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PATIENT:
Smith, Sherri
DATE OF BIRTH:
05/31/1957
DATE:
September 2, 2022
Dear Amy:

Thank you for sending Sherri Smith for pulmonary evaluation.

CHIEF COMPLAINT: Shortness of breath and history of COPD.

HISTORY OF PRESENT ILLNESS: This is a 65-year-old female with a longstanding history of smoking. She has COPD and recently was sent for a screening chest CT without contrast done on 08/18/22. The patient’s chest CT showed a 3.2 cm irregular mass in the posterior aspect of the right upper lobe concerning for primary lung malignancy. The patient also had a second adjacent irregular mass 1 cm of the medial right upper lobe and there were some areas of ground-glass opacity in the anterior left lingula in the right lower lobe as well. The patient has some cough. Denies hemoptysis, but had some weight loss. Denies wheezing. She has shortness of breath with exertion.

PAST MEDICAL/SURGICAL HISTORY: The patient’s past history includes history for chronic bronchitis and a history for perforated colon several years ago for which she underwent multiple surgical procedures including exploratory laparotomy and partial resection of the colon and re-anastomosis. The patient also was treated for sepsis at that time with peritonitis. She denies any history for hypertension or diabetes.
MEDICATIONS:

1. Symbicort 160/4.5 mcg two puffs b.i.d.

2. Ventolin two puffs q.i.d. p.r.n.

3. Lorazepam 0.5 mg as needed.

ALLERGIES: No drug allergies.
HABITS: The patient smoked one pack per day for 50 years and quit a month ago. No alcohol use. She is presently retired, but mostly did office work.
FAMILY HISTORY: Mother is alive in good health. Father died of cancer of the bladder.
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SYSTEM REVIEW: The patient has had weight loss. No double vision and cataracts. No vertigo, hoarseness or nosebleeds. No urinary frequency or flank pains. No hay fever, but has shortness of breath and occasional cough. No abdominal pains. No nausea or vomiting. No diarrhea. No jaw pain, arm pain or calf muscle pain, but has palpitations. She has anxiety attacks. She has easy bruising. She denies joint pains or muscle aches. No seizures, but has headaches. No memory loss. No skin rash. No itching.
PHYSICAL EXAMINATION: This thinly built elderly white female who is alert, pale and in no acute distress. Vital Signs: Blood pressure 100/60. Pulse 62. Respirations 20. Temperature 97.5. Weight 118 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears: No inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with diminished breast sounds at the bases and wheezes were scattered bilaterally, prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. 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. Right upper lobe lung mass, etiology undetermined.

2. COPD and emphysema.

3. Multiple lung nodules.

PLAN: The patient has been advised to get a complete pulmonary function study and a PET/CT scan. She will be scheduled for a CT-guided needle biopsy of the right upper lobe mass, a coagulation profile and CBC to be done. Follow up visit to be arranged here in approximately three weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.
JD/NH/VV
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