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PATIENT:
Watson, Kimberly
DATE OF BIRTH:
05/18/1966
DATE:
April 11, 2023
CHIEF COMPLAINT: Shortness of breath and history of COPD.

HISTORY OF PRESENT ILLNESS: This is a 56-year-old white female who has a past history of COPD as well as non-small cell lung cancer has undergone a right upper lobectomy almost five years ago. The patient also was noted to have a left lung nodule at the left apex and was being followed closely and she apparently underwent SBRT to the left lung nodule and recently did have a followup chest CT which showed scarring in the upper lung fields. A chest CT was done on 04/06/23 and it showed pleural thickening and scarring in the left apex with emphysematous changes in the lungs and no mass lesions or suspicious lung nodules. Diffuse scattered 1 to 2 mm bilateral lung nodule which was stable. The patient has some shortness of breath and cough with expectoration, but denied any chest pains, fevers, chills or recent weight loss. She has some fatigued and has been worked up for chronic fatigue.
PAST MEDICAL / SURGICAL HISTORY: Past history has included history of right breast lumpectomy for carcinoma of the breast and had lymph node dissection. She also had a melanoma removed from her right shoulder and leg x2. She has hyperlipidemia. She had a hysterectomy and colon resection.
ALLERGIES: MORPHINE SULFATE.
HABITS: The patient smoked one to two packs per day for 30 years. She drinks alcohol occasionally.

FAMILY HISTORY: Father died of cancer of the esophagus. Mother died of breast cancer. 
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REVIEW OF SYSTEMS: The patient has fatigue. No weight loss. Denies double vision or cataracts. She has hoarseness. Denies nosebleeds. No urinary frequency or dysuria. No hay fever, but has shortness of breath and occasional cough. She has heartburn. No rectal bleeding or diarrhea, but is constipated. She has no chest or jaw pain or calf muscle pains. No palpitations. She has anxiety and depression. She has easy bruising. She has no joint pains or muscle aches. No seizures, headaches or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: This averagely built middle aged white female who is alert, pale, in no acute distress. There are no sinuses, icterus, or clubbing. Vital Signs: Blood pressure 138/80. Pulse 86. Respirations 16. Temperature 97.2. Weight 177 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Throat was clear. Ears: No inflammation. Neck: Supple. No venous distention. Trachea midline. Chest: Equal movements with decreased breath sounds of the periphery with scattered wheezes bilaterally. No crackles. 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. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD.

2. History of non-small cell lung cancer status post right lobectomy.

3. History of breast cancer status post lumpectomy.

4. Hyperlipidemia.

PLAN: The patient has been advised to use Breo Ellipta 100 mcg one puff daily and Ventolin HFA inhaler two puffs q.i.d. p.r.n. A complete pulmonary function study was ordered with bronchodilator study. Copy of her next CT scan also requested and she will come in for followup here in approximately eight weeks.

Thank you for this consultation.
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