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PATIENT:
Sonjia Grigsby

DATE:
November 21, 2022

DOB:

06/26/1946

CHIEF COMPLAINT: Abnormal chest CT.

HISTORY OF PRESENT ILLNESS: This is a 75-year-old lady who had past history of carcinoma of the tonsil and cheek, had resection done in 2019 and did not receive any further therapy. The patient has been having cough and has had some sinus drainage and postnasal drip, but denied any significant hoarseness, wheezing or weight loss. She recently was sent for a chest CT that was performed on 10/07/22 and it showed a new 9 mm nonspecific perihilar nodule in the left lower lobe and followup CT was suggested. There was evidence of mild emphysema and prior granulomatous disease. The patient has no hemoptysis, fevers, chills or chest pain.

PAST MEDICAL HISTORY: Past history has included history of cataract surgery and history of surgery on her neck and tonsillar lesion. She has had endoscopies done and she is hypertensive for over 20 years and has hyperlipidemia.

ALLERGIES: None listed.

MEDICATIONS: Lipitor 40 mg daily, Protonix 40 mg daily, and tramadol 50 mg as needed.

HABITS: The patient smoked one pack per day for 30 years. She drinks alcohol occasionally.

FAMILY HISTORY: Father died of heart disease. Mother died of renal cell cancer.

REVIEW OF SYSTEMS: The patient has some fatigue. No weight loss. She has cataracts and no glaucoma. No vertigo, hoarseness or nosebleeds. She has urinary frequency and denies shortness of breath or coughing spells. Denies nausea or vomiting but has heartburn. There is no diarrhea. Denies chest or jaw pain or calf muscle pains. She has no depression or anxiety. She has easy bruising, joint pains and muscle aches. No seizures, headaches or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is an elderly white female who is alert, pale, but no acute distress. There was no pallor, cyanosis, icterus or peripheral edema. Vital Signs: Blood pressure 125/70. Pulse 85. Respirations 16. Temperature 97.6. Weight is 160 pounds. Saturation 99% on room air. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat was clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and scattered wheezes throughout both lung fields. Prolonged expirations. Heart: Heart sounds are regular S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active.

IMPRESSION:
1. COPD with emphysema.

2. Bilateral lung nodules etiology undetermined.

3. Hypertension.

PLAN: The patient will get a complete pulmonary function study. PET CT scan and following this a CT-guided needle biopsy will be arranged. The patient was also advised to use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. and advised to call if she has any new symptoms of chest pain or shortness of breath. Otherwise a followup visit will be in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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