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CARDIOLOGY CONSULTATION
January 24, 2013

Primary Care Phy:
Arletha Anderson, M.D.
26237 Southfield Road

Southfield, MI 48075

Phone#:  248-345-6201

Fax#:  248-395-6294

464 East Grant, Boulevard

Detroit, MI 48207

Phone#:  313-579-2255

Fax#:  313-579-0047

RE:
HIGHTOWER CLYDE
DOB:
10/14/1937

CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Mr. Hightower in our cardiology clinic today.  As you know, he is a very pleasant 75-year-old African-American gentleman with past medical history significant for hypertension, hyperlipidemia, diabetes mellitus, anemia, and seizure disorder.  He is also status post right above-knee amputation due to gangrene and necrotic ulcer.  He is in our cardiology clinic today for a followup regarding diagnostic investigation for cardiovascular evaluation.

On today’s visit, the patient was complaining of pain in his left leg at his ankle joint, his knee joint and also in between.  Also complaint of chest discomfort and frequent or episodic shortness of breath.  He denies any orthopnea or paroxysmal nocturnal dyspnea.  The patient denies any L-thyroxine, dizziness, or vertigo.  He denies any palpitations, syncopal, presyncopal attacks, or episodes of sudden loss of consciousness.  He denies any lower extremity swelling or skin color changes.  He is following with his primary care physician regularly.  He is compliant with his medications.
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PAST MEDICAL HISTORY:
1. Hypertension.

2. Diabetes mellitus.

3. Hyperlipidemia.

4. Chronic anemia.

5. Malnutrition.

6. Seizure disorder.

7. Previous history of pneumonia.

PAST SURGICAL HISTORY:  Significant for right above-knee amputation on September 18, 2012 due to gangrene and necrotic ulcer.  Also significant for central venous catheter.

SOCIAL HISTORY:  The patient is a smoker, did quit recently in 2012, however, had chronic history of smoking.  He denies any alcohol or using any illicit drugs.  The patient is in nursing home.

ALLERGIES:  The patient is allergic to lisinopril.

CURRENT MEDICATIONS:
1. Nitrostat 0.4 mg q.5m. x3 p.r.n. for chest pain.

2. Lactulose 10 mg/15 mL solution as needed for constipation.

3. Artificial tears solution.

4. Doc-Q-Lace 100 mg caps twice a day.

5. Antacid 500 mg twice a day.

6. Vitamins and health supplements three times a day.

7. Senokot 8.6 mg twice a day.

8. Simvastatin 40 mg p.o. q.h.s.

9. Calmoseptine moist ointment.

10. Hydrocodone 10/325 mg four times a day.

11. Ferrous sulfate 325 mg once a day.

12. Tamsulosin 0.4 mg once a day.

13. Aspirin 81 mg once a day.

14. Vitamin C 250 mg once a day.

15. Metoprolol 50 mg twice a day.

16. Famotidine 20 mg twice a day.
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PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure is 110/69 mmHg, his pulse is 64 bpm regular, his weight is 110 pounds, and his height is 6 feet 5 inches.  General:  He is alert and oriented x3, not in apparent distress.  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.  The patient has right above-knee amputation and he is currently on wheelchair.

DIAGNOSTIC INVESTIGATIONS:

EKG:  Done on January 24, 2013, showing ventricular rate of 60 bpm in normal axis and sinus rhythm with PVC.  Otherwise indeterminate EKG.

LOWER EXTREMITIES ARTERIAL PVR:  Done on January 24, 2013, showing an ABI reading of 1.50 on the left side.

DLCO:  Done on January 24, 2013, shown DLCO of 70% predicted.

MYOCARDIAL STRESS TEST:  Done on December 20, 2012, showed moderate-sized, moderate-to-severe unspecified fixed defect consistent with infarction in the territory typical of the proximal to distal RCA.  Also there appears to be a small mid-to-distal mild fixed defect involving anteroseptal and anterior apical segments consistent with breast attenuation with small area of infarction cannot be excluded.

CAROTID ULTRASOUND:  Done on December 20, 2012, showing 30-50% of edematous stenosis in the bilateral carotid system.  The bilateral vertebral artery demonstrates antegrade flow.

AORTOILIAC DOPPLER ULTRASOUND:  Done on December 20, 2012, showing no evidence of aneurysm.  However, there is evidence of calcification noted in the aortic valve biphasic right iliac artery waveform, SMA, and celiac less than 70% stenosis based on velocity.
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TRANSTHORACIC ECHOCARDIOGRAPHY:  Done on October 13, 2012 at Harper Hospital, revealed left ventricular ejection fraction approximately between 55-60%.  No regional wall motion abnormality.  Dilated right atrium and ventricle.  Mild aortic dilation at the level of the sinuses of Valsalva root.  Mild dilated descending thoracic aorta.

