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PATIENT:
Randall, Henry

DATE OF BIRTH:
04/19/1939

DATE:
September 9, 2024

CHIEF COMPLAINT: Shortness of breath and history of obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is an 85-year-old male who has a past history of obstructive sleep apnea. He was treated for an episode of pneumonia and Parainfluenza virus infection on June 29, 2024. The patient also had a fall at home this past month and suffered a humerus fracture on the left for which he is wearing a brace and sling. He has a history of sleep apnea and has a CPAP mask at home but does not wear it. He is extremely overweight and is trying to lose some weight. He has no chest pains, but has some reflux symptoms. He has a history of gout.

PAST HISTORY: The patient’s past history includes history of hypertension, borderline diabetes, previous history of cancer of the right kidney with nephrectomy at the Mayo Clinic, and a history of skin cancer removed from the right side of his forehead. The patient has retinal detachment and had three surgeries for it.

HABITS: The patient smoked cigars for 10 years and then quit. Drinks alcohol occasionally.

FAMILY HISTORY: Father died of congestive heart failure. Mother also died of heart disease.

ALLERGIES: No known drug allergies.

MEDICATIONS: Januvia 25 mg daily, Lexapro 10 mg daily, Nexium 40 mg daily, allopurinol 100 mg daily, amlodipine 10 mg a day, and propranolol 10 mg b.i.d.

SYSTEM REVIEW: The patient had weight gain, fatigue, and apnea. He has no glaucoma or cataracts, but has blurry vision. No sore throat. He has shortness of breath and wheezing. He has no nausea, but has heartburn. No diarrhea. Denies chest or jaw pain or arm pain. No palpitations, but has leg edema. He has eczema. He has easy bruising. He has joint pains and muscle stiffness. No seizures, but has memory loss. He has skin rash with itching.
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PHYSICAL EXAMINATION: General: This is a very obese elderly male who is alert, pale, and mildly tachypneic. Vital Signs: Blood pressure 138/80. Pulse 96. Respiration 20. Temperature 97.5. Weight 270 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Ears: No inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and occasional crackles at the lung bases. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3 gallop. Abdomen: Soft and obese without masses. 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. Obstructive sleep apnea.

2. Bibasilar interstitial lung disease.

3. Bronchiectasis.

4. Obesity.

5. Hypertension.

6. Gastroesophageal reflux.

7. Fracture of left humerus.

PLAN: The patient has been advised to get a complete PFT with bronchodilator study. He will also use albuterol inhaler two puffs q.i.d. p.r.n. A CT chest was reviewed, which shows subpleural interstitial infiltrates suggesting pulmonary fibrosis and mild bronchiectasis. He was again advised to use a CPAP mask nightly at 12 cm H2O pressure and lose weight. A followup visit to be arranged in six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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