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PATIENT:

Blythe, Smith

DATE:

September 16, 2024

DATE OF BIRTH:
04/30/1997

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 27-year-old transgender who has a past history of chronic pain, Ehlers-Danlos syndrome, depression, esophageal reflux, asthma, ADHD, Hashimoto's thyroiditis as well as PTSD, herpes, and history for Raynaud’s phenomenon who was observed to have apneic episodes and near blackout spells. The patient has not been on any specific therapy and does not use any inhaler. She denies chest pains, weight loss, calf muscle pains, fever, night sweats, or chills. No cough or hemoptysis. She does have excessive sleepiness.

PAST HISTORY: Past history has included history of Ehlers-Danlos syndrome, history for diabetes as well as hypertension, asthma, hypothyroidism, and history of depression. She has had neck pain from cervical radiculopathy. She also has history of gastroesophageal reflux, orthostatic hypotension, history of herpes, PTSD, PCOS, and history for diabetes.

ALLERGIES: AMOXICILLIN and ZITHROMAX.
HABITS: The patient does not smoke. No alcohol use.

FAMILY HISTORY: Father is alive, in good health. Mother has history of obstructive sleep apnea.

MEDICATIONS: Nebivolol 15 mg daily, Flonase nasal spray two sprays in each nostril daily, metformin 500 mg b.i.d., Synthroid 88 mcg daily, liothyronine 5 mcg b.i.d., finasteride 2.5 mg daily, Linzess 72 mcg daily, gabapentin 300 mg t.i.d., Allegra 180 mg daily, Prozac 20 mg daily, Ventolin HFA two puffs p.r.n., and testosterone injections monthly.
SYSTEM REVIEW: The patient had some weight gain. She has apneic episodes. No wheezing. She has some heartburn and abdominal discomfort. She has no blurry vision or cataracts. No vertigo, hoarseness, or nosebleeds. No anxiety, but has depression. She has easy bruising, joint pains, and muscle aches. She has headaches. No seizures. She has numbness of extremities and blackout spells. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This averagely built young female is alert, anxious, in no acute distress. Vital Signs: Blood pressure 128/80. Pulse 68. Respirations 16. Temperature 97.5. Weight 198 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions. Lung fields are essentially clear. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. 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 intact.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. History of Ehlers-Danlos syndrome.

3. Hypothyroidism and Hashimoto’s thyroiditis.

4. Cervical radiculopathy.

5. Diabetes mellitus.

6. Hypertension.

7. Irritable bowel syndrome.

8. ? Narcolepsy.

9. Transgender.

PLAN: The patient has been advised to get a polysomnographic study. Also, advised to see a neurologist to evaluate for narcolepsy. She will get a chest x-ray and a complete pulmonary function study. She will continue with the above-mentioned medications. A followup visit will be arranged in four weeks. The patient will get a polysomnographic study, also get a neurology evaluation. She is given nebulized bronchodilator including DuoNeb solution every six hours. A followup visit to be arranged in four weeks or earlier if necessary.

Thank you for this consultation.
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