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CARDIOLOGY CONSULTATION
January 24, 2013

Primary Care Phy:
James Haney, D.O.

23077 Greenfield Rd., Ste. #400

Southfield, MI  48075

Phone #:  313-822-9801-3

Fax #:  248-423-8169
RE:
CORLISS FITZPATRICK
DOB:
01/26/1949
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Fitzpatrick is a very pleasant 63-year-old African-American female with past medical history significant for hypertension, congestive heart failure, and peripheral arterial disease.  She is status post revascularization of right and left superficial femoral arteries.  She also has a history of CAD and is status post left heart catheterization with a 2.75 x 30 mm and a 3.5 x 12 mm Resolute drug-eluting to the mid and proximal RCA on May 7, 2012, and previous left heart catheterization that revealed a 60% stenosis of the left circumflex.  She also has a history of COPD.  She came to our clinic today for a followup visit.

On today’s visit, she is complaining of claudication symptoms mostly on the left extremity upon walking half a block.  She had undergone peripheral angiography on November 28, 2012, that revealed left SFA had 99% mid stenosis with heavy calcifications.  The left common iliac artery and external iliac artery had 30% stenosis.  Right SFA had mid 70% stenosis and distal 70% stenosis.  There was successful revascularization of the right SFA with a lesion reduction from 70% to 30% with TIMI-3 flow and successful revascularization of peroneal artery.  The patient also complains of shortness of breath on walking half a block.  However, she denies any chest pain, palpitation, lightheadedness, dizziness, syncope, presyncope, or lower extremities edema.  She states that she is compliant with all her medications.
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PAST MEDICAL HISTORY:  Significant for:

1. Hypertension.

2. Congestive heart failure.

3. CAD.

4. PAD.

5. COPD.

PAST SURGICAL HISTORY:  Significant for:
1. Coronary catheterization and stenting.

2. Peripheral arterial disease revascularization.

SOCIAL HISTORY:  Significant for smoking one pack per day for 50 years.  She is alcoholic, but denies IV drug abuse.

FAMILY HISTORY:  Significant for hypertension, CAD, and diabetes mellitus.

ALLERGIES:  The patient is known to be allergic to penicillin.

CURRENT MEDICATIONS:
1 Plavix 75 mg once daily.

2 Aspirin 325 mg once daily.

3 Metoprolol ER succinate 50 mg once daily.

4 Simvastatin 40 mg once daily at bedtime.

5 Hydroxyzine hydrochloride 10 mg one tablet twice daily.

6 Folic acid 1 mg once daily.

7 Spiriva inhaler two puffs six hourly.

8 Norvasc 5 mg daily was added.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, her blood pressure is 
188/90 mmHg, pulse is 61 bpm, weight is 149 pounds, and height is 5 feet 4 inches.  She has a BMI of 25.6.  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.
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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:  Performed on November 28, 2012, showed the following findings.  The right common iliac artery and external iliac artery had 30% stenosis.  The right common femoral artery had luminal irregularities.  The right profunda femoris artery had luminal irregularities.  The right SFA had 80% proximal and 70% distal stenosis.  The right anterior tibial artery had 100% CTO at the mid vessel with one vessel run off below the right knee circulation.  The left common iliac artery and external iliac artery had 30% stenosis.  The left common femoral artery had luminal irregularities.  The left profunda femoris artery had luminal irregularities.  The left SFA had 99% mid stenosis of heavy calcification.  Two vessels run off of the anterior tibial artery and posterior tibial on the left below knee circulation.  The overall impression of severe bilateral peripheral vascular disease with successful intervention on the right SFA and the right anterior tibial artery.

LAB CHEMISTRY:  Performed on January 14, 2013, shows sodium 138, potassium 4, chloride 100, carbon dioxide 28, anion gap 10, glucose 113, urea nitrogen 11, creatinine 1.1, calcium 9.5, magnesium 1.6, troponin I less than 0.017, GFR 61, WBC 5.7, RBC 4.76, and hemoglobin 14.5.

ARTERIAL DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITIES:  Performed on November 13, 2012, shows irregular plaque throughout lower extremity arterial system bilaterally.

EKG:  Done today on October 22, 2012, revealed sinus rhythm with heart rate of 65 bpm.  QRST morphology showed left delay.  Overall abnormal EKG.
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RENAL VASCULAR ULTRASOUND:  Started on October 10, 2012, revealed normal renal aorta ratio less than 3.5.  Asymmetric right and left kidney sizes with the right kidney appearing smaller in size.  Normal right and left renal arteries with no evidence of RA stenosis.  Aorta appeared normal in size and no evidence of aneurysm.  Mild atherosclerotic plaque is noted in the aorta.  There is evidence of calcification noted in the aortic valve.  SMA and celiac within normal based on the velocity.

