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January 23, 2013

RE: Huapaya, Maria
TREADMILL STRESS ECHOCARDIOGRAM
DATE OF EXAMINATION: 01/23/2013

REFERRING PHYSICIAN: Mordecai Wertheim, M.D.

PERFORMING PHYSICIAN: Sharon R. Maza, M.D.

CLINICAL INDICATION: 66-year-old female with dyspnea on exertion.

ECG STRESS INTERPRETATION:
Baseline ECG: Normal sinus rhythm, consider LAE, and early transition.

Baseline Blood Pressure: 110/70.

Baseline Heart Rate: 64 beats per minute.

The patient underwent a treadmill exercise stress test utilizing a Bruce protocol. The patient exercised for 4 minutes and 21 seconds; 1 minute and 21 seconds into stage II of a Bruce protocol to a peak heart rate of 155 (greater than 100% maximum predicted heart rate). At peak stress, the patient had a blood pressure of 140/70 with a peak heart rate blood pressure product of 21700.

The patient did not experience any chest discomfort or significant dyspnea on exertion out of proportion for the level of stress attainted. The stress test was terminated due to fatigue. The patient exhibited fair exercise tolerance with a functional capacity in the range of 6.5 METS. The patient had a normal blood pressure response to stress, but an accelerated heart rate response to exercise. The patient had a final blood pressure of 100/70 and the heart rate of 96 at the end of the recovery period. VPCs were noted in recovery. There were no other significant arrhythmias noted during stress or the recovery period. At peak stress, there were horizontal to upsloping ST-depressions in leads II, III, aVF, and V5-V6, which did not meet diagnostic criteria for ischemia. During stress, peak stress, and the recovery period, there were no diagnostic ECG changes of ischemia.

Impression: Normal ECG portion of treadmill stress echocardiogram to greater than 100% of maximum predicted heart rate.
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ECHOCARDIOGRAPHIC INTERPRETATION: The patient underwent a treadmill stress echocardiogram utilizing the standard protocol. The patient was imaged at baseline and immediately post peak stress test 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 study was technically difficult with off-axis parasternal imaging, but images were of fair quality. The post peak stress study was technically difficult with a suboptimal study due to combination of poor patient cooperation long artifact and off-axis imaging.

Images were of fair to poor quality.

Baseline Echocardiogram: Off-axis parasternal imaging, but particularly in the lateral wall on the short axis, but otherwise normal wall motion without regional wall motion abnormalities.

Post Peak Stress Echocardiogram: Initial short axis imaging suggests possible lateral wall hypokinesis, but study is suboptimal to differentiate between hypokinesis in the lateral wall versus off-axis imaging. Otherwise, there appeared to adequate augmentation of wall motion with exercise consistent with the level of stress attained and no other regional wall motion abnormalities were noted. The apical views suggested the possibility of LV dilatation, but this was not substantiated in other views and this finding may also be potentially attributed to off-axis imaging.

Impression: Technically difficult and suboptimal imaging in treadmill stress echocardiogram were grossly normal baseline and post peak stress images with normal wall motion in all regions except for potential lateral wall hypokinesis versus off-axis imaging. There was adequate augmentation of wall motion with exercise and LV dilatation cannot be adequately assessed due to difficulty with image acquisition.

CONCLUSIONS:
1. Normal ECG portion of treadmill stress echocardiogram to greater than 100% of maximum predicted heart rate without diagnostic ECG changes of ischemia.

2. The patient did not experience any chest discomfort during stress or recovery period. There was no significant dyspnea out of proportion to the level of stress attained.

3. The patient exhibited fair exercise tolerance with functional capacity in the range of 6.5 METS.

4. The patient had a normal blood pressure response to stress and accelerate heart rate response to exercise consisting with deconditioning for the level of the stress.

5. There were no significant arrhythmias noted during the stress or the recovery period.

6. Suboptimal echocardiographic portion of treadmill stress echocardiogram with grossly normal baseline and post peak stress wall motion without regional wall motion abnormalities except for potential post peak stress lateral hypokinesis, which could be differentiated from artifact due to off-axis imaging. There was adequate augmentation for the level of stress attained and left ventricular dilatation could not be adequately assessed due to image quality. The diagnostic predicted value of this finding, the absences of chest discomfort or ECG changes of ischemia in the remainder of the test suggest lateral wall findings maybe due to imaging artifact. Suggest additional testing if coronary artery disease is suspected by clinical correlation.

Sincerely,

Sharon R. Maza, M.D.

SHARON R. MAZA, MD., F.A.C.C.
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