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TRANSITIONAL CARE VISIT
Patient Name: Pamela Dabney

Date of Birth: 02/26/1944
Date of Exam: 03/23/2023
History: The patient was admitted to St. Joseph Hospital College Station on 03/07/2023, with marked shortness of breath and was discharged on 03/12/2023. The patient was admitted by the cardiologist from his office. This was the second admission for Ms. Dabney; the first one was in December 2022. The patient had marked leg edema and marked shortness of breath.

Admission Diagnoses: The patient’s admission diagnoses were:

1. Acute hypoxic respiratory failure.

2. Acute heart failure with low ejection fraction.

3. Left pleural effusion.

4. Left upper lobe lung lesion.

The patient was initially given intravenous Lasix and put on oxygen and on 03/09/2023, she was placed on room air and the patient maintained SPO2 of more than 95% throughout the stay. A CTA of the chest for the left upper lobe lung lesion showed chronic appearing left layering pleural effusion with abnormal visceral and parietal pleural enhancements, which suggests chronic inflammation versus underlying malignancy, a right upper lobe ground-glass nodule 1.4 cm. Outpatient interval CT versus PET scan recommended. The patient’s asthma has been under control with albuterol and budesonide. The patient has atrial fibrillation and was put on apixaban and metoprolol. The patient has hypertension and advised to continue antihypertensives. The patient had an elevated D-dimer, elevated troponin, and elevated BNP. There was a 2.7 cm left upper lobe consolidation and left pleural effusion.

Medications: The patient’s medications at home included:

1. Albuterol inhaler.

2. Apixaban 5 mg twice a day.

3. Budesonide by nebulizer 0.5 mg twice a day.

4. Diphenhydramine 25 mg at bedtime.

5. Famotidine 20 mg twice a day.

6. Furosemide 40 mg slowly IV piggyback.
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7. Guaifenesin, dextromethorphan q.6h. p.r.n. cough.

8. Levothyroxine 175 mcg a day.

9. Losartan 50 mg daily.
10. Metoprolol ER succinate 25 mg p.o. daily.

11. Potassium chloride 20 mEq p.o. daily.

The patient’s carvedilol 6.25 mg twice a day was discontinued.

The patient goes in from atrial fibrillation to atrial flutter and Dr. Toth felt she has developed chronic atrial persistent flutter at this time and the patient is transitioning from carvedilol to metoprolol. An echocardiogram of 12/31/2022, shows ejection fraction of 50%, mild left atrial enlargement, abnormal left ventricular diastolic function, and mild aortic stenosis. A CTA of the chest from 03/07/2023 demonstrates no PE, but with chronic left layering of pleural effusion with abnormal visceral and pleural enhancements suggesting chronic inflammation or sequelae of underlying malignancy as well as chronic round atelectasis within the superior segment of left lobe, ground-glass nodule in the right upper lobe, cardiomegaly and pulmonary hypertension. An EKG shows atrial flutter with controlled ventricular response, possible old anterolateral MI, ischemic ST-T changes in inferior leads, which are chronic, D-dimer of 1.45, and BNP of 24. The patient is also on liothyronine 5 mcg a day. The patient made significant improvement with nasal oxygen supplementation and IV Lasix. The cardiologist felt that she would do better on Cardizem CD 120 mg a day, but the patient tells me today that even though this medication was given she is not wanting to take the Cardizem CD because she took it for few days and she does not like it. She was even going to stop the apixaban or Eliquis, but I reinforced that if she does not want a stroke she has to be on that medication; otherwise, she could end up getting a stroke. The patient states she understands that now and will take the apixaban regularly.

Allergies: The patient is allergic to:

1. CEPHALOSPORINS.
2. CODEINE.
3. IODINE.
4. PENICILLIN.
5. SULFONAMIDE.
The Patient’s Visit Diagnoses are:

1. Atrial flutter I48.3.

2. Congestive heart failure.

3. Hypertensive heart disease.

4. Morbid obesity.
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The patient got Cardizem CD in the hospital and even on discharge, but she is not taking the Cardizem CD at this time.

The Patient’s Medical Problems are:

1. Congestive heart failure.

2. Hypertensive heart disease.

3. Type II diabetes mellitus.

4. Asthma.

The patient is still yet to undergo ablation. To note, the patient did convert from atrial flutter to sinus rhythm on diltiazem, but somehow she does not feel like taking that. History of hysterectomy is present. The patient makes up her mind as to what she wants to do and she is not going to make any changes.

Discharge Medications: The patient’s medications at discharge are:

1. Eliquis 5 mg twice a day.

2. Furosemide 40 mg a day.

3. Levothyroxine 175 mcg a day.

4. Metoprolol succinate ER 50 mg once a day.

5. Potassium 20 mEq extended release once a day.

The patient states she does not want skilled nursing care, but she wants only physical therapy. The patient states she is independent, she likes to go shopping all by herself. To note, somehow, the patient is not on carvedilol, which I understand, but she is not even taking losartan that she was on, but apparently, the patient’s discharge medicines now are:

1. Levothyroxine 175 mcg once a day.

2. Albuterol inhaler one puff two or three times a day.

3. Metoprolol succinate ER 50 mg a day.

4. Spironolactone 25 mg a day.

5. Lasix 20 mg two tablets a day.

6. Eliquis 5 mg twice a day and she has chosen herself to be off Cardizem CD.

The patient’s home health care papers for physical therapy were signed. The patient needed lot of counseling as she comes out very strong even with her family and I am going to see her in the office in a month. Also, we will try to do testing for peripheral vascular disease.
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