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7633 E Jefferson Ave., Street #340

Detroit, MI 48214

Phone#:  313-822-9801 Ext: 2

James Rowley, M.D.

4201 St. Antoine Street

Detroit, MI 48201

Phone #:  313-745-8471

Fax #:  313-745-8725

RE:
SHIRLEY HENDERSON
DOB:
02/28/1957
CARDIOLOGY CLINIC NOTE

REASON FOR VISIT:  Followup visit.

Dear Colleagues:

We had the pleasure of seeing Ms. Shirley Henderson in our cardiology clinic today.  As you well know, she is a very pleasant 55-year-old African-American lady with past medical history significant for hypertension, hyperlipidemia, coronary artery disease status post multiple left heart catheterization with the recent one done in October 12, 2011, showed patent RCA stents as she has 2.0 x 9 mm and 3.0 x 15 mm stent in her RCA.  She also has a past medical history significant for peripheral arterial disease status post peripheral angiogram was done in February 20, 2012, which showed nonobstructive peripheral artery disease.  She also has a past medical history significant for COPD, depression, rheumatoid arthritis, and osteoarthritis.  She is in our cardiology clinic today for a followup visit.

On today’s visit, she states that she is relatively doing well.  However, she has been complaining of mild chest pain with mild to moderate exertion.  She described her pains as sharp pain, nonradiating, infrequent, and it was 3/10 in intensity.  Also, on today’s visit, the patient complaints of shortness of breath with mild to moderate exertion.  The patient also has an episode of fainting and syncope last month.  She denies any palpitation, lightheadedness or dizziness.  She denies any orthopnea or paroxysmal nocturnal dyspnea.  She denies any lower extremity pain, intermittent claudication, skin color changes, and varicose veins.  She saw her primary care physician regularly and she is compliant with all her medication.
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PAST MEDICAL HISTORY:  Significant for,

1. Hypertension.

2. Hyperlipidemia.

3. Coronary artery disease.

4. Peripheral vascular disease.

5. Osteoarthritis.

6. COPD.

7. Depression.

8. GERD.

9. Rheumatoid arthritis.

10. Sickle cell trait.

PAST SURGICAL HISTORY:  Significant for,

1. Multiple left heart catheterization recent one done on October 12, 2011.

2. Peripheral angiogram done on February 2012.

3. Hand and foot surgery.

SOCIAL HISTORY:  The patient is an active smoker.  She has a chronic history of smoking.  Currently, she smokes about half a pack a day.  She denies drinking alcohol.  She denies using any illicit drugs.

FAMILY HISTORY:  Noncontributory.

ALLERGIES:  The patient is allergic to penicillin and Claritin.

CURRENT MEDICATIONS:
1. Doxycycline 100 mg q.d.

2. Simvastatin 20 mg q.h.s.

3. Spiriva inhaler.

4. Gabapentin 300 mg t.i.d.

5. Aspirin 81 mg q.d.

6. Omeprazole 20 mg b.i.d.

7. Lisinopril 5 mg q.d.

8. Loratadine 100 mg q.d.

9. Ventolin inhaler two puffs b.i.d.

10. Dulera inhaler two puffs b.i.d.

11. Cyproheptadine HCl 4 mg p.o. q.d.

12. Vitamin D 50,000 units q.d.
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PHYSICAL EXAMINATION:  Vitals signs:  On today’s visit, blood pressure is 146/97 mmHg, pulse is 100 bpm, weight is 130 pounds, and height is 5 feet 6 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 January 26, 2013, showing ventricular rate of 82 bpm, normal axis and sinus rhythm.  Otherwise, indeterminate EKG.

STRESS TEST:  Done on July 11, 2012, revealed small sized, mild severity, anteroseptal completely reversible left ventricular myocardial perfusion defect consistent with infarction in the territory typical of the distal LAD.  Left ventricular ejection fraction is 78%.

LABORATORY:  Done on July 20, 2012, chemistry total CPK 74, CKMM 100, CK-MB 0, and CK-BB 0.

BILATERAL LOWER EXTREMITY ANGIOGRAPHY:  Done on February 20, 2012, shows nonobstructive peripheral arterial disease.  The findings are right common and external iliac artery 30% stenosis.  Right common femoral artery irregularities.  Left popliteal artery 30% stenosis.

SLEEP STUDY:  Done on February 16, 2012, shows nocturnal sleep study was normal with the exception of altered sleep architecture.

KUB:  Done on March 23, 2012, shows phlebolith in the pelvis.

