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CARDIOLOGY CONSULTATION
January 24, 2013

Primary Care Phy:
Anita Cain, M.D.
13901 East Jefferson Ave.
Detroit, MI 48215

Phone #:  313-822-0900

Fax #:  313-822-0950

RE:
ALBERTA BROWN
DOB:
03/16/1946
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Brown in our cardiology clinic today who is a very pleasant 66-year-old African-American lady with past medical history significant for hypertension, diabetes mellitus, COPD, coronary artery disease, peripheral arterial disease, and seizure disorder. She is status multiple peripheral angiogram, the most recent was done on December 26. 2012 following which the patient had successful balloon angioplasty and orbital atherectomy of right common femoral artery, right SFA and right external iliac artery. She is also status post left heart catheterization, which was done on April 25, 2012. She is in our clinic for a followup visit following her procedure.

On today’s visit, the patient was doing fine. She was complaining of some leg pain associated with exertion. She was also complaining of shortness of breath associated with exertion. She denied any chest pain, or any orthopnea, any PND, palpitation, dizziness, presyncopal or syncopal attacks. She also denied any leg swellings. The patient stated that she is compliant with all of her medications and following her primary care physician regularly.
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PAST MEDICAL HISTORY: Significant for, 
1. Coronary artery disease.

2. Peripheral vascular disease.

3. Diabetes mellitus.

4. Hypertension.

5. COPD

6. Seizure disorder.

PAST SURGICAL HISTORY:  Not significant.

SOCIAL HISTORY:  The patient is a chronic smoker, but quit almost a year ago. Previous to that she used to smoke at least half a pack per day. She also denies drinking alcohol or using any illicit drugs,

FAMILY HISTORY:  Significant for coronary artery disease and hypertension in her first-degree relatives.

ALLERGIES:  The patient does not have any known drug allergies.

CURRENT MEDICATIONS:
1 Chlorthalidone 25 mg q.d.

2 Dilantin 100 mg t.i.d.

3 Folic acid 1 mg q.d.

4 Lisinopril 20 mg q.d.

5 Naproxen 500 mg.

6 Doc-Q-Lace 100 mg

7 Vicodin 7.5/750 mg p.r.n.

8 Plavix 75 mg q.d.

9 Aspirin 325 mg q.d.

10 Calcium 500 mg 

11 NovoLog 8 unit t.i.d.

12 Lantus 20 mg q.h.s

13 Spiriva 18 mcg b.i.d.

14 Albuterol 90 mcg t.i.d.
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PHYSICAL EXAMINATION:  Vital signs: On today’s visit, her blood pressure is 164/70 mmHg, pulse is 70 bpm, weight is 120 pounds, height is 5 feet.  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:
PERIPHERAL ANGIOGRAM: The patient had peripheral angiogram on December 26, 2012, which showed 95% stenosis in right common iliac artery and 95% in-stent restenosis in right external iliac artery, 95% stenosis in right common femoral artery, 95% stenosis in right SFA, luminal irregularities in right popliteal artery and three-vessel run-off below the knee on the right side.  It also showed 50% stenosis on the left common iliac artery, 50-60% in-stent restenosis on the left external iliac artery, 90% stenosis of the left common femoral artery, 90% stenosis of the left SFA, luminal irregularities of the left popliteal artery and three-vessel run-off below the left knee.  Following the procedure the patient had a successful balloon angioplasty and orbital arthrectomy of the right common femoral artery, right SFA and right external iliac artery. Following the procedure it was also recommended for a stage intervention of the left common femoral artery and left SFA via right femoral approach.

LABORATORY CHEMISTRY:  Done on December 27, 2012, following the procedure, which showed sodium 114, potassium 3.3, glucose 84, urea BUN 13, creatinine 0.9 and WBC 7.6, hemoglobin 13.1, and platelet 203,000.

ARTERIAL ULTRASOUND OF THE LOWER EXTERMITIES: The patient had ultrasound the lower extremities on November 15, 2012, which showed 50-75% stenosis of the monophasic pattern of the right CFA, right PFA and right SFA. It also showed 50-75% stenosis with the monophasic pattern of the left CFA and left PFA.  Biphasic wave pattern was found on both right and left ATA.

January 24, 2013

RE:
Alberta Brown

Page 4

STRESS TEST:  Done on June 12, 2012, showed normal myocardial perfusion.  Left ventricular perfusion was normal.  Right ventricular perfusion was normal.  Left ventricular myocardial perfusion consistent with zero vessel disease.  Scan significance was normal and indicates a very low risk for hard cardiac events.

