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PATIENT:

Inglis, James

DATE:

September 12, 2024

DATE OF BIRTH:
07/09/1951

Dear Jeanetta:

Thank you, for sending James Inglis, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old male who has a prior history of an upper airway carcinoma diagnosed two years ago. He previously had radiation therapy as well as chemo immunotherapy, which he has completed. The patient has been evaluated by GI services for abdominal pains and reflux symptoms. He also has had chronic pain and he follows up with the oncologist on a regular basis. More recently a CT of the chest was done on 07/16/24, which showed mild ectasia of the ascending aorta 3.7 cm and gross-glass opacities involving the lingula and adjacent left lower lobe. The patient however denies significant wheezing but has some cough, chest tightness, and some shortness of breath with activity.

PAST MEDICAL HISTORY: The patient’s past history includes history of tonsillectomy, history for hernia repair, and history of right knee surgery for ligament tears. The patient also had a history of skin cancer, which was resected from his arms. He has hypothyroidism, hypertension, history of right knee surgery, and remote history of tonsillectomy.

ALLERGIES: No known drug allergies.

HABITS: The patient does not smoke, but did smoke one pack per day for 26 years and quit. Drinks alcohol moderately daily.

FAMILY HISTORY: Father died of sepsis and old age. Mother died following hip surgery and complications.

MEDICATIONS: Amlodipine 5 mg daily, Synthroid 112 mcg daily, omeprazole 20 mg a day, simvastatin 20 mg a day and hydrocortisone cream as needed.
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SYSTEM REVIEW: The patient had weight loss and fatigue. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. He has urinary frequency and nighttime awakening. No hay fever. No abdominal pains, nausea, vomiting, or heartburn. No jaw pain or calf muscle pains. No arm pain. Denies any easy bruising or bleeding gums. He has no significant joint pains or muscle aches. He has skin rash with itching.

PHYSICAL EXAMINATION: General: This moderately overweight middle-aged white male in no acute distress. There is no pallor or cyanosis. Mild clubbing and no peripheral edema. Vital Signs: Blood pressure 112/70. Pulse 80. Respiration 22. Temperature 97.5. Weight 155 pounds. Saturation 90%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions and scattered wheezes throughout both lung fields. No crackles on either side. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and scaphoid. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. History of for tonsillar cancer status post radiation with possible aspiration.

2. Mild CHF.

3. Anemia of chronic disease.

4. Hypertension.

5. Gastroesophageal reflux.

PLAN: The patient will get a complete PFT and a complete pulmonary function study will be done. He will also use doxycycline 100 mg b.i.d. for seven days and prednisone 10 mg b.i.d. for one week, once daily for a week. He was advised to come in for a followup approximately four weeks or earlier if necessary.

Thank you, for this consultation.

V. John D'Souza, M.D.
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