DISABILITY EVALUATION
Patient Name: Johnson, Shawnet Litrice

Date of Birth: 01/22/1979
Date of Evaluation: 04/19/2022
Referring Physician: Disability & Social Service

REASON FOR CONSULTATION: The patient has history of congestive heart failure.

HPI: The patient is a 43-year-old female with history of congestive heart failure dating to 2017. She stated that at that time she had developed symptoms of orthopnea and shortness of breath. She underwent evaluation and was found to have left ventricular ejection fraction of 5%. She was treated medically. However, AICD/pacemaker was advised. She most recently was evaluated at Highland General Hospital and AICD again advised. The patient apparently had deferred. She continues with shortness of breath. She notes that exercise tolerance is less than one block. She has ongoing three-pillow orthopnea and further reports occasional palpitations. Symptoms are constantly present and has no specific provocating factor except exercise.

PAST MEDICAL HISTORY:
1. Congestive heart failure.

2. Hypertension untreated.

3. Cardiomyopathy.

PAST SURGICAL HISTORY: Unremarkable.

MEDICATIONS:
1. Lisinopril 5 mg daily.

2. Furosemide 80 mg daily.

3. Carvedilol 25 mg.

4. Aspirin 325 mg one daily.

5. Spironolactone 25 mg.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Mother died with congestive heart failure. Father had congestive heart failure and AICD. A brother had AICD and congestive heart failure. An aunt had a permanent pacemaker.

SOCIAL HISTORY: She denies cigarette or marijuana. She notes occasional alcohol, but denies any drug use.
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REVIEW OF SYSTEMS:

Constitutional: She has night sweats.

Eyes: She has impaired vision and wears glasses.

Psychiatric: She has nervousness, depression and insomnia.
The remainder of the review of systems is unremarkable.

PHYSICAL EXAMINATION:
General: She is again in no acute distress.

Vital Signs: Blood pressure 138/95, pulse 103, respiratory rate 20, height 62 inches, and weight 182.2 pounds.

HEENT: Unremarkable. Vision: Right eye 20/30-1, left 20/30-2 and both eyes 20/25-1.

Cardiovascular: She is slightly tachycardic. She has mild JVD present. There is a soft systolic murmur at the apex.

Abdomen: Bowel sounds are normally active. She is noted to be mildly obese. No masses or tenderness noted. No organomegaly is present.

Back: No CVAT.

Extremities: Reveal trivial pitting edema. Examination otherwise unremarkable.

DATA REVIEW: Echocardiogram: There is severe global hypokinesis with left ventricular ejection of 25%. There is severe diastolic dysfunction with restrictive pattern. Left atrium is mildly dilated. There is moderate mitral regurgitation. There is mild tricuspid regurgitation. PA pressure is severely elevated. RV systolic pressure is 63 mmHg. There is mild to moderate pulmonic regurgitation.

OVERALL IMPRESSION: This is a 43-year-old female with history of congestive heart failure and cardiomyopathy. It appears that she may have a familial history of cardiomyopathy. She has ongoing symptoms, which are severe. She has left ventricular ejection fraction of 25% consistent with severe dysfunction. She has restrictive abnormalities. The patient is currently unable to perform task, which requires significant lifting, bending, pushing or exertion. Her medications should be optimized. She should be referred to a specialty heart failure clinic given her age.

Rollington Ferguson, M.D.
