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PATIENT:

Sampson, Rose
DATE:

September 25, 2023
DATE OF BIRTH:
12/02/1946
Dear Erica:

Thank you for sending Rose Sampson for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 76-year-old lady who has had a history of her asthma also has been treated for rheumatoid arthritis and has been under the care of a pulmonologist in Colorado at the National Jewish Center and was told that she has rheumatoid lung disease. The patient has not been on any specific therapy and states she is not short of breath, but she does have an occasional dry cough. The patient has had no recent chest x-ray or CT chest, but her chest x-ray in May 2022 showed hyperinflation without any active infiltrates. She has no history of weight-loss, fevers, night sweats or hemoptysis.

PAST MEDICAL HISTORY: The patient’s past history has included history of rheumatoid arthritis. She also has had a renal cell cancer of the left kidney with nephrectomy. She had history of a lung nodule in the past and had resection done and was told it was a carcinoma in-situ which needed no further followup. She also had a history of asthma. The patient had a history of hypertension for 10 years.
FAMILY HISTORY: Mother died with congestive heart failure. Father died of old age.
HABITS: The patient denies smoking, drinks alcohol mostly wine, worked as a manager for FAA.
MEDICATIONS: Amlodipine 2.5 mg daily, sulfasalazine 500 mg t.i.d., atenolol 12.5 mg daily, and albuterol inhaler two puffs p.r.n.
ALLERGIES: AMPICILLIN and IVP DYE.

REVIEW OF SYSTEMS: The patient has no fever or fatigue. No double vision or cataracts. She does have some vertigo and has persistent cough, but no shortness of breath. Denies abdominal pains, heartburn, rectal bleeding or black stool. She has no urinary frequency or nighttime awakening. She has asthmatic attacks. She has palpitations. Denies any chest or jaw pain. She has no depression or anxiety. She does have muscle stiffness. Denies seizures, headaches or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This elderly averagely built white female who is alert, in no acute distress. There is no pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse is 72. Respirations 20. Temperature 97.5. Weight is 122 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy. Chest: Equal movements with decreased excursions. Wheezes were scattered bilaterally. No crackles on either side. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft, benign. No mass. No organomegaly. The bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.
IMPRESSION:
1. History of asthma.
2. History of rheumatoid arthritis.

3. Possible interstitial lung disease.

4. Hypertension.

5. History of renal cell cancer on left status post nephrectomy.

PLAN: The patient will get a CBC, ANA, sed rate, RA factor, and also advised to get a CT chest without contrast and a complete pulmonary function study with lung volumes. She was given Ventolin inhaler two puffs t.i.d. p.r.n. and continue with the above-mentioned medications. Come back for a followup here in approximately four weeks.

Thank you for this consultation.
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