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PATIENT:

Chatley, George
DATE:

May 26, 2023

DATE OF BIRTH:
11/11/1933
Dear Mark:

Thank you for sending George Chatley for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 89-year-old white male who has had persistent cough for over one month, was recently sent for a chest CT without contrast, which was done on 04/04/23. The CT chest showed a progressive area of airspace consolidation in the basilar aspect of the right upper lobe, which extended over 3 cm and was previously noted to be around 1.6 cm. There was mild volume loss of the upper lobe and interstitial thickening. There was mild airspace consolidation of the right middle lobe as well. There was some area of bronchiectasis and bronchial wall thickening in the left lower lobe. Also, noted were emphysematous changes. The patient has had no hemoptysis, fevers, chills, night sweats, but has lost some weight. There was a previous chest CT done in January 2023, which showed a nodular opacity in the medial aspect of the right middle lobe and the posterior segment of the right upper lobe measuring 1.5 cm.
PAST HISTORY: The patient’s past history has included history of lumbar disc surgery and also previous history of pneumonia. He has hypertension and hyperlipidemia and history of myelodysplastic syndrome.
MEDICATIONS: Medication list included lisinopril 20 mg daily, simvastatin 40 mg daily, zolpidem 10 mg h.s., tamsulosin 0.4 mg daily, and BuSpar 10 mg b.i.d.

ALLERGIES: No drug allergies listed.
FAMILY HISTORY: Father had history of pneumonia. Mother died of old age.

HABITS: The patient smoked half a pack per day for about five years and then quit. Alcohol use rare.
PATIENT:

Chatley, George

DATE:

May 26, 2023

Page:
2

SYSTEM REVIEW: The patient has fatigue and mild weight loss. He has shortness of breath and cough. No wheezing. Denies abdominal pains, nausea, vomiting, or diarrhea. He has no chest or jaw pain or calf muscle pains. Denies urinary symptoms or flank pains. He has easy bruising. He has joint pains and muscle stiffness. Denies skin rash. No itching. He has no anxiety or depression.

PHYSICAL EXAMINATION: General: This elderly averagely built white male is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 135/80, pulse 75, respirations 20, temperature 97.6, weight 130 pounds, and saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and breath sounds are diminished at the periphery. Scattered wheezes in the upper lung fields. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: Mild edema with decreased peripheral pulses. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.
IMPRESSION:
1. Right upper lobe atelectasis and nodularity.

2. Pulmonary fibrosis.

3. History of hypertension.

4. Bronchiectasis.

PLAN: The patient has been advised to get a complete pulmonary function study and also get a PET/CT to evaluate the nodularity in the right upper lobe. A QuantiFERON-TB test will also be obtained to rule out any mycobacterial disease and the patient may need to have a bronchoscopy to evaluate the upper lobe. He will also get a CBC, complete metabolic profile, and sed rate. A followup visit to be arranged here in approximately four weeks. I will keep you abreast of any new findings.
Thank you for this consultation.
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