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PATIENT:

Hardewig, Stephen

DATE:

May 14, 2024

DATE OF BIRTH:
05/28/1962

CHIEF COMPLAINT: Snoring and sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 61-year-old overweight male who has a history of loud snoring and some daytime sleepiness. He has been previously treated for asthma. The patient was advised to go for a sleep study. He has been exercising regularly, but also has a prior history of smoking for over 30 years. The patient went for a PET/CT recently on 02/02/24 and it showed a right apical 5 mm nodule and a 3 mm nodule in the right major fissure and a 2 mm right minor fissure nodule. No airspace infiltrates or effusions. No lymphadenopathy. The patient has no significant cough, but has some wheezing and occasional episodes of dyspnea. He has not lost any weight. Denies nasal congestion or postnasal drip.

PAST HISTORY: The patient’s past history has included history of asthma and past history of atrial fibrillation with atrial ablation. He also has had prostate cancer in 2018, treated with radiation and noted to have recurrence in 2024. The patient has hypertension. He had hernia repair surgery in the past.

ALLERGIES: CODEINE.
HABITS: The patient smoked one and half pack per day for 30 years and quit in June 2022. He drinks alcohol daily, mostly beer.

FAMILY HISTORY: Father died of a CVA. Mother had COPD and a melanoma.

MEDICATIONS: Med list included albuterol inhaler two puffs p.r.n., Flonase nasal spray two sprays in nostrils daily, fluticasone/salmeterol 250/50 mcg one puff twice a day, nifedipine 30 mg daily, irbesartan 150 mg daily, sertraline 50 mg daily, Aldactone 25 mg a day, and tadalafil 20 mg a day.
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REVIEW OF SYSTEMS: The patient has some fatigue. No weight loss. Denies cataracts or glaucoma. He has no hoarseness, but has vertigo and had nosebleeds. He has shortness of breath, cough, and wheezing. He has no abdominal pains, but had rectal bleeding. No nausea, vomiting, or diarrhea. Denies chest or jaw pain. No calf muscle pains or palpitations. He has anxiety attacks. He has easy bruising. He does have some joint pains and muscle aches. No seizures, headaches, or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is an averagely built middle-aged white male who is alert, in no acute distress. No pallor, clubbing, cyanosis, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 72. Respirations 16. Temperature 97.5. Weight 170 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions. Breath sounds diminished at the periphery. Wheezes scattered bilaterally. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No masses. 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 noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of hypertension.

3. History of hyperlipidemia.

4. COPD.

5. Atrial fibrillation and ASHD.

6. History of prostate cancer.

PLAN: The patient will get a complete pulmonary function study. He will also get a CT chest without contrast to evaluate the lung nodules. He will use AutoPAP at night 
4-20 cm pressure with full-face mask. Advised to lose some weight. He will come back for a followup visit here in approximately three weeks.

Thank you for this consultation.
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