
CLINIC SUMMARY

ADMIT NOTE

Date of Visit: 04/19/2011
DOB:  05/29/1993

CHIEF COMPLAINT: Follow-up of ICD placement with wound hematoma in a patient with ventricular inversion with LTGA, dextrocardia, postoperative Rastelli repair with heart failure, currently listed status 7 for cardiac transplantation. 

HISTORY: The patient is a 17 year-old Caucasian male with complex congenital heart disease which has been surgically repaired.  A residual VSD was closed with an 8/6 Amplatzer occluder in 10/2004.  In addition, he had a transvenous dual chamber pacing system.  The patient has severely depressed biventricular systolic function.  He has conduit obstruction.  He presented to the emergency room on 6/21/10 with dyspnea.  Four days prior, he had had a brief episode of chest pain.  The patient admitted not taking his medications for several days.  In the emergency room he was thought to be volume overloaded with symptoms consistent with an acute exacerbation of heart failure.  The patient remained in the hospital overnight on diuretics and improved significantly.  His home medications were re-established and he was discharged home.  Following his hospitalization cardiac transplantation was discussed in detail with the patient and his family. A complete transplant evaluation was performed and the patient was subsequently listed.  He was last seen in clinic on 2/10/11 and was subsequently admitted to the hospital on 3/15/11, after a syncopal episode associated with atrial fibrillation.  He underwent DC cardioversion and was discharged from the hospital on 3/17/11.  He was seen in the emergency room on 3/21/11 with chest pain and a small amount of hemoptysis and returned to the emergency room on 3/23/11 with increasing chest pain at which time he underwent a CT scan that was consistent with a pulmonary embolus in a right lower lobe distribution but with an infiltrate that was separate from that distribution.  He was begun on anticoagulation and was noted to have nonsustained runs of ventricular tachycardia for which he underwent ICD placement on 4/6/11.  He was subsequently discharged on 4/15/11.  Since discharge, he has had episodes of shortness of breath and feeling his heart pounding at night when he is lying down.  He is able to read aloud for as long as 30 minutes when these episodes occur and then subsequently feels short of breath again.  He has also been fairly chronically nauseated with decreased appetite.  He has taken in at least 1500 cc’s of fluid a day.  No additional symptoms were reported.

REVIEW OF SYSTEMS: No other symptoms were reported in other systems.

PAST MEDICAL HISTORY:  the patient initially had an ascending aorta to main pulmonary artery shunt and epicardial pacemaker placed in 1993.  The patient is status-post a Rastelli repair of his congenital heart disease.  He subsequently had a dual chamber transvenous pacing system.  In December 2009, he was taken to the Catheterization Laboratory for programmed electrical stimulation with consideration to be given for placement of a cardiac defibrillator.  However, he had no inducible ventricular arrhythmia.  CRT therapy was initiated. He has now had an ICD placed (see above).

SOCIAL HISTORY:  He is accompanied by both of his parents today.  

IMMUNIZATIONS: Up to date.

INFECTIOUS CONTACTS: None.

MEDICATIONS: Digoxin 125 microgram po daily, Hydrochlorothiazide 25 mg po daily, Warfarin 5.5 mg po daily, Enalapril 10 mg po twice daily, Furosemide 40 mg po twice daily, Metoprolol 50 mg po twice daily, Colace 100 mg po twice daily as needed for constipation, Miralax 17 grams po twice daily as needed for constipation, Zofran 8 mg every 8 hours as needed for nausea and vomiting, Tylenol #3 every 4 hours as needed for pain.

ALLERGIES: No known drug allergies.

PHYSICAL EXAMINATION: 

GENERAL: He is a thin, somewhat anxious-appearing white male in no acute distress.

VITAL SIGNS:  Heart rate 94, blood pressure 98/54, respirations unlabored. Wt: 70kg

HEENT: Normocephalic, atraumatic. Extraocular movements intact. Moist, acyanotic mucous membranes. Sclera anicteric.  

NECK: Without abnormal venous distension or pulsations.

CHEST: Multiple well-healed surgical scars.  No retractions. There is a bandage in place over the ICD site with swelling and bruising beneath.

LUNGS: Decreased breath sounds at the right base.  Otherwise, clear to auscultation anteriorly and posteriorly.  

CARDIOVASCULAR: There is a diffuse PMI.  The patient’s predominant precordial activity is towards the right side of his chest.  There is a thrill at the right upper sternal border.  On auscultation, there was a regular rhythm with a single S1 and fixed, split S2. There was a grade IV/VI, to/fro, systolic/diastolic murmur heard best at the upper left to right sternal border.  In addition, there is a grade II/VI high frequency systolic murmur of a different quality at the lower right sternal border.  There is a gallop at the lower right to left sternal border.

ABDOMEN:  Soft, non-tender.  The liver is palpable approximately 5-6 cm below the right costal margin.  The spleen is not palpable.

EXTREMITIES:  The extremities were pink, warm and well perfused.   There is mild edema of the right foot.  There is a small eschar from an IV site in his right foot.  There was no edema of the left foot or pretibial.   

SKIN:  White patches on the left arm.

NEUROLOGIC:  No focal motor deficits.

LABORATORY DATA ORDERED & OBTAINED: 

CHEST X-RAY: A chest x-ray was ordered and revealed stable cardiomegaly.  There is no evidence of pulmonary edema.  There is a small right pleural effusion, which is a change from 5 days ago.  Pacemaker leads appear intact and unchanged in position.

BLOODWORK: Chem-10: Sodium 125, potassium 4.2, chloride 88, CO2 24, BUN 22, creatinine 0.89,  glucose 88, hemoglobin 11.4, hematocrit 33.7, WBC’s 11,030, INR 2.4, BNP 2,427.2. 

IMPRESSION:

1. Hyponatremia, which has been progressive with an increase in his BNP.  He also has a mild increase in his BUN and a small right pleural effusion – findings consistent with increasing heart failure.

2. Moderately to severely depressed biventricular systolic function (severely depressed systemic ventricular function).

3. Ventricular inversion with L-transposition, dextrocardia, pulmonary atresia and ventricular septal defect.  The patient is status-post Rastelli repair.  

4. Complete AV block, now status-post ICD placement for ventricular tachycardia.

5. Currently status 7 for cardiac transplantation but will reactivate.

6. At least moderate conduit obstruction.

RECOMMENDATIONS: 

1. Admit for diuretic and fluid adjustment.

2. Telemetry.

3. Repeat a Chem-10 in the morning.

4. Fluid restrict to 1500 cc’s per day.

5. Strict I & O’s

6. Depending upon his response to fluid restriction, we may have to switch his diuretic dosing to IV. Milrinone may need to be considered, however there is increased risk of arrhythmias with milrinone therapy.


