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CARDIOLOGY CONSULTATION
January 24, 2013

Primary Care Phy:
Lennox Pike, M.D.

4201 Saint Antoine Boulevard

Detroit, MI 48201

Phone#: 313-745-4091

Fax#: 313-966-0993

RE:
WILBURT JENNINGS
DOB:
07/19/1951
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleague:

We had the pleasure of seeing Mr. Jennings who is a very pleasant 61-year-old gentleman with a past medical history significant for congestive heart failure, ischemic cardiomyopathy with an ICD placement in 2007, coronary artery disease, status post CABG with LIMA to LAD, SVG to OM2, SVG to RCA, and multiple left heart catheterization with the last one being done on October 30, 2010, which showed his SVG to OM2 was patent, SVG to RCA had 60% stenosis, and LIMA to LAD was occluded proximally.  He also had a past medical history of hypertension and peripheral arterial disease.  He came to our clinic today for a followup.

On today’s visit, he is complaining of the same chest pain that he was previously having.  He states that the chest pain has been occurring since 2006.  This is a pressure-like retrosternal radiating to the shoulders and back.  It is exaggerated by exercise and 8/10 in severity.  He has also been complaining of shortness of breath.  He states that he can barely walk half a block to one block without feeling any shortness of breath.  He has also been experiencing lower limb pain on walking.  He states that he can walk up to three blocks without having the lower limb pain.  However, he denies any complaints of lower limb swelling, syncope, or presyncope and states that otherwise he is doing fine at the moment.  On his previous visit, his blood pressure was elevated it was 169/98 so we have increased his hydralazine dose to 100 mg and now it is little bit very controlled.  He came today to the clinic to have his blood pressure recheck.
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PAST MEDICAL HISTORY:
1. Congestive heart failure.

2. Coronary artery disease.

3. Hypertension.

4. Peripheral arterial disease.

PAST SURGICAL HISTORY:
1. CABG.

2. AICD placement in 2007.

SOCIAL HISTORY:  Noncontributory.

FAMILY HISTORY:  Significant for coronary artery disease, hypertension, and diabetes.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:
1. Potassium 20 mEq daily.

2. Aspirin 81 mg daily.

3. Spironolactone 25 mg daily.

4. Furosemide 80 mg t.i.d.

5. Lisinopril 40 mg a.m. and 20 mg p.m.

6. Ranitidine 150 mg twice a day.

7. Plavix 75 mg daily.

8. Carvedilol 25 mg b.i.d.

9. Hydrocodone 7.5 mg every six hours p.r.n.

10. Colace 100 mg twice a day as needed.

11. Simvastatin 40 mg daily.

12. Amlodipine 10 mg daily.

13. Imdur 60 mg one tablet p.o. b.i.d.

14. Hydralazine 100 mg four times a day.

15. Ranexa 1000 mg t.i.d.

16. Advair.

17. Symbicort.

18. Digoxin 0.25 mg twice a day.

19. Vicodin extra-strength one tablet p.o. q.d.
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PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure was 150/82 mmHg, pulse 67 bpm, weight 205 pounds, and height 5 feet 9 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.

DIAGNOSTIC INVESTIGATIONS:
EKG:  Done on January 16, 2013, and the heart rate was 61 bpm with normal rhythm and rate.  No significant change since the last EKG.

2D ECHOCARDIOGRAM:  Done on August 23, 2012, shows borderline dilated left ventricle with mild left ventricular hypertrophy and mild to moderate systolic dysfunction.  The visual estimated left ventricular ejection fraction was 20-25% with apex, thinned out and akinetic.  Apical segment is severely akinetic.  Finding consistent with prior infarct scarring in the region through the normalization of mitral inflow consistent with moderate left ventricular diastolic dysfunction.

NUCLEAR STRESS TEST:  Done on March 6, 2011, shows a normal myocardial perfusion, ejection fraction of 31%, and dilated left ventricle.

LEFT HEART CATH:  Done in October 2010, shows a patent 2/3 grafts with severe native LAD and RCA disease, severe ischemic cardiomyopathy, LIMA to LAD proximal occluded, patent SVG to OM2, SVG to RV branch is patent and fills retrograde to distal RCA.  There is 60% stenosis immediately proximal to the touchdown of the graft and LAD has proximal 100% CTO with right to left collateral with patent stent in the left circumflex artery.  OM1 has distal occlusion.  OM2 has ostial occlusion.  Severe global hypokinesia of the left ventricle.  Ejection fraction is 10% with LVEDP of 20 mmHg.

January 24, 2013

RE:
Wilburt Jennings

Page 4

CAROTID DUPLEX STUDY:  Completed on June 7, 2010.  There is mild bilateral plaque formation; however, no hemodynamically significant stenosis.  The vertebral arteries have antegrade flow bilaterally.

VENOUS PLETHYSMOGRAPHY:  Done on July 13, 2012, showing a filling time on the right of 14.3 seconds and on the left of 14 seconds, which is abnormal.

