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January 22, 2013

Primary Care Phy:
Michael Lo, M.D.

102 A-11811 Tecumseh Rd.

Windsor, Ontario N8N-1L8
Phone #:  519-735-7755

Fax #:  519-735-7756

RE:
GARRY LOCKHART

DOB:
07/29/1940
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Mr. Lockhart in our cardiology clinic today.  As you know, he is a very pleasant 72-year-old Caucasian gentleman with past medical history significant for hypertension, hyperlipidemia, diabetes mellitus, chronic renal insufficiency, and carotid artery disease.  He is also a known case of coronary artery disease, status post CABG x3 in 1999 and another redo CABG in 2006.  He was shown to have SVG to RCA and SVG to LAD to be occluded.  The redoing included LIMA to LAD, SVG to RI and SVG to RCA.  He is also known case of ischemic cardiomyopathy NYHA functional class I-II with ejection fraction of 25-30%.  He is also a known case of peripheral arterial disease status post revascularization of bilateral iliacs with the stent in left common iliac and stent in the right common iliac in 2009.  He is in our cardiology clinic today for a followup visit.

On today’s visit, he stated that he is doing relatively well.  However, he has been complaining of general fatigue and tiredness over the last four to five months.  He stated that he can no longer do the same activities that he used to do before that because he will feel tired overall with occasional chest pressure and tightness and shortness of breath upon minimal to moderate activity.  He also reported having pain in his legs upon walking and cycling.  He stated that this pain is felt in thighs and in the buttocks and is on both sides.  He denies any orthopnea, PND, or lower extremity edema.  He denies any palpitations, dizziness, presyncopal or syncopal attacks.  Denies any weakness or numbness in his extremities.
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PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Coronary artery disease, status post CABG in 1999 and redo CABG in 2006.

5. Carotid artery disease with the stenosis of 50-69% of the RICA.

6. Peripheral arterial disease status post PTI of the bilateral iliacs with the stent in the left common iliac and the right common iliac in 2009.

7. Chronic renal insufficiency, stage III.

PAST SURGICAL HISTORY:  History of prostatectomy.

SOCIAL HISTORY:  The patient has chronic history of smoking.  He quits smoking years ago.  He drinks alcohol occasionally.  He denies use of any illicit drugs.

FAMILY HISTORY:  Significant for coronary artery disease and diabetes in his parents.

ALLERGIES:  He allergic to iodine, dye, and statin medications.

CURRENT MEDICATIONS:
1 Norvasc 5 mg twice daily.

2 Plavix 75 mg once daily.

3 Carvedilol 12.5 mg once daily. Discontinued on today’s visit.

4 Isosorbide mononitrate 60 mg twice daily, which increased to 120 mg twice daily.

5 Repaglinide 0.5 mg twice daily.

6 Lisinopril 20 mg once daily.

7 Hydrochlorothiazide 25 mg once daily.

8 Lorazepam 2 mg once daily.

9 Zyloprim 300 mg.

10 Glyburide 5 mg twice daily.

11 Aspirin 81 mg once daily.

12 Atenolol 50 mg twice a day was added on today’s visit.

13 Ezetrol 10 mg p.o. q.h.s.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure was 134/71 mmHg, pulse is 67 bpm, weight is 170 pounds, and height is 5 feet 5 inches. General:  He is alert and oriented x3, not in apparent distress.
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HEENT:  Reveal normocephalic and atraumatic.  Pupils are round and reactive to light and accommodation.  Extraocular motor is intact.  Neck is supple.  Trachea is centered.  There is no JVD.  Carotid upstrokes are bilaterally brisk without any bruits.  Lungs:  Clear to tympanic auscultation bilaterally without any wheeze.  Cardiovascular:  Regular rate and rhythm.  S1 and S2.  No rubs, gallops, or murmurs appreciated.  Point of maximal intensity, fifth intercostal, midclavicular.  Abdomen:  Soft, nontender, and nondistended.  Positive bowel sounds in all four quadrants.  No rebound tenderness.  Extremities:  No clubbing, cyanosis, or edema.  +2 pulses bilateral.  5/5 muscle strength.
DIAGNOSTIC INVESTIGATIONS:
EKG:  Done on April 10, 2012, shows a normal sinus rhythm with heart rate of 51 beats per minute.

RENAL VASCULAR ULTRASOUND STUDY:  Done on January 14, 2012 revealed the right and left kidney being of normal size.  Normal right and left renal arteries with no evidence of RA stenosis.

ECHOCARDIOGRAPHY REPORT:  Done April 18, 2011, shows overall left ventricular systolic function is low normal with an ejection fraction between 50-55%, end-diastolic filling pattern indicates impaired relaxation.  Trace amount of aortic regurgitation.  Mild tricuspid regurgitation.  Right ventricular systolic pressure is normal at 29 mmHg.

ARTERIAL DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITIES: Done on June 6, 2011, reveals bilateral lower extremity arterial evaluation and velocity correlating to 30-49% stenosis and left AAT disease with monophasic waveforms.

CAROTID DOPPLER ULTRASOUND STUDY:  Done on June 6, 2011, concludes bilateral carotid duplex, internal carotid artery velocities and plaque levels correlate to 40-59% stenosis and the left ECA velocity.

LEXISCAN STRESS TEST:  Done on April 18, 2011, conclude negative Lexiscan stress test for coronary ischemia via EKG criteria and symptomatology.

