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CARDIOLOGY CONSULTATION
June 22, 2013

Primary Care Phy:
Sameer Sawalha, M.D.

8740 W. Warren Ave.

Dearborn, MI 48126

Phone #: 313-491-4999

Fax #: 313-491-4939

RE:
ALPHONSO HENDRIX
DOB:
01/05/1955
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup visit.

Dear Colleagues:

We had the pleasure of seeing Mr. Hendrix in our cardiology clinic today.  As you know, he is a very pleasant 58-year-old African-American male with a past medical history significant for coronary artery disease status post left heart catheterization that was carried out on the March 31, 2011.  He is status post right coronary artery stenting with a 2.5 x 30 mm and 3.5 x 10 mm Endeavor stents.  The angiography also showed that the LAD has a stent proximally and is patent.  My patient also has a past medical history of hypertension, hyperlipidemia, emphysema, and gout.  He came to our cardiology clinic today as a followup.

On today’s visit, my patient is complaining of nausea that is intermittent and is not associated with any sweating, presyncope or syncopal episodes, or any loss of consciousness.  My patient states that he also has stable shortness of breath and he can walk about three blocks before he gets short of breath.  He denies any orthopnea or paroxysmal nocturnal dyspnea.  My patient also complains of pain in the legs when he is exerting.  Otherwise, he denies any skin changes of the legs, any ulcerations, varicosities, or swelling.  My patient also denies any chest pain or any palpitations.  He complains of back pain, which radiates to the legs bilaterally.  He states that he is taking all his medications regularly and visiting his primary care physician regularly.
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PAST MEDICAL HISTORY:  Significant for:
1. Coronary artery disease status post left heart catheterization that was carried out on the March 31, 2011 with RCA stents, which were 2.5 x 30 mm and 3.5 x 10 mm Endeavor stents.

2. Hypertension.

3. Hyperlipidemia.

4. Emphysema.

5. Gout.

PAST SURGICAL HISTORY:  Noncontributory.
FAMILY HISTORY:  Significant for coronary artery disease and hypertension in mother.

SOCIAL HISTORY:  My patient states that he smokes half pack per day and he is trying to quit smoking by using nicotine patches.  He denies any alcohol or using any illicit drugs.

ALLERGIES:  My patient denies any food or drug allergies.

CURRENT MEDICATIONS:
1. Plavix 75 mg one tablet.

2. Metoprolol 25 mg b.i.d.

3. Zocor 40 mg q.h.s.

4. Aspirin 325 mg q.d.

5. Lisinopril.

6. Pulmicort.

7. Theophylline 300 mg q.d.

8. Imdur 30 mg q.d.
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PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, the patient’s blood pressure is 142/69 mmHg, pulse is 54 bpm, weight is 132 pounds, height is 5 feet 8 inches, and BMI is 20.1.  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:
ECHOCARDIOGRAPHY:  Done on February 27, 2013, which showed:

1. There is moderate concentric left ventricular hypertrophy.

2. Overall left ventricular systolic function is normal with an ejection fraction between 60-65%.

LEFT HEART CATHETERIZATION:  Done on March 31, 2011, angiogram findings were:

1. Ejection fraction is 60% with left ventricular end diastolic pressure of 14 mmHg.

2. Left main is normal.

3. LAD has a stent proximally and it is patent.  Diagonal 1 is patent and large.

4. Left circumflex artery has mid 70% stenosis and the takeoff of OM-1.  OM-1 has 40% mid stenosis.  OM-2 is normal.

5. RCA is dominant and has 90% proximal lesion and 70% mid RCA lesion.  The patient had percutaneous coronary intervention of mid and proximal RCA.  The mid lesion was pre-dilated with a 2 x 20 mm balloon.  A 2.5 x 30 mm Endeavor stent was delivered and deployed in the mid RCA lesion.  Post deployment, dilatation was achieved with a 2.75 x 12 mm noncompliant balloon.  The proximal lesion was engaged with a 3.5 x 12 mm Endeavor stent, which was deployed proximal in the RCA after the lesion was pre-dilated with the same 2 x 20 mm balloon that was used for the mid lesion.  The post intervention results of the proximal lesion that had reduced from 90-0% and the mid lesion was reduced from 70-0% and TIMI-3 flow achieved in both lesions.
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MYOCARDIAL PERFUSION STRESS TEST:  Done on February 27, 2013, which showed that the myocardial perfusion is normal.

