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January 25, 2013

Primary Care Phy:
Joram O. Mogaka, M.D.

21409 Kelly St., Ste #400

Eastpointe, MI 48021

Phone #:  586-777-0630

Fax #:  586-777-0631

RE:
REGINALD JORDAN

DOB:
06/24/1962
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Mr. Jordan in our cardiology clinic today.  As you know, he is a very pleasant 50-year-old African-American gentleman with past medical history significant for hypertension, hyperlipidemia, anxiety disorder, and tobacco abuse.  He also has a history of coronary artery disease status post multiple left heart catheterization.  He has a 3.0 x 28 mm PROMUS drug-eluting stent and a 3.5 x 50 mm PROMUS drug-eluting stent in the RCA.  He also has a history of LAD stenting in the past at St. John’s Hospital.  He is status post left heart catheterization that was done on November 30, 2012, which showed patent stents in mid LAD and distal RCA with 40% stenosis in the OM-1 and OM-2.  He also has past medical history significant for peripheral arterial disease status post revascularization of the left ATA in April 2011 and the right ATA and dorsalis pedis in May 2011.  He is in our cardiology clinic today for a followup visit.

On today’s visit, the patient stated that he is relatively doing well.  However, he has been complaining of shortness of breath and flu-like symptoms.  He also complains of burning sensation in the epigastrium and mid chest.  However, he denies any sharp pain or anginal equivalent pain.  He also complains of lower extremity pain in his right leg, which he states that is bone pain rather than cramps.  He denies any orthopnea or paroxysmal nocturnal dyspnea.  He denies any lightheadedness, dizziness, or vertigo.  He denies any palpitations, syncope or presyncope attacks, or episodes of any sudden loss of consciousness.  He denies any lower extremity swelling, skin color changes, or varicose veins.  He is following with his primary care physician regularly and he is compliant with all his medications.
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PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Anxiety disorder.

4. Coronary artery disease status post multiple left heart cauterizations with two stents in the RCA and one stent in the LAD.

5. Peripheral arterial disease status post revascularization of the right and left ATAs in 2011.

PAST SURGICAL HISTORY:  Noncontributory.

SOCIAL HISTORY:  The patient is an active smoker and had chronic history of smoking.  He denies dirking alcohol or using illicit drugs.

FAMILY HISTORY:  Noncontributory.

ALLERGIES:  The patient is allergic to penicillin.

CURRENT MEDICATIONS:

1. Imdur 30 mg p.o. once a day.

2. Propranolol 40 mg in the morning and 80 mg in the evening.

3. Xanax 1 mg three times a day.

4. Enalapril 20 mg twice a day.

5. BuSpar 10 mg twice a day.

6. Plavix 75 mg once a day.

7. Omeprazole 20 mg once a day.

8. Simvastatin 20 mg once a day.

9. Hydrochlorothiazide 25 mg once a day.

10. Hydralazine 100 mg three times a day.

11. Meclizine 12.5 mg three times a day.

12. Norvasc 5 mg p.o. once a day.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure is 147/94 mmHg, pulse is 72 bpm and regular, weight is 220 pounds, height is 5 feet 11 inches, and BMI is 30.7.  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.  
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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:

ARTERIAL DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITIES:  Done on January 8, 2013, showing normal bilateral lower extremity arterial evaluation with normal color Duplex, normal waveform, and normal velocities less than 30% stenosis in bilateral lower extremities.

CHEST X-RAY:  Done on January 24, 2013, showed no acute cardiopulmonary process.

LAB TEST:  Done January 24, 2013, showed sodium 138, potassium 3.6, chloride 101, carbon-dioxide 30, glucose 101, urea nitrogen 31, creatinine 2.0, hemoglobin 13.5, hematocrit 40.6, MCV 95.5, and platelet 179,000.

CARDIO-PHARMACOGENOMICS:  Showed ultra rapid metabolizer through CYP2C19, normal metabolizer through CYP2C9 and CYP3A4, intermediate metabolizer through CYP3A5, low warfarin sensitivity, and intermediate metabolizer through CYP2D6.

LEFT HEART CATHETERIZATION:  Done on November 30, 2012, showed ejection fraction calculated by contrast ventriculography of 50%.  The patient was found to have patent stents in the mid LAD and distal RCA and 40% stenosis in the OM-1 and OM-2 and proximal LAD had 30% stenosis, distal LAD had 30% stenosis, and proximal RCA had 20% stenosis.

2D ECHO:  Done on October 12, 2012, with conclusions:

1. Left ventricular size is normal with mild concentric left ventricle hypertrophy.  Left ventricle systolic function is mildly impaired with ejection fraction between 45-50%.  The diastolic filling pattern indicates impaired relaxation.  The left atrium is mildly dilated.

