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CARDIOLOGY CONSULTATION
January 24, 2013

Primary Care Phy:
None
RE:
ANGELINE WASIK
DOB:
12/21/1927
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Wasik who you well know is a very pleasant 86-year-old lady with past medical history significant for hypertension, hyperlipidemia, diabetes mellitus, obesity, carotid artery stenosis, stroke, and atrial fibrillation with CHAD score of 6.  She came to our clinic today as a followup visit.

On today’s visit, she had no specific cardiologic complaint except for fatigue.  No chest pain.  No dyspnea on exertion.  No palpitations.  No syncope or presyncope.  No lower limb edema.  No intermittent claudication of the lower limb.

PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Osteoarthritis.

5. Obesity.

6. Bradycardia.

7. Carotid stenosis.

8. Stroke.

9. Atrial fibrillation.

PAST SURGICAL HISTORY:  Noncontributory.
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SOCIAL HISTORY:  Noncontributory.

FAMILY HISTORY:  Noncontributory.

ALLERGIES:  Not known drug allergies.

CURRENT MEDICATIONS:
1. Crestor 20 mg once daily.

2. Ranitidine 150 mg three times daily.

3. Senna.

4. Plavix 75 mg once daily.

5. Aspirin 325 mg once daily.

6. Glyburide.

7. Stool softener.

8. Calcium.

9. Aldactone 25 mg daily.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure is 93/70 mmHg, pulse is 64 bpm, weight is 200 pounds, and height is 5 feet 9 inches.  General:  She 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.
DIAGNOSTIC INVESTIGATIONS:
EKG:  Done on December 21, 2012.  It showed heart rate of 67 bpm, incomplete right bundle branch block, atrial fibrillation, and abnormal EKG.

ECHOCARDIOGRAPHY:  Done on August 30, 2012.  It showed ejection fraction of 40%.  Mitral valve leaflets were severely sclerotic.  Apical inferior wall was moderately hypokinetic.
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CARDIAC STRESS TEST:  Done on May 8, 2012, with the findings of myocardial perfusion were normal.

CAROTID ULTRASOUND STUDY:  Done on June 6, 2012.  It showed moderate calcific irregular atherosclerotic plaque was noted in the right bulb, proximal right internal carotid without increasing velocities.  A mild amount of atherosclerotic calcified irregular plaque was noted in the left bulb, proximal internal carotid artery without increasing velocities.  The rest of the carotid arteries velocities and plaque level correlate to 59% stenosis bilaterally.  The right vertebral artery was NWS.  Left vertebral artery was antegrade flow.

COMPUTED TOMOGRAPHIC ANGIOGRAPHY OF THE HEAD/BRAIN WITHOUT CONTRAST:  Done on October 30, 2011.  It showed re-demonstration of an infarct in the right temporal parietal lobe in the mid coronary artery territory, unchanged since previous exam.  No evidence of intracranial hemorrhage or arteriovenous malformation.

LABORATORY BLOOD TESTS:  Done on December 20, 2012.  It showed CBC within normal limit except for RBC, hemoglobin, and hematocrit, which were low.  Serum electrolytes within normal limits.  Normal renal function test.

ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE EVALUATION:  She has a known history of hypertension, hyperlipidemia, diabetes mellitus, atrial fibrillation, and history of stroke.  On today’s visit, she was asymptomatic.  Her recent stress test was negative.  We recommend her of lifestyle modification in the form of regular exercise, balanced diet, low in fat content, high in fibers, weight loss, and to continue on her current medications.

2. VALVULAR HEART DISEASE:  On today’s visit, she was asymptomatic.  Her recent echocardiogram showed an ejection fraction of 40% with mitral valve leaflets was severely sclerotic.  We will continue to monitor her valvular abnormality with serial echocardiography on the next followup visit.

3. CAROTID ARTERY STENOSIS:  She has a known history of the carotid artery stenosis and stroke.  On today’s visit, she was asymptomatic.  Her recent carotid Doppler study showed no significant carotid artery stenosis.  We recommend her of lifestyle modification and to continue on her current medications.

4. ATRIAL FIBRILLATION:  She has a known history of atrial fibrillation with CHAD score of 6.  She is currently asymptomatic and on aspirin. We recommend her to continue on her current medications and we will follow up on the next visit as long as atrial fibrillation is a concern.

January 24, 2013

RE:
Angeline Wasik

Page 4

5. HYPERTENSION:  Her blood pressure measured today was 93/70 mmHg, which is significantly low blood pressure.  We recommend her to stop taking her medication from today and resume taking her Aldactone and the other medications, as will be managed by her primary care physician.

6. HYPERLIPIDEMIA:  We recommend her to continue on Crestor therapy.  Our goal is to have LDL below 70 mg/dL with regular monitoring of her liver function tests, as will be managed by her primary care physician.

7. DIABETES MELLITUS:  We recommend her to keep tight glycemic control and to have hemoglobin A1c below 7% with regular monitoring of her eyes, kidneys, and peripheral nerve function, as will be managed by her primary care physician.

Thank you for allowing us to participate in the care of Ms. Wasik.  Our phone number has been provided for her to call with any questions or concerns.  We will see Ms. Wasik back in the next visit.  Meanwhile, she is instructed to continue to see her primary care physician.

Sincerely,

Hossam Alzubi, Medical Student

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

Anas Obeid, D.O.

AO/BP

DD:  01/25/13

DT:  01/25/13
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