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PATIENT:

Henry, Leah

DATE:

November 7, 2023

DATE OF BIRTH:
06/05/1949

CHIEF COMPLAINT: Bilateral lung nodules.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old lady who was recently sent for a screening chest CT on 09/05/2023. She was found to have bilateral subcentimeter lung nodules the largest measuring 6 mm in the right upper lobe and other nodules in the right lower lobe measuring 4 to 5 mm as well as in the upper lobes. There was scarring in both lung fields more in the right lower lobe. There was evidence of emphysematous changes. The patient does have a long-standing history of smoking and is trying to quit. She has an occasional cough and shortness of breath with heavy exertion. A recent pulmonary function study was reportedly within normal limits. The patient also has history for hypertension.

PAST MEDICAL HISTORY: The patient’s past history has included history for chronic interstitial cystitis and a history for hypertension. She has history of chronic bronchitis that was evaluated by a pulmonologist in Texas. She states that she was told she has no COPD. Past history also includes depression, hypertension, and chronic interstitial cystitis. Past history also includes history for positive QuantiFERON test suggestive of pervious tuberculosis infection. She was seen by the ID physician and placed on antibiotic. Sputum for AFB culture is pending.

HABITS: The patient smoked one pack per day for 40 years and continues to smoke few cigarettes a day. Alcohol use occasional.

FAMILY HISTORY: Mother died of leukemia. Father died of lung cancer.

ALLERGIES: No known drug allergies.

MEDICATIONS: Sertraline 50 mg daily, lisinopril 5 mg daily, tramadol 50 mg p.r.n., and diazepam 5 mg p.r.n.
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SYSTEM REVIEW: The patient has arthritis and muscle stuffiness. She has occasional cough. No shortness of breath. No abdominal pains or reflux. Denies chest or jaw pains. She has anxiety attacks and mild depression. Denies headache or dizziness. She has no seizures, memory loss, or blackouts. She has hay fever. She denies weight loss or fatigue. No cataracts or glaucoma. Other system review is negative.

PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert and pale but in no acute distress. Vital Signs: Blood pressure 130/70. Pulse 62. Respiration 16. Temperature 97.2. Weight 141 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Ears, no inflammation. Neck: Supple. No venous distention. Trachea is midline. Chest: Equal movements with decreased excursions and occasional wheezes were scattered bilaterally. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and scaphoid without masses. No organomegaly. Bowel sounds are active. Extremities: Revealed no lesion or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Bilateral lung nodules etiology undetermined.

2. Rule out atypical infections like tuberculosis or fungal disease.

3. Hypertension.

4. Anxiety and depression.

5. Nicotine dependency.

PLAN: The patient was advised to continue with antibiotics as per infectious disease service. She was advised to get a bronchoscopy to get washings and brushing to culture for AFB, fungal, and bacterial infections. She was also given albuterol inhaler two puffs q.i.d. p.r.n. A followup visit will be arranged here in approximately four weeks.

Thank you, for this consultation.
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