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PATIENT:

Stucka, Lynette

DATE:

January 29, 2026

DATE OF BIRTH:
01/08/1953

Dear Alicia:

Thank you, for sending Lynette Stucka, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old female who has a history of anxiety and has also a past history for bronchitis and was sent for a CT of the chest done on 01/21/2026. The patient’s chest CT showed no endobronchial lesions, but had mild apical scarring and tree-in-bud nodularity in the posterior right upper lobe, which was slightly more prominent than before. There was a 10 mm nodular focus in the left apex and a 3 mm left apical nodule unchanged and chronic plate-like scarring in the right lung base. No effusions. There was a granuloma in the right lower lobe. There was a small pericardial effusion. The patient has some cough, but denies wheezing or shortness of breath. She has not lost any weight.

PAST SURGICAL HISTORY: The past history includes history of cholecystectomy. She had three C-sections between 1983 and 1984. She had hysterectomy and tonsillectomy.

ALLERGIES: SULFA, IBUPROFEN, and GLUTEN.
HABITS: The patient smoked a few cigarettes a day for up to 10 years and quit. No alcohol use.

FAMILY HISTORY: Father died of heart disease. Mother died of old age.

MEDICATIONS: Azelastine nasal spray two sprays in each nostril daily and sertraline 100 mg daily.

SYSTEM REVIEW: The patient has history of occasional chest pains. No leg or calf muscle pains. She has anxiety attacks. She has easy bruising. She denies joint pains or muscle stiffness. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is an elderly averagely built white female who is in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 120/80. Pulse 72. Respirations 16. Temperature 97.2. Weight 156 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions. Breath sounds diminished at the bases with wheezes bilaterally. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. 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 noted.

IMPRESSION:
1. Bilateral lung nodules, etiology undetermined, rule out atypical mycobacterial infection versus neoplastic disease.

2. History of anxiety.

PLAN: The patient has been advised to get a complete pulmonary function study with lung volumes. Advised to have bronchoscopy to evaluate the nodules. The risks of bronchoscopy including bleeding, pneumothorax and respiratory failure were explained. A copy of her recent lab work will be requested. A followup visit to be arranged here in six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Alicia Critcher, APRN

