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Neurologist:
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Phone#: 313-831-0777

Fax#: 313-993-0303

RE:
LONNIE TEDFORD

DOB:
04/22/1958
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup visit.

Dear Colleagues:

We had the pleasure of seeing Mr. Tedford in our cardiology clinic today.  As you know, he is a very pleasant 54-year-old African-American male with past medical history significant for hypertension, CVA in 2011, and gastric cancer status post gastric surgery, chemo and radiation therapy.  He has also history of coronary artery disease status post multiple left heart catheterizations, with recent one done on August 25, 2012.  He had three stents i.e., 2.5 x 14 mm Resolute drug-eluting stent in the mid LCA, 2.5 x 18 mm bare-metal stent in the mid LAD, and 2.5 x 20 mm drug-eluting stent in the mid RCA.  His recent left heart catheterization also showed in-stent 20% stenosis of LAD and chronic total occlusion of the left circumflex and successful revascularization of the left circumflex was done.  He also has a history of ischemic cardiomyopathy with ejection fraction of 25-30%.  He came to our cardiology clinic today for a followup visit.

June 24, 2013

RE:
Lonnie Tedford

Page 2

On today’s visit, the patient is complaining of chest pain that is midsternum and right-sided chest pain.  He has also episode of shortness of breath and he cannot walk more than two blocks.  He also is complaining of palpitation after exertion.  He denies any dizziness or lightheadedness.  He denies any lower extremity intermittent claudication, lower extremity swelling, skin color changes, or varicose veins.  He states that he is compliant with his medications and following up regularly with his primary care physician.

PAST MEDICAL HISTORY:  Significant for:

1. Hypertension.

2. Coronary artery disease status post multiple catheterizations, the recent one done on August 25, 2012.

3. CVA in June 2011.
4. Gastric carcinoma, status post gastric surgery, chemotherapy and radiation therapy.
5. Ischemic cardiomyopathy with ejection fraction of 25-30% as August 26, 2012 echocardiography.

PAST SURGICAL HISTORY:  Significant for:

1. Gastric carcinoma surgery.

2. Left heart cath multiple times, the recent one done on August 25, 2012.

SOCIAL HISTORY:  He continues to smoke cigarette.  Refuses to quit smoking.  He denies using alcohol or any illicit drugs.

FAMILY HISTORY:  Significant for coronary artery disease and hypertension.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:

1. Aspirin 325 mg once a day.

2. Plavix 75 mg once a day.

3. Carvedilol 3.125 mg twice a day.

4. Gabapentin 300 mg once a day.

5. Lisinopril 5 mg half tablet once a day.

6. Ranexa 500 mg once a day that was started on this visit.

7. Vicodin 500/5 mg p.r.n.

8. Nitro 0.4 mg p.r.n.

9. Simvastatin 5 mg q.h.s.
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PHYSICAL EXAMINATION:  Vital signs: On today’s visit, his blood pressure is 
114/70 mmHg, pulse is 80 bpm, weight is 156 pounds, and height 5 feet 8 inches.  General:  He is alert and oriented x 3, 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:
CHEST X-RAY WITH INSPIRATION AND EXPIRATION:  Done on April 2, 2013, shows no pneumothorax status post thoracentesis and very small left pleural effusion and/or pleural thickening are identified.
ECHOCARDIOGRAM:  Done on May 8, 2013, showed left ventricular ejection fraction is 
55-60% and mild concentric left ventricular hypertrophy and the aortic valve is sclerotic, but opens well.  Mild aortic valve regurgitation.  Mild mitral valve regurgitation.  Trace of pulmonic valve regurgitation.

LOWER EXTREMITY ARTERIAL PVR:  Done on May 8, 2013, showed right ABI is 1.01 and the left ABI is 0.96.
DLCO AND PULMONARY FUNCTION TEST:  Done on May 8, 2013, showed FVC is 51% of predicted, FEV1 is 61% of predicted, FEV1/FVC 126% of predicted, and DLCO is 46% of predicted.

STRESS TEST: Done on May 8, 2013, showed moderate sized, moderate to severe inferior and inferolateral completely reversible defect consistent with infarction in the territory typical of the mid and proximal RCA and LV myocardial perfusion was abnormal that was consistent with one vessel disease and LV function was mildly reduced.  RV perfusion, function and volume were normal.
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CARDIAC CATH:  Done on August 25, 2012, showed the following:

1. Left main luminal irregularities.

2. 20% in-stent restenosis of the LAD stent.

3. Luminal irregularities in the first diagonal.

4. 100% chronic total occlusion of the left circumflex.

IMPRESSION:  Balloon angioplasty of the left circumflex total occlusion was done and 2.5 x 18 mm and 2.5 x 12 mm Xience drug-eluting stent was placed in the left circumflex artery.

LEFT HEART CATH:  Done on August 8, 2012, findings; LAD in the mid segment had previously placed stent which had 70% in-stent restenosis and the distal segment had 10-20% diffuse disease.  LCA had 75% mid stenosis.  OM-1 was medium size vessel and had ostial 50% stenosis.  The RCA had diffuse severe disease with a stent in the mid segment which had 80% in-stent restenosis.  The proximal segment also had 30-40% stenosis and the distal segment was CTO.  Overall left ventricular ejection fraction was depressed estimated at 40% with severe inferior wall hypokinesis.

