V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Gordon, Michael

DATE:

December 13, 2024

DATE OF BIRTH:
10/03/1950

Dear Mini:

Thank you, for sending Michael Gordon, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old male who has a past history of Alzheimer’s dementia, has had coughing spells with sputum production and has also been having apneic episodes with OSA. The patient was treated for COVID-19 infection in June 2024. He has no chest pains. Denies shortness of breath. He has no wheezing, fevers, or chills. The patient does have obstructive sleep apnea and needs a CPAP setup at night. His polysomnogram was done on 10/25/24 and it showed desaturation up to 89% and he had 27 snoring events and the AHI was 0.9 events per hour. The patient had a CPAP titration study and a PAP level of 5 cm H2O, improved sleep consolidation and amelioration of obstructive breathing.

PAST HISTORY: The patient’s past history has included history of hypertension, history of coronary artery disease with stents x2, history for right knee replacement and hypothyroidism. He also had a COVID-19 infection earlier in June 2024.

ALLERGIES: No known drug allergies.

HABITS: The patient does not smoke and drinks alcohol occasionally. He previously worked as a logger and also in construction and was exposed to cement dust as well as asbestos.

FAMILY HISTORY: Father died of a heart attack at age 45. Mother died of multiple myeloma.

MEDICATIONS: Atorvastatin 5 mg daily, Plavix 75 mg daily, gabapentin 100 mg b.i.d., levothyroxine 125 mcg a day, lisinopril 2.5 mg daily, donepezil 10 mg daily, and tamsulosin 0.4 mg daily.
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SYSTEM REVIEW: The patient has fatigue and had weight gain. He has memory loss and numbness of the extremities. He also has joint pains and muscle stiffness. He has shortness of breath, wheezing, and cough. He has urinary frequency and nighttime awakening. He has postnasal drip and hoarseness. He has no cataracts or glaucoma. He has no chest or jaw pain, but has calf muscle pains and cramping. He has anxiety with depression. He has no skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a moderately obese elderly male who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 138/80. Pulse 60. Respirations 20. Temperature 97.5. Weight 198 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with clear lung fields. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Reveal mild edema with decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of hypertension.

3. Alzheimer’s disease.

4. Hypothyroidism.

5. Coronary artery disease.

PLAN: The patient will get a chest x-ray PA lateral. Advised to lose weight. He will use CPAP at night at 5 cm H2O pressure with a nasal pillow and a chinstrap was used. Heated humidification will be used. A followup visit to be arranged here in approximately two months.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
12/14/2024
T:
12/14/2024

cc:
Mini Paul, APRN

