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CARDIOLOGY CONSULTATION
January 24, 2013

Primary Care Phy:
Latisha Malcom, M.D.

2888 W. Grand Blvd.

Detroit, MI 48219

Phone #:  313-875-4208

Fax:  313-875-5728

RE:
NORMAN STEPHENS
DOB:
11/15/1935

CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Mr. Norman Stephens with past medical history of hypertension, coronary artery disease status post CABG and multiple catheterization and the last one performed on August 15, 2012, showing CTO of LAD with the patent LIMA and mild to moderate right coronary and left circumflex artery disease, peripheral arterial disease status post peripheral angiogram done on April 4, 2012 with arthrectomy of right SFA and popliteal artery performed on April 4, 2012.  He came to our clinic today as a followup.

On today’s visit, he was complaining of right leg pain for a few months that is worse with the leg raised and it is released when he lowers the leg.  He also complains of chest pain that is mild in severity, happened a week ago and occurred twice that day were exertional and associated with diaphoresis and nausea.  He denies any shortness of breath, orthopnea, paroxysmal nocturnal dyspnea, lightheadedness, presyncopal or syncopal episodes, or palpitations.  He does have mild lower limb edema on the right side and suffered above the knee amputation on the left side.

PAST MEDICAL HISTORY:  Significant for:

1. Hypertension.

2. Coronary artery disease status post CABG x3 in 2005 and multiple left heart catheterization the last one done on August 15, 2012, showing total occlusion of LAD with the patent LIMA, hyperdynamic left ventricular function and mild to moderate right coronary and left circumflex artery disease.
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3. Peripheral arterial disease status post peripheral angiogram done on April 4, 2012, with successful orbital arthrectomy of the right SFA and popliteal artery.

4. Heart failure and NYHA class II with diastolic failure.

PAST SURGICAL HISTORY:  Significant for above the knee amputation of his left leg.

SOCIAL HISTORY:  Insignificant for smoking tobacco, drinking alcohol, or using any illicit drugs.

FAMILY HISTORY:  Noncontributory.

ALLERGIES:  He has no known drug allergies.

CURRENT MEDICATIONS:
1. Lisinopril 10 mg daily.

2. Norvasc 10 mg daily.

3. Plavix 75 mg daily.

4. Lipitor 80 mg daily.

5. Metoprolol 25 mg twice daily.

6. Aspirin 325 mg o.d.

7. Nitroglycerin sublingual p.r.n.

8. Zantac.

1. Ranexa 500 mg twice daily.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, his blood pressure is 
120/57 mmHg, Pulse is 61 bpm, weight is 147 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.  +2 pulses bilateral.  5/5 muscle strength.  Nonhealing ulcers in between the toes of his right foot.
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DIAGNOSTIC INVESTIGATIONS:
LEFT HEART CATHETERIZATION:  Done on August 15, 2012, showed CTO of the left anterior descending artery with a patent LIMA, mild-to-moderate right coronary artery, and left circumflex artery disease, and hyperdynamic left ventricular function.

PERIPHERAL ANGIOGRAM:  done on April 4, 2012, shows CTO of SFA on the left side as well as severe calcified disease of the left common femoral artery.  It also showed fibrosis noted on the right groin probably from previous hematoma.  Villous successful orbital arthrectomy of the right SFA and popliteal artery was performed.

BLOOD CHEMISTRY:  Done on August 16, 2012, showed sodium 142, potassium 4.1, chloride 109, carbon dioxide 23, anion gap 10, glucose of 99, urea nitrogen 17, creatinine 1.1, white blood cells 6.1, hemoglobin 11.1, hematocrit 33.2, and platelets 155,000.

ECHOCARDIOGRAM:  Done on January 16, 2013, conclusion, mild concentric left ventricular hypertrophy with ejection fraction of left ventricle of 50-55%.  The diastolic filling pattern indicates impaired relaxation.  There was marked dilation of left atrium.

EKG:  Done on January 24, 2013, was significant for complete right bundle-branch block.  PR up to 16 ms and QRS of 138 ms.

PERIPHERAL CATHETERIZATION VASCULARIZATION:  Done on April 4, 2012, showed left SFA 100% occlusion, two-vessel runoff below the knee, right after proximal 70%, distal 80% occluded.  1-2-vessel runoff below the knee.  Peripheral revascularization of the right SFA, popliteal artery.

DIPYRIDAMOLE STRESS TEST:  Done on March 1, 2012, shows small sized mild severity and specific completely reversible defect consistent with ischemia in the territory of typical of the mid and distal LAD.  Left myocardial perfusion is consistent with two-vessel disease.

