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PATIENT:

Burcham, John
DATE:

May 9, 2024
DATE OF BIRTH:
07/07/1972
Dear Domenic:

Thank you, for sending John Burcham, for pulmonary evaluation.

CHIEF COMPLAINT: Abnormal chest CT with lung nodules.

HISTORY OF PRESENT ILLNESS: This is a 51-year-old male who has a history of hypertension, also recently had symptoms of weakness who has had a history for hypertension, was experiencing some chest tightness and warm feeling in his chest and face and thus was sent for a CTA of the chest, which was done on 04/04/24. The chest CT showed no pulmonary emboli or infiltrate, but had old granulomatous disease with 4 mm nodule in the left upper lobe and scattered ground-glass densities in both lower lobes suggesting post inflammatory process. There was adenoma in the left adrenal gland 8 mm and few ground-glass densities in the lower lobes. The patient has no cough, wheezing, yellow sputum, fevers, chills or night sweats. Denies any chest pains presently and has not lost weight. He has been diagnosed to have chronic lung disease.

PAST MEDICAL HISTORY: The patient’s past history has included history of obstructive sleep apnea diagnosed more than five years ago and he was given a CPAP machine, which he was unable to tolerate, also has a history of permanent pacemaker placement following atrial ablation many years ago for tachycardia and atrial arrhythmias. The patient had two ablations done.
FAMILY HISTORY: Mother had hypertension. Father is in good health.
HABITS: The patient smoked one pack per day for 18 years and then quit. He drinks alcohol occasionally.
ALLERGIES: PENICILLIN.

MEDICATIONS: Lisinopril 40 mg daily.
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REVIEW OF SYSTEMS: The patient has no fatigue or weight loss. Denies cataracts or glaucoma. There is no vertigo, hoarseness or nosebleeds. He has no urinary frequency, flank pains or joint pains. He has no shortness of breath, wheezing or cough. Denies abdominal pains, nausea or heartburn. Denies chest or arm pain or calf muscle pains. No palpitations. No anxiety. No depression. He has no easy bruising. He has no joint pains or muscle aches. No seizures, headaches or memory loss. No skin rash.

PHYSICAL EXAMINATION: General: This well-built middle-aged white male who is alert, in no acute distress. No pallor, cyanosis, clubbing or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse is 84. Respirations 16. Temperature 97.5. Weight is 205 pounds. Saturation was 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with essentially clear lung fields with no crackles or wheezes on either side. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No masses. No organomegaly. The bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Bilateral lung nodules, etiology undetermined, probable old granulomas.

2. History of hypertension.

3. Status post permanent pacemaker placement.

4. History of atrial arrhythmias.

PLAN: The patient has been advised to get a complete pulmonary function study. He will also get sedum testing for fungal and a QuantiFERON blood test to rule out AFB and he will try to get me any old CT chest done in the past and a copy of his labs will be requested and a followup will be arranged in approximately six weeks.

Thank you for this consultation.
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