


June 28, 2022

Re:
Walton, Deborah

DOB:
10/30/1948

Deborah Walton was seen for evaluation of her thyroid.

She had been referred by her ENT specialist, who she saw for evaluation of difficulty swallowing.

She also has panic attacks and admits that she has on occasion paranoia.

There is problem with sleep and she is worried about her thyroid.

Past medical history is notable for hypertension.

Family history is negative for thyroid disorders.

Social History: She works as an accounting manager and is now retired. Does not smoke or does not drink alcohol.

General review is unremarkable for 12 systems evaluated.

On examination, weight 209 pounds. Pulse was 70 per minute, regular sinus rhythm. The thyroid gland was barely palpable, less than 1.5 times normal size with no neck lymphadenopathy. Heart sounds are normal. Lungs were clear. The peripheral examination was grossly intact.

I reviewed results of previous procedures investigations, which include an ultrasound of the thyroid gland showing a slightly enlarged gland with 1.6 cm nodule in the right mid lobe and 1.1 cm nodule in the right lobe. There were no worrisome characteristics.

TSH 0.28, free T4 1.2, and T3 69, in the normal range.

IMPRESSION: Multinodular goiter with normal thyroid balance and anxiety.

I discussed the relevant investigations and at this point observation is employed.

A routine followup visit in one year’s time is advised for surveillance.

Anthony J. Kilbane, M.D., F.A.C.E.

Endocrinologist
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