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PATIENT:

Griffin, Joann

DATE:

May 14, 2024

DATE OF BIRTH:
04/17/1947

CHIEF COMPLAINT: History of COPD and obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 77-year-old female who has a prior history of restrictive lung disease and COPD as well as history of obstructive sleep apnea. She has a long-standing history of smoking for over 50 years and continues to smoke. The patient has been overweight and has obstructive sleep apnea and uses a CPAP setup at night with good relief. She was admitted to Advent Hospital in September 2023 with shortness of breath and fracture of the right femur. The patient has gained weight. Denies any chest pain. She has no fevers or chills, but she does have some leg edema. No calf muscle pains.

PAST HISTORY: The patient’s past history has included history for obstructive sleep apnea, history of hypertension, history for C-sections x2, previous history for right carotid endarterectomy, and remote history of tonsillectomy. She has had carcinoma of the kidney and underwent ablation and does have chronic kidney disease stage III. She had cholecystectomy as well and coronary artery disease with stenting. The patient has diabetes mellitus type II, depression, and arthritis.

ALLERGIES: None listed.

HABITS: The patient smoked one pack per day for over 40 years and still smokes. No history of alcohol use.

FAMILY HISTORY: Father died of pneumonia. Mother died of cancer.

MEDICATIONS: Med list includes Aldactone 25 mg b.i.d., aspirin every other day, metoprolol 50 mg b.i.d., doxazosin 2 mg daily, Lasix 20 mg daily, nitro 2 mg daily, Lyrica 25 mg a day, Novolin insulin subQ as directed, and levothyroxine 175 mcg daily.
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REVIEW OF SYSTEMS: The patient has fatigue. No weight loss. Denies glaucoma, but had cataracts. She has urinary frequency. No nighttime awakening. She has hay fever and postnasal drip. She has wheezing. She has no abdominal pains. No reflux, constipation, or diarrhea. She has no chest or jaw pain or calf muscle pains. No palpitations. She has leg swelling. She has depression. She has easy bruising. She has joint pains and muscle stiffness. She has no seizures, headaches, or memory loss. She does have skin rash with itching.

PHYSICAL EXAMINATION: General: This obese elderly white female is alert, in no acute distress. She has no pallor, cyanosis, clubbing, peripheral edema, or lymphadenopathy. Vital Signs: Blood pressure 124/70. Pulse 76. Respirations 18. Temperature 97.6. Weight 193 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions. Scattered wheezes bilaterally. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Obstructive sleep apnea.

2. Restrictive lung disease.

3. COPD.

4. History of kidney cancer status post ablation.

5. Diabetes.

PLAN: The patient has been advised to get a CT of the chest without contrast and get a complete pulmonary function study. A followup visit to be arranged here in approximately eight weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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