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CARDIOLOGY CONSULTATION
June 24, 2013

Primary Care Phy:
Graciela Rojas, M.D.

4201 St. Antoine Street Suite 4C

Detroit, MI 48201

Phone #:  313-745-4525

Fax #:  313-993-0085

RE:
RAFAEL NINO
DOB:
08/15/1943

CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup visit.

Dear Colleagues:

We had the pleasure of seeing Mr. Nino in our cardiology clinic today.  As you know, he is a very pleasant 69-year-old gentleman with past medical history significant for hypertension, hyperlipidemia, and diabetes mellitus.  He is also known case of coronary artery disease status post CABG x4 in 2004.  He underwent left heart catheterization in February 2013 that showed patent LIMA to LAD, SVG to diagonal, and SVG to OM.  He was found to have an occluded SVG to diagonal.  He is also known case of congestive heart failure due to ischemic etiology NYHA functional classification of II-III with LVEF of 35-40%.  He is in our cardiology clinic today for a followup visit.

On today’s visit, the patient is doing relatively well and enjoying his regular state of health.  He denies any chest pain, shortness of breath, or palpitation.  He denies any orthopnea or PND.  He denies any dizziness, lightheadedness, syncopal or presyncopal attacks.  He is complaining of right lower extremity ulcer that happened after beginning of EECP therapy.  He is on clindamycin for this regard.  He denies any lower extremity claudication or varicose veins.  He is also complaining of warmness and redness around these ulcers that he is having in his right leg.  He states that he is compliant with his medication and he is following up regularly with his primary care physician.

PAST MEDICAL HISTORY:

1. Coronary artery disease.

2. Diabetes mellitus.

3. Dyslipidemia.
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4. Congestive heart failure.

5. Benign tremor.

6. Hypertension.

7. Peripheral arterial disease.

8. Sigmoid diverticulosis.

9. Osteomyelitis of the right great toe in 2012.
PAST SURGICAL HISTORY:
1. CABG x4 in 2004.

2. Left below knee amputation in 2001.

3. Eye surgery.

SOCIAL HISTORY:  He denies any tobacco, alcohol, or illicit drug use.

FAMILY HISTORY:  Significant for hypertension and diabetes mellitus.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:
1. Aspirin 325 mg p.o. q.d.

2. Carbidopa/levodopa 25/100 mg p.o. t.i.d.

3. Nitro patch 0.2 mg p.o. q.d.

4. Vitamin D 1000 mg p.o. q.d.

5. Potassium 20 mEq p.o. every other day.

6. Actos 30 mg p.o. q.d.

7. NovoLog 70/30 units p.r.n.

8. Clopidogrel 75 mg p.o. q.d.

9. Furosemide 20 mg p.o. q.d.

10. Propranolol 60 mg p.o. q.d.

11. Nitrostat 0.4 mg sublingual p.r.n.

12. Atorvastatin 20 mg p.o. q.h.s.

13. Coreg 3.125 mg b.i.d.

14. Isosorbide 60 mg p.r.n.

15. Clindamycin 300 mg four times a day.
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PHYSICAL EXAMINATION:  Vital signs: On today’s visit, blood pressure is 138/68 mmHg, pulse is 80 bpm, weight is 215 pounds, and height is 5 feet 11 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.

DIAGNOSTIC INVESTIGATIONS:
CAROTID ULTRASOUND:  Done on March 5, 2013, showed 1-39% stenosis of the right proximal ICA.  The right vertebral artery demonstrates antegrade flow.  40-59% stenosis of the left ICA.  The left vertebral artery demonstrates antegrade flow.

AORTOILIAC DOPPLER ULTRASOUND:  Done on March 5, 2013, showed no evidence of aneurysm in the mid and distal aorta.  Evidence of calcification noted in the aortic valve.  Monophasic right and left iliac artery waveform.  SMA less than 70% stenosis based on velocity.

2D ECHOCARDIOGRAPHY:  Done on March 5, 2013, showed moderate concentric LVH with overall left ventricular systolic function is moderately impaired with EF of 35-40%.  Both in the mean atrial pressure as well the LVEDP is elevated.  The LA and RA is mildly enlarged with trace MR.

PULMONARY FUNCTION TEST:  Done on March 5, 2013, showed FVC of 42% predicted.  FVEV1 48% predicted.  FEV1/FCV 117% predicted.  DLCO 51% predicted.

LAB CHEMISTRY:  Done on March 8, 2013, showed sodium 135, potassium 4.1, chloride 101, carbon-dioxide 25, anion gap 9, glucose 112, BUN 28, creatinine 1.5, calcium 8.9, magnesium 1.8, white blood cell is 4.8, hemoglobin 14.4, and platelet 152,000.

