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PATIENT:

Swoyer, Carole

DATE:

July 24, 2023

DATE OF BIRTH:

Dear Patricia:

Thank you, for sending Carole Swoyer, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 79-year-old female who has nasal allergies, postnasal drip, and a history of intermittent chest pains associated with breathing. She has been treated with oral antibiotics for acute bronchitis. The patient also was on steroids briefly, but continues to have symptoms of chest tightness and postnasal drip. Denies significant shortness of breath. Her most recent chest CT on 06/23/2023 showed peripheral and basilar predominant pulmonary fibrosis with honeycombing characteristic of UIP. There is mild mediastinal lymphadenopathy and a moderate hiatal hernia. The patient denies recent weight loss. She has cough, but brings up very little mucus. Denies hemoptysis, night sweats, fevers, or chills.

PAST HISTORY: The patient’s past history has included history of cerebral aneurysm clipping x3. She also had a cholecystectomy and hernia surgery on the right. She has had total knee replacement on the left. She has a history for bronchitis and pleurisy.

ALLERGIES: No known drug allergies.

HABITS: The patient was a smoker half to one pack per day for 50 years and quit in 1990. No significant alcohol use.

MEDICATIONS: Levothyroxine 50 mcg daily, Crestor 10 mg every other day, and Singulair 10 mg once daily.

SYSTEM REVIEW: The patient did have some weight loss and fatigue. Denies cataracts or glaucoma. She has vertigo. No hoarseness or nosebleeds. She has no urinary frequency or burning. She has shortness of breath and some wheezing. Denies abdominal pain, nausea, vomiting, or heartburn. She has no constipation. She has no chest or jaw pain or calf muscle pains. No leg swelling. No depression or anxiety. No easy bruising but has enlarged glands. She has joint pains and muscle stiffness. Denies headaches, seizures, or memory loss.
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PHYSICAL EXAMINATION: General: This elderly white female is alert, in no acute distress. Vital Signs: Blood pressure 120/75. Respirations 18. Temperature 97.5. Weight 96 pounds. Saturation 92%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with occasional bibasilar crackles with scattered wheezes in the upper lung fields. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Mild varicosities. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Extensive pulmonary fibrosis (with UIP).

2. Chronic cough.

3. Pleurisy right chest.

4. Bronchiectasis.

5. Allergic rhinitis.

PLAN: The patient has been advised to get a CT chest in six months, also get a complete pulmonary function study with bronchodilator study. Advised to use an albuterol inhaler two puffs q.i.d. p.r.n. Also, advised to get a nocturnal oxygen saturation study. Advised to use a Flonase nasal spray two sprays in each nostril daily. Come back for a followup visit here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Patricia Fredette, M.D.

