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576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174
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    FAX (386) 672-6194


PATIENT:

Duke, Janice

DATE:

September 15, 2023

DATE OF BIRTH:
07/18/1949

Dear Mark:

Thank you, for sending Janice Duke, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old lady who has a prior history of COPD and history for chronic back pain. She was sent for a chest CT on 08/10/2023. The patient’s chest CT showed tree-in-bud nodularity as well as an 8 mm nodule along the right hemidiaphragm. The CT was suggestive of atypical mycobacterial infection. There is also a suspicion of neoplastic disease and thus was advised further followup. The patient has cough and wheezing. No hemoptysis. Denies recent weight loss, but has shortness of breath with exertion.

PAST HISTORY: Past history has included history for COVID-19 infection in January 2020, history of sacroiliac joint ablation, past history for osteoarthritis and osteoporosis. She also had history of cataract surgery and colonoscopy and history of exploratory laparotomy for endometriosis. She has a history for COPD.

HABITS: The patient smoked one pack per day for 40 years and quit in 2009. She drinks alcohol moderately.

ALLERGIES: SULFA DRUGS.
FAMILY HISTORY: Father died of old age. Mother died of COPD and gallbladder disease.

MEDICATIONS: Med list included gabapentin 300 mg b.i.d., tramadol 50 mg q.6h. p.r.n., and ibuprofen p.r.n.

SYSTEM REVIEW: The patient has no fatigue or fever. She has lost weight. She has cataracts. She has dizzy attacks and hoarseness. She has shortness of breath and some wheezing. She has urinary frequency. No flank pains. Denies abdominal pains, nausea, or diarrhea. She has no chest or jaw pain or leg swelling. Denies depression or anxiety. She has joint pains and muscle stiffness. Denies headaches, seizures, numbness of the extremities, or skin rash.
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PHYSICAL EXAMINATION: General: This thinly built elderly white female is alert and pale, but in no acute distress. There is no clubbing or peripheral edema. No lymphadenopathy. Vital Signs: Blood pressure 140/70. Pulse 80. Respirations 16. Temperature 97.2. Weight 108 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished excursions and scattered wheezes in the upper lung fields. Prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and scaphoid without masses. 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. COPD with emphysema.

2. Bilateral lung nodules, etiology undetermined, rule out granulomatous disease versus malignancy.

3. Chronic back pain.

4. Peripheral neuropathy.

PLAN: The patient has been advised to get a complete pulmonary function study, CBC, and a coag profile. She was given a Ventolin inhaler two puffs q.i.d. p.r.n. Also, advised to come in for a bronchoscopy to evaluate the lung nodules. Advised to come in for a followup visit here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
09/16/2023
T:
09/16/2023

cc:
Mark Lastarza, M.D.

