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PATIENT:

Knighten, Deborah
DATE:

September 3, 2024

DATE OF BIRTH:
12/23/1954
CHIEF COMPLAINT: Obstructive sleep apnea.
HISTORY OF PRESENT ILLNESS: This is a 69-year-old female who is overweight, has previously used a BiPAP setup since over 10 years. The patient states that she still has some snoring, apnea and intolerance to using the CPAP mask. She also is on antidepressants and Flonase nasal spray. The patient has lost some weight. Denies any headaches, blackouts, but has some postnasal drip and sinus drainage.
PAST HISTORY: Past history includes history of tonsillectomy and hysterectomy and past history for arthroplasty of the left knee and also history of arthroscopy of the left knee. She had right hip replacement surgery and left total knee replacement surgery. She also had a fracture of the tibia around 2021 and had nasal septal surgery more than 30 years ago.
ALLERGIES: SULFA DRUGS and E-MYCIN.
HABITS: The patient has no history of smoking. Alcohol use occasional.
MEDICATIONS: Medication list included Singulair 10 mg daily, paroxetine 40 mg daily, azelastine nasal spray one spray in each nostril b.i.d., and Crestor 20 mg a day.
SYSTEM REVIEW: The patient has fatigue and some weight loss. The patient has double vision. No glaucoma. She has no vertigo, hoarseness or nosebleeds. No urinary frequency or burning. She has persistent cough with apneic spells. She denies abdominal pains, nausea, or rectal bleeding. She has no chest or jaw pain. No calf or muscle pains. Denies any anxiety, but has depression. She has no easy bruising. She has some muscle stiffness and joint aches. Denies seizures, headaches or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This averagely built middle-aged white female is alert, pale, but in no acute distress. Vital Signs: Blood pressure 120/70. Pulse 72. Respirations 20. Temperature 97.5. Weight 174 pounds. Saturation 98%.
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HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with centrally clear lung fields. Heart: Heart sounds are regular S1 and S2. No S3 gallop. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: No edema. No 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. Allergic rhinitis.
3. Hyperlipidemia.
4. Exogenous obesity.

PLAN: The patient will continue to lose weight. Nebulized DuoNeb solution added three times a day as needed. She also will get CBC and a complete metabolic profile and a polysomnographic study will be arranged in approximately four weeks after which I will make an addendum.
Thank you for this consultation.

V. John D'Souza, M.D.
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