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CARDIOLOGY CONSULTATION
January 25, 2013

Primary Care Phys:
Mohamad Elmenini, M.D.

10645 West Warren Avenue

Dearborn, MI 48216

Phone #:  313-945-9393

Fax #:  313-845-9122

RE:
ROCHESTER LEWIS
DOB:
09/27/1959
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Mr. Lewis in our cardiac clinic today with past medical history significant for coronary artery disease status post left heart catheterization and stent in LAD done on June 21, 2012, peripheral vascular disease status post peripheral angiogram and successful revascularization of the left SFA performed on December 18, 2012.  He also has hypertension, diabetes mellitus, and hyperlipidemia.  He came to our clinic today as a followup.

PAST SURGICAL HISTORY:  Insignificant.

SOCIAL HISTORY:  Significant for smoking since 17 years of age.  He has tried to cutdown recently, but smokes 67 cigarettes per day.  He denies any alcohol or illicit drug use.

FAMILY HISTORY:  Significant for coronary artery disease and diabetes mellitus.

ALLERGIES:  He is allergic to penicillin.

CURRENT MEDICATIONS:

1. Lantus 15 units once a day.

2. Aspirin 325 mg o.d.

3. Metformin 1000 mg oral b.i.d.

4. Multivitamin.

5. Folic acid.

6. Ranitidine 50 mg b.i.d.

7. Plavix 75 mg daily.
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8. Simvastatin 40 mg daily.

9. Metoprolol 25 mg daily.

10. Hydrochlorothiazide 25 mg daily.

11. Enalapril 10 mg daily.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, his blood pressure is 
110/82 mmHg, heart rate is 84 bpm, weight is 191 pounds, height is 6 feet 3 inches, and BMI is 23.9.  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 or cyanosis.  Bilateral lower limb edema.  +2 pulses bilateral.  5/5 muscle strength.
DIAGNOSTIC INVESTIGATIONS:
PERIPHERAL ANGIOGRAM:  Performed on December 18, 2012.  Final impression:  Successful revascularization of the left superficial femoral artery and severe below the knee peripheral arterial disease with CTO of posterior tibial artery bilaterally.

LAB CHEMISTRY:  Performed on December 19, 2012, shows sodium 142, potassium 4.3, chloride 107, carbon dioxide 27, anion gap 8, glucose 149, urea nitrogen 9, creatinine 1.1, WBC 3.9, RBC 4.09, and hemoglobin 11.4.

ARTERIAL DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITIES:  Done on October 29, 2012, conclusion right lower extremity arterial system based on velocity less than 30% stenosis.  Left common femoral and superficial femoral arteries 30-49% stenosis by velocity.  Monophasic waveform in the left posterior tibial artery to the significant arteriosclerotic disease.

VENOUS DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITIES:  Performed on October 29, 2012, conclusion color duplex evaluation of the lower extremity shows no evidence of acute deep vein thrombosis and vessels that were visualized.
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CT ANGIOGRAPHY EXTREMITY BILATERAL:  Performed on November 6, 2012.  Summary:  (1) Rutherford category III claudication in bilateral lower extremities.  
(2)  Unsuccessful recannulization of the right peroneal chronic total occlusion.

EKG:  Performed on December 14, 2012, shows normal axis, aVF, V2, QS in V3, reduced RN in V3, slow QRS onset are delta wave in III V2, V3, and flat T-waves in I aVL, V6, and sinus rhythm.

HEART CATHETERIZATION:  Done in June 2012 showed coronary artery disease, LAD was noted to have a mid 99% stenosis and 30% proximal.  RCA codominant 99% proximal and 77% distal.  Left ventricular systolic function ejection fraction of 35% with global hypokinesis.  Status post successful PTCA and PCI of the LAD.  Dilated cardiomyopathy.
ECHOCARDIOGRAPHY:  Done on May 16, 2012, shows concentric left ventricular hypertrophy.  Ejection fraction of 60-65%.  Eccentric hypertrophy is present.  Diastolic filling pattern indicates impaired relaxation.  Basal and mid inferoseptal moderately hypokinetic.  Inferior septal aneurysm.  Aortic valve sclerosis without stenosis.  Mild mitral valve regurgitation is present.  Mild thickening of the anterior mitral valve leaflet.  Mild tricuspid regurgitation.  Pulmonic regurgitation.  Pericardium appears to be thickened.

STRESS TEST:  Done on May 16, 2012, shows normal blood pressure response.  Normal ST response.  Chest pain did not occur.  Left ventricular myocardial perfusion was abnormal.  Left ventricular myocardial perfusion was consistent with one to two-vessel disease.  Global stress LV function was normal.  Stress LV regional wall motion was abnormal.  Stress LV regional wall thickening was abnormal.  RV perfusion was normal.  Global RV function was normal.  RV volume was normal.  Wall motion normal.  Regional wall thickening was normal.  Scan significance was abnormal, indicates high risk for hard cardiac events.  Left ventricular dilation was normal.

ASSESSMENT AND PLAN:
1. PAD:  The patient is a known case of peripheral arterial disease status post successful revascularization of the left SFA and CTO of posterior tibial bilaterally.  On today’s visit, the patient denies any claudication.  We advised the patient to stay compliant to his medication and call us immediately upon worsening of symptoms.  We will continue to monitor his condition in his follow up appointment in four weeks.

2. CORONARY ARTERY DISEASE:  The patient is a known case of coronary artery disease status post left heart catheterization with measuring 2.5 x 14 mm Endeavor drug-eluting stent in the LAD.

January 25, 2013

RE:
Rochester Lewis

Page 4

It also showed RCA codominant 99% and proximal in 77% distal region.  Circumflex were dominant 40% mid.  OM-1 mild disease.  OM-2 20% proximal.  Left ventricular systolic function ejection fraction 35% with global hypokinesis.  LVEDP was 
19 mmHg.  On today’s visit, the patient denies any chest pain or palpitations.  Since he has severe right coronary artery disease, we will continue to monitor his condition in his followup appointment in four weeks for any symptoms.  We have advised the patient to call us immediately upon worsening of any symptoms and we will plan for intervention of the RCA.

3. HYPERTENSION:  On today’s visit, the blood pressure is 110/82 mmHg.  This is normal.  The patient states that he is compliant with his medications.  We advised the patient to follow up with his primary care physician regarding this matter and we will continue to monitor his condition in his follow up appointment in four weeks.

4. DIABETES MELLITUS:  The patient is a known diabetic and he is taking metformin 1000 mg twice daily and Lantus 15 units once a day.  We will continue to monitor his condition in his follow up in four weeks and I have advised him to follow with his primary care physician regarding this matter.

5. CARDIO-PHARMACOGENOMICS:  The patient was swabbed to confirm genotypes and aid in dosing medication metabolized by the 
CYP450 on date December 7, 2012.
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Thank you very much for allowing us to participate in the care of Mr. Lewis.  Our phone number has been provided for him to call with any questions or concerns.  We will see Mr. Lewis back in our clinic in about four weeks.  In the meantime, he is advised to follow up with his primary care physician regarding continuity of care.

Sincerely,

Fahad Aftab, Medical Student

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

Tamam Mohamad, M.D., FACC, FACP, RPVI

Interventional Cardiology

Medical Director of Vein Clinic-Dearborn

Medical Director of Cardiac Care-DRH

Asst. Clinical Professor of Medicine, WSU School of Medicine

Board Certified in Cardiovascular, Nuclear Cardiology, Echocardiogram & Vascular Interpretation
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