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CARDIAC CONSULTATION
History: He is a 70-year-old male patient who on March 1, 2024 had an acute extensive anterior wall myocardial infarction when he was in Iraq. He there had a primary stenting done of the left anterior descending artery with good success. The Promus stent 3.5 x 20 mm stent, which was inflated at 20 atmosphere and there was a good TIMI III flow according to the report but the left anterior descending artery at apex was found to be completely occluded. Several balloon inflations were done by the MD who performed the stent and it was his thinking that probably left anterior descending artery is closed by thrombus over there.

Subsequently, he came back to the US and because of recurrent chest pain he was readmitted at San Antonio Regional Hospital. Then on March 27, 2024 a cardiac cath was done by Dr. Rasania and according to his report right coronary artery is dominant with 20% narrowing and mild irregularity. Left main artery is normal. In the left anterior descending artery there is a proximal stent, which is 100% open. Left anterior descending artery in mid portion and further down along with the branches is open except left anterior descending artery distally near the apex shows small dissection with 80-90% obstruction and diameter of the artery here is about 1.75 to 2 mm according to the doctor who performed cath. Circumflex artery is 20-30% obstruction near the origin of the first obtuse marginal branch with mild irregularity. The left ventricular ejection fraction according to the angiogram is 35% and there is anterobasal dyskinesis. There was no gradient across the aortic valve. If left ventricular and diastolic pressure that is 11 mmHg.
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On March 28, he had an IV Lexiscan Cardiolite scan that showed ejection fraction 40% with large six defect involving apex, mid and basal ventricle in the anterior anteroseptal and inferoseptal area and same area shows severe hypokinesis. On March 30, 2024, he had a cardiac MRI. This showed nonviable area in the same territory as Lexiscan Cardiolite scan but in the basal anteroseptal segment there was a 50% of the thickness involvement suggesting the possibility of viable myocardium in the basal anteroseptal segment. Mild mitral regurgitation was noted and ascending aorta diameter was at 4.1 cm.

The patient gives history of shortness of breath on walking half to 1 mile or climbing two flights of stairs. No chest pain since discharge from the hospital on March 31, 2024. History of lightheadedness at times with the change of position. No history of syncope. No history of any upper respiratory tract infection, edema of feet, or bleeding tendency. No history of palpitation. No history of any GI problem.
Past History: 10 years ago, the patient had an acute cerebrovascular accident that was thought to be due to cerebral thrombus from DVT and for last two years he is on Xarelto. Subsequent to his discharge in March 31, 2024, he was given Lifepak in view of his ejection fraction about 35% with a severe anterior wall akinesis. He has a past history of hypertension. No history of diabetes. History of hypercholesterolemia. As mentioned above history of myocardial infarction and history of cerebrovascular accident. No history of rheumatic fever, scarlet fever, tuberculosis, bronchial asthma, kidney or liver problem.
Social History: He does not smoke. He does not take excessive amount of coffee or alcohol.

Family History: Father died in the 60s but due to non-medical reason. Mother is 92-year-old alive and she has a weak heart.

Personal History: He is 5 feet 8 inch tall. His weight is 170 pounds.
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Physical Examination: On exam, the patient is alert, conscious, and cooperative. Pupils are equal and reactive to the light. No pallor, cyanosis, or clubbing. No JVD, edema, calf tenderness, Homans sign, lymphadenopathy, or thyroid enlargement. The peripheral pulses are well felt and equal. No carotid bruit. No obvious skin problem detected.

The blood pressure in both superior extremity 100/66 mmHg.

Cardiovascular System Exam: PMI in the left fifth intercostal space half an inch of midclavicular line, normal in character. S1 and S2 are normal. There is a 2+ S4. No S3 or any significant heart murmur noted.
Respiratory System Exam: Air entry is equal on both sides. There are no rales or rhonchi.
Alimentary System Exam: There is no organomegaly. There is no guarding or rigidity.
CNS Exam: No gross focal neurological deficit noted.
The other systems grossly within normal limit.

The EKG shows normal sinus rhythm with Q-wave in V1-V3 and aVL. In the lead V1-V3 there is mild persistent ST elevation, which goes along with a finding of dyskinesis of the anteroseptal wall dyskinesis.

At present, the patient condition is stable. He is advised to continue same medicine and bring bottles of medicine to the office next week in about 7 to 10 days. In the meantime, he is advised to cut back on activity and gradually increase activity so that he can avoid getting short of breath on certain level of activity. He is advised to continue wearing Lifepak. He was given detail instruction about avoiding over exertion, sudden change of position and taking adequate rest between the activity plus avoiding extremes of weather.
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Initial Impression:
1. Status post large acute anterior wall myocardial infarction treated successfully with a coronary stent in proximal left anterior descending artery in country of Iraq March 1, 2024.
2. Moderate to severe left ventricular dysfunction with ejection fraction 35% reported by cardiac cath on March 27, 2024 and 40% ejection fraction reported by IV Lexiscan Cardiolite scan on March 28, 2024.
3. History of acute cerebrovascular accident 10 years ago from which he recovered well and it was thought to be secondary to cerebral embolus in relation to DVT. The patient is on Xarelto for last two years.
4. History of hypertension but his blood pressure is lower now.
5. History of hypercholesterolemia.
6. Mild mitral regurgitation reported by cardiac MRI on March 30, 2024.
7. Mild ascending aorta aneurysm of 4.1 cm reported by cardiac MRI of March 30, 2024.
Bipin Patadia, M.D.
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