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March 21, 2022
RE: Loveless, Peter
TREADMILL STRESS ECHOCARDIOGRAM
DATE OF EXAMINATION: 03/21/2022
REFERRING PHYSICIAN: Michelle Mesiano, NP.
PERFORMING PHYSICIAN: Sharon R. Maza, M.D.

CLINICAL INDICATION: A 51-year-old male with a history of CAD status post PCI and a history of hypertension, for stress test on medication.

ECG STRESS INTERPRETATION:
Baseline ECG: Sinus rhythm, IVCD, poor R-wave progression, consider anterior septal wall MI of indeterminate age.

Baseline Blood Pressure: 126/70.
Baseline Heart Rate: 56 beats per minute (intermittent sinus bradycardia around 54 bpm noted on the monitor).
The patient underwent treadmill exercise stress test utilizing a Bruce protocol. The patient exercised for 9 to the completion of stage III of a Bruce protocol to a peak heart rate of 136 (86% maximum predicted heart rate). At peak stress, the patient had a blood pressure of 190/80 with a peak heart rate blood pressure product of 25840.

The patient did not experience any chest discomfort during stress or the recovery period. Stress was terminated due to fatigue. The patient exhibited good exercise tolerance with a functional capacity in the range of 10 METS. The patient had baseline prehypertension with a hypertensive blood pressure response to stress on medication. The patient had baseline borderline sinus bradycardia with a mildly attenuated heart rate response to stress with just being able to attain over 85% maximum predicted heart rate at his functional capacity, somewhat improved from his prior stress test which was submaximal. The patient had a final blood pressure of 122/70 and a heart rate of 84 at the end of the recovery period. An isolated VPC was noted 2 minutes into the recovery. There were no significant arrhythmias noted during stress or the recovery period. At peak stress, during stress and during the recovery period, there were no diagnostic ECG changes of ischemia.
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Impression: Normal ECG portion of treadmill stress echocardiogram to 86% maximum predicted heart rate.
ECHOCARDIOGRAPHIC INTERPRETATION: The patient underwent treadmill stress echocardiogram utilizing the standard protocol. The patient was imaged at baseline and immediately post peak stress exercise in the left lateral decubitus position. Parasternal long axis, parasternal short axis, apical four-chamber views, and apical two-chamber views were obtained. The baseline and post peak studies were technically adequate and of good quality.
Baseline Echocardiogram: Normal wall motion without regional wall motion abnormalities.

Post Peak Stress Echocardiogram: Normal wall motion without regional wall motion abnormalities with normal augmentation of wall motion with exercise and no abnormal left ventricular dilatation.

Impression: Normal echocardiographic portion of treadmill stress echocardiogram to 86% maximum predicted heart rate.

CONCLUSIONS:
1. Normal ECG portion of treadmill stress echocardiogram to 86% maximum predicted heart rate without diagnostic ECG changes of ischemia.

2. The patient did not experience any chest discomfort during stress or the recovery period.

3. The patient exhibited good exercise tolerance with a functional capacity in the range of 10 METS, comparable to his prior stress test.
4. The patient had baseline prehypertension with a hypertensive blood pressure response to stress with ineffective blunting of his blood pressure response to stress on his current medication. The patient had a baseline borderline sinus bradycardia with mildly attenuated heart rate response to exercise with just being able to attain over 85% maximum predicted heart rate at his functional capacity, but with some improvement in mild chronotropic incompetence compared to his prior stress test.

5. An isolated VPC was noted 2 minutes into recovery, but there were no significant arrhythmias noted during stress or the recovery period.

6. Normal echocardiographic portion of treadmill stress echocardiogram to 86% maximum predicted heart rate with normal baseline post peak stress wall motion without regional wall motion abnormalities including the territory of his prior PCI, normal augmentation of wall motion with exercise and no abnormal left ventricular dilatation.
Thank you for the kind referral of this patient.

Sincerely,

Sharon R. Maza, M.D.
SHARON R. MAZA, MD., F.A.C.C.
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