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CARDIOLOGY CONSULTATION
January 24, 2013

Primary Care Phy:
Waad Dakkak, M.D.
4828 West Warren Road

Detroit, MI 48201

Phone #:  313-896-1399

Fax #:  313-896-1330

RE:
JARVIS DICKSON

DOB:
12/03/1942
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Mr. Dickson in our cardiology clinic today.  As you know, he is a very pleasant 70-year-old African-American gentleman with past medical history significant for nonischemic cardiomyopathy, NYHA functional classification II with ejection fraction of 35‑40%, status post biventricular ICD placement done in June 2005.  He also has past medical history significant for peripheral arterial disease status post revascularization of the left anterior tibial artery in 2008.  He also had past medical history significant for nonobstructive coronary artery disease status post left heart catheterization done in 2005.  He also has a past medical history significant for hypertension, hyperlipidemia, diabetes mellitus, history of atrial fibrillation CHAD score of 3, and COPD.  Currently, he is on Coumadin 2.5 mg once daily.  He is in our cardiology clinic today for a followup visit.

On today’s visit, he states that he is relatively doing well and enjoying his regular state of health.  He denies any chest pain, shortness of breath, orthopnea, or paroxysmal nocturnal dyspnea.  He denies any lightheadedness, dizziness, or vertigo.  He denies any palpitation, syncopal or presyncopal attacks, or episodes of any sudden loss of consciousness.  He denies any lower extremity pain, intermittent claudication, skin color changes, or varicose veins.  He is following up with his primary care physician regularly.  He is compliant with all of his medications.
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PAST MEDICAL HISTORY:
1. Nonischemic cardiomyopathy, NYHA functional classification II with recent ejection fraction of 35-40%.  He is status post biventricular ICD placement in June 2005.

2. Peripheral arterial disease status post revascularization of the left anterior tibial artery done in 2008.

3. Nonobstructive coronary artery disease status post left heart catheterization done in 2005.

4. Hypertension.

5. Hyperlipidemia.

6. Diabetes mellitus.

7. History of atrial fibrillation, CHAD score 3.

8. COPD.

9. Obstructive sleep apnea.

PAST SURGICAL HISTORY:  Noncontributory.

FAMILY HISTORY:  Noncontributory.

ALLERGIES:  The patient is not known to be allergic to any medication or food.

CURRENT MEDICATIONS:

1. Coreg 25 mg b.i.d.

2. Benicar with hydrochlorothiazide 20/12.5 mg daily.

3. Lipitor 40 mg once daily.

4. Singulair 10 mg once daily.

5. Aspirin 81 mg once daily.

6. Glyburide 2.5 mg in the morning and in the evenings.

7. Coumadin 2.5 mg once daily.

8. Albuterol inhaler b.i.d.

9. Advair 250/50 mcg.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure is 129/86 mmHg, pulse is 80 bpm and regular, weight is 204 pounds, and height is 5 feet and 11 inches.  General:  He is alert and oriented x3, not in apparent distress.  HEENT:  Reveal normocephalic and atraumatic.
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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 January 24, 2013, showing ventricular rate of 72 bpm in left axis deviation, sinus rhythm.  Otherwise indeterminate EKG.

2D TRANSTHORACIC ECHOCARDIOGRAM:  Done on January 16, 2013, showed moderately imparted left ventricular systolic function with an ejection fraction 35-40%.  The diastolic filling pattern indicated impaired relaxation.  The left atrium is moderately dilated.  Right ventricular is mildly enlarged measuring between 3.4-3.7 cm.  Pacemaker wires seen in right atrial cavity.

MYOCARDIAL STRESS TEST:  Done on January 16, 2013, showing moderate sized, mild severity inferior, inferolateral and lateral completely reversible defect consistent with ischemia in the territory typical of the mid and distal LCx and/or RCA.

LAB CHEMISTRY:  Done on May 24, 2012, shows last glycohemoglobin 9.7, HbA1c 7.4.

CBC:  Done on August 13, 2012, shows WBC is 4.9, RBC is 5.07, hemoglobin 13.6, hematocrit 44.9, MCV 88.6, MCH 26.8, platelets 201,000.

ABI:  Done on February 16, 2012, shows ABI 1.18 on the right and ABI 1.15 on the left.

ARTERIAL DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITY:  Done on June 4, 2011, shows right CFA velocity correlate to 49% stenosis.  Normal velocities and waveform in all other areas correlating to less than 30% stenosis.  Mild-to-moderate plaque levels.

CAROTID DOPPLER STUDY:  Done on February 14, 2011, no significant stenosis of the carotid systems bilaterally.  Vertebral blood flow is antegrade bilaterally.
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RENAL DOPPLER STUDY:  Done on March 11, 2011; right and left kidneys are normal in size, no evidence of renal artery stenosis bilaterally.  Aorta appears normal in size without evidence of aneurysm.

ABDOMINAL AORTIC AND ILIAC ARTERIAL DOPPLER ULTRASOUND STUDY:  On February 15, 2008, shows mild atherosclerotic disease involving the distal abdominal aorta with no evidence of hemodynamic significant stenosis.  No evidence of abdominal aortic aneurysm and mild atherosclerotic disease involving the right and left common iliac arteries proximally with stenosis of 40% involving the right common iliac artery.

