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CARDIOLOGY CONSULTATION
June 24, 2013

Primary Care Phy:
Conrad Maitland, M.D.

7441 W. 7 Mile Rd.

Detroit, MI 48221

Phone #:  313-864-4452

Fax #:  313-864-4469

RE:
WILLIAM WINBUSH

DOB:
07/29/1928
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Mr. Winbush in our cardiology clinic today, who you well know is a very pleasant 84-year-old African-American gentleman with a past medical history significant for hypertension, hyperlipidemia, peripheral arterial disease, carotid artery stenosis, multiple renal cysts, valvular heart disease, and venous insufficiency.  He came to our cardiology clinic today for a followup visit.

On today’s visit, he was complaining of exertional shortness of breath and pressure in the chest after walking for about one block.  He states that the shortness of breath and chest pressure was relieved by taking rest.  He was also complaining of bilateral lower limb swellings for which he was using compression stocking, but not regularly.  On today’s visit, the patient denied any complaint of chest pain, palpitations, dizziness, presyncope, or syncopal episodes.  He denied any orthopnea or PND.  He denied lower extremity intermittent claudication or varicose veins of the lower extremities.

PAST MEDICAL HISTORY:  Significant for:

1. Hypertension.

2. Hyperlipidemia.

3. Peripheral arterial disease.

4. Carotid artery stenosis.

5. Multiple renal cysts.

6. Valvular heart disease.
7. Venous insufficiency.
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PAST SURGICAL HISTORY:  Noncontributory.

SOCIAL HISTORY:  He denied smoking cigarette, drinking alcohol, or using any kind of illicit drugs.

FAMILY HISTORY:  Noncontributory.

ALLERGIES:  NKDA.

CURRENT MEDICATIONS:

1. Zantac 75 mg twice a day.

2. Lisinopril 20 mg q.d.

3. Aspirin 81 mg q.d.

4. Simvastatin 20 mg q.i.d.

5. Carvedilol 6.25 mg twice a day.

6. Tamsulosin HCl 0.4 mg q.d.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure is 151/78 mmHg, pulse is 52 bpm, weight is 172.4 pounds, height is 5 feet 9 inches, and BMI is 25.4.  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.  1+ bilateral pitting edema of the lower extremities.  +2 pulses bilateral.  5/5 muscle strength.

DIAGNOSTIC INVESTIGATIONS:
2D ECHOCARDIOGRAM:  Done on February 13, 2013, that showed mild concentric left ventricular hypertrophy with an ejection fraction of 50-55%.  It also showed mildly dilated left atrium.  There was also mild mitral regurgitation with trace pulmonary regurgitation.
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CAROTID ULTRASOUND:  Done on February 13, 2013, that showed less than 40% stenosis of the carotid arteries bilaterally.  It also showed antegrade flow of the bilateral vertebral arteries.

EKG:  Done on December 1, 2012, that showed a ventricular rate of 54 bpm with abnormal sinus rhythm and signs of left axis deviation.  There were signs of right bundle branch block and probable left anterior fascicular block.

VENOUS PLETHYSMOGRAPHY:  Done on August 8, 2012, that showed filling time of 8.5 on the right side and 17.7 on the left side and is suggestive of venous insufficiency.
RENAL DOPPLER STUDY:  Done on February 7, 2011, normal right and left renal arteries with no evidence of renal artery stenosis.  Moderate aortic wall plaque noted.  Aorta appears normal in size.  No evidence of aneurysm.

LEXISCAN STRESS TEST:  Done on April 14, 2011, that showed positive LEXI scan stress test for reversible ischemia.  There is a small defect noted in the anteroseptal wall.  There is a fixed moderate-sized inferior wall defect.  Calculated left ventricular ejection fraction is 56%.

ARTERIAL DOPPLER ULTRASOUND OF BILATERAL LOWER EXTREMITIES:  Done on June 10, 2008, mild atherosclerotic disease involving the right and left lower extremity arterial circulation with no significant stenosis.  There is less than 30% stenosis involving the right and left common femoral artery and distal left superficial femoral artery, and left popliteal artery.

SEGMENTAL ABIs:  Done on April 9, 2008, results are borderline with right ABI of 0.97, and left ABI of 0.91.

