CARDIOLOGY CONSULTATION
Patient Name: Williams, Sylvester

Date of Birth: 
Date of Service: 03/05/2024

Place of Service: Excell Skilled Nursing Facility

REASON FOR CONSULTATION: Hypotension.

HPI: The patient is a 67-year-old African American male who had been admitted to Alameda Health System on 01/18/2024 and discharged to the Skilled Nursing Facility on 01/27/2024.
At that time, he was hospitalized for:

1. Elective C3-C5 ACDF for cervical stenosis and myelopathy.

2. Functional quadriparesis.

3. Neurogenic bowel and bladder.

His hospital course was significant for the presentation of bilateral lower extremity edema on admission, new left lower extremity wound and pressure injury to the right buttock. He underwent his surgery as scheduled without any intraoperative complication or changes to his neuromonitoring. Postoperatively, he was noted to be hypotensive with significantly worsening motor exam in all four extremities. He was then admitted to the ICU with a MAP goal of greater than 85 mmHg. At that time, he was started on Levophed. He apparently underwent CT angiogram, lower extremity Doppler, EKG and transthoracic echocardiogram, all of which were negative. The recommendation at that time was to hold his home antihypertensive medications and Lasix. He then had slight improvement in his strength on postoperative day #1, but did not improve to his baseline. At that time, the decision was made to take the patient for C2-C5 posterior cervical decompression and fusion. He was then transferred to ICU to continue MAP greater than 85 and again maintained on Levophed for approximately five days. He did experience episodes of hypotension and required normal saline. The patient was subsequently transferred to the Skilled Nursing Facility where he has had episodic blood pressure changes. I was asked to consult for low blood pressure. The patient at this time denies any chest pain although he has diffuse muscle tightness. He denies any shortness of breath.

PAST MEDICAL HISTORY: Includes that of:
1. Congestive heart failure.

2. Hypertension.

3. Anemia.

4. History of DVT in January 2023, which was completed with a course of Eliquis.

PAST SURGICAL HISTORY: As noted.
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MEDICATIONS: Of note, the patient’s medications were reviewed. Current medications include:
1. Lisinopril 20 mg daily.

2. Milk of magnesia 30 mL every 24 hours p.r.n. constipation.

3. MultiVites one daily.

4. Naloxone nasal p.r.n.

5. Ondansetron 4 mg every eight hours p.r.n.

6. Oxycodone 10 mg every four hours p.r.n.

7. Senna 8.6 mg two tablets p.r.n. constipation.

8. Atorvastatin 40 mg h.s.

9. Baclofen 10 mg every eight hours p.r.n. spasm.

10. Dulcolax p.r.n.

11. Carvedilol 6.25 mg b.i.d.

12. Benadryl 25 mg every six hours p.r.n.

13. Furosemide 40 mg daily.

14. Gabapentin 300 mg every eight hours for neuropathic pain.

15. Lidocaine external 5% patch applied to lower back one or two times daily.

16. The patient is further noted to be on spironolactone 25 mg daily.

REVIEW OF SYSTEMS:

Constitutional: He has generalized weakness.

Gastrointestinal: He does not have control of bowels.

Cardiac: He has had no chest pain, orthopnea or PND.

PHYSICAL EXAMINATION:
General: He is alert and in no acute distress.

Vital Signs: Blood pressure is noted to be 96/62, 80/52, pulse 70, respiratory rate 18, temperature 97.2, and saturation 98%.

HEENT: Head is atraumatic and normocephalic. Extraocular muscles intact. Oral Cavity: Not examined.
Neck: Supple. No hematoma.

Cardiac: Regular rate and rhythm with soft systolic murmur. Normal S1 and S2.

Respiratory: The chest reveals normal excursion. Lungs are clear to auscultation.

GI: Bowel sounds normoactive. No masses or tenderness.

Extremities: No lower extremity edema at this time.

Neurologic: He has generalized weakness.
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ASSESSMENT/PLAN: The patient is found to have intermittent hypotension. This most likely is related to medications. He has a history of congestive heart failure as noted. The patient is currently on both lisinopril and spironolactone. I will discontinue the lisinopril at this time. In addition, we will reduce carvedilol to 3.125 mg b.i.d. and reduce furosemide to 20 mg daily. Continue spironolactone 25 mg daily. Given his diffuse muscle weakness, we will hold atorvastatin. In addition, we will follow his chemistries. We will further need to follow his blood pressure. Over the next three days, should perform vital signs q. shift.
Rollington Ferguson, M.D.