PERIPHERAL ANGIOGRAM:  Done on June 11, 2008, revealed that the right iliac is patent.  The left SFA was patent with three-vessel runoff.  He had left anterior tibial 90% occlusion and subsequently underwent atherectomy and CryoPlasty of the left anterior tibial.  There is 
three-vessel runoff of the right lower extremity bilaterally.

CARDIAC CATHETERIZATION:  Done on June 13, 2005, shows left anterior descending artery with 20% proximal stenosis and right coronary artery with 20-30% proximal stenosis.

CARDIO-PHARMACOGENOMICS:  Done on January 9, 2012, which shows normal metabolizer per CYP450-2C19, intermediate metabolizer for CYP450-2C19, low warfarin sensitivity for VKORC1, poor metabolizer for CYP450-2D6, normal metabolizer for CYP450‑3A4, intermediate metabolizer for CYP450-3A5, normal thrombosis risk factor V Leiden, normal thrombosis risk for factor II prothrombin, normal thrombosis and cardiovascular disease risk for MTHFR.

ASSESSMENT AND PLAN:

1. NONISCHEMIC CARDIOMYOPATHY:  The patient has history of nonischemic cardiomyopathy, NYHA functional classification II.  His recent echocardiogram, which was done on January 16, 2013 showed an ejection fraction of 35-40%.  Also showed diastolic filling pattern indicating impaired relaxation.  He is currently status post biventricular ICD placement done in June 2005.  On today’s visit, the patient denies any shortness of breath.  We recommend him to continue the same medication regimen and we will continue to follow up with him regarding this matter on the next follow up with visit.
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2. ICD DEVICE PLACEMENT:  The patient is status post biventricular ICD device placement done in June 2005.  We recommend the patient to continue follow up with the device clinic for regular check and device interrogation.

3. CORONARY ARTERY DISEASE:  The patient has a history of nonobstructive coronary artery disease status post left heart catheterization, which was done on June 13, 2005, showed left anterior descending artery with 20% proximal stenosis and right coronary artery with 20-30% proximal stenosis.  The patient recent stress test, which was done on June 16, 2013, showing moderate sized, mild severity inferior, inferolateral and lateral completely reversible defect consistent with ischemia in the territory typical of the distal LCx and/or RCA.  On today’s visit, the patient denies any symptoms of chest pain or anginal equivalent.  Even though, his stress test was abnormal due to his asymptomatic status, the patient was recommended to continue the conservative medication management.  He is to continue the same medication regimen and we will continue to monitor him closely.  The patient was advised that if he noticed any new symptoms of chest pain or worsening of his shortness of breath, he is to contact us immediately and left heart catheterization will be considered.

4. PERIPHERAL ARTERIAL DISEASE:  He is a known case of a peripheral arterial disease status post peripheral angiography, which was done on June 11, 2008 with successful revascularization of the LAD.  On today’s visit, the patient denies any symptoms of lower extremity intermittent claudication or skin color changes.  His recent ABI, which was done on February 16, 2012, showed ABI reading of 1.18 on the right and 1.15 on the left.  We will continue to monitor him closely and follow up with him regarding his peripheral arterial disease on the next followup visit and manage him accordingly.  Meanwhile, he is to continue with the same medication regimen.
5. COPD:  He is a known case of COPD and he uses his inhaler regularly.  Currently, the patient is not complaining of shortness of breath and he states that his lung doctor saying that he is improving.  He is to continue following up with his primary care physician and pulmonologist regarding this matter.
6. OBSTRUCTIVE SLEEP APNEA:  He is a known case of obstructive sleep apnea.  He is using CPAP machine especially at night infrequently.  We advised him to follow up with his primary care physician regarding this matter.
7. HYPERTENSION:  On today’s visit, his blood pressure is 129/86 mmHg, which is well maintained.  He is to continue the same medication regimen and adhere to strict low-salt and low-fat diet and we will continue to monitor his blood pressure readings on the next followup visit.
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8. HYPERLIPIDEMIA:  The patient is currently on Lipitor 40 mg once daily.  We advised him to continue following up with his primary care physician for frequent lipid profile testing and LFTs and target LDL of less than 70.
9. ATRIAL FIBRILLATION:  The patient has a history of atrial fibrillation with CHAD score of 3.  Currently, the patient in sinus rhythm and his rate is well controlled.  He is status post ICD placement done in 2005.  Currently, the patient is Coumadin 2.5 mg once a day and he is following up with his Coumadin clinic.  We recommend him to continue following up with his Coumadin Clinic for target INR to be monitored between 2 and 3 and we will continue to monitor him closely and follow up with him regarding this matter on the next followup visit.
10. DIABETES MELLITUS:  The patient is a known diabetic.  He is to follow up with his primary care physician regarding tight glycemic control and target hemoglobin A1c of less than 6.5%.
11. CAROTID ARTERY DISEASE SCREENING:  The patient has multiple risk factors for carotid artery disease.  His recent carotid ultrasound, which was done on February 22, 2011 was negative for significant ischemia.  We will continue to monitor the patient with this matter on the subsequent visits.
12. CARDIO-PHARMACOGENOMICS:  DNA drug sensitivity testing was done in January 9, 2012 and the patient was notified with results.
Thank you very much for allowing us to participate in the care of Mr. Dickson.  Our phone number has been provided to him to call with any questions or concerns at any time.  We will see him back in our clinic in three months or sooner if necessary.  Meanwhile, he is instructed to continue seeing his primary care physician regarding continuity of his health care.
Sincerely,

Mohamed Hussein, Medical Student
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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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