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PATIENT:

Ellis, Deborah

DATE:

March 18, 2024

DATE OF BIRTH:
10/30/1962

CHIEF COMPLAINT: Multiple lung nodules.

HISTORY OF PRESENT ILLNESS: This is a 61-year-old female who was initially investigated a year ago following a syncopal episode. She had an extensive neurologic and cardiology investigation done. The patient apparently had passed out but recovered and had complete evaluation including a brain CT, echocardiogram, and monitoring of her cardiac rhythm. Subsequently, she also was sent for a CTA of the chest to rule out PE. The CT chest was done on 02/19/2024 and it showed two lung nodules including a 4-mm left upper lobe nodule and 0.9 x 2.3 cm right lower lobe subpleural nodule. No consolidation or pleural effusion and central airways were patent. She has mild thyromegaly. The patient has no cough. No wheezing. No sputum production. No headaches. She has had no further syncopal episodes. She has not lost any weight. Her labs are unremarkable. Hemoglobin was 12.6, BUN 14, and WBC 5.2. The patient only takes Lipitor for hyperlipidemia.

ALLERGIES: No known drug allergies.

HABITS: The patient denies smoking but was exposed to secondhand smoke till age 18. She drinks alcohol occasionally.

FAMILY HISTORY: Father had colon cancer. Mother is in good health.

SYSTEM REVIEW: The patient has not lost weight. Denies headaches or blackouts. She has no vertigo, hoarseness, or nosebleeds. She denies chest or jaw pain or calf muscle pain. She has no urinary frequency, burning, or flank pains. No abdominal pains, nausea, or diarrhea. Denies anxiety or depression. She denies bruising. No joint pains or muscle aches. No headaches, seizures, or memory loss.

PHYSICAL EXAMINATION: General: This averagely built middle-aged white female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 110/70. Pulse 66. Respiration 16. Temperature 97.5. Weight 130 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is clear. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy.
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Chest: Equal movements with decreased excursions and clear lung fields. There are no crackles or wheezes. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Skin: No lesions noted.

IMPRESSION:
1. Bilateral lung nodules, etiology undetermined.

2. Allergic rhinitis.

3. Hyperlipidemia.

PLAN: The patient was advised to get a complete pulmonary function study. She was also advised to get a PET/CT to evaluate the lower lung nodule. A copy of her cardiac workup will be requested. A followup visit to be arranged here in approximately four weeks.

Thank you, for this consultation.
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