CARDIOVASCULAR CONSULTATION
Patient Name: Ketter, Calvin
Date of Birth: 12/22/1949
Date of Evaluation: 03/24/2022
Referring Physician: Gateway Skilled Nursing Facility
CHIEF COMPLAINT: This is a 71-year-old African American male referred for evaluation status post hospitalization.

HISTORY OF PRESENT ILLNESS: As noted, the patient is a 71-year-old male with a history of sarcoidosis, asthma and COPD, who had been admitted to the acute hospitalization with respiratory failure. He was subsequently transferred to Piedmont Garden at which time he stayed approximately one month. The patient was discharged from Acute at Summit on 01/15/2022. 

DISCHARGE DIAGNOSES:
1. COPD exacerbation.

2. Sarcoidosis.

3. Obstructive chronic bronchitis with acute bronchitis.

4. Vitiligo followed by Dr. Hilgrid.

5. Respiratory failure.

6. Lower extremity edema.

7. Hypoxia.

8. Cellulitis.

During his hospitalization, he had CT angio on 01/11/2022. There was no evidence of pulmonary embolism. He was noted to have diffuse bronchial wall thickening suggestive of bronchitis or small airway disease. There were small tree-in-bud nodules in the posterior segment of the right upper lobe suggestive of respiratory bronchiolitis. He was further noted to have right axillary lymphadenopathy uncertain etiology. He further underwent echocardiographic evaluation. Echocardiogram revealed normal left ventricular systolic function, grade I diastolic dysfunction with normal left atrial pressure. Right ventricle was noted to be moderately dilated. However, RV systolic function was noted to be normal. IVC was noted to be mildly dilated with less than 50% change in diameter with inspiration. The patient is now seen in followup where he notes frequent urination and reports excessive thirst.

PAST MEDICAL HISTORY:
1. Sarcoidosis.

2. Asthma.

3. COPD.

4. Edema. 

5. Vitiligo.

6. Atopic dermatitis.
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PAST SURGICAL HISTORY: Treatment of a cyst in the cervical region.

MEDICATIONS: 
1. Vitamin D2 1.25 mg one q. weekly.

2. Enteric coated aspirin 81 mg one daily.

3. Furosemide 40 mg one b.i.d.

4. Potassium chloride 20 mEq one daily.

5. Augmentin.

6. Spiriva HandiHaler one capsule daily.

7. Fluticasone q.12h. 
8. Doxepin 6 mg one h.s.
9. Atrovent i.e. DuoNeb one ampule by nebulizer every six hours as needed.

10. Prednisone taper 20 mg.

11. Sennosides 8.6 mg to take two h.s.

12. Ergocalciferol 50,000 units q. weekly.

ALLERGIES: PENICILLIN results in swelling and angioedema 
FAMILY HISTORY: Mother with diabetes and COPD. Father with cirrhosis. 

SOCIAL HISTORY: He is a prior smoker, but none in 10 years. He notes alcohol use, but no drug use.

REVIEW OF SYSTEMS:

Constitutional: He has had recent weight loss.

Skin: He has had color change. He has vitiligo.
Head: No trauma.

Eyes: He has impaired vision and wears glasses.

Ears: No deafness.

Nose: He has sinus problem. Oral cavity unremarkable.

Neck: He reports stiffness and pain.

Respiratory: He has dyspnea with exertion.

Cardiac: He has lower extremity edema.
Gastrointestinal: He has constipation and hemorrhoids.

Genitourinary: He has frequency and urgency.

Musculoskeletal: He has joint pain, swelling, redness, and stiffness.

Neurologic: He has no headache, dizziness, or seizures.

Psychiatric: Unremarkable.
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PHYSICAL EXAMINATION:
Vital Signs: Blood pressure 135/60, pulse 65, respiratory rate 20, height 68”, and weight 198.2 pounds.

Musculoskeletal: Left shoulder demonstrates a large lipomatous mass. 
Extremities: 2+ pitting edema.

Skin: Remainder of the examination is significant for the skin which shows significant depigmentation throughout.

PLAN: Referred him to Dr. Richard *__________* for podiatry. Furosemide 40 mg one p.o. daily, potassium chloride 20 mEq half daily, O2 at 2 liters per minute, maintain saturations greater than 90%. Of note, EKG demonstrated sinus rhythm of 81 beats per minute with PVC and prolonged CT interval. 
Rollington Ferguson, M.D.
