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PATIENT:

Pratt, William

DATE:

July 18, 2023

DATE OF BIRTH:
03/09/1964

CHIEF COMPLAINT: Abnormal chest CT.

HISTORY OF PRESENT ILLNESS: This is a 59-year-old male with a past history of coronary artery disease and hypertension. He has previously been evaluated for a cough. He was being treated for hypertension and had a history of coronary artery disease with coronary artery bypass grafting in 2022. The patient had a CT chest done on 06/09/2023 without contrast and it showed scattered tree-in-bud nodularity in the left lower lobe and no definite infiltrate. There was mild traction bronchiectasis noted involving the inferior aspect of the right hilum. The patient states he has no significant cough at this time. Denies fevers or chills. He has no night sweats or weight loss. He has not had any previous CAT scans to compare.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension, hyperlipidemia, and history of coronary artery disease status post CABG x2 in 2022. He denies history of chronic lung disease. The patient’s past history also included an appendectomy.

HABITS: The patient is a nonsmoker and drinks alcohol rarely.

ALLERGIES: No drug allergies are listed.

FAMILY HISTORY: Mother had a history of mesothelioma. Father died of unknown cancer.

MEDICATIONS: Carvedilol 12.5 mg b.i.d., allopurinol 100 mg daily, rosuvastatin 5 mg daily, potassium 10 mEq daily, and Biktarvy one tablet daily.

SYSTEM REVIEW: The patient denies fatigue, fever, or weight loss. He has no cataracts or glaucoma. Denies any shortness of breath or cough. Denies abdominal pains, nausea, or vomiting. He has occasional chest discomfort. Denies urinary frequency, dysuria, or flank pains. He has some joint pains. No skin lesions. Denies headaches, blackouts, or memory loss. He has no depression or anxiety.
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PHYSICAL EXAMINATION: General: This is a well-built middle-aged white male who is alert, in no acute distress. There is no pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 130/80. Pulse 84. Respiration 16. Temperature 97.8. Weight 210 pounds. Saturation 93%. HEENT: Head is normocephalic. Pupils are reactive. 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 occasional wheezes in the right lung field. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Bronchiectasis with mild pulmonary fibrosis.

2. Possible atypical mycobacterial disease.

3. History of hypertension.

PLAN: The patient was advised to have a bronchoscopy to evaluate the lung infiltrates and possibility of atypical mycobacterial disease. He also was advised to get a CBC, coagulation profile and a pulmonary function study. He was advised to come in for a followup here in proximately six weeks or earlier if necessary.

Thank you, for this consultation.
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