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CARDIOLOGY CONSULTATION
January 25, 2013

Primary Care Phy:
Hadi A. Dourra, M.D.

27144 Joy Road

Redford, MI-48239

Phone #: 313-937-4100

Fax #: 313-937-1402

RE:
DANIEL STEPHAN
DOB:
02/16/1942
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Mr. Stephan in our cardiology clinic today.  As you know, he is a very pleasant 70-year-old Caucasian gentleman with past medical history significant for hypertension, hyperlipidemia, diabetes mellitus, coronary artery disease status post CABG x4 in 2007 with LIMA to LAD, SVG to diagonal, OM and PDA.  He underwent left heart catheterization in October 2012 that showed 4/4 patent graft.  He also has a known case of ischemic dilated cardiomyopathy with low ejection fraction of 26%.  He is NYHA FC II-III.  He also has a known case of peripheral arterial disease status post peripheral angiography most recently done on January 16, 2013, which showed significant stenosis of the right peroneal artery, which lead to angioplasty of the right lower extremity.  He also has a known history of coronary artery disease status post stenting with an 8 x 40 mm PRECISE sent to the LICA in December 2012.  Today, he presents to our cardiology clinic for a followup visit.

On today’s visit, the patient stated that his lower extremity claudication pain in the right lower extremity has resolved since the angiography/angioplasty.  The patient complains today of occasional symptoms of lightheadedness and dizziness with GI upset and episodes of constipation and irregular bowel movements.  The patient additionally states that his blood pressure has been lower than normal and states that most of these symptoms have begun since addition of his new medications including hydralazine and amlodipine.  Otherwise, the patient denies any chest pain, shortness of breath, dyspnea upon on exertion, orthopnea, or PND.  The patient denies any lower extremity edema, skin color changes, varicose veins, or intermittent claudication.  The patient denies any syncopal or presyncopal attacks.
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PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Coronary artery disease, status post CABG x 4.

5. Congestive heart failure with ischemic cardiomyopathy NYHA FC II-III with ejection fraction of 26%.

6. Carotid artery disease, status post stenting of the LICA.

7. Peripheral arterial disease with bilateral SFA disease with one-vessel runoff below the knee.

PAST SURGICAL HISTORY:  CABG x 4 in 2007.

SOCIAL HISTORY:  The patient denies any history of smoking, alcohol, or illicit drug use.
FAMILY HISTORY:  Significant for coronary artery disease in his brother at the age of 69 and his sister also significant for hypertension and diabetes.

ALLERGIES:  The patient is intolerant to Plavix causing ecchymosis.

CURRENT MEDICATIONS:
1. Crestor 10 mg a day.

2. Coreg 12.5 mg twice a day.

3. Lisinopril 20 mg once a day.

4. Aspirin 81 mg once daily.

5. NovoLog by sliding scale.

6. Lantus 40 units.

7. Lovaza capsule 6 mg once a day.

8. Vitamin B-Complex.

9. Brilinta 90 mg two times daily recently changed from Mylanta 150 mg three times daily.
10. BuTrans 20 mg for pain.
11. Amlodipine 5 mg once daily.
12. Norvasc 5 mg p.o. once a day was added on last visit.

13. Hydralazine 50 mg three times a day was discontinued on today’s visit.
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PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure is 96/56 mmHg, pulse is 60 bpm, weight is 225 pounds, and height is 6 feet 0 inch.  General:  He 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:  Done on January 16, 2013, findings indicated:

1. Left lower extremity angiogram showed left superficial femoral artery had mild to moderate irregularity throughout the course.

2. There was one-vessel runoff on the left side.

3. Right lower extremity angiogram.  Findings indicated that on the right side the superficial femoral artery had mild to moderate irregularities below the knee.  On the right side, there was one-vessel runoff from peroneal artery, which had 95% stenosis.  We performed angioplasty and after that the vessel was reduced to 10%.  We also opened the CTO of the right anterior tibial artery.  Pre-procedure, there was 100% stenosis.  After performing the CSI atherectomy and angioplasty, the stenosis was reduced to less than 20%.  The vessels were going all the way in to the foot.  The posterior tibial artery was reconstituted at the level of the foot from the peroneal artery. Conclusion of the findings involved successful CSI atherectomy and angioplasty of the right anterior tibial artery with excellent angiographic result.  Successful angioplasty of the right peroneal artery with excellent angiographic result.  CTO of the right posterior tibial artery unable to cross the lesion due to heavy calcification.  Severe peripheral arterial disease below the knee in the left lower extremity.  One-vessel runoff.

