CARDIOVASCULAR CLEARANCE
Patient Name: Howard, Dana

Date of Birth: 07/11/1953
Date of Evaluation: 04/25/2023
CHIEF COMPLAINT: A 70-year-old female with history of adrenal cysts and hyperaldosteronism, referred for evaluation.

HISTORY OF PRESENT ILLNESS: The patient apparently was evaluated and was found to have normal cortisol level. She has been placed on furosemide and carvedilol. She at some point was told she needed a permanent pacemaker. The patient initially declined, but is now considering the same. She apparently had echo performed on 02/29/2023. She was told that her left ventricular ejection fraction was 21%. She stated that she is able to walk with minimal shortness of breath. She has had no chest pain, lower extremity swelling or palpitations. She had been previously admitted to Alameda Hospital with CHF. The old records are reviewed. She is noted to have history of atrial fibrillation with rapid ventricular response. She apparently has cardiomyopathy unspecified type, nonsustained ventricular tachycardia, CVA due to occlusion of cerebellar artery, heart failure with reduced ejection fraction, and chronic renal failure stage III.
PAST SURGICAL HISTORY: Unremarkable.

MEDICATIONS: Eliquis 5 mg b.i.d., carvedilol 12.5 mg b.i.d., Apixaban 5 mg one daily, furosemide 40 mg one daily, amlodipine 10 mg one daily, and hydrocodone 10/325 mg p.r.n.

FAMILY HISTORY: *__________* has a permanent pacemaker and has had CVA x 2. Father died of CVA. Mother died with high blood pressure.

SOCIAL HISTORY: There is no history of smoking, alcohol or drug use. She has prior use of marijuana, but none in 30 years.

REVIEW OF SYSTEMS:

Constitutional: She reports generalized weakness and recent weight loss with dieting.

Eyes: She has impaired vision and uses reading glasses.

Lungs: She has allergies, sneezing and sinus problems.

Neck: She has stiffness and decreased motion.

Respiratory: No cough or shortness of breath.

Cardiac: No chest pain, orthopnea or PND.

Gastrointestinal: No nausea, vomiting or hematochezia.
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Genitourinary: She has frequency and urgency.

Neurologic: She has lightheadedness.

Psychiatric: She reports nervousness. Review of systems is otherwise unremarkable.

PHYSICAL EXAMINATION:
General: She is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 135/74, pulse 66, respiratory rate 16, height 63 inches, and weight 155.4 pounds.

HEENT: Unremarkable.
Examination otherwise unremarkable.

DATA REVIEW: ECG demonstrates sinus rhythm of 59 beats per minute. There is a left bundle branch block pattern. The ECG otherwise demonstrates repolarization secondary to bundle branch block.

IMPRESSION: This is a 70-year-old female with a history of cardiomyopathy, left ventricular ejection fraction reportedly 21%. She is asymptomatic. She apparently has a history of nonsustained ventricular tachycardia. On EKG, she has a left bundle branch block. She further has a history of primary hyperaldosteronism and hypokalemia. She has long-standing stable right adrenal mass. She has chronic kidney disease stage III. The patient further has a history of sinus bradycardia and is on carvedilol for her nonischemic cardiomyopathy.

RECOMMENDATION: If her EF is indeed confirmed to be 21%, the patient will benefit from AICD/CRT. Her medications currently are not optimized. We will consider adding BiDil 20/37.5 mg b.i.d. to her current regimen. She apparently is taking spironolactone and should there be increase in creatinine, would consider discontinuation of spironolactone.

Rollington Ferguson, M.D.