2. The mild aortic valve sclerosis with stenosis.
3. There is a trace mitral regurgitation.
4. The aortic root is dilated measuring 3.8 cm.
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EXERCISE STRESS TEST:  The results are inconclusive because of the baseline ST-T changes.  Overall, the patient could able to walk 9.5 minutes at stage IV of the Bruce protocol and achieved a maximum workload of 10.8 METs with the 89% age predicted heart rate.  Test was terminated because of fatigue.

PERIPHERAL ANGIOGRAM:  Done on May 6, 2011, with the final impression as successful revascularization of right anterior tibial artery and right dorsalis pedis artery with laser atherectomy followed by balloon angioplasty for residual stenosis.

PERIPHERAL ANGIOGRAM:  Done on April 1, 2011, with the final impression as:

1. Mild peripheral arterial disease with bilateral anterior tibial artery significant stenosis.

2. Successful revascularization of left anterior tibial artery with laser atherectomy and balloon angioplasty.
LEFT HEART CATHETERIZATION:  Done on July 2010 with the results as:

1. The anterior descending is long vessel and reaches in wraps around the apex.  The LAD has stents in the midsegment and has about 20% in-stent luminal narrowing.

2. The LCx is at nondominant vessel, which gives of prominent obtuse marginal branches and large multi-branch posterior arterial branches.  The LCx has 30% proximal lesion and 30% lesion in the midsegment.  The first large OM1 has 60% osteal lesion.

3. Successful percutaneous transluminal coronary angioplasty of the proximal and mid two distal RCA was done using drug-eluting stent to distal RCA and proximal RCA.

LEFT HEART CATHETERIZATION:  Done on October 29, 2010, with the final impression:

1. Successful PTCA to the OM1 with subsequent lesion reduction from 70%-0%.

2. Patent stent proximal and distal RCA.

3. Patent stent to mid LAD.

4. Normal left ventricular systolic function.
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ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient is a known case of having coronary artery disease status post multiple left heart catheterizations with history of two stents in the RCA that are PROMUS drug-eluting stents of 3.0 x 28 mm and 3.5 x 50 mm dimensions.  He also has a history of LAD stenting in the past at St. John’s Hospital.  Most recent left heart catheterization, which was done on November 30, 2012, showed no significant stenosis other than the OM-1 and OM-2 has 40% stenosis and it did show patent stent in the mid LAD and distal RCA.  On today’s visit, he denies any sharp pain or angina equivalent pain.  However, he is having burning sensation in his upper epigastrium and mid chest.  He is to continue the same medication regimen and we will focus on aggressive cardiovascular risk modification.  We will followup with him on the next followup visit.

2. PERIPHERAL ARTERIAL DISEASE:  The patient has a known history of peripheral arterial disease status post peripheral angiographies and revascularization in April and May 2011 of both of his anterior tibial arteries.  On today’s visit, the patient was complaining of lower extremity pain in his right.  However, his recent arterial Doppler ultrasound study of the lower extremities, which was done on January 8, 2013, showed less than 30% stenosis in the bilateral lower extremities.  We will continue follow up with him and manage him accordingly on the next followup visit.  Meanwhile, he is to continue the same medication regimen.
3. HYPERTENSION:  On today’s visit, his blood pressure is 147/94 mmHg.  The patient currently is having flu-like symptoms and is complaining of cold like symptoms.  We advised him to continue the same medication regimen and adhere to strict low-salt and low-fat diet and continue to monitor his blood pressure readings on the next followup visit.
4. HYPERLIPIDEMIA:  The patient is to follow with his primary care physician for frequent lipid profile testing and LFTs.

5. ANXIETY DISORDER:  The patient has a history of anxious disorder.  He is currently on Xanax. He is to follow up with his primary care physician and psychiatrist regarding this matter.
6. SMOKING CESSATION:  The patient is a known chronic heavy smoker.  We did advise the patient strongly to quit smoking and we offered our support in case he is willing to do so.  We will follow up with him regarding this matter on the next followup visit.
7. CARDIO-PHARMACOGENOMICS: DNA drug sensitive was done on November 23, 2012 and results were shared with the patient.

January 25, 2013

RE:
Reginald Jordan
Page 6

Thank you very much for allowing us to participate in the care of Mr. Jordan.  Our phone number has been provided for him to call with any questions or concerns at any time.  We will see him back in the clinic in two months or sooner if necessary.  In the meanwhile, he is instructed to continue seeing his primary care physician for continuity of his health care.

Sincerely,

Mohamed Hussein, 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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