CARDIOLOGY CONSULTATION
Patient Name: Fong, Sharon
Date of Birth: 02/23/1935
Date of Evaluation: 11/14/2024

Referring Physician: Dr. Shine-Nee Teng
REASON FOR CONSULTATION: Atrial fibrillation.
HISTORY OF PRESENT ILLNESS: The patient is an 89-year-old female with a history of paroxysmal atrial fibrillation, rheumatoid arthritis, osteoporosis, chronic severe compression fractures, and diabetes type II, who had been admitted to Summit Medical Center in September and discharged 09/22/2024 with a diagnosis of:

1. Atrial fibrillation with rapid ventricular response.

2. Essential hypertension.

3. Left knee DJD.

4. Prediabetes.

5. Falls.

6. Generalized weakness.

7. Hyperlipidemia.

8. Osteoporosis.

9. Chest tightness.

10. Cough.

She had been admitted for treatment of atrial fibrillation with rapid ventricular response. She was initially placed on diltiazem drip and subsequently transitioned to diltiazem oral. She had previously taken metoprolol and this was discounted. The patient was further found to have evidence of severe low back pain with severe chronic compression fractures of L1. There was also noted to be severe T12 and mild L4 compression fractures. Old sacral fracture and grade 1 L5-S1 anterolisthesis without spondylosis. She was also noted to have moderate L2-L3 canal stenosis. The patient was felt not to be a candidate for kyphoplasty. With this background, she presents to the office for evaluation and possible treatment of her atrial fibrillation.

The patient was seen with her son who notes that in 2019 she had a workup which revealed APBs only.

PAST MEDICAL HISTORY: As noted.
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PAST SURGICAL HISTORY: 
1.  Left total knee replacement.
2. She has a left hip rod.

3. She has had left ankle fracture.

MEDICATIONS:
1. Diltiazem ER 180 mg p.o. daily.
2. Vitamin B2 80,000 units q. Monday.
3. Hydroxyzine 10 mg every six hours p.r.n.
4. Lactulose 10 g/15 mL take 15 mL b.i.d.

5. Lidocaine 5% patch apply three patches to clean and dry area of skin every 24 hours. Apply patches only for up to 12 hours.

6. Loratadine 10 mg one daily.

7. Melatonin 3 mg h.s.

8. Nitroglycerin 0.4 mg sublingual p.r.n.

9. Ofloxacin 0.3% ophthalmic solution apply one drop to both eyes four times daily.
10. Tramadol 25 mg every eight hours p.r.n. 
ALLERGIES: She is allergic to PENICILLIN.
FAMILY HISTORY: Unremarkable.
SOCIAL HISTORY: The patient has no history of cigarette smoking, alcohol or drug use. She is widowed.
REVIEW OF SYSTEMS: 
Constitutional: She has had weight loss.
Eyes: She wears reading glasses.
Ears: She has deafness.
Cardiovascular: As per HPI.

Gastrointestinal: She has constipation.

Genitourinary: She has incontinence.

Musculoskeletal: She has a history of falls. She has had multiple fractures as previously noted.

PHYSICAL EXAMINATION:
General: She is alert, oriented, and in no acute distress. History is obtained by way of her son who is present and assists in the examination.
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Vital Signs: Blood pressure 97/58, pulse 81, respiratory rate 16, height 59”, and weight 116 pounds.

Cardiovascular: Regular rate and rhythm with normal S1 and S2. There is a soft systolic murmur at the left parasternal area.

ECG demonstrates sinus rhythm 85 beats per minute. There is a single PAC. Low limb lead voltage is noted to be present.

IMPRESSION: This is an 89-year-old female with a history of paroxysmal atrial fibrillation. She previously had atrial fibrillation and rapid ventricular response. She is further noted to have a history of multiple falls. Currently, she appears hypotensive. ECG reveals sinus rhythm with atrial premature beats only.
PLAN:
1. Discontinue losartan.
2. Continue diltiazem.
3. Her CHA2DS2-VASc score suggests that she should be anticoagulated. Given her history of multiple falls, would not anti-coagulate her especially at her age.

4. Aspirin is further contraindicated given her age. We therefore will discontinue aspirin.
Rollington Ferguson, M.D.
