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PATIENT:

Fink, Arthur

DATE:



DATE OF BIRTH:

CHIEF COMPLAINT: Right upper lobe lung nodule.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old male with a long-standing history of smoking a pack per day. He was recently observed to have a right upper lobe lung nodule, which has been enlarging. The patient was sent for a PET/CT on 04/24/25 and it showed a right upper lobe lung nodule with a dimension of 8 mm with a maximum SUV of 11.3 considered to be malignant. The patient did have a CT of the chest done on 05/14/25, which showed the right upper lobe nodule measuring 1.1 x 1.1 cm, adjacent multilocular cyst measuring 1.7 cm and a few calcified granulomas were scattered. The patient has had no recent weight loss. Denies chest pains. No hemoptysis. No fevers or chills. He is very hard of hearing. He does use an albuterol inhaler on a p.r.n. basis.

PAST MEDICAL HISTORY: The patient’s past history includes history for diabetes mellitus and history for hypertension. He also has hyperlipidemia. The patient was diagnosed to have prostate cancer and received radiation therapy. He has previous history for AICD placement. He has a history for atrial fibrillation and mild CHF.

PAST SURGICAL HISTORY: Includes history for AICD placement.

ALLERGIES: No known drug allergies.

HABITS: The patient smoked half to one pack per day close to 50 years. He does not drink alcohol.

FAMILY HISTORY: Father died of unknown causes. Mother died of heart disease.

MEDICATIONS: Med list included rosuvastatin 40 mg daily, Eliquis 5 mg b.i.d., sotalol 80 mg b.i.d., and trazodone 50 mg h.s.
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SYSTEM REVIEW: The patient denies fatigue or weight loss. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. He has no urinary frequency or flank pains. No diarrhea. He has no coughing spells. No heartburn. The patient denies any leg swelling. He has no headaches or blackouts.

PHYSICAL EXAMINATION: General: This is an elderly averagely built white male who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 120/70. Pulse 76. Respirations 20. Temperature 97.5. Weight 152 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with few wheezes in the upper lung fields. Heart: Heart sounds are regular. Extremities: Reveal no lesions or edema. Neurological: Reflexes are 1+ with no focal deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Right upper lobe lung nodule, rule out malignancy.

2. COPD.

3. Diabetes mellitus.

4. Hypertension.

5. History of prostate cancer.

PLAN: The patient has been advised to come in for a navigational bronchoscopy as well as EBUS bronchoscopy with biopsy. He will get a complete pulmonary function study and repeat chest CT in two months. Followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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