LEFT HEART CATHETERIZATION:  Performed on February 22, 2012, shows that there was an obstructive coronary artery disease with LAD being 100% ostial.  The left circumflex is 70% proximal, distal circumflex is about 40% stenosis, OM-1 and OM-2 large-caliber vessels and diffuse luminal irregularity.
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Successful revascularization of the proximal circumflex using a 2.5 x 12 mm Resolute drug-eluting stent with no residual stenosis and TIMI-3 blood flow.  We recommended that he be scheduled for stage PCI of the RCA in the near future.

ARTERIAL DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITIES:  Done on January 5, 2012, shows mild-to-moderate atherosclerotic plaque is noted in the right common femoral artery with velocities correlate with 30-49%.  Mild atherosclerotic plaque is noted in the right proximal superficial femoral artery without increasing velocities.  Severe atherosclerotic plaque is noted in the right distal superficial femoral artery with velocities correlate to 50-75% stenosis.

Left CFA velocities less than 60 cm/sec suggest left aortoiliac occlusion more than 75%.  No flow visualized in the left SFA mid suggesting near total occlusion, irregular placing throughout the right lower extremity arterial system with monophasic waveform correlate with moderate atherosclerotic plaque.

CAROTID ULTRASOUND:  Done on January 5, 2012, shows moderate atherosclerotic plaque noted in the left bulb proximal ICA with velocities correlate to 40-59% stenosis.  The rest of the carotid artery velocities and the plaque level correlate to 1:39% stenosis bilaterally.  Vertebral artery flow is antegrade bilaterally.

RENOVASCULAR ULTRASOUND STUDY:  Done on January 27, 2011, shows there is more than 60% stenosis of the left renal artery.  RAR equals 4.1.

LOWER EXTREMITY VENOUS WAVEFORM:  Done on January 27, 2011, show a fill time of 22.1 sec on the right.

ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient is a known case of coronary artery disease status post CABG x3 in 2005 and multiple left heart catheterizations.  The last one done on August 15, 2012, with CTO of LAD with the patent LIMA with mild to moderate right coronary artery and left circumflex artery disease and hyperdynamic left ventricular function.  On today’s, the patient complains of mild chest pain that occurred about a week ago and occurred twice that day and was during exertion and relieved with Ranexa, it was associated with diaphoresis and nausea.
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On today’s visit, we increased the dose of Ranexa from 500 mg twice daily to 
1000 mg twice daily.  We will continue to monitor his condition in his followup appointment in six weeks.  We have also advised him to call us immediately on worsening of symptoms.

2. PERIPHERAL ARTERIAL DISEASE:  The patient is a known case of peripheral arterial disease status post peripheral angiography done on April 4, 2012, with successful revascularization of the right SFA and popliteal artery.  On today’s visit, the patient complains of leg pain for few months, which is worse with raising the leg and is relieved by lowering the leg.  On today’s visit, we scheduled the patient for an ABI as well as a peripheral angiogram on the right side by the left groin for February 20, 2013.  We advised the patient to stay compliant with his medications and call us immediately upon worsening of symptoms.  We will continue to monitor his condition in his follow up appointment in six weeks.

3. HYPERTENSION:  On today’s visit, the patient’s blood pressure is 120/57 mmHg, which is controlled.  We advised the patient to stay compliant to his medication and adhere to low-salt diet.  We will continue to monitor his condition in his follow up appointment in six weeks and also recommended that he follow-up with his primary care physician regarding this matter.

4. PULMONARY NODULE:  According to the cardiology clinic note of September 13, 2012, the patient was diagnosed with a pulmonary nodule on a chest x-ray and the size of which is 3 mm, we recommended him to follow up with his pulmonologist regarding this matter.

5. HYPERLIPIDEMIA:  The patient is a known hyperlipidemia and he is currently on statin therapy and we advised the patient to follow up with his primary care physician regarding this matter.

6. CARDIO-PHARMACOGENOMICS:  The patient was tested for DNA buccal swab to confirm genotypes and aid in dosing medication metabolized by the CYP450 pathways done on February 16, 2012, and it showed he was a poor metabolizer of CYP3A5 and a value of low for VKORC1.

7. CONGESTIVE HEART FAILURE:  The patient was diagnosed with congestive heart failure and NYHA class II diastolic failure.  A recent echocardiogram done on January 16, 2013, showed an ejection fraction of 50-55% with marked dilation of left atrium.  On today’s visit, the patient denies any shortness of breath, orthopnea, or paroxysmal nocturnal dyspnea.  We will continue to monitor his condition in his follow up appointment in six weeks.
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Thank you very much for allowing us to participate in the care of Mr. Stephens.  Our phone number has been provided for him to call with any questions or concerns.  We will see him back in our clinic after six weeks or sooner if necessary.  In the meanwhile, he is instructed to continue to see his primary care physician regarding this continuity of care.
Sincerely,

Fahad Aftab, 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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