DLCO:  Done on October 10, 2012, revealed FEV1/predicted 65%.

LOWER EXTREMITY ARTERIAL PVR:  Done on August 22, 2012, showed ABI right 0.87, left 0.93, interpreted as abnormal.
ECHOCARDIOGRAPHY REPORT:  Done on August 22, 2012, showed mildly concentric left ventricular hypertrophy with ejection fraction between 60-65%.  Diastolic filling pattern indicates impaired relaxation, mild-to-moderate tricuspid regurgitation is present.  Pericardium appears to be thickened.
CAROTID ULTRASOUND:  Done on June 5, 2012, showed 1-49% stenosis in carotid arteries.  Right and left vertebral artery demonstrates antegrade flow.
MYOCARDIAL PERFUSION STRESS TEST:  Done on February 15, 2012, showed small sized mild severity apical fixed defect consistent with respiratory motion artifact in the territory typical of distal LAD.
LEFT HEART CATHETERIZATION:  Done on May 07, 2012, it showed right coronary artery dominant vessel severely calcified mid 80% stenosis, distal 70% stenosis, successful PCI to the mid and distal right coronary artery with 2.75 x 30 mm and 3.5 x 12 mm Resolute 
drug-eluting stent achieving lesion reduction from 80% to 0% distal right coronary artery 
70-30% and TIMI-3 pre and post flow.

AORTOILIAC DOPPLER ULTRASOUND:  Done on February 15, 2012, showed no evidence of aneurysm.  There is evidence of calcification in the aortic valve.  SMA and celiac arteries are normal based on velocities.
CHEST X-RAY:  Done on April 7, 2012, showed no acute cardiopulmonary process.
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ASSESSMENT AND PLAN:

1. CORONARY ARTERY DISEASE:  The patient has a history of CAD.  She is status post 2.75 x 30 mm and 3.5 x 12 mm Resolute drug-eluting stent placement to the mid and distal RCA on May 7, 2012.  On today’s visit, she is asymptomatic.  We recommend to continue the current medical regimen.

2. PERIPHERAL ARTERIAL DISEASE:  She has PAD Rutherford class III.  She is successful post revascularization of the superficial femoral arteries bilaterally on October 26, 2011.  On today’s visit, she is complaining of significant claudication symptoms mostly on the left side.  She has an abnormal lower extremity arterial PVR study with right ABI of 0.87 and left of 0.93.  We have recommended a peripheral angiogram of the left leg near the right groin.  She is to follow up with the results in two months.

3. CONGESTIVE HEART FAILURE:  She has a history of CHF New York Heart Classification Functional Class II.  Her recent echocardiography revealed mild concentric left ventricular hypertrophy with overall left ventricular ejection fraction between 60% and 65%.  Mild to moderate tricuspid regurgitation.  On today’s visit, she is asymptomatic.  We recommend to continue with the same medical regimen and we will continue to monitor.

4. VALVULAR DISEASE:  Her recent 2D echocardiography was done on August 22, 2012, showed mild to moderate tricuspid regurgitation.  Currently, she is denying any shortness of breath.  We will continue to monitor.

5. HYPERTENSION:  On today’s visit her blood pressure was 188/90 mmHg and it is hypertensive.  However, she states that she is compliant with all her medications.  We have added 5 mg Norvasc once daily to her current regimen.  She is advised to take low-salt and low-fat diet.  We will recheck her blood pressure level on follow up visits.

6. CHRONIC KIDNEY DISEASE:  Her recent blood test shows creatinine of 0.9 and GFR of 81, which were normal.  Her renal ultrasound started on October 10, 2012, revealed asymmetric right and left kidney sizes with the right kidney appearing smaller in size.  However, there is no evidence of RA stenosis.  She is to follow up with her primary care physician in this matter.

7. COPD:  She has a history of COPD.  She is to follow up with her primary care physician in this matter.
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8. SMOKING CESSATION:  She has a history of 50-year tobacco use.  On today’s visit, we counseled her repeatedly on importance of smoking cessation and available resources.

9. CARDIO-PHARMACOGENOMICS:  DNA buccal swab to confirm genotypes and aid in dosing medication metabolized by the CYP 450 pathways.
Thank you for allowing us to participate in the care of Ms. Fitzpatrick.  Our phone number has been provided for her to call with any questions or concerns.  We will see the patient back in three months after her peripheral angiography results.  Meanwhile, she is instructed to continue to see her primary care physician.

Sincerely,

Adnan Qamar, 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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