LEFT SHOULDER X-RAY:  Three views comparison was done on November 3, 2012, showed acromioclavicular joint osteoarthritis.

RIGHT SHOULDER X-RAY:  Done on November 3, 2012, for neck and shoulder pain showed rotator cuff tendinopathy, mild acromioclavicular joint osteoarthritis, and osteopenia without displaced fracture.

VENOUS INSUFFICIENCY ULTRASOUND STUDY:  Done on August 4, 2012 showed lower extremity venous insufficiency noted bilaterally, but no evidence of acute DVT in vessels that were visualized and no thrombus in the superficial system bilaterally.

2D ECHO: Done on August 4, 2012 showed moderate concentric left ventricular hypertrophy.  Left ventricular systolic function is hyperdynamic with an estimation EF of 70%.  Mild‑to‑moderate mitral regurgitation is present.  Mild tricuspid regurgitation is present.  Trace or mild physiologic pulmonic regurgitation is present.

MUGA SCAN:  Done on May 3, 2012 showed ejection fraction of 72%.

LATEST EKG:  Done on November 15, 2012, showed heart rate of 66 bpm.  Normal sinus rhythm.  No nuclear test abnormality.

LEFT HEART CATHETERIZATION:  Done on April 25, 2012, showed right coronary artery has 60% mid stenosis, left main is normal size vessel with minimal luminal irregularities.  Left circumflex has ostial 40% luminal irregularity, OM 1 and OM 2 have minimal luminal irregularities, left anterior descending has minimal luminal irregularities, diagonal I and diagonal II have minimal luminal irregularities.  Left ventriculogram reveals ejection fraction of 70-75% and is hyperdynamic.  There is also mitral regurgitation 2+ to 3+ noted.
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ASSESSMENT AND PLAN:
1. PERIPHERAL VASCULAR DISEASE:  The patient’s past medical history is significant for peripheral vascular disease.  She is status post multiple peripheral angiogram and most recent was done on December 26, 2012, following which the patient had a successful balloon angioplasty and arterial arthrectomy of the right common femoral artery, right SFA, and right external iliac artery.  Following the angiogram state, intervention of the left common femoral artery and left SFA was tested because of 50% stenosis of left common iliac artery, 50-60% in-stent restenosis of the left external iliac artery and 90% stenosis of left common femoral artery and left SFA.  On today’s visit, the patient is again complaining of leg pain associated with exertion.  The patient is currently symptomatic and her most recent peripheral angiogram showed severe stenosis on the left side.  So we have scheduled her for peripheral angiogram of the left side.  We are going to follow up with her in this regard following her procedure and then manage her accordingly.  In the meanwhile, we have advised her to take all of her current medication regularly 
2. CORONARY ARTERY DISEASE:  The patient’s past medical history is significant for coronary artery disease.  She is status post left heart catheterization, which was done on April 25, 2012, which showed 60% mid stenosis of right coronary artery.  It also showed minimal interval irregularity of the left main anterior artery. Ejection fraction was found to be 70-75%.  On today’s visit the patient denied any chest pain or any angina equivalence and since the patient is doing fine so we are going to manage the patient on same medication regime without making any changes to it.  We are going to follow with her in this regard on the next visit and manage her accordingly.

3. HYPERTENSION:  The patient's past medical history is significant for hypertension.  On today’s visit, her blood pressure is 164/70 mmHg.  Even though the blood pressure was found to be slightly elevated.  So we are going to manage her on the same medication regime without making any changes.  We are going to reassess her on her next visit and if the patient continues to have elevated blood pressure we are going to manage her and we are going to make necessary changes.  We have also advised the patient to take low-salt and low-fat diet.

4. COPD:  The patient’s past medical history is significant for COPD.  The patient is currently taking Spiriva and albuterol inhalers.  We have advised her to take all of her medications regularly and keep following with the primary care physician in this regard.
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5. CARDIOPHARMACOGENOMICS:  DNA buccal swab to confirm genotypes and aid in dosing medication metabolized by the CYP 450 pathways.

Thank you very much for allowing us to take care of Ms. Brown.  We are going to follow up with her in two months’ time following her peripheral angiogram of her left side.  In the meanwhile, we have advised her to take all of her medications regularly and keep following with her primary care physician.  We have also provided the patient our phone number and she can reach us with any questions or concerns

Sincerely,

Umer Ejaz Malik, Medical Student
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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