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CARDIOLOGY CONSULTATION
January 23, 2013

Primary Care Phy:
Patrycja Czesnowski, M.D.

4777 East Outer Drive

Detroit, MI 48234

Phone #:  313-369-1960

RE:
PAMELA NEWSOM
DOB:
11/20/1955

CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Newsom in our cardiology clinic today.  As you know, she is a very pleasant 57-year-old African-American lady with past medical history significant for hypertension, diabetes mellitus, chronic kidney disease on dialysis three times a week, COPD, arthritis, and history of pulmonary embolism in March 2011.  She also has a past medical history significant for nonobstructive coronary artery disease status post left heart catheterization done on September 10, 2012 that showed 40% stenosis in the mid of LAD.  She also had a past medical history significant for nonobstructive peripheral arterial disease status post peripheral angiography done in May 2012.  She is in our cardiology clinic today for a followup visit.

On today’s visit, the patient stated that she is relatively doing well.  However, she has been complaining of chest pain, which is atypical in nature and decrease in frequency since the last time she was here.  She also complains of episodes of shortness of breath with moderate exertion.  She denies any orthopnea or paroxysmal nocturnal dyspnea.  She denies any lightheadedness, dizziness, or vertigo.  She denies any palpitations, syncopal or presyncopal attacks, or episodes of sudden loss of consciousness.  She denies any lower extremity intermittent claudication, swelling, skin color changes, or varicose veins.  However, she admits to having bilateral knee pain due to her arthritis.  She is following with her primary care physician regularly.  She is compliant with her medication.

PAST MEDICAL HISTORY:
1. Hypertension.

2. Diabetes mellitus.
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3. Chronic kidney disease.  Currently on dialysis three times a week on Tuesdays, Thursdays, and Saturdays.

4. COPD.

5. Arthritis.

6. History of pulmonary embolism in March 2012.

7. Nonobstructive coronary artery disease status post left heart catheterization done in September 2012.

8. Nonobstructive peripheral arterial disease status post peripheral angiography done in May 2012.

SOCIAL HISTORY:  The patient is an ex-smoker.  She has a chronic history of smoking for 20 years.  She quit smoking about five years ago.  She denies drinking alcohol or using any illicit drugs.

FAMILY HISTORY:  Significant for coronary artery disease, hypertension, and diabetes.

ALLERGIES:  The patient is allergic to Morphine.

CURRENT MEDICATIONS: 

1. Carisoprodol 350 mg per oral one tablet two times a day.

2. Vicodin ES 750 mg/7.5 mg oral tablet.

3. Furosemide 40 mg oral tablet two times a day.

4. Clonidine/hydrochloride 0.2 mg oral tablets three times a day.

5. Warfarin/sodium 5 mg oral tablet once a day.

6. Isosorbide/Mononitrate extended release 30 mg oral tablet once daily.

7. Folic acid mg oral tablet one time a day.

8. Magnesium oxide 400 mg oral tablet once time a day.

9. Ducosate/sodium 100 mg oral tablet two times a day.

10. Lisinopril 40 mg oral tablet once a day.

11. Aspirin 81 mg oral tablet once a day.

12. Metoprolol tartrate 100 mg oral tablet two times a day.

13. Simvastatin 40 mg oral tablet once a day.

14. Advair inhaler b.i.d.

15. Spiriva inhaler q.12h.

16. Lantus subcutaneous 10 units a.m. and 15 units q.h.s.

17. Nitroglycerin 0.4 mg sublingual p.r.n.

18. Ranexa 500 mg twice daily.
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PHYSICAL EXAMINATION:  Vital Signs:  On today’s visit, her blood pressure is 103/56 mmHg, pulse is 89 bpm regular, weight is 129 pounds, height is 5 feet 6 inches, and BMI is 20.8.  General:  She 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:

EKG:  Done on January 23, 2013, showing ventricular rate of 78 bpm, normal axis and sinus rhythm.  Otherwise indeterminate EKG.

LEFT HEART CATHETERIZATION:  Done on September 10, 2012, and final impression was:

1. Right dominant system.

2. LAD 40% stenosis mid.

3. RCA was normal as well as circumflex.

4. Left ventricular ejection fraction normal with an ejection fraction about 60% and left ventricular end-diastolic pressure is 19 mmHg.

BLOOD CHEMISTRY:  Done on September 11, 2012, showed sodium 143, potassium 3.4, chloride 105, carbon dioxide 32, anion gap 6, glucose 110, hemoglobin 9.3, white blood cells 4.7, RBCs 2.79, platelets 143,000, urea nitrogen 28, and creatinine 5.2.