DLCO:  Done on February 6, 2012, shows she was unable to complete the test.
RENAL VASCULAR ULTRASOUND STUDY:  Done on February 6, 2012, shows right and left renal aortic ratio of less than 3.5.  Aorta appeared normal in size.  No evidence of aneurysm.  Calcific plaque noted on the aortic wall.  Celiac and SMA less than 70% stenosis.  No renal artery stenosis.
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ECHOCARDIOGRAPHY:  Done on October 5, 2012 and the results are, there is mild concentric left ventricular hypertrophy.  Overall left ventricular systolic function is normal with an ejection fraction between 60-65%.  Diastolic filling pattern indicates impaired relaxation.  There is mild aortic valve sclerosis without stenosis.

MRI BRAINSTEM WITHOUT CONTRAST:  Done on September 20, 2011.  Impression:  No MRI evidence of an acute stroke.

MRA HEAD WITHOUT CONTRAST:  Done on September 20, 2011.  Impression:  No significant stenosis of the visualized intracranial arterial structures.  2-mm conical outpouching projects inferiorly from the right carotid terminus and may represent an infundibulum of vessel beyond the resolution of a study of a small aneurysm.

LEFT HEART CATHETERIZATION:  Done on October 12, 2011, shows patent RCA stent, nonobstructive coronary artery disease.

VENOUS DOPPLER ULTRASOUND OF THE LOWER EXTREMITIES:  Negative for pseudoaneurysm or AV fistula.

CT HEAD/BRAIN WITH CONTRAST:  Minimal atherosclerotic changes with no evidence of aneurysm.

ASSESSMENT AND PLAN:

1. CORONARY ARTERY DISEASE:  The patient has history of coronary artery disease status post multiple left heart catheterization with the recent one done on October 2011, which showed nonobstructive coronary artery disease and patent stent in the RCA.  Previously, the patient had two stens in the RCA of dimensions of 2.0 x 9 mm and 3.0 x 15 mm stents.  On today’s visit, the patient was complaining of mild chest pain.  Her recent stress test, which was done in July 11, 2012, showed small sized, mild severity, anteroseptal completely reversible defect consistent with infarction in the territory typical of the distal LAD.  Due to the nature intensity of the pain we will continue conservative management with medication and follow up with her in the next follow up visit for reevaluation and possible consideration of intervention if required.  Meanwhile, she is to continue the same medication regimen and we will continue to follow up.
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2. SYNCOPE:  The patient has a history of syncopal episode in the last month.  She denies having any lightheadedness or dizziness.  We ordered a carotid ultrasound for her syncope.  The patient having multiple risk factors for carotid disease.  We will follow up with her this in the next follow up visit and manage her accordingly.  We also ordered a Holter monitor for duration for 24 hours to check for any types of arrhythmias that may contribute to her syncopal episode.  Follow up in the next follow up visit for reevaluation of the results.

3. PERIPHERAL VASCULAR DISEASE:  The patient’s past medical history of nonobstructive peripheral vascular disease status post peripheral angiogram, which was done on February 20, 2012 and showed nonobstructive PAD.  On today’s visit, the patient denies any complaining of leg pain or intermittent claudication.  We will continue to follow up with her regarding this matter on the next follow up visit and manage her accordingly.  Meanwhile, she is to continue the same medication regimen.

4. SHORTNESS OF BREATH:  On today’s visit, the patient complains of shortness of breath on mild to moderate exertion.  The patient recent echocardiography showed normal left ventricular systolic function with ejection fraction of 60-65%.  However, diastolic filling pattern indicates impaired relaxation and there is mild aortic valve sclerosis without stenosis.  We will continue to monitor her closely with serial 2D echocardiography to be done every six months for assessment of any deterioration or progression in her disease.  We will follow up with the results in the next follow up visit and mange her accordingly.  Meanwhile, she is to continue the same medication regimen.

5. HYPERTENSION:  On today’s visit, her blood pressure is 146/97 mmHg, which is mildly elevated.  However, she stated that her blood pressure is well controlled at home.  She is to continue the same medication regimen and adhere to strict low-salt and low-fat diet and we will continue to monitor her blood pressure reading in the next follow up visit.

6. COPD:  The patient has history of COPD.  She is to follow up with her primary care physician regarding this matter.

7. HYPERLIPIDEMIA:  The patient is a known case of hyperlipidemia.  Currently, she is taking simvastatin 20 mg q.h.s.  She is to follow up with her primary care physician regarding frequent lipid profile testing and LFTs and target LDL of less than 100 mg/dL.
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8. SMOKING CESSATION:  The patient is an active smoker.  She currently smokes about half a pack per day.  We strongly advised her to quit smoking and we offered a _______ she is willing to do as we counseled her about the negative effects of her smoking.  We follow up with her in this regard on the next follow up visit.
Thank you very much for allowing us to participate in the care of Ms. Henderson.  Our phone number has been provided for her to call us with any questions or concerns at anytime.  We will see her back in our clinic in one month or sooner if necessary.  Meanwhile, she is instructed to continue to see her primary care physician regarding continuity of healthcare.

Sincerely,

Mohamed Hussein, 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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