EKG:  Done on February 21, 2013, revealed sinus rhythm with heart rate of 66 bpm.  Multiple artifacts.  First degree AV block.  T-wave inversion in lateral leads.
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LEFT HEART CATHETERIZATION:  Done on February 9, 2013, proximal LAD mid circumflex and proximal RCA with a 100% stenosis.  These lesions are CTO.  Graft to the distal LAD is a SVG from the aorta and has a 40% stenosis in the middle third of the graft.  The distal LAD was severely diseased and giving collateral to the diagonal.  Graft to the first diagonal is a SVG from the aorta and has a 100% stenosis of the proximal anastomosis that does not appear amenable to intervention.  Graft to the first OM is a SVG from aorta as well.  It has a 20% stenosis in the middle third of the graft and also a 20% at the distal anastomosis.  LIMA is normal.  The vessel was medium sized and mildly tortuous and attached to the proximal LAD.  The LAD distal to the attachment was CTO and septal were feeing up from LIMA flow.  Global left ventricular function was moderately depressed.  Ejection fraction calculated by contrast ventriculography was between 35-40% with severe hypokinesia of the basal inferior wall.

RIGHT LOWER EXTREMITY VENOUS DUPLEX:  Done on May 14, 2012, showed no evidence of acute or chronic deep or superficial venous thrombosis within the right lower extremity.  Patent left common femoral vein.

ADENOSINE STRESS MYOCARDIAL PERFUSION STUDY:  Done on February 8, 2013, revealed large sized severe intensity perfusion defect noted in the basal to apical anterior and anterolateral segment with moderate reversibilities suggesting ischemia in the LAD territory.  Moderate sized severe in intensity fixed perfusion defect noted in the basal to apically inferior and inferolateral segment indicative of infarct in circumflex/OM territory.  Severely depressed ejection fraction of 34%.  Hypokinetic anterior and anterolateral wall and akinetic inferolateral wall.

ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient is a known case of coronary artery disease status post CABG x4 in 2004.  The patient denies any chest pain or shortness of breath.  Most recently, the patient underwent left heart catheterization in February 2013 that showed patent LIMA to LAD, SVG to distal LAD, and OM with occluded SVG to diagonal.  The patient’s most recent stress test that was done in February 2013 showed large sized, severe intensity perfusion defect in the base of the apical anterior and anterolateral segment with moderate reversibility suggestive of ischemia in the LAD territory.  Another moderate fixed defect in the left circumflex and OM territory.  So on today’s visit no intervention is needed and he is to continue with his same medication regimen and to continue having EECP therapy that was scheduled for it in the last visit to help him with his chronic ischemic cardiomyopathy.  He is to follow up with us in the next followup visit and to contact us immediately if he is having any worsening of any new onset chest pain or any other symptoms.
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2. CONGESTIVE HEART FAILURE:  The patient is a known case of congestive heart failure due to ischemic etiology NYHA class II-III with left ventricular ejection fraction of 35-40%.  On today’s visit, the patient denies any shortness of breath.  Our recommendation is to monitor the patient with serial 2D echocardiogram and the next one would be done in September 2013 to show the progression of his ejection fraction and to look for any valve disease.  He is otherwise to continue his medication regimen and we will continue to monitor him in the next followup visit.
3. HYPERTENSION:  On today’s visit, blood pressure is 138/68 mmHg.  He is to continue with the same medication regimen and to adhere to strict low-salt and low-fat diet and we will continue his blood pressure readings in his next followup visit.
4. HYPERLIPIDEMIA:  The patient is currently on statin therapy.  He is to follow up with his primary care physician for lipid profile testing and frequent LFTs for target LDL less than 70 mg/dL.
5. DIABETES MELLITUS:  The patient is to follow up with his primary care physician for tight glycemic control and for the goal of HbA1c less than 7%.

6. ABDOMINAL AORTIC ANEURYSM SCREENING:  Ultrasound duplex study showed negative aneurysmal formation in the aortic wall, so we will keep monitoring him and watch for any changes for this issue in the next coming visits.

7. CAROTID ARTERY DISEASE SCREENING:  The patient was found to have a 40-55% stenosis in the left ICA.  The patient on today’s visit is asymptomatic and he is to continue his same medication regimen.  We will continue to monitor him in the next upcoming visits.
8. PERIPHERAL ARTERIAL DISEASE:  The patient has an amputated left leg below knee.  He is complaining of ulcers, redness, and swelling in his right leg after beginning of the EECP therapy.  He is on clindamycin for this regard.  So on today’s visit, the patient was recommended to keep on this antibiotic and we will continue to follow up with him in the next followup visit to monitor his case for this peripheral arterial disease.
June 24, 2013

RE:
Rafael Nino

Page 6
Thank you very much for allowing us to participate in the care of Mr. Nino.  Our phone number has been provided for him to call with any questions or concerns at anytime.  We will see him back in two months or sooner if necessary.  In the meanwhile, he is to follow up with 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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