ECHOCARDIOGRAM:  Done on August 29, 2012, showed an:

1. Overall left ventricular systolic function, which is normal with an ejection fraction of 55-60%.

2. Mild mitral regurgitation is present.

3. Moderate to severe tricuspid regurgitation is present.

4. Moderate pulmonic regurgitation.
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STRESS TEST:  Done on August 29, 2012, showed small to moderate sized mild severity inferior septal and inferior completely reversible defect consistent with an ischemia in the territory typical of the mid and distal RCA.

ARTERIAL DOPPLER ULTRASOUND LOWER EXTREMITIES:  March 5, 2012 CONCLUSION:  Bilateral normal velocities correlating to greater than 30% stenosis, however, waveforms remain multiphasic and plaque level is mild.

BILATERAL LOWER EXTREMITIES ANGIOGRAPHY:  Done on May 10, 2012, revealed nonobstructive peripheral arterial disease.

CORONARY ANGIOGRAPHY:  Done on December 7, 2009, revealed noncritical coronary artery disease.
RENAL ULTRASOUND:  Done on December 3, 2011, was negative for any evidence of hydronephrosis.
CT THORAX FOR PULMONARY EMBOLISM:  Done on March 19, 2011 showed small segmental pulmonary emboli, congestive heart failure with small bilateral pleural effusions, cardiomegaly, and scattered areas of ground glass opacity.  Centrilobular emphysema involving the upper lobes.

NM MYOCARDIAL PERFUSION IMAGING:  Done on April 15, 2009, showed no definite scintigraphic evidence for ischemia or infarction.

ASSESSMENT AND PLAN:

1. CORONARY ARTERY DISEASE:  The patient has a history of coronary artery disease status post repeat left heart catheterization, which was done on September 10, 2012 that revealed only 40% stenosis in the mid LAD.  On today’s visit, the patient is complaining of dull chest pain and also shortness of breath upon exertion that is relieved by rest and sublingual nitroglycerin.  Her pain, however, is sometime atypical for her anginal pain.  The patient is currently taking Ranexa plus Imdur for control of her anginal pain.  She is to continue the same medication regimen.  We will continue to monitor her closely for any development.  We also recommended her to call us if she notices any worsening of her chest pain.  We will follow up with her and monitor her closely on the next follow up visit.
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2. HYPERTENSION:  On today’s visit, her blood pressure is 103/65 mmHg, which is well maintained.  She is to continue on the same medication regimen and also to adhere to strict low-salt and low-fat diet.  We will continue to monitor her blood pressure reading in the next follow up visit.

3. CONGESTIVE HEART FAILURE:  The patient had a history of congestive heart failure, which is resolved.  Currently, she is NYHA functional classification II.  On today’s visit, the patient was complaining of shortness of breath on moderate exertion.  Her recent echocardiogram, which was done on August 29, 2012 revealed a left ventricular ejection fraction between 55-60%.  We recommended her to continue on the same medication regimen and continue to monitor her closely.

4. COPD:  The patient has a history of COPD.  Currently, she is on Advair and Spiriva.  On today’s visit, she is complaining of shortness of breath.  She is to follow up with her primary care physician regarding this matter.

5. PERIPHERAL ARTERIAL DISEASE:  The patient has a history of nonobstructive peripheral arterial disease status post peripheral angiography, which was done on May 10, 2012.  On today’s visit, the patient denied any lower extremity claudication or lower extremity pain.  We recommend her to continue the same medication regimen.  We will continue to monitor her closely for any abnormality.

6. PULMONARY EMBOLUS:  She has a history of pulmonary embolus revealed by CT of the thorax performed on March 19, 2011 that showed a small segment of pulmonary embolism.  Currently, she is on warfarin.  We recommend her to continue follow up with the warfarin clinic for regular INR and PT check and we will continue to monitor her closely for any abnormalities.

7. CHRONIC KIDNEY DISEASE:  The patient has a history of chronic kidney failure.  She is currently on dialysis three times a week on Tuesdays, Thursdays, and Saturdays.  She is to follow up with her primary care physician and nephrologist regarding this matter.

8. DIABETES MELLITUS:  The patient is a known diabetic.  She is to follow up with her primary care physician regarding tight glycemic control and target hemoglobin A1c of less than 6.5%.

Thank you very much for allowing us to participate in the care of Ms. Newsom.  Our phone number has been provided for her to call with any questions or concerns at anytime.  We will see her back in our clinic in two months or sooner if necessary.  Meanwhile, she is to follow up with her primary care physician regarding continuity of healthcare.
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Sincerely,

Mohamed Hussein, Medical Student

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

Tahir Mohamed, M.D.

Cardiovascular Disease Specialist

Interventional Cardiology Specialist

Nuclear Cardiology and Cardiac MRI Specialist

TM/PR
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