CHEST X-RAY:  Done on October 22, 2012. Impression was stable moderate cardiomegaly with central pulmonary vascular congestion, small left pleural effusion subsegmental atelectatic change of the left lung base superimposed with the left basilar pulmonary scarring.

TRANSTHORACIC ECHO:  Done on October 23, 2012.  Conclusion was ischemic cardiomyopathy with moderately decreased left ventricular systolic function severe diastolic dysfunction.

CT SCAN OF THE HEAD:  Done on April 9, 2010, showed no acute intracranial hemorrhage and periventricular white matter hypoattenuation is likely related to mitral or valvular ischemia.

BILATERAL RENAL ARTERIAL DOPPLER:  Done on November 29, 2012, showing normal abdominal aortic size and velocity and normal kidney size bilaterally.  No evidence of hemodynamically significant renal artery stenosis bilaterally.

RENAL ULTRASOUND:  Done on November 29, 2012.  The conclusion was no evidence of hydronephrosis.  Finding:  Right and left longitudinal axis are approximately 11.2 and 12.4 cm respectively.  There is no hydronephrosis or shadowing calculi.  There may be a very limited bilateral focal cortical renal scarring and slight increased renal echogenicity with rise of severity of early nonspecific medical renal disease.  A small cyst is noted in the left superior renal pole.

LEFT ANTECUBITAL SUBCLAVIAN AXILLARY VEIN VENOGRAM: Done on August 10, 2008 with the findings of antecubital vein engorged with diminish flow.  Axillary vein is enlarged.  Subclavian vein at the point of the leads anteriorly is enlarged and proximal to the point has less contrast.  Also noted collaterals going from the antecubital and brachial vein to the left jugular vein into the right jugular vein.  Conclusion:  Mild to moderate obstruction at the level of the left subclavian vein possibly due to leads from ICD and plus/minus fibrosis at this level.
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ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  He is known to have coronary artery disease and CABG with LIMA to LAD versus proximal occluded, SVG to OM2, which has patent and SVG to RCA, which has 60% stenosis.  He is currently complaining of chest pain that he was previously having and he is currently on Imdur, Ranexa maximum dose, beta-blocker, carvedilol 25 mg t.i.d.  His most recent stress test was done on March 6, 2011, which showed a normal myocardial perfusion.  We have informed him that we are going to consult doctors in Cleveland Clinic with regards to his next step in management.  For the meanwhile, he is to continue same current medical regimen that he is on and we are going to contact him to inform him about recommended next plan of management.

2. CONGESTIVE HEART FAILURE:  He is known to have congestive heart failure with ischemic cardiomyopathy with ejection fraction of 20-25%.  He is currently on ACE inhibitor, beta-blocker, calcium channel blocker, statins, spironolactone and Lasix.  He was on maximum dose of Lasix.  We recommend that he continue same current medication regimen that he is on and that he gets his device check soon.  Since he is on a very high dose of Lasix we are also going to check his kidney function to assure that it has not been damaged due to his high intake of Lasix.

3. HYPERTENSION:  He is known case of hypertension.  On today’s visit, the blood pressure was 150/82, which is improving in comparison to the previous time, which was 169/98.  We have increased his dose of hydralazine to 100 mg four times daily on his previous visit and however his blood pressure is still uncontrolled.  He is on maximum dose of potassium channel blocker, hydralazine, furosemide, and lisinopril. However due to his pulse rate being 68 bpm we cannot increase his beta-blocker of Carvedilol 0.5 mg b.i.d.  We want to add another diuretic medication.  However, we recommend that he first get renal function test to evaluate his renal function before we are going to add another diuretic medication.  For the meanwhile, he is to continue same kind of medical regimen that he is on.  We are going to follow up him on next visit for reevaluation.
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4. PERIPHERAL ARTERIAL DISEASE:  The patient stated that he was previously supposed to have peripheral angiography for diagnosis of peripheral arterial disease and intervention if necessary.  However, the procedure was tried and was unsuccessful.  As of currently, he is still complaining of the same concern of bilateral lower limb pain.  We will recommend that he continue same current medical management that he is on and that he continue with exercise program that he is on. We are going to treat him conservatively.  We have also informed him that if he does develop any more severe symptoms he is to contact us directly or go to the nearest emergency department.

5. AICD:  The patient is known to have pacemaker, which was placed in 2007 and it was last checked according to the patient a few months ago.  We advised him to have it checked again soon.

6. RENAL FUNCTION TEST:  His most recent lab values were done on August 27, 2012, which showed a creatinine level of 1.2, BUN 24, sodium level of 141, potassium 3.6, chloride 101, carbon-dioxide is 32, anion gap of 8, and glucose of 98 mg/dL.  However, we recommend that he get another renal function test as he is on high dose of Lasix and we might add another diuretic to his medication for better control of his blood pressure.
Thank you for allowing us to participate in the care of Mr. Jennings.  Our phone number has been provided for him to call with any questions or concerns.  We will see Mr. Jennings back in two months.  In the meanwhile, he is instructed to continue following with his primary care physician for continuity of care.

Sincerely,

Hossam Alzubi, Medical Student
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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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