CARDIOLOGY CONSULTATION
Patient Name: Polk, Sandra
Date of Birth: 02/26/1954
Date of Evaluation: 02/26/2022
Place of Service: Excell Skilled Nursing Facility
CHIEF COMPLAINT/REASON FOR CONSULTATION: Systolic heart failure.
HPI: The patient is a 68-year-old African American female with history of acute on chronic combined systolic and diastolic congestive heart failure, CVA, cocaine abuse, dilated cardiomyopathy, and controlled diabetes who had been admitted to the Summit Medical Center in June 2021, with acute respiratory failure with hypoxia secondary to diastolic and systolic heart failure.
The patient was discharged on June 25, 2021, with diagnoses of:
1. Acute on chronic combined systolic and diastolic congestive heart failure.

2. History of CVA.

3. Cocaine abuse.

4. Dilated cardiomyopathy.

5. Controlled diabetes type II.

6. Elevated LFTs.
7. Acute respiratory failure with hypoxia.

8. Acute kidney injury.
9. Pulmonary hypertension.

10. Moderate mitral regurgitation.

11. Severe tricuspid regurgitation.

12. Paroxysmal atrial fibrillation.

13. Low TSH.
14. CVA.
15. Right arm weakness.

16. Left-sided facial weakness.

17. Expressive aphasia.

Echo in April 2021, had revealed left ventricular ejection fraction of 10-15%. She underwent treatment during the hospitalization. Repeat echo performed on June 21, revealed ejection fraction improved to 25-30% with severe global hypokinesis, severe mitral regurgitation and moderate to severe tricuspid regurgitation. The patient had been discharged to the Skilled Nursing Facility where she has been maintained on Lasix, Coreg and spironolactone. She had intermittent lower extremity swelling during the hospitalization, but otherwise had been stable. She was referred today as she had intermittent lower extremity swelling and I was asked to further assess her congestive heart failure. The patient currently denies chest pain, shortness of breath or palpitations.

PAST MEDICAL HISTORY: As noted above. In addition, she has history of anemia and loss of consciousness.
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PAST SURGICAL HISTORY: Tonsillectomy.
MEDICATIONS: Currently:
1. Tylenol 325 mg, take two tablets q.6h. p.r.n.

2. Aspirin 81 mg one daily.

3. Atorvastatin 40 mg one h.s.
4. Carvedilol 6.25 mg one b.i.d.
5. Furosemide 40 mg one b.i.d.
6. Lisinopril 5 mg one daily.

7. Melatonin 3 mg, take two h.s. p.r.n.
8. Potassium chloride extended release 20 mEq one daily.

9. Prozac 10 mg one p.o. daily for major depression.

10. Spironolactone 25 mg one daily.
ALLERGIES: No known drug allergies.
FAMILY HISTORY: Noncontributory.
SOCIAL HISTORY: The patient noted to have history of substance abuse. She has history of tobaccoism. She otherwise is single.
REVIEW OF SYSTEMS: Otherwise unremarkable.
PHYSICAL EXAMINATION:
General: She is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 123/74, pulse 57, respiratory rate 18, temperature 98.4, and oxygen saturation 96%.
Currently, she has no signs of CHF exacerbation.
IMPRESSION: This is a 68-year-old female who was admitted with acute on chronic systolic and diastolic heart failure. The patient has history of dilated cardiomyopathy with left ventricular ejection fraction of 25-30%. She is maintained on usual medications to include furosemide, spironolactone, carvedilol, and potassium. She requires laboratory followup. Her last documented ejection fraction was less than 35%. She may be a candidate for AICD. She will require repeat echocardiogram. She is otherwise clinically stable, need to monitor her creatinine and potassium. She otherwise is stable. No additional therapies at this time.
Rollington Ferguson, M.D.