CARDIAC CATHETERIZATION:  Done by different operator on July 31, 2006, left main is a large vessel that bifurcates into the left anterior descending artery, a large ramus branch and small nondominant circumflex.  There is tapering 50-60% distal left main stenosis extending into the ostial of all three vessels.
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Left anterior descending arteries are moderate size vessels with an 80-90% long lesion, extending from the ostium to the proximal vessel.  The length of disease exceeds 30 mm.  Very large ramus branch with an 80-90% ostial and proximal stenosis.  The circumflex is a small common non-dominant vessel with moderate ostial disease.  The right coronary artery is a large common dominant vessel with total mid occlusion.  The saphenous vein graft to the posterior descending artery is degenerated are patent without any significant stenosis.  The distal right coronary artery supplies a large amount of myocardium.

The saphenous vein graft to the left anterior descending artery and ramus branch is occluded.  The left internal mammary artery is a large vessel, which was not used as conduit during his previous bypass procedure.  Ventriculography revealed moderate global systolic dysfunction with an ejection fraction of 35-40%.  It was recommended that he will have revision of coronary artery bypass surgery with a mammary artery graft to the left anterior descending artery and vein graft to the ramus branch and also redo degenerated vein graft to the large common dominant right coronary artery.

ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient is a known case of coronary artery disease status post MI in 1995 and underwent CABG x3 in 1999.  In 2006, he underwent left heart catheterization that showed occluded SVG to RCA and SVG to LAD.  He underwent a redo CABG in 2006 with LIMA to LAD, SVG to RI, and SVG to RCA.  On today’s visit, the patient has been complaining of anginal equivalent symptoms associated with chest pressures and shortness of breath.  On today’s visit, we recommended the patient to get myocardial perfusion stress test in order to assess the perfusion in the RCA, LAD, and LCx territory for any reversible ischemia and the patient has worsening symptoms of his coronary artery disease and he is on maximum antianginal therapy.  We also recommended to perform a 2D echocardiography in order to assess his LVEF for any regional wall motion abnormalities or valvular heart disease.  In the meanwhile, he is to continue the same medications except for carvedilol that was replaced with atenolol.  We will follow up with the patient in the next visit.

2. PERIPHERAL ARTERIAL DISEASE: The patient is a known case of peripheral arterial disease status post revascularization and PTI of the bilateral iliac arteries and stenting of the common iliac arteries bilaterally in July 2009.  On today’s visit, the patient has been complaining of bilateral lower extremity intermittent claudication suggestive of aortoiliac disease.

January 22, 2013

RE:
Garry Lockhart

Page 5

On today’s visit, we recommended to perform a segmental ABI.  Follow up with the results in the next visit.  In the meanwhile, we recommended the patient to walk as much as tolerated and continue the same medications and we will continue to monitor.

3. CONGESTIVE HEART FAILURE:  The patient is a known case of congestive heart failure, NYHA functional calcification I-II with ejection fraction of 50-55% that improved after being 35-40%.  On today’s visit, he has been complaining of anginal equivalent symptoms.  We recommended to perform a 2D echocardiography to assess his LVEF.  In the meanwhile, he is to continue the same medication regimen of ACE inhibitor, beta-blocker, and nitrate.  We will continue to monitor.

4. CAROTID ARTERY DISEASE:  The patient’s most recent ultrasound duplex study done in 2011 showed RICA stenosis of 40-59%.  On today’s visit, we recommended to follow up with another carotid ultrasound duplex study in order to follow up on the progression of his disease.  Follow up with the results in the next visit.

5. SHORTNESS OF BREATH UPON EXERTION: We recommended to perform DLCO pulmonary function test in order to exclude any pulmonic reason of his symptom.

6. HYPERTENSION:  Well controlled at 134/71 mmHg.  He is to continue the same medication regimen and adhere to a strict low-salt and low-fat diet.  We will continue to monitor.

7. HYPERLIPIDEMIA: He is to follow up with his primary care physician for lipid profile testing and frequent LFTs for a target LDL of less than 70 mg/dL.

8. DIABETES MELLITUS: He is to follow up with his primary care physician for tight glycemic control and to keep the HbA1c below 7%.

9. CHRONIC RENAL INSUFFICIENCY: On today’s visit, we recommended to perform lab test in order to reassess his kidney function and electrolytes.  He is at stage III.  He is to follow up with his primary care physician and nephrologist for this regard.  In the meanwhile any procedure should be done in the future, should be in view of his kidney function.

10. IV DYE:  The patient is a known case of intravenous dye.  If any interventional procedure should be done in the future, he should be premedicated with prednisone, Benadryl, and Zantac.
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Thank you very much for allowing us to participate in the care of Mr. Lockhart.  Our phone number has been provided for him to call with any question or concerns at any time.  We will see him back in the clinic in one month or sooner if necessary.  In the meanwhile, he is to follow up with his primary care physician regularly.

Sincerely,

Ahmad Al-Taweel, Medical Student

I, Dr. Mahir Elder, attest that I was personally present and supervised the above treatment of the patient.

Mahir Elder, M.D.

Board Certified in Interventional Cardiology.

Board Certified in Cardiovascular Disease.

Board Certified in Endovascular Disease.

Board Certified in Nuclear Cardiology.

Board Certified in Internal Medicine.

Board Certified in Vascular Interpretation.
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