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    FAX (386) 672-6194


PATIENT:

Sterritt, Richard

DATE:

October 2, 2024

DATE OF BIRTH:
10/28/1943

Dear Do:

Thank you, for sending Richard Sterritt, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 80-year-old male with a past history of CHF and has been short of breath with exertion. He has been on diuretic therapy including furosemide 80 mg. The patient does complain of chronic leg swelling and gaining weight. He also has history of obstructive apnea. He denied chest pain. He has an occasional cough, but does not bring up much sputum. He complains of trouble sleeping at night. He does not use any CPAP and needs a polysomnographic study.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension, history of CHF, and past history for chronic kidney disease stage IV. The patient has hyperlipidemia, ischemic cardiomyopathy, exogenous obesity, and ASHD with coronary artery disease. He has diabetic nephropathy and has had a pacer ICD placed.

ALLERGIES: FLEXERIL and PENICILLIN.

FAMILY HISTORY: Both parents died of colon cancer.

HABITS: The patient smoked pack per day for 25 years and quit. No significant alcohol use. He worked in an industry and exposed to dust and asbestos.

MEDICATIONS: Bumex 2 mg b.i.d., aspirin one daily, losartan 25 mg daily, Jardiance 10 mg daily, metoprolol 50 mg b.i.d., midodrine 10 mg t.i.d., rosuvastatin 20 mg a day, and tramadol 50 mg p.r.n.

SYSTEM REVIEW: The patient denies weight loss, fever, or fatigue. He has no double vision or cataracts. No vertigo, hoarseness, or nosebleeds. He has urinary frequency and nighttime awakening. He has no hay fever. He has shortness of breath and wheezing. He has leg swelling. He has no abdominal pains or heartburn. No rectal bleeding. He does have constipation. He has no jaw pain, chest pain, arm pain, or palpitations. He has no anxiety. No depression. He does have muscle stiffness, joint pains, and easy bruising. He does have some skin rash. He has no headaches or seizures but has memory loss.
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PHYSICAL EXAMINATION: General: This obese elderly white male who is alert and pale and in no distress. Vital Signs: Blood pressure 138/70. Pulse 96. Respiration 22. Temperature 97.8. Weight 273 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is clear. Ears, no inflammation. Neck: Supple with mild venous distention while sitting up right. No thyroid enlargement. Chest: Equal movements with fine basilar crackles. No wheezes. Heart: Heart sounds are regular. S1 and S2. No definite murmur. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: Revealed edema 2+ with decreased pulses and pigmentation of the skin of the lower extremities. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Chronic dyspnea with CHF.

2. Ischemic cardiomyopathy.

3. Chronic kidney disease.

4. Hypertension.

5. Diabetes mellitus.

6. Obstructive sleep apnea.

7. Probable underlying COPD.

PLAN: The patient has been advised to use O2 2 liters at night and p.r.n. daytime. He will also go for a polysomnographic study to see if he can be fitted with a CPAP mask at night. He will continue diuretics with Bumex 2 mg b.i.d. A chest CT will be done to evaluate him for any lung nodules. Followup visit will be arranged here in approximately six weeks. The patient will try to lose weight. If he is short of breath, he will use an albuterol inhaler two puff q.6h. p.r.n. I will make an addendum report after his sleep study results are available.

Thank you, for this consultation.

V. John D'Souza, M.D.
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