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PATIENT:

Demontigny, Joseph

DATE:

November 25, 2024

DATE OF BIRTH:
04/01/1930

Dear Humayun:

Thank you, for sending Joseph Demontigny, for evaluation.

CHIEF COMPLAINT: Right lung nodule.

HISTORY OF PRESENT ILLNESS: This is a 94-year-old male who has a past history for smoking. He has previously been documented to have a right upper lobe lung mass, which was suspicious for malignancy. The patient underwent serial chest CTs and a PET/CT scan and was referred to radiation oncology and received SBRT to the right upper lobe lung mass and this was completed earlier this year. The repeat chest CT following therapy showed the right upper lobe mass to be reduced in size and measuring 2.4 x 1.6 cm and previously measured 2.7 x 2.4 cm. The patient has no cough, wheezing, hemoptysis, fever, chills, or night sweats. He has also had polysomnographic study and was advised to use oxygen at night, but we do not have the reading of the sleep study. The patient has gained some weight.

PAST MEDICAL HISTORY: The patient’s past history includes history for hypertension, hyperlipidemia, anxiety, BPH, renal insufficiency, cataracts, hemorrhoids, lung cancer, and GERD.

PAST SURGICAL HISTORY: Includes bilateral cataract surgery, left knee surgery, and cystoscopy.

FAMILY HISTORY: Father died of cancer. Mother died of hypertension and strokes.

MEDICATIONS: Med list included tamsulosin 0.4 mg daily, HCTZ 12.5 mg daily, metoprolol 25 mg daily, irbesartan 150 mg daily, amlodipine 10 mg daily, omeprazole 20 mg daily, and folic acid 1 mg daily.

HABITS: The patient smoked half to one pack per day for about 18 years. No alcohol use.
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PHYSICAL EXAMINATION: General: This elderly obese white male is in no acute distress. No pallor, icterus, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 60. Respirations 16. Temperature 97.6. Weight 178 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds. Scattered wheezes bilaterally. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Right lung nodule.

2. Left chest wall mass.

3. Hypertension.

4. Possible obstructive sleep apnea.

PLAN: The patient has been advised to get a complete pulmonary function study. He will also get a CT chest to evaluate the lung nodule and use a Ventolin inhaler two puffs q.i.d. p.r.n. He was advised to come back for followup here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Dr. Humayun Jamidar