CHEST X-RAY:  Done on October 10, 2012, revealed no acute pulmonary process.  Emphysematous lungs.

LABORATORY:  Done on December 19, 2012.  Chemistry:  Sodium 124, potassium 4.2, chloride 102, carbon dioxide 23, anion gap 9, and glucose 96.

HEMATOLOGY:  Done on October 22, 2012, white blood count 12.8, red blood count 2.69, hemoglobin 8.2, hematocrit 24.4, MCV 90.7, MCH 30.5, MCHC 33.6, and red cell distribution width 15.7.

ASSESSMENT AND PLAN:

1. CORONARY ARTERY DISEASE SCREENING:  The patient has multiple risk factors for CAD.  On today’s visit, the patient denied any symptoms of chest pain.  His recent stress test, which was done on December 20, 2012 showed moderate sized, moderate-to-severe unspecified fixed defect consistent with infarction in the territory typical of the proximal to distal RCA.  Also there appeared to be small mild fixed defect involving anteroseptal and anteroapical segments consistent with breast attenuation, but small area of infection cannot be excluded.  Currently, the patient denies any chest pain so we will continue with the conservative management with medication on and follow up with him for reevaluation and.  We will consider the left heart catheterization if the patient starts having symptoms.  Meanwhile, he is to continue the same medication regimen.

2. SHORTNESS OF BREATH:  On today’s visit, the patient denies any shortness of breath.  However, previously the patient was also complaining of shortness of breath.  His recent transthoracic echocardiogram, which was done on October 13, 2012 showed left ventricular systolic function of low normal and with the ejection fraction of 55-60%.  However, did show mild aortic dilatation at the level of the sinuses of Valsalva root.  Also mild dilated descending thoracic aorta.  We will follow up with him regarding this matter and monitor him closely for any changes.  We ordered to repeat the echocardiogram to evaluate for any changes in these findings.  We will follow up with the results on the next follow up visit and manage him accordingly.
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3. PERIPHERAL ARTERIAL DISEASE:  The patient has history of right above-knee amputation done in September 2012 secondary to gangrene and necrotic ulcer.  He has multiple risk factors for peripheral arterial disease.  His recent ABI, which was done on January 21, 2013 showing ABI reading of 1.30 on the left side.  However, the waveforms are abnormal.  On today’s visit, the patient was complaining of left lower extremity pain and he is stating that the pain was the same pain that he had on the right leg before the amputation.  He has multiple risk factors his symptoms and abnormal finding in the ABI.  The patient was scheduled for peripheral angiography to be done in February 27, 2013 for better visualization of the lower extremity arterial vasculature and also for intervention as required.  We will follow up with him after the procedure on the next followup visit and manage him accordingly.

4. AAA SCREENING:  Due to the long history of 50 years tobacco use, the patient has multiple risk factors for abdominal aortic aneurism.  We recommend one time life screening for AAA with aorta ultrasound.  We will follow up with the results on the next followup visit.

5. HYPERTENSION:  On today’s visit, his blood pressure is 110/69 mmHg, which is well maintained.  He is to continue the same medication regimen and to adhere to strict low-salt and low-fat diet.  We will continue to monitor his blood pressure reading on the followup visit.

6. CAROTID ARTERY DISEASE SCREENING:  On today’s visit, on physical examination the patient was found to have carotid artery bruit.  His recent carotid ultrasound, which was done on December 20, 2012, showed 30-50% stenosis in the carotid arterial system bilaterally.  On today’s visit, he denies any symptoms of dizziness or lightheadedness.  We will continue to monitor him closely for any changes.  We will follow up with him on the next followup visit and manage him accordingly.

7. HYPERLIPIDEMIA:  The patient is currently on simvastatin.  We recommend him to continue on the statin therapy and to follow up with his primary care physician regarding frequent lipid profile testing and LFTs for target LDL of less than 70.

8. 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%.
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Thank you for allowing us to participate in the care of Mr. Hightower.  Our phone number has been provided for him to call with any questions or concerns at any time.  We will see him back in our clinic in two months or sooner if necessary.  Meanwhile, he is instructed to continue seeing his primary care physician regarding continuity of his healthcare.

Sincerely,

Mohamed Hussein, 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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