CARDIOLOGY CONSULTATION
Patient Name: Wright, Charles

Date of Birth: 09/29/1965

Date of Evaluation: 09/19/2023

CHIEF COMPLAINT: A 57-year-old male referred for cardiovascular evaluation.

HPI: The patient is a 57-year-old male who presented to Highland General Hospital with back pain in June 2023. He was found to have a type B aortic dissection, which was initially managed conservatively. The patient was subsequently transferred to UCSF for a TAVR on 07/02/2023. His postoperative course was complicated by watershed infarcts with residual right lower extremity weakness and acute kidney injuries suspected to be from CIN. His creatinine peaked in the 5’s, but improved and went back down to the 2’s on discharge. He underwent CT angiogram on 08/17/2023 for TAVR. He was found to have a type II endoleak of multiple intercostal arteries. He then began to feel increasing weakness which prompted him to present to the emergency room on 08/20/2023. He was given one unit of packed red blood cells. The patient had been admitted to Summit Medical Center on 08/20/2023 and discharged on 08/26/2023; at which time, he had left AMA. At that time, discharge diagnoses include:
1. Status post type B aortic dissection.

2. Status post TAVR on 07/02/2023.

3. Recent history of multiple multifocal watershed cerebral infarcts with residual right lower extremity weakness.

4. Hypertension.

5. Acute on chronic kidney injury.

The patient now presents to this office for followup. He notes that he was previously on multiple blood pressure medications.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Aortic dissection.

3. DJD of the spine.

4. Chronic kidney disease.

PAST SURGICAL HISTORY:

1. TAVR.

2. Left femur fracture.
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MEDICATIONS:

1. Spironolactone 50 mg daily with breakfast.

2. Chlorthalidone 25 mg daily with breakfast.

3. Labetalol 400 mg q.6h.

4. Amlodipine 10 mg daily.

5. Atorvastatin 80 mg h.s.

6. Clonidine 0.3 mg q. Friday.

7. BiDil one tablet t.i.d.

ALLERGIES: No know drug allergies.

FAMILY HISTORY: Father died of unknown cancer.

SOCIAL HISTORY: He notes marijuana use. He denies cigarettes, but notes alcohol use.

REVIEW OF SYSTEMS:
Gastrointestinal: He has had diarrhea.

Otherwise unremarkable.

PHYSICAL EXAMINATION:
General: He is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 151/94, pulse 102, respiratory rate 20, height 70” and weight 181 pounds.

Examination otherwise is unremarkable.

IMPRESSION:

1. Hypertension uncontrolled.

2. History of type B aortic dissection.

3. DJD of the joints.

4. Chronic kidney disease.

PLAN:
1. Echocardiogram.
2. The patient is to return with all meds within one week and further adjustments in medications as necessary.

Rollington Ferguson, M.D.
