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:

Hart, Robert

DATE:


January 3, 2023

DATE OF BIRTH:
12/06/1938

CHIEF COMPLAINT: Left upper lobe lung nodule.

HISTORY OF PRESENT ILLNESS: This is an 84-year-old male who is previously known to have a left lung nodule was being followed with serial CAT scan of the chest and his most recent chest CT done on 10/28/22 showed slightly enlarged left upper lobe lung nodule presently at 17 mm and previously noted to be 14 mm in April 21. The patient has occasional cough and mild wheezing but no shortness of breath. Denies fevers, chills, night sweats, or hemoptysis.

PAST MEDICAL HISTORY: The patient’s past history includes history of coronary artery disease with stenting, history of hypertension, hyperlipidemia, history for benign prostatic hypertrophy, and history of gastric ulcer. He has had palpitations, history for arthritis, and had a right knee repair with meniscectomy. He also has had a TURP for prostatic hypertrophy and bilateral cataract surgery with implants. He had coronary atherectomy and tonsillectomy remotely.

ALLERGIES: MIRAPEX.

HABITS: The patient smoked one pack per day for 20 years and then quit in 1983. He drinks alcohol moderately. He worked as a veterinarian.

FAMILY HISTORY: Mother died of a stroke. Father also died of a stroke.

MEDICATIONS: Bupropion 300 mg daily, losartan 50 mg b.i.d., atorvastatin 40 mg a day, atenolol 50 mg b.i.d., Anoro Ellipta one puff daily, and Ventolin two puffs p.r.n.

SYSTEM REVIEW: The patient denies weight loss. He has some shortness of breath and occasional cough. He has constipation. No heartburn. He has no chest or jaw pain or calf muscle pains. He does have anxiety with depression. He has easy bruising. He has joint pains and muscle aches. He has memory loss. No headaches or skin rash. He has urinary frequency. No flank pains. He has hay fever.
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PHYSICAL EXAMINATION: General: This is an averagely built elderly white male who is alert and pale, in no acute distress. No clubbing or cyanosis but has mild edema. Vital Signs: Blood pressure 140/80. Pulse 62. Respiration 16. Temperature 97.2. Weight 186 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished excursions and scattered wheezes bilaterally. No crackles. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and nontender. No organomegaly. Bowel sounds are active. Extremities: No edema and mild varicosities. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Left upper lobe lung nodule enlarging rule out malignancy.

2. Underlying COPD.

3. Hypertension.

4. Coronary artery disease.

5. Degenerative arthritis.

PLAN: The patient has been advised to get a complete pulmonary function study and a PET/CT to evaluate the lung nodule. He will be sent for a CT-guided needle biopsy of the left upper lung nodule. Also, advised to continue with Anoro Ellipta one puff daily. CBC, coag profile, and complete metabolic profile to be done. A followup visit to be arranged here in four weeks.

Thank you, for this consultation.
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