V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Muller, Mikhail

DATE:

May 7, 2024

DATE OF BIRTH:
03/31/1948

Dear Dmitry:

Thank you, for sending Mikhail Muller, for pulmonary evaluation.

CHIEF COMPLAINT: History of obstructive sleep apnea and COPD.

HISTORY OF PRESENT ILLNESS: This is a 76-year-old obese male who has had a history for diabetes, hypertension, history of obstructive sleep apnea, depression, and chronic tremor. He has previously been evaluated with a polysomnogram and was prescribed a CPAP setup at night. The patient also has shortness of breath, wheezing and cough and chronic tremors, but not Parkinson’s and has been treated for CHF as well as anxiety. The patient also has lung nodules as observed on a previous CAT scan of the chest.

PAST MEDICAL HISTORY: The patient’s past history also includes obstructive sleep apnea, hyperlipidemia, and hearing loss.

PAST SURGICAL HISTORY: Includes tonsillectomy as a child.

MEDICATIONS: Med list included amlodipine 5 mg daily, lisinopril 10 mg b.i.d., pioglitazone 45 mg daily, glimepiride 4 mg b.i.d., aspirin 81 mg a day, simvastatin 10 mg daily, Coreg 12.5 mg b.i.d., Xanax 0.5 mg p.r.n., Breo Ellipta 100 mcg one puff a day, Lasix 40 mg daily, metformin 500 mg b.i.d., and Ozempic 1 mg weekly.

ALLERGIES: No known drug allergies listed.

HABITS: The patient smoked one to two packs per day for 35 years and quit. Drinks alcohol occasionally. He has been exposed to smoke, dust, and asbestos in the past.

FAMILY HISTORY: Mother died of heart disease. Father died of lung cancer.
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SYSTEM REVIEW: The patient has fatigue and has gained weight. He has cataracts. No glaucoma. He has urinary frequency and nighttime awakening. He has shortness of breath and wheezing. He also has some reflux, but no nausea or vomiting. The patient has anxiety and depression and has joint pains and muscle stiffness. Denies seizures or headaches, but has memory loss and has dry skin.

PHYSICAL EXAMINATION: General: This very obese elderly white male is alert and anxious. He has tremors of his extremities. Vital Signs: Blood pressure 132/80. Heart rate 66. Respirations 18. Temperature 97.5. Weight 223 pounds. Saturation 95% and he is on 3 liters of O2. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Mild venous distention. Trachea is midline. Chest: Equal movements with diffuse wheezes bilaterally and prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD and chronic bronchitis.

2. Obstructive sleep apnea.

3. History of hypertension.

4. Diabetes mellitus type II.

5. Exogenous obesity.

6. Chronic tremors.

7. CHF compensated.

PLAN: The patient will get a CT scan of the chest and a complete pulmonary function study with the lung volumes. He will continue using the CPAP mask nightly with a full face mask. A copy of his sleep study will be requested as well as notes from his previous pulmonologist. The patient will continue with Breo Ellipta 100 mcg one puff daily and also given a nebulizer with albuterol and ipratropium solution twice daily. A followup visit will be arranged in six weeks. His lab works done recently were also reviewed.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Dmitry Drapach, D.O.

