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CARDIOLOGY CONSULTATION
June 24, 2013

Primary Care Phy:
Dr. Berry

2040 Monroe St., Suite #208

Dearborn, MI 48124

Phone #:  313-228-5613
Fax#: 313-228-6420

RE:
DAVID SIMMONS
DOB:
07/07/1943
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Follow up.

Dear Colleagues:

We had the pleasure of seeing Mr. Simmons in our cardiology clinic today.  As you know, he is a very pleasant 69-year-old African-American gentleman with a past medical history significant for hyperlipidemia, CAD status post left heart catheterization done on February 8, 2011 with successful revascularization of the OM-1 using 2.5 x 20 mm Integrity bare-metal stent.  He also found to have 30% proximal stenosis in the LCx and diagonal I had 80% ostial stenosis.  He also has history of carotid artery disease with status post carotid angiogram in the internal carotid artery with 7 x 10 x 40 mm self-expanding stent with distal protection device.  He also has a past medical history significant for congestive heart failure and end-stage renal disease status post dialysis.  Currently, he is NYHA functional classification II and III.  He is in our cardiology clinic today for a followup visit.

On today’s visit, the patient is complaining of enjoying his usual state of relative health.  He denies any chest pain.  However, he complains of shortness of breath on mild to moderate exertion.  The patient also denies any loss of consciousness, palpitations, syncopal or presyncopal attacks.  He denies any lower extremity pain.  He has complaints of intermittent claudication, skin color changes, varicose veins, and swelling.  He follows up with his primary care physician regularly and he is compliant with his medications.  The patient also complains of bilateral edema, which is worse on the left side.
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PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Coronary artery disease status post left heart catheterization done on February 8, 2011 with stenting with OM-1.

4. Carotid artery disease status post carotid angiogram done on May 11, 2011 with stenting of the carotid artery.

5. End-stage renal disease status post dialysis three times per week Tuesday, Thursday, and Saturday.

PAST SURGICAL HISTORY:  Noncontributory.

SOCIAL HISTORY:  The patient is an ex-smoker.  He quit smoking in 1980.  He denies drinking alcohol or using any illicit drugs.
FAMILY HISTORY:  Significant for hypertension in his father and brother.

ALLERGIES:  He is not known to be allergic to any medication or food.
CURRENT MEDICATIONS:
1. Plavix 75 mg once daily.

2. Aspirin 325 mg p.o. q.d.

3. Metoprolol 12.5 mg b.i.d.

4. Amlodipine 10 mg q.d.

5. Renal Caps q.d.

6. DOK 100 mg p.o. q.d.

7. Hydralazine 100 mg three times a day.

8. Calcium acetate 667 mg three caps as needed.

9. Lisinopril 30 mg q.d.

10. Isosorbide 60 mg q.d.
11. Zetia 10 mg q.d.
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PHYSICAL EXAMINATION:  Vital Signs:  On today’s visit, blood pressure 188/104 mmHg, his pulse is 90 bpm, his weight is 205 pounds, height is 5 feet 8 inches, and BMI 31.2.  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.  Presence of fistula on the left forearm.
DIAGNOSTIC INVESTIGATIONS:
EKG:  Done on June 24, 2013, showed ventricular rate of 93 bpm, PR interval *__________* axis with left ventricular hypertrophy, *__________* atrial fibrillation of flutter with complexes.  Otherwise indeterminate EKG.

CAROTID ANGIOGRAM:  Done on May 11, 2011, which was successful placement of 7 x 10 x 40 right ICA self expanding stent with distal protection device.

2D ECHOCARDIOGRAM: Done on March 29, 2013 showed left ventricular ejection fraction by 2D at 50-55.  Physiologic tricuspid valve regurgitation *__________*.  Mild left ventricular enlargement with mild concentric left ventricular hypertrophy.  *__________*.
CAROTID ARTERY DUPLEX:  Performed on March 29, 2013, shows minimal intimal thickening in the bilateral carotid artery system with 30% stenosis, patent stent in the right ICA.  Vertebral artery flow is antegrade bilaterally.

STRESS TEST:  Performed on March 29, 2013 showed small sized, mild severity complete reversible defect consistent with ischemia in the territory typical of mid and distal LCx.
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LEFT HEART CATHETERIZATION:  Done on February 8, 2011, with successful revascularization of the inferior branch of the OM-1 with 2.5 x 14 mm Integrity bare-metal stent reducing the lesion from 80% to 0%.  It also showed LCx 40% proximal stenosis, superior branch of the OM-1 has 50% stenosis, left AD artery tortuous had 30% in the mid segment diagonal I had 80% ostial stenosis.

ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient has a history of coronary artery disease status post left heart catheterization done in February 2011 with successful revascularization of the OM-1 with 2.5 x 14 mm bare-metal stent.  On today’s visit, the patient complains of chest pain, which is pressure like on exertion, substernal, and non-radiating. Due to his symptoms with past medical history and coronary artery disease, the patient was recommended myocardial stress test, which was positive; however, since the defect is in the small size, we will manage the patient conservatively and asked the patient to return to us if there is any change or worsening of the symptoms.  We will continue to monitor the patient and manage him accordingly in the next followup visit.  The patient denies history of coronary artery stenosis status post carotid angiogram done in May 2011 with stenting of the right ICA with 7 x 10 x 40 self-expanding stent with distal protection device.  On today’s visit, the patient complains of lightheadedness and dizziness.  However, he denies any loss of consciousness.  We ordered carotid ultrasound to recheck on the studies of his stents, which came out be normal and we will manage the patient accordingly on his next visit and asked him to contact us if there is any worsening of symptoms.
2. CONGESTIVE HEART FAILURE:  The patient has a past medical history significant for congestive heart failure.  Currently, he is NYHA functional classification II-III complaining of shortness of breath on mild-to-moderate exertion.  His last 2D echocardiogram showed left ventricular ejection fraction estimated by 2D at 50-55% and mild left atrial enlargement, mild concentric left ventricular hypertrophy, and his mitral valve include pulmonary vein Doppler showed suggest grade IV diastolic dysfunction with elevated left atrial pressure.  At this time, the patient is to be managed conservatively.  We advised the patient to take his medication, which include Plavix, metoprolol, amlodipine, hydralazine, Calcium acetate, lisinopril 40 mg q.d., isosorbide, and we asked him to follow low-salt and low-fat diet and we will continue to monitor if any worsening or change in symptoms.  We will keep assessing him in his follow up visit and manage him accordingly.
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3. HYPERTENSION:  The patient is a known hypertensive.  On today’s visit, the patient’s blood pressure 188/104 mmHg, which is upper level of the normal range.  We will provide the patient with blood pressure log in order to assess his blood pressure and we asked him to bring with him on his next follow up visit that we can manage him and assess him accordingly.  In addition, we asked the patient to stick to strict low-salt and low-fat diet and continue to monitor his blood pressure reading on the next followup visit.

4. HYPERLIPIDEMIA:  The patient will follow up with his primary care physician regarding frequent lipid profile testing, LFTs, and a target LDL of less than 70 mg/dL.

5. END-STAGE RENAL DISEASE:  The patient has history of end-stage renal disease status post dialysis three times a week on Tuesday, Thursday, and Saturday.  He is to follow up with his primary care physician and nephrologist regarding this matter.
Thank you very much for allowing us to participate in the care of Mr. Simmons.  Our phone number has been provided for him to call with any question or concerns.  We will see him back in our clinic in two months or sooner if necessary.  Meanwhile, he is instructed to continue seeing his primary care physician regarding continuity of healthcare.

Sincerely,

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