LABORATORY DATA:  Done on January 17, 2013.  Findings.  CBC:  Hemoglobin 11.4, WBC 5.5, MCV 88.4, platelets 134, hematocrit 35.  CHEMISTRY:  Sodium 132, potassium 5.2, chloride 103, BUN 51, creatinine 1.7, calcium 8.2, magnesium 2.1.  LIPID PANEL:  Cholesterol 101, triglycerides 49, and HDL 43.

AORTA SCAN:  Done on November 29, 2012, showed diameter of greater than 30 cm.
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ECHOCARDIOGRAM:  Done on August 24, 2012, showing a sinus rhythm with extrasystolic beats and PVCs.  Left ventricular is mildly dilated.  Left ventricular ejection fraction is moderately impaired with an ejection fraction between 35-38%.  Left atrium is moderately dilated.  Right atrium is mildly enlarged.  Trace aortic regurgitation, mild mitral regurgitation, mild tricuspid regurgitation, and mild-to-moderate pulmonary hypertension.

MUGA SCAN:  Done on October 30, 2012, showed LVEF of 26%.  RVEF 26%.
LEFT HEART CATHETERIZATION:  Done on October 17, 2012, with final impression severe three-vessel native coronary artery disease.  Patent 4/4 grafts.  Severe systolic heart failure elevated left ventricular and diastolic pressure.  Recommendation to aggressive medical management for systolic dysfunction aspirin and statin therapy.  The patient meets the criteria for ICD implantation to be evaluating as an outpatient.
CAROTID ULTRASOUND:  Done on August 24, 2012, with following conclusions.  Mild–to–moderate amount of atherosclerotic calcific plaque was noted in the right bulb and proximal ICA with velocities correlate to 40-59% stenosis.  Mild atherosclerotic plaque is noted in the right external carotid artery with moderately increased velocities.  Severe atherosclerotic plaque is noted in the left proximal ICA with velocities correlate to 80-99% stenosis.  Mild atherosclerotic plaque is noted in the left external carotid artery with mild elevated velocities.  Right subclavian artery velocities correlate to 50-75% stenosis.  Clinical correlation suggested.  Left vertebral artery flow is antegrade.  Right vertebral artery NWS.

CAROTID ANGIOGRAPHY:  Done on December 5, 2012.  It showed left common carotid artery was patent.  Left internal carotid artery had previous carotid artery endarterectomy.  There was 80% stenosis at the origin of the left internal carotid artery.  Left external carotid artery had mild disease.  Left anterior cerebral artery and left middle cerebral arteries were both patent with minimal irregularities.  There was no AVM seen.  Pre-procedure, there was 80% stenosis of the left internal carotid artery.  After performing the angioplasty and stenting with 8 x 40 mm PRECISE stent, stenosis was reduced to 0%.  TIMI-3 pre and post procedure.

RENAL VASCULAR ULTRASOUND STUDY:  Done on September 28, 2012, showing normal renal aorta ratio less than 3.5, asymmetric right and left kidney sizes with right kidney appearing smaller in size.  Left renal arteries is less than 60% of RA stenosis based on RAR, but RA proximal/mid velocity is significantly elevated.  Left RA proximal ESV 351 cm/second.  EDV 58 cm/sec.  Clinical correlation suggested.  Right renal arteries flow is low resistant with low velocities.  Clinical correlation suggested.  Celiac artery and SMA are more than 70% stenosis based on velocities.  No evidence of AAA is visualized.
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ABI STUDY:  Done on September 6, 2012, it showed an ABI on the right of 1.13 and on the left of 1.15.

