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CARDIOLOGY CONSULTATION
June 5, 2013

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

8044 Vernor

Detroit, MI 48209

Phone#: 313-551-2755

Fax#: 313-551-2756

RE:
ANTONIO SANCHEZ
DOB:
06/18/1939

CARDIOLOGY CLINIC NOTE

REASON FOR VISIT:  Followup visit.

Dear Colleagues:

We had the pleasure of seeing Mr. Sanchez in our cardiology clinic today.  As you know, he is a very pleasant 71-year-old Hispanic male with past medical history significant for coronary artery disease.  He is status post quadruple CABG x4 with LIMA to LAD and SVG to diagonal, OM, and RCA on November 23, 2009, compensated congestive heart failure NYHA Functional Classification I with most recent due to systolic dysfunction and most recent ejection fraction of 40-45% calculated via echo on November 6, 2012, hypertension, hyperlipidemia, peripheral arterial disease, and status post peripheral catheterization done on November 28, 2012, with revascularization of the left anterior tibial artery.  He came to our cardiology clinic today for a followup visit.

On today’s visit, the patient was enjoying his usual state of health.  Denied any chest pain or palpitations.  He had occasional episode of shortness of breath, which are intermittent and worsening on moderate exertion.  The patient denies any orthopnea, PND, lightheadedness, dizziness, palpitations, claudications, leg swelling, or varicose veins.  He is compliant with medications and followup with primary care physician regularly.

PAST MEDICAL HISTORY:
1. Compensated congestive heart failure NYHA Functional Classification I with systolic dysfunction.

2. Hypertension.

3. Hyperlipidemia.
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4. Peripheral vascular disease status peripheral catheterization done on November 28, 2012, with revascularization of the left anterior tibial artery.

5. CAD status post quadruple CABG done on November 23, 2009.

PAST SURGICAL HISTORY:
1. History of CABG x4 was done on November 23, 2009.

2. Peripheral vascular disease status post peripheral catheterization done on November 28, 2012, with revascularization of the left anterior tibial artery.
SOCIAL HISTORY:  The patient denies smoking, alcohol, or illicit drugs.
FAMILY HISTORY:  Nonsignificant.

ALLERGIES:  No known drug allergies.
CURRENT MEDICATIONS:
1. Aspirin 325 mg q.d.

2. Albuterol inhaler.

3. Atrovent inhaler.

4. Advair inhaler.

5. Lisinopril 5 mg q.d.

6. Crestor 20 mg q.d.

7. Metoprolol 25 mg q.d.
8. Neurontin 600 mg twice daily p.r.n.
PHYSICAL EXAMINATION:  Vital Signs:  On today’s visit, his blood pressure is 
120/68 mmHg, pulse is 50 bpm, weight is 190 pounds, and height is 5 feet 10 inches.  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.
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DIAGNOSTIC INVESTIGATIONS:
LABORATORY CHEMISTRY:  Performed on May 13, 2013, showed sodium 140, potassium 5.5, chloride 105, carbon-dioxide 27, HbA1c 7.0, BUN 14, and creatinine 1.3.
PERIPHERAL ANGIOGRAPHY:  Done on November 28, 2012:

1. It showed 99% STO at proximal and midsegment of left anterior tibial artery that was successfully revascularized with lesion reduction to 10%.

2. It also showed 50-60% stenosis of the left posterior tibial artery in the mid and distal segment.

3. Three-vessel runoff on the right leg and unable to see the right foot because of motion artifact.

4. Three-vessel runoff on the left lower extremity.

2D ECHOCARDIOGRAM:  Done on November 6, 2012, showed mild to moderately impaired left ventricular ejection fraction of 40-45% with mild inferior hypokinesia regional wall motion abnormalities are also noted and also mild-to-moderate aortic regurgitation, mild mitral regurgitation, and trace to mild tricuspid regurgitation.

NUCLEAR STRESS TEST:  Done on December 5, 2012, showed large sized moderate to severe inferolateral fixed defect consistent with infarction in the territory typical of proximal left circumflex and/or RCA.

CAROTID DOPPLER ULTRASOUND:  Done on November 6, 2012, showed mild amount of atherosclerotic calcific plaque in the right bulb, proximal ICA and also in left bulb and proximal ICA.  Carotid arteries velocities correlate to 1-39% bilateral stenosis and with normal antegrade vertebral artery flow.

AORTOILIAC DOPPLER ULTRASOUND:  Done on December 16, 2011, showed no evidence of abdominal aortic aneurysm.  Normal right and left iliac artery flow.  Celiac artery and SMA are normal based on velocities.

RENAL DOPPLER ULTRASOUND STUDY:  Done on June 23, 2010, showed no evidence of renal artery stenosis and normal ultrasound.

LOWER EXTREMITY VENOUS TESTING:  Done on September 22, 2010, showed refilling time of 13.5 seconds on the right side and 17.9 seconds on the left side.
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ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient is a known case of coronary artery disease status post CABG x4 with LIMA to LAD and SVG to diagonal OM and on RCA on November 23, 2009.  The patient also had a compensated ischemic congestive heart failure with systolic dysfunction, which was noted on 2D echo, which was performed on November 23, 2009.  The patient’s most recent stress test was done on December 5, 2012, showed fixed defect and interpreted as negative.  On today’s visit, the patient denies any chest pain although he has occasional shortness of breath.  We will manage the patient conservatively and advised him to take continue current medication, which includes aspirin, inhalers, lisinopril, Crestor, and metoprolol.  We will assess and manage him on his next follow up visit and manage him accordingly.

2. CONGESTIVE HEART FAILURE:  The patient is a known case of congestive heart failure NYHA Functional Classification II secondary to systolic dysfunction with most recent ejection fraction of 40-45% done on November 6, 2012.  On today’s visit, the patient denies any shortness of breath, orthopnea, PND, or leg swelling.  We advised the patient to continue taking his medications.  In addition, the patient’ heart failure is completely compensated.  We advised the patient to follow up after three months.
3. HYPERTENSION:  The patient is a known hypertensive.  On today’s visit, the patient’s blood pressure is 120/68 mmHg, which is within the normal range.  We advised the patient to be compliant with his medications and follow a low-salt and low-fat diet and to keep monitoring his blood pressure on the follow up visit.

4. HYPERLIPIDEMIA:  The patient is known hyperlipidemic and takes Crestor 
10 mg q.d.  We advised the patient to continue to stick to a low-fat and low-salt diet and asked him to visit his primary care physician for frequent lipid profile testing and LFTs and target LDL less than 70 mg/dL.

5. ASTHMA:  The patient is a known history of asthma.  He takes albuterol, Atrovent, and Advair inhalers.  We advised the patient to be compliant with his medication and follow up with primary care physician and pulmonologist in this regard.

6. PERIPHERAL ARTERIAL DISEASE:  The patient has a history of peripheral arterial disease status post peripheral angiography done on November 28, 2012, with revascularization of left anterior tibial artery was done and reducing the lesion reduction from 99% to 10%.
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In addition, the patient also had 50-60% stenosis in the left posterior tibial artery.  However, on today’s visit, the patient denies any leg claudication and we are going to manage the patient conservatively.  We advised the patient to be compliant with medication and we will keep monitoring him in this regard.

Thank you very much for allowing us to participate in the care of Mr. Sanchez.  Our phone number has been provided to him for any questions or concerns.  We will see him back after three months or sooner if necessary.  Meanwhile, he is instructed to continue seeing his primary care physician for continuity of healthcare.
Sincerely,

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

Amir Kaki, M.D.
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