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:

Chambers, Cody

DATE:

March 28, 2025

DATE OF BIRTH:
06/30/1983

CHIEF COMPLAINT: Obstructive sleep apnea on CPAP.

HISTORY OF PRESENT ILLNESS: This is a 41-year-old male who has a past history of coronary artery disease status post MI, and cardiomyopathy with CHF and low ejection fraction. He has been on LVAD for the past two years. The patient apparently had an MI in 2020 with cardiogenic shock. He had coronary stent x3 and subsequently also was in respiratory failure requiring ventilator support. The patient was on ECMO support as well. He was then weaned off ventilator and had LVAD placed in June 2023 due to progressive deterioration in his cardiac status. The patient also has snoring and apneic episodes. Denies any chest pains, jaw pain, or calf muscle pains but has had some leg swelling. He works regularly and he is not able to exert.

PAST MEDICAL HISTORY: The patient’s past history has included history of CHF, history of acute MI, and past history for respiratory failure requiring ventilator support. He also had IABP placed as well as ECMO with cardiogenic shock. He also has history of coronary artery disease status post stents x3. The patient was at Orlando Advent Hospital with shock eventually weaned off pressures and weaned off ventilator support as well as oxygen. He has hemochromatosis and has cardiomyopathy ischemic type.

ALLERGIES: PENICILLIN and RONDEC.

HABITS: The patient smoked one pack per day for 20 years and then quit. Alcohol use occasional. He works as an engineer.

FAMILY HISTORY: Father is in good health. Grandmother had diabetes. Grandfather had history of cancer.

MEDICATIONS: Famotidine 20 mg daily, Bumex 0.5 mg every third day, Jardiance 10 mg daily, aspirin one daily, Coreg 3.125 mg b.i.d., Entresto 24/26 mg one b.i.d., Crestor 5 mg a day, and Coumadin 4 mg a day.
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SYSTEM REVIEW: The patient has fatigue. No weight loss. There is no glaucoma or cataracts. No vertigo or hoarseness. No urinary frequency burning or hematuria. He has hay fever. He has cough and wheezing. He has no nausea, vomiting, or heartburn. No constipation. No chest or jaw pain or calf muscle pains. No anxiety. No depression. No easy bruising or enlarged glands. No joint pains or muscle stiffness. No seizures, headache, or memory loss. No skin rash.
PHYSICAL EXAMINATION: General: This averagely built young white male in no acute distress. No pallor, cyanosis, or clubbing. No leg edema. Vital Signs: Blood pressure 95/70. Pulse 62. Respiration 18. Temperature 97.6. Weight 150 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No venous distention. Trachea is midline or thyroid enlargement. Chest: Equal movements with clear lung fields. 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 grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. Ischemic cardiomyopathy.

3. CHF compensated.

4. Chronic dyspnea.

5. History of lung nodules.

6. Hyperlipidemia.

PLAN: The patient has been advised get a CT chest to evaluate previously noted lung nodules. Also get a complete pulmonary function study due to previous history of smoking. He will use albuterol inhaler two puffs t.i.d. p.r.n. and a polysomnographic study will be arranged to get him a CPAP setup at home. Followup visit to be arranged here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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