ARTERIAL DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITIES:  Done on August 24, 2012, with following occlusion.  Monophasic WA right and left posterior tibial artery and ATA waveform correlate to popliteal/tibial disease bilaterally.  The rest of the lower extremities arterial velocities and plaque level correlates to less than 30% stenosis bilaterally.
VENOUS DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITIES:  Done on September 19, 2012, there was no evidence of acute deep vein thrombosis and it was positive for GSV reflux bilaterally.
PULMONARY FUNCTION TEST:  Done on September 6, 2012.  It showed forced expiratory volume at the first second of 63% of predicted.  Forced expiratory volume at the first second to the forced vital capacity of 64% predicted.
ASSESSMENT AND PLAN:

1. HYPERTENSION:  On today’s visit, the patient’s blood pressure was running on the lower end at 96/56 mmHg.  On last visit, the patient’s blood pressure was 144/71 mmHg.  On last visit, the patient was placed on Norvasc 5 mg once daily due to his blood pressure readings running high and based on his home log that he provided.  In addition, the patient states his primary care physician added him on hydralazine 50 mg three times a day.  The patient stated that he has been experiencing low blood pressures lately.  On today’s visit, we recommended for the patient to continue on the Norvasc 5 mg once a day; however, to discontinue hydralazine 50 mg three times a day.  We advised the patient to discontinue the hydralazine and to complete a home log for his blood pressure readings and to provide these readings to his primary care physician on his next followup visit, which he said it will be in one week.  At this time, our recommendation was to discontinue the hydralazine after these blood pressure readings are submitted to his primary care physician and primary care physician may interpret his blood pressure readings to deem if it was appropriate.  If the blood pressure readings are increased since discontinuing hydralazine, we will recommend for him to continue on the hydralazine possibly at lesser dose.  Otherwise, if his blood pressure readings are normal we will suggest the Norvasc in addition to the hydrazine.  In the meanwhile, we have also advised him to adhere to a strict low sat and low fat diet.  We will see him back in our cardiology clinic two to three months time and to continue to see how his blood pressure control is going.
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2. PERIPHERAL ARTERIAL DISEASE:  The patient has a known history of peripheral arterial disease.  He has undergone peripheral angiography in November 2012 that showed mild bilateral SFA irregularities with one-vessel runoff below the knee in both lower extremities.  Additionally, the patient underwent an angiogram with subsequent angioplasty on January 16, 2013.  The angio and findings of the left lower extremity were that the left superficial femoral artery had mild to moderate irregularity throughout the course and there was a one-vessel runoff on the left side.  On the right lower extremity angiogram, it was found that the right superficial femoral artery had mild to moderate irregularities below the knee.  On the right side, there was one-vessel run off in the peroneal artery, which had 95% stenosis.  We then performed an angioplasty and after that the vessels reduced to 10%.  Additionally, we also opened the CTO of the right tibial artery.  Pre-procedure, there was 100% stenosis.  After performing the CSI atherectomy and angioplasty, the stenosis was reduced to less than 20%.  Both vessels were going all the way into the foot.  The right posterior tibial artery was reconstituted at the level of the foot from the peroneal artery.  Conclusions of this procedure were the following:  (1).  Successful CSI atherectomy and angioplasty of the right anterior tibial artery with excellent angiographic results. (2).  Successful angioplasty of the right peroneal artery with excellent angiographic results. (3).  CTO of the right posterior tibial artery unable to cross the lesion due to heavy calcification.  (4).  Severe peripheral arterial disease below the knee in the left lower extremity one-vessel runoff.  At that time, the recommendation was if the patient continue to have symptoms we will continue a stage intervention of the left PT and AT from the right groin in a few weeks.  On today’s patient, the stated that he was asymptomatic.  We have additionally advised him to continue on his aspirin and Brilinta.  Additionally we have recommended for him to obtain a segmental ABI of the lower extremities due to post revascularization of the right lower extremity and to determine the lower extremity ABI.

3. CORONARY ARTERY DISEASE:  The patient is status post CABG x4 in 2007 with LIMA to LAD, SVG to diagonal, SVG to OM, and SVG to PDA.  He underwent left heart catheterization in October 2012 that showed patent 4/4 grafts.  Most recent 2D