DISABILITY EVALUATION

Patient Name: Small, Jonathan

Date of Birth: 08/08/1962

Date of Evaluation: 08/04/2022

Referring Physician: Disability & Social Service

IDENTIFYING INFORMATION: The patient presented a California driver’s license which correctly identified the claimant; license number is C0325578.

CHIEF COMPLAINT: A 59-year-old male referred for disability evaluation.

HPI: The patient reportedly developed an episode of chest pain on 12/24/2019. He was evaluated at Kaiser Hospital and told that he had no evidence of myocardial infarction. He was then diagnosed with left bundle-branch block. He then underwent nuclear stress test and was found to have a fixed defect with left ventricular ejection fraction of 30-35%. He has underlying hypertension, diabetes type II, COPD, obstructive sleep apnea, and severe obesity. He was then referred as noted for biventricular pacing/AICD to restore cardiac resynchronization and primary prevention of sudden death. He had subsequently developed left upper extremity DVT involving the left subclavian and left axillary vein. He had then been started on Xarelto. He currently notes dyspnea at less than one block. He has left arm pain, but again was found to have patent coronaries. He has no orthopnea. He has no palpitations. He reports dizziness.

PAST MEDICAL HISTORY:

1. Chronic systolic heart failure.

2. Hypertension.

3. Prediabetes with hemoglobin A1c of 6.

4. Asthma/COPD.

5. DVT of upper extremities.

6. Bilateral inguinal hernia.

PAST SURGICAL HISTORY:

1. Left heart catheterization.

2. He has had AICD placement.

ALLERGIES: PENICILLIN results in angioedema. VICODIN results in itching and swelling.

MEDICATIONS:

1. Budesonide inhalation 0.5 one spray q.a.m.

2. Olopatadine hydrochloride one drop each eye p.r.n.

3. Aller-Tec one daily.

4. Aller-Flo i.e. fluticasone 50 mcg per spray daily.
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5. DSS 100 mg h.s.

6. Carvedilol 12.5 mg one and half tablet b.i.d.

7. Spironolactone 25 mg one daily.

8. Entresto 97/103 mg half b.i.d.

9. Atorvastatin 40 mg one h.s.

10. Xarelto 20 mg one daily.

11. Famotidine 20 mg one daily.

12. Enteric-coated aspirin 81 mg one daily.

13. Wixela, fluticasone/salmeterol 250/50 mcg b.i.d.

14. ProAir p.r.n.

15. Spiriva 25 b.i.d.

PAST SURGICAL HISTORY: *__________* and umbilical hernia.

FAMILY HISTORY: Father died of colon cancer. Mother died of CVA at age 82, she had diabetes.

SOCIAL HISTORY: He is a prior smoker who quit in 2008. He denies any alcohol or drugs since 2019.

PHYSICAL EXAMINATION:
General: He is a moderately obese male who is alert and oriented and in no acute distress.

Vital Signs: Blood pressure 92/59, pulse 78, respiratory rate 16, height 71.25” and weight 295.6 pounds.

HEENT: Vision: Left eye 20/50, right 20/20 and both 20/20 –2.

Respiratory: Normal excursions. Lungs reveal decreased breath sounds at the bases.

Cardiac: Heart sounds distant. Regular rate and rhythm noted. No S3 noted. There is mild JVD.

Abdomen: Obese. No masses or tenderness noted.

Back: No CVAT.

Genitourinary: Deferred.

Rectal: Deferred.

Skin: No cyanosis, clubbing or edema noted.

Extremities: No edema. No vascularity noted.

Musculoskeletal: Normal range of motion.

Neurologic: No focal abnormality is noted.
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IMPRESSION: This is a 59-year-old male who was noted to have chronic systolic heart failure with left bundle-branch block and left ventricular ejection fraction of 30-35%. He underwent AICD/resynchronization therapy. He continues with dyspnea at less than one block. He further describes symptoms of dizziness consistent with orthostasis. He is noted to be mildly hypotensive. He underwent repeat echocardiogram here in the office. The echocardiogram reveals that he has mild concentric left ventricular hypertrophy. Left ventricular ejection fraction is now noted to be between 50 and 55%. Diastolic function is normal. There is trace mitral regurgitation. He has normal RV-PA pressures. The patient certainly most likely has evidence of chronic systolic heart failure as documented in his records. His echocardiogram reveals near normalization of his LV systolic function and the absence of diastolic dysfunction. Clinically, he has no findings of congestive of heart failure at this time. He has no evidence of volume overload. He has decreased breath sounds, but this most likely is related to obesity and sleep apnea. He does have symptoms of orthostatic hypotension which most likely is secondary to his aggressive blood pressure treatment. Despite his multiple problems, the patient is considered to have symptoms consistent with New York Heart Association Class II. He does not have severe symptoms at this time and his EF is noted to have improved. As such, he is able to perform limited task. He is occasionally able to lift, push and perform tasks requiring exertion. He should be reassessed in one year. If his LV is then completely recovered, it would be hard-pressed to make an argument for ongoing disability as related to his heart failure. As noted, he has multiple comorbidities including hypertension, sleep apnea/asthma and prediabetes. However, these factors alone are not disabling.

Rollington Ferguson, M.D.
