CARDIOLOGY CONSULTATION
Patient Name: Huang, Shun H.
Date of Birth: 10/01/1933
Date of Service: 12/02/2022
Place of Service: Excel

REASON FOR CONSULTATION: Routine cardiology evaluation.

CHIEF COMPLAINT: The patient is known to have a history of end-stage renal disease on dialysis Tuesday, Thursday and Saturday, further history of pulmonary hypertension with estimated PA pressure of 65 mmHg. The patient further has a history of hypertension and prior CVA with mild right hemiplegia. She has a history of gout and is maintained on febuxostat and allopurinol. She further has a history of dysmobility. She had reported cough. She had been admitted and found to have a possible consolidation on chest x-ray, which was treated empirically for community-acquired pneumonia. The patient had subsequently been discharged back to the skilled nursing facility.

PAST MEDICAL HISTORY: As noted, she is an 88-year-old female with:
1. Hypertension.

2. CVA.

3. Endstage renal disease, on hemodialysis.

4. Acute on chronic respiratory failure.

5. Pulmonary hypertension.

6. Dysmobility.

7. DNR/DNI.

8. Of note, she had prior echo on 05/06/2022 which revealed hyperdynamic LV with an ejection fraction greater than 70%. There was severely dilated left aria, moderate aortic valve stenosis, mild aortic valve regurgitation, mild to moderate pulmonic valve regurgitation and severely elevated right ventricular systolic pressure.
With this background, the patient has continued to cough. She notes occasional dyspnea.

MEDICATIONS: Albuterol HFA two puffs q.6h., amlodipine 10 mg daily, atorvastatin 10 mg daily, B-complex with folic acid, heparin p.r.n., Senna two tablets h.s., sevelamer carbonate 800 mg t.i.d., and sodium chloride 10 mL p.r.n.

SOCIAL HISTORY: She is a resident of the skilled nursing facility. She previously lived with her daughter. There is no history of alcohol, drugs or tobacco use.
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FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Otherwise unremarkable.

PHYSICAL EXAMINATION:
Vital Signs: Reviewed as per nursing staff and noted to be stable.

HEENT: Unremarkable.

Cardiovascular: A grade 2/6 systolic murmur consistent with aortic stenosis.

OVERALL IMPRESSION: I suspect her aortic stenosis may be worse than what was actually documented. She has severe pulmonary hypertension. I suspect that this is related to her aortic stenosis. If the patient is going to be a full code, she will require possible further evaluation for the aortic valve and further evaluation for ischemia. The etiology of her cough is not entirely clear and I wonder if this is related to either medication and/or gastroesophageal reflux disease versus other.

RECOMMENDATIONS: Consider additional echocardiographic evaluation. Consider Dobutamine for ischemia. I further discussed her code status with family members. If she is DNR, then possibly no further intervention. If full code, then will need to assess her aortic valve further.

Rollington Ferguson, M.D.