BILATERAL ILIAC AND ABDOMINAL AORTIC DOPPLER ULTRASOUND STUDY:  Done on April 9, 2008, mild to moderate atherosclerotic disease involving the entire length of the abdominal aorta with no evidence of focal stenosis.  The velocity in the distal part significant stenosis is around 50%.  No evidence of abdominal aneurysm.  Moderate atherosclerotic disease involving the right common iliac artery with stenosis of 50-69%.  Mild to moderate atherosclerotic disease involving the origin of the left common iliac with stenosis of 40-50%.
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ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient had a Lexiscan stress test that was done on April 14, 2011 and it showed reversible ischemia in the anteroseptal wall.  There was also a fixed moderate-sized inferior wall defect.  On today’s visit, the patient was complaining of shortness of breath and chest pressure on the left side of the chest after walking for about one block.  He states that shortness of breath and chest pressure was relieved by taking rest.  We have scheduled the patient again for pharmacologic stress test to assess him for coronary artery disease.  As the patient has exercise intolerance, we have scheduled for the pharmacologic stress test.  We will see the patient back on his followup visit with the test result and we will manage him accordingly.  Meanwhile, we have advised the patient to take his medication regularly and to contact us as soon as possible in case of any development of chest pain or worsening of his symptoms.

2. VENOUS INSUFFICIENCY:  The patient also has a past medical history significant for venous insufficiency.  His recent venous plethysmography that was done on August 8, 2012 showed a filling time of 8.5 seconds on the right side and filling time of 17.7 seconds on the left side.  On today’s visit, the patient was complaining of bilateral lower extremity swelling and on physical examination we found 1+ bilateral pitting edema of the lower extremities.  The patient is already using compression stocking, but he is not using them regularly.  We have advised the patient to elevate his legs for at least half an hour every night before going to sleep and to use the compression stocking regularly.  We will continue to monitor him in this regard.

3. CAROTID ARTERY STENOSIS:  The patient also has a past medical history significant for carotid artery stenosis.  His recent carotid ultrasound that was done on February 13, 2013 showed less than 40% stenosis of the bilateral carotid arteries.  It also showed antegrade blood flow of the bilateral vertebral arteries.  His previous carotid ultrasound that was done on July 13, 2010 showed 50-70% stenosis in the left internal carotid artery and the left external carotid artery had moderate to severe plaques throughout.  On today’s visit, the patient denied any complaints of dizziness or any episodes of presyncope or syncope.  We have advised the patient to continue his current medication and to contact us as soon as possible in case of any development of dizziness or any complaints of the episodes of presyncope or syncope.  We will continue to monitor him in this regard.
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4. VALVULAR HEART DISEASE:  His recent 2D echocardiogram that was done on February 13, 2013 showed mild mitral regurgitation and mildly dilated left atrium.  It also showed mild pulmonary regurgitation.  On today’s visit, the patient was complaining of exertional shortness of breath after walking for about one block that was relieved by taking rest.  His shortness of breath has been the same as compared to his previous visit that was done on December 1, 2012.  We have advised the patient to continue his current medication regimen and we will continue to monitor him in this regard by doing serial 2D echocardiograms.

5. HYPERTENSION:  On today’s visit, his blood pressure was 151/78 mmHg, but the patient stated that he did not take his medication today.  We have advised the patient to continue taking his current medication on regular basis and to adhere to strict low-salt and low-fat diet.  We will continue to monitor his blood pressure on the followup visits.

6. PERIPHERAL ARTERIAL DISEASE:  His most recent arterial Doppler ultrasound of the bilateral lower extremities that was done on April 9, 2008 showed bilateral atherosclerotic disease involving the right and left lower extremities with no evidence of significant stenosis.  On today’s visit, the patient denied any complaints of lower extremity intermittent claudication or any change in the color of the skin of the lower extremities.  We have advised the patient to contact us as soon as possible in case of any development of lower extremity claudication or change in the color of the skin.

7. HYPERLIPIDEMIA:  The patient is currently taking simvastatin 20 mg q.d.  Meanwhile, we have advised the patient to continue his current medication regimen and to follow up with his primary care physician regarding regular lipid profile testing and frequent LFTs.  We also want to keep the target LDL level of less than 70 mg/dL.

8. CARDIO-PHARMACOGENOMICS:  DNA buccal swab to confirm genotypes and aid in dosing medication metabolized by the CYP450 pathways was done on February 28, 2012.  It showed intermediate warfarin sensitivity through VKORC1.  It also showed normal metabolizer through CYP2C19, CYP2C9, CYP3A4, and CYP3A5.
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Thank you very much for allowing us to participate in the care of Mr. Winbush.  Our phone number has been provided for him to call for any questions or concerns at anytime.  We will see him back in our cardiology clinic after three months or sooner if necessary.  Meanwhile, we have advised the patient to continue followup with his primary care physician for the continuity of his healthcare.

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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