CONCLUSION:

1. Successful angioplasty and stenting of the mid LCA with 2.5 x 14 mm Resolute 
drug-eluting stent.

2. Successful PTCA of the mid LAD for in-stent restenosis with 2.0 x 20 mm balloon.

3. RCA in-stent restenosis with distal RCA CTO and right-to-right collateral.

4. Cardiomyopathy with severe inferior wall hypokinesis and overall ejection fraction of 40%.

X-RAY OF LEFT HUMERUS:  Done on May 30, 2012, which showed no fractures or dislocations.  No evidence of focal lesions was seen within the bones.  Calcification superior to greater trochanter was seen suggesting calcific tendonitis of the rotator cuff.

ELBOW X-RAY LEFT:  Done on May 30, 2012, which showed no evidence of fracture or dislocation or any focal lesions.

CHEST X-RAY:  Done on July 2, 2012, which showed calcified granuloma demonstrated in the right lower lobe.  The lungs are otherwise clear.  There is no pneumothorax or pleural effusion.  The cardiac silhouette is not enlarged.  The hilar and mediastinum are unremarkable.

June 24, 2013

RE:
Lonnie Tedford

Page 5

RENAL ULTRASOUND:  Done on November 12, 2011, right and left kidneys are normal in size.  The right and left renal arteries with less than 60% of RA stenosis.  Aorta appeared normal in size, no arrhythmias or aneurysm.  Calcific plaque noted along vessel walls.

CAROTID ULTRASOUND:  Done on November 12, 2011, revealed a bilateral velocity correlate to 1-39% stenosis.

ASSESSMENT AND PLAN:

1. CORONARY ARTERY DISEASE:  The patient has a past medical history significant for coronary artery disease status post multiple left heart catheterizations, with most recent one done on August 25, 2012.  He has stents placed in his mid LAD, mild LCA, and mid RCA.  He has a 2.5 x 14 mm Resolute drug-eluting stent in the mid LCA and 2.5 x 18 mm bare-metal stent in the mid LAD and 2.5 x 20 mm stent in the mid RCA.  He also has 2.5 x 18 and 2.5 x 12 Xience drug-eluting stent in his left circumflex artery placed recently.  On today’s visit, the patient states that he has midsternal chest pain and also he has this chest pain in his right side that can come and goes and does not correlated with exertion.  He rates this pain about 5-6/10.  
Not radiated and not associated with shortness of breath, nausea, vomiting, diaphoresis, orthopnea, PND, or any other symptoms.  The most recent stress test that was ordered in the last visit and that was done on May 8, 2013, showed moderate sized, moderate to severe, inferior and inferolateral completely reversible defect consistent with infarction in the territory typical of the mid and proximal RCA.  So, on today’s visit, we scheduled the patient for left heart catheterization to check for 
in-stent restenosis and to look for the reason of this atypical chest pain and also the patient was scheduled for having to enroll in EECP therapy for this chronic stable angina and also on today’s visit where the patient was prescribed Ranexa 500 mg to strengthen his heart.  Otherwise, the patient is to continue the same medication regimen and to follow up with us after his left heart catheterization.  Meanwhile, he is to continue his medication.

2. ISCHEMIC CARDIOMYOPATHY:  The patient has history of ischemic cardiomyopathy as per the echocardiography done on August 26, 2012, which showed ejection fraction of 25-30% and the most recent 2D echocardiogram that was ordered in the last visit that showed progression of ejection fraction that reached 
55-60% with mild concentric left ventricular hypertrophy.  On today’s visit, the patient is still having episode of shortness of breath.  He cannot walk more than two to three blocks.
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So, on today’s visit, we will continue to monitor him and we will follow up with him with serial 2D echocardiogram and we will go through the results and manage him accordingly in the next follow up visit.

3. HISTORY OF CVA:  The patient had a one episode of CVA in June 2011 following which he had weakness on his left side of the body.  On today’s visit, the patient denies any weakness on his left side.  However, he tells dull crampy pain on his left lower extremity, which starts from his toes and moves towards his hip.  Sometimes, he limps because of his pain.  On today’s visit, we advised the patient to continue on the same medications and to contact us immediately if he developed any worsening of the symptoms.  In the meantime, he is instructed to quit smoking and to adhere to a low-fat diet and regular exercise and to follow up with his primary care physician also.

4. GASTRIC CARCINOMA:  The patient has a past medical history significant for gastric carcinoma status post surgery, chemotherapy and radiation.  On today’s visit, the patient denies any symptoms.  He is to follow up with his primary care physician and gastroenterologist for this regard.

5. SMOKING CESSATION:  The patient has a long history of smoking with one cigarette per day.  On today’s visit, the patient did not show any interest in quitting smoking.  However, we educated him regarding ill effects of smoking and encouraged him to quit smoking.  We have also advised him regarding the alternative methods of nicotine patch and gum.  We will continue to encourage him during his next follow up visit.
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Thank you very much for allowing us to participate in the care of Mr. Tedford.  Our phone number has been provided for him to call with any questions or concerns at anytime.  We will see him back in one month or sooner if necessary.  Otherwise, he is to continue seeing his primary care physician regularly for the continuity of 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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