CARDIOLOGY CONSULTATION
Patient Name: Li, Donglin
Date of Birth: 10/23/1961
Date of Evaluation: 08/14/2025
Referring Physician: Dr. Cu
CHIEF COMPLAINT: A 63-year-old male who is seen for evaluation.
HISTORY OF PRESENT ILLNESS: The patient is a 63-year-old male who was traveling to Mexico in July 2025 at which time he was working in production. He had subsequently experienced an episode of fall, dizziness and diaphoresis. He was then sent to the emergency room. On day #1, he underwent stenting of unknown artery; on day #3 of hospitalization, he apparently underwent a second stent. Post hospitalization, he has had no followup. He has had some nausea, but only with bright lights and blurry vision. He denies any symptoms of exertional chest pain. Limited records are obtained. He apparently had an echocardiogram which revealed anterior and anteroseptal hypokinesis. Left ventricular ejection fraction was 45%. He underwent cardiac catheterization. The cardiac catheterization revealed a subocclusive lesion in the left anterior descending artery and a critical lesion in the circumflex artery. Urgent angioplasty was performed on the LAD lesion with placement of sirolimus-eluting stent. Two days later, angioplasty was performed on the circumflex artery with placement of an everolimus-eluting stent. Of note, when the patient initially arrived at the Emergency Room in Mexico, his blood pressure was 220/120. Electrocardiogram showed no ST segment elevation. Echocardiogram initially revealed thickening abnormality in the anterior wall and septum. This led to the decision for urgent transfer to the catheterization laboratory for coronary angioplasty. The patient was felt to have acute myocardial infarction without ST segment elevation, hypertensive emergency and concussion in this vertigo. With this background then, the patient is seen in the office.
PAST MEDICAL HISTORY:
1. Hypertension.

2. Hypercholesterolemia.
PAST SURGICAL HISTORY: No prior surgeries other than as noted.
CURRENT MEDICATIONS: Bisoprolol/hydrochlorothiazide 2.5/6.25 mg one daily, enteric-coated aspirin 81 mg one daily, Jardiance 10 mg one daily, atorvastatin 80 mg one daily, meclizine 25 mg one q.8h. p.r.n., nitroglycerin 0.4 mg p.r.n., amlodipine 5 mg one daily, Plavix 75 mg one daily, lisinopril 20 mg one daily, and Entresto 100 mg daily.

ALLERGIES: No known drug allergies.
FAMILY HISTORY: Unknown.

SOCIAL HISTORY: The patient denies cigarette smoking, alcohol or drug use.
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REVIEW OF SYSTEMS:
Constitutional: He has fatigue.

Eyes: He reports wearing glasses, burning and dryness.

Gastrointestinal: Nausea.

Neurologic: He has had dizziness and tremor.

Endocrine: He has heat intolerance.

Remainder of the review of systems is unremarkable.

PHYSICAL EXAMINATION:
Vital Signs: Blood pressure 128/69, pulse 52, respiratory rate 18, and weight 169.8 pounds.

IMPRESSION: This is a 63-year-old male who suffered a syncopal episode/near-syncopal episode while at work. He experienced confusion, headaches, dyspnea, nausea and precordial pain. He also mentioned vomiting and diaphoresis prompting transfer to an Emergency Department at a Hospital, Real San Jose Valle Real in Monterrey, Mexico. It is not clear to me that the patient had a myocardial infarction. There is no mention of enzyme elevation. The patient was noted to have a syncopal episode. He was further noted to have an abnormal echo prompting the invasive procedure. The possible wall motion abnormality seen on echo does not necessarily define an acute myocardial infarction. Myocardial infarction would be defined by changes in the enzyme either CPK or troponin-I. In this case, we do not have the results of the CPK or troponin-I to truly state that he had a myocardial infarction. The patient was noted to have hypertensive emergency and certainly a lot of his symptoms including nausea and vomiting could be related to his hypertensive emergency with initial blood pressure of greater than 220. It is certainly possible that ischemia could have contributed to his syncopal episode. However, there is no description of ST segmental changes resulting in a coronary event; in fact, the EKG is reported as non-diagnostic for ischemia or an acute event. The patient most likely had syncopal episode, etiology is not entirely clear. Again, this could be ischemia, but it is not ruled out. There is no clear evidence that he had an acute myocardial infarction although that is the diagnosis. That being stated, even if his myocardial infarction was acute, it is unlikely to have been induced by the job per se. He is noted to have had non-occlusive lesions in the LAD and further noted to have significant stenosis in the left circumflex. The pathogenesis of myocardial infarction includes uncontrolled blood pressure, hypercholesterolemia, and plaque rupture. There was no evidence of acute plaque rupture based on their reports seen. Again, in either event, this is more likely to be due to a long-term process including uncontrolled blood pressure, uncontrolled lipids, and other factors leading to the acute event.
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