection, resection of a spermatocele. He has hyperlipidemia and hypertension.
MEDICATIONS: Med list included amlodipine 10 mg daily, atorvastatin 10 mg a day, fluoxetine 40 mg daily, hydrochlorothiazide 12.5 mg daily, losartan 100 mg a day and allopurinol 100 mg daily.

ALLERGIES: PENICILLIN.
FAMILY HISTORY: Father died of malignancy of the bladder. Mother died of old age.
HABITS: The patient never smoked. Alcohol use occasional.
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SYSTEM REVIEW: The patient is overweight. He has some nasal congestion and postnasal drip. No hoarseness or wheezing. He has no shortness of breath except with exertion. He has no abdominal pains, but has reflux. He has no nausea, vomiting or GI bleed. No urinary symptoms, flank pains or dysuria. He has some joint pains. No leg or calf muscle pains. Denies blackout spells or headaches.
PHYSICAL EXAMINATION: General: This is a middle-aged, obese white male who is alert. No icterus, cyanosis or peripheral edema. No lymphadenopathy. Vital Signs: Blood pressure is 130/70. Pulse is 85. Respirations 16. Temperature is 97.6. Weight is 228 pounds. Saturation is 96%. HEENT: Head is normocephalic. Pupils are reactive. Throat is clear. Ears, no inflammation. Neck: Supple. No venous distention. Trachea midline. Chest: Equal movements with decreased excursions. There are wheezes scattered bilaterally. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft, obese without masses. No organomegaly. The bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of hypertension.

3. Exogenous obesity.

4. Gout.

5. Restless legs syndrome.
PLAN: The patient will continue using the AutoPAP setup with the full face mask. He has been counseled about losing weight and trying for regular exercise. He will go for a chest x-ray PA and lateral. Copy of his previous polysomnogram will be requested and the patient will come back for a followup visit in approximately two months; at which time, I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.
JD/HK/gg
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Mark Spears, M.D.
