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PATIENT:

Eusebio, Cadogan
DATE:


January 10, 2023
DATE OF BIRTH:
12/15/1935

Dear Ashraf:

Thank you, for sending Cadogan Eusebio, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 87-year-old retired ophthalmologist has been evaluated for a history of atrial fibrillation and hypertension and had a complete cardiac workup done recently. He also has been experiencing some shortness of breath and occasional cough and was sent for a CT chest done on 09/02/22, which showed scattered bilateral ground-glass tree-in-bud infiltrates in both lung bases likely representing infectious bronchiolitis and there was also evidence of colonic diverticulosis and a slightly dilated aortic root. The patient also had cardiomegaly and coronary artery calcifications. Further workup was suggested. The patient denies any shortness of breath but has an occasional cough. No wheezing. Denies chest pain, hemoptysis, fevers, night sweats and no weight loss.
PAST MEDICAL HISTORY: The patient’s past history includes history of atrial fibrillation and history for mixed hyperlipidemia, history of hypertension, and history of inguinal hernia repairs bilaterally.
ALLERGIES: No drug allergies listed.
HABITS: The patient only smoked for three years less than a pack per day and quit. He drinks alcohol moderately.
FAMILY HISTORY: Father had a history of tuberculosis. Mother died of heart disease.
MEDICATIONS: Eliquis 5 mg b.i.d., HCTZ 25 mg a day, Crestor 10 mg daily, valsartan 320 mg daily, Bystolic 10 mg a day, and Cialis as needed.
SYSTEM REVIEW: The patient has no fatigue or fever. No double vision but had cataracts. He had no vertigo, hoarseness, or nose bleeds. No urinary frequency. There is no hay fever or asthma. No wheezing or hemoptysis. No abdominal pains but has heartburn. No rectal bleeding or diarrhea. No chest or jaw pain or calf muscle pain. No anxiety. No depression. He has easy bruising. No joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This elderly male who is alert, in no acute distress. No pallor, icterus, clubbing or peripheral edema. Vital Signs: Blood pressure 150/80. Pulse 72. Respiration 16. Temperature 97.5. Weight 209 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with few fine bibasilar crackles. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant without mass. No organomegaly. Bowel sounds are active. Extremities: Minimal edema. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Bilateral pulmonary infiltrates with bronchiectasis rule out atypical mycobacterial infection versus fungal disease.
2. History of atrial fibrillation and ASHD.
3. Hypertension and hyperlipidemia.
PLAN: The patient has been advised to get a complete pulmonary function study, also advised to submit his sputum for AFB culture and sputum culture. He was advised to get a CBC, sed rate and QuantiFERON sputum test for a past history of TB exposure and he will get a complete PFT with bronchodilators. A repeat CT chest in a month and a followup visit in approximately three weeks at which time I will make an addendum.
Thank you, for this consultation.
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