DISABILITY EVALUATION
Patient Name: Sono, Anthony
Date of Birth: 10/29/2004

Date of Evaluation: 06/28/2023

Referring Physician: Disability and Social Service

HPI: The patient is an 18-year-old male who was born with hypoplastic left heart syndrome with mitral stenosis/aortic stenosis. _______ to a Fontan physiology, but developed progressive ventricular dysfunction. He had subsequently developed failure of the Fontan procedure and polyvalvular regurgitation with evidence of congestive hepatopathy pathology. His liver function, however, was noted to be preserved. He had been admitted to the Stanford Medicine Children’s Health in 2015. At that time, he presented with congestive heart failure. He had subsequently been referred for surgical treatment. He underwent heart transplant. Of note, prior to his transplant, he had developed severe dyspnea on walking one step. He had been told he needed a transplant at age 14. He had subsequently undergone transplant in 2020. He stated that he was hospitalized for approximately one month. He had then lost the ability to walk. Approximately three months later, he recovered. He is currently able to walk approximately five blocks. He has rare palpitations with exercise. The patient currently denies any chest pain.

PAST MEDICAL HISTORY: As noted, includes:

1. Hypoplastic left heart syndrome with mitral stenosis and aortic stenosis.

2. Hiatal hernia.

3. Polyvalvular regurgitation with congestive hepatopathy.

4. Anxiety/depression.

PAST SURGICAL HISTORY:

1. He is status post orthotopic heart transplant hilum to hilum, PA plasty, arch reconstruction and plication, loop recorder removal, and omentectomy 09/17/2020.

2. Diaphragmatic hernia repair.

3. Liver fibrosis.

4. Mixed disturbance of emotions and conduct, had adjustment reaction.

5. Hepatomegaly.

6. Attention deficit disorder of childhood with hyperactivity.

7. Acute on chronic right heart failure resolved.

MEDICATIONS:

1. Prograf 1 mg one q.a.m. and one q.p.m.

2. Diltiazem 120 mg one daily.

3. Vitamin D3 2000 IU daily.

4. CellCept 500 mg, take two p.o. b.i.d.

5. Magnesium 400 mg one b.i.d.

6. Atorvastatin 10 mg one daily.
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ALLERGIES: No known drug allergies.

FAMILY HISTORY: Other family members apparently have had congenital heart disease.

SOCIAL HISTORY: He denies cigarette smoking, alcohol or drug use.

REVIEW OF SYSTEMS:

Constitutional: He has had no fever or weight loss.

HEENT: He has impaired vision and wears glasses.

Cardiac: As per HPI.

Remainder of the review of systems is unremarkable.

PHYSICAL EXAMINATION:

General: He is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 121/70, pulse 92, respiratory rate 20, weight 154.4 pounds.

HEENT: Head is atraumatic and normocephalic. Pupils equal, round and reactive to light and accommodation. Sclera is clear. Extraocular muscles are intact.

Neck: Supple. There is no adenopathy. There is no thyromegaly present.

Chest: Demonstrates a well-healed midline scar. There is normal excursion.

Lungs: Clear to auscultation and percussion.
Cardiovascular: Regular rate and rhythm. No S3 noted. No JVD.

Abdomen: Bowel sounds normally active. No masses or tenderness noted.

Back: No CVAT.

Extremities: Reveal no cyanosis, clubbing or edema.

IMPRESSION: This is an 18-year-old male with history of congenital heart disease to include hypoplastic left ventricular syndrome. He has history of acute on chronic right-sided congestive heart failure. He has history of transplant. Currently, the patient appears medically stable. His exercise tolerance is noted to be adequate. He has no findings of edema. He has no increased JVD and his lungs are clear. He currently does not have congestive heart failure. As noted, he is status post heart transplant. The patient currently is unable to perform task requiring significant lifting or bending. He is able to perform task of a definite sedentary in nature. He is occasionally able to lift 20 pounds. Functionally, he is classified New York Heart Association Class II.

Rollington Ferguson, M.D.
