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CARDIOLOGY CONSULTATION
January 24, 2013

Primary Care Phy:
Jamie Hall, M.D.

1151 Taylor Road

Detroit, MI  48201

Phone #:  313-876-4827

Fax #:  313-876-4859

RE:
JAMES MATHIS
DOB:
02/19/1946
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup appointment.

Dear Colleagues:

We had the pleasure of seeing Mr. Mathis in our cardiology clinic today, who is a very pleasant 66-year-old gentleman with a past medical history significant for peripheral vascular disease.  He is status post peripheral angiogram.  He is in our clinic today for a followup appointment.

On today’s visit, the patient was complaining of leg pain associated with exertion.  The patient was also complaining of some shortness of breath associated with exertion.  The patient denied any chest pain, any orthopnea, any PND, any palpitations, dizziness, presyncopal or syncopal attacks.  The patient also denied any leg swelling.  The patient states that he is compliant with all of his medications and following up with his primary care physician regularly.

PAST MEDICAL HISTORY:  Otherwise, significant for peripheral vascular disease.

PAST SURGICAL HISTORY:  Nonsignificant.

SOCIAL HISTORY:  The patient is a chronic smoker and continues to smoke half a pack per day.  Though, he currently denies drinking alcohol or using any illicit drug.

FAMILY HISTORY:  Noncontributory.

ALLERGIES:  The patient is not having any drug allergy.
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CURRENT MEDICATIONS:
1. Aspirin 325 mg q.d.

2. Plavix 75 mg q.d.

3. Simvastatin 40 mg q.h.s.

PHYSICAL EXAMINATION:  Vital signs: On today’s visit, blood pressure of the patient is 125/72 mmHg, pulse is 57 bpm, weight is 205 pounds, and height is 6 feet.  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.  Weak peripheral pulses in the lower limbs, especially on the left side.  5/5 muscle strength.
DIAGNOSTIC INVESTIGATIONS:

ARTERIAL ULTRASOUND:  The patient had arterial ultrasound of the lower extremity, which was done on January 8, 2013, which showed occlusion in the distal superficial femoral artery.  He also had occlusion in the popliteal artery of the lower extremities.  It showed less than 30% stenosis of the right lower extremity arterial system.

EKG:  Done on February 13, 2012, shows heart rate of 60 beats per minute with left axis deviation.

ABI:  Done on October 14, 2010, shows normal with ABI on the right 1.32 and on the left is of 1.22.

LEXISCAN STRESS TEST:  Done on May 20, 2011 this turn out to be negative on ECG criteria.  No scintigraphic evidence for reversible ischemia.  This test turns out to be negative.  Calculated LVEF was 41%.

January 24, 2013

RE:
James Mathis
Page 3

CORONARY ANGIOGRAM EXTREMITY BILATERALLY:  Done on September 8, 2010, shows the right superficial femoral artery and profunda femoris artery and common femoral artery have dense calcification of mild intimal irregularities with runoff to the right foot via two vessels consistent with anterior tibial and posterior tibial arteries.  The left superficial femoral artery has chronic occlusion at its distal third just proximal to the Hunter’s canal.  The left popliteal artery is CTO.  The left anterior tibial artery has CTO proximally, but its reconstitution distally in the left dorsalis pedis.  Successful revascularization of the left SFA and left popliteal artery and left anterior tibial arteries as described above.

PERIPHERAL ANGIOGRAM LOWER EXTREMITY BILATERALLY:  Done on July 6, 2011, shows findings of right external iliac patent, left superficial femoral artery and mid 100% chronic total occlusion and trifurcation 100% occluded.  As a result of intervention, superficial femoral artery of 100% stenosis reduced to 10% stenosis with a 90% reduction of lesion and TIMI-0 to TIMI-3 flow.  Left popliteal artery is 100% to less than 10%, and with 90% reduction of lesion and TIMI-0 to TIMI-3 flow.  Left tibioperoneal trunk and posterior tibial had 100% and 20% occlusion respectively and 80% reduction of stenosis causing TIMI-0 to TIMI-3 flow.  Left anterior tibial 100% occlusion decreased to 10% with reduction of 90% stenosis and change of flow from TIMI-0 to TIMI-3.

ASSESSMENT AND PLAN:
1. PERIPHERAL VASCULAR DISEASE:  The patient’s past medical history is significant for peripheral vascular disease and he is status post peripheral angiogram.  On today’s visit, the patient was complaining of leg pain associated with exertion.  We did arterial ultrasound, which showed bilateral SFA occlusion.  Since the patient is currently symptomatic and has occlusion confirmed by peripheral arterial ultrasound of the lower extremities, so we have schedule the patient for peripheral angiogram.  We are going to follow up with the patient following this procedure and then manage him in accordance to the symptoms.  In the meanwhile, we have advised the patient to take all of his current medications regularly and keep following up with his primary care physician.

2. SHORTNESS OF BREATH:  On today’s visit, the patient was complaining of some shortness of breath associated with exertion.  So, we are going to do pulmonary function test and echocardiogram to assess his ejection fraction and to assess his valvular functions.  We are going to follow up with his test result on the next visit and manage him accordingly.

January 24, 2013

RE:
James Mathis
Page 4

3. SMOKING CESSATION:  The patient is a chronic smoker and continues to smoke half a pack per day.  We have again advised the patient to quit smoking.  We also discussed with him different methods of smoking cessation.

4. CARDIO-PHARMACOGENOMICS:  DNA drug sensitivity test done on February 13, 2012, showed rapid metabolizer with CYP2C19 and normal metabolizer of CYP2C9 and CYP3F4 and low metabolizer of VKORC1 and poor metabolizer of CYP3F5.  The results have been discussed with the patient.

Thank you very much for allowing us to take care of Mr. Mathis.  We are going to follow up with him in two months’ time following his procedure.  In the meanwhile, we advised the patient to take all of his current medications regularly and keep following with his primary care physician.  We have also provided the patient our telephone number he can reach us for any questions or concerns.

Sincerely,

Umer Ejaz Malik, 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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