CARDIOLOGY CONSULTATION
Patient Name: Anderson, Don

Date of Birth: 05/31/1960

Date of Initial Evaluation: 01/13/2022

Referring Physician: Dr. Geoffrey Watson

HPI: This is a 61-year-old African American male who is seen for preoperative evaluation. He had initially noted that his left hip had went out approximately two years earlier. He then began having low back pain followed by hip pain. He was ultimately referred to Dr. Donthineni and was felt to require surgery. He was subsequently referred to this office for evaluation. He reported dyspnea at walking half a block. However, he has had no chest pain.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Rheumatoid arthritis.

3. Insomnia.

4. Depression.

PAST SURGICAL HISTORY: Unremarkable.

MEDICATIONS:

1. Amlodipine 10 mg one daily.

2. Losartan 50 mg daily.

3. Plaquenil *________* mg one daily.

4. Methadone 10 mg one daily.

5. Seroquel 100 mg one h.s.

6. Furosemide 10 mg one daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died with end-stage renal disease.

SOCIAL HISTORY: He smokes cigarettes and marijuana. He denies alcohol use.

REVIEW OF SYSTEMS:

Constitutional: He reports lower extremity swelling.

GI: He reports constipation.

Genitourinary: He has frequency and urgency.

Neurologic: He has incoordination.

Psychiatric: He has depression and insomnia.

Hematologic: He reports easy bruising.
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PHYSICAL EXAMINATION:
General: He is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 200/128, pulse 98, respiratory rate 20, height 70”, and weight 224.4 pounds.

Cardiac: Exam reveals regular rate and rhythm with normal S1 and S2. He is noted to have an S4 present. There is no increased JVD. Carotids demonstrate normal upstroke and volume.

Skin: Reveals multiple tattoos.

Extremities: Demonstrate 3-4+ edema.

IMPRESSION: This 61-year-old male has evidence of hypertensive urgency and congestive heart failure. As noted, he has 3-4+ edema. He has history of DJD. He requires followup. He requires aggressive management of his blood pressure and diuresis. We will see him within two to four weeks.
PLAN: Bumex 2 mg one p.o. b.i.d., carvedilol 6.25 mg one p.o. b.i.d., losartan 50 mg p.o. b.i.d., discontinue losartan 25 mg, discontinue furosemide and continue potassium chloride 20 mEq. Follow up in two weeks. Echocardiogram in the interim.

ADDENDUM: He underwent echocardiogram on 03/15/2022, left ventricular ejection fraction 62%. No segmental wall motion abnormalities. There is trace mitral regurgitation. PA pressure systolic is severely elevated. RV systolic pressure is 69 mmHg. There is trace pulmonic regurgitation. ECG demonstrates sinus rhythm 94 beats per minute. There is left atrial enlargement. Poor R-wave progression noted.
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