ASSESSMENT AND PLAN:
1. EMPHYSEMA:  On today’s visit, my patient complained of shortness of breath that is brought on by walking three blocks.  He is a current smoker and he has also been diagnosed with emphysema.  In order to assess his underlying cause of shortness of breath, the patient has been advised a pulmonary function test.  Once the test results are back, we will sit with the patient and discuss the management.  In the meantime, he has been advised to continue to see his primary care physician and pulmonologist for continuity of health.

2. CORONARY ARTERY DISEASE:  My patient is a known case of coronary artery disease status post left heart catheterization that was carried out on the March 31, 2011, which showed that the ejection fraction is 60% with left ventricular end diastolic pressure of 14 mmHg.  The left main is normal.  The LAD had a stent proximally and is patent.  Diagonal 1 is patent and large.  The left circumflex artery has mid 70% stenosis and the takeoff of OM-1.  The OM-1 has 40% mid stenosis.  OM-2 is normal.  RCA is dominant and has 90% proximal stenosis and 70% mid RCA lesion.  Percutaneous coronary intervention of the mid and proximal RCA was carried out.  The mid lesion was first pre-dilated with a 2 x 20 mm balloon and the proximal RCA was also dilated with a 2 x 20 mm balloon.  A 2.5 x 30 mm Endeavor stent was deployed in the mid RCA and a 2.75 x 12 mm noncompliant balloon was placed post deployment.  The proximal lesion was engaged with a 3.5 x 12 mm Endeavor stent, which was developed in the proximal RCA.  Post intervention, the proximal lesion reduced from 90-0% and the mid lesion reduced from 70-0% with TIMI-3 flow achieved in both lesions.  On today’s visit, my patient denied any chest pain or any palpitations.  He complained of shortness of breath that is brought on by walking three blocks.  He denied any orthopnea or paroxysmal nocturnal dyspnea.  My patient’s most recent echocardiography that was carried out on the February 27, 2013 showed an overall left ventricular systolic function is normal and an ejection fraction between 60-65%.  There was moderate left ventricular hypertrophy, which was concentric.  The patient has been advised to continue to take his medications regularly and we will follow the patient up in the next followup visit and advise him accordingly.
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3. HYPERTENSION:  On today’s visit, my patient’s blood pressure is 142/69 mmHg, which is borderline.  The patient has been advised to continue to take lisinopril and metoprolol for his blood pressure control.  He has also been advised to continue to adhere to a strict low-salt and low-fat diet.  We will monitor the patient in the next followup visit in this regard and advise him accordingly.

4. SHORTNESS OF BREATH:  On today’s visit, my patient complained of shortness of breath that is brought on by walking three blocks.   He denies any orthopnea or paroxysmal nocturnal dyspnea.  He denies any leg swelling.  The patient has been advised an echocardiography to assess any underlying valvular heart disease as the cause of the shortness of breath.  The echo has also been carried out to assess the progression in the concentric left ventricular hypertrophy that was visible on the previous echocardiography.  The patient in the meantime has been advised to continue to take the rest of the medications and we will follow the test results and advise the patient accordingly in the next followup visit.

5. NAUSEA:  On today’s visit, my patient complained of episodes of nausea that are intermittent.  They are not associated with any presyncope or syncopal episodes, any lightheadedness, any vertigo, or any vomiting.  The patient denied any abdominal pain or change in bowel or urinary habit.  He denied any fever.  The patient has been advised Zofran 4 mg p.r.n. to control his underlying nausea.  We will follow the patient up in the next followup visit in this regard and in the meantime he has been advised to see the primary care physician for continuity of health.

6. LEG PAIN:  On today’s visit, my patient stated that he has bilateral leg pain that is worsened when he is exerting.  He denied any ulcerations, varicosities, skin changes, or any joint pain.  My patient although has a history of lumbar disc herniation with pain in the back that shoots down bilaterally, but in order to assess his peripheral arterial disease he has been advised to have an ABI to assess any underlying claudication.  This has been carried out because my patient has a number of risk factors for peripheral arterial disease like smoker, atherosclerotic coronary artery disease, and hypertension.  Once the test results are back, we will follow the patient up in the next followup visit and advise him accordingly.  In the meantime, he has been advised to continue to take the rest of the medications accordingly.

Thank you very much for allowing us to participate in the care of Mr. Hendrix.  Our phone number has been provided for him to call with any questions or concerns.  We will see the patient back in four weeks or sooner if necessary.  Meanwhile, he is instructed to continue to see his primary care physician.  The patient has also been given a script for Zofran.
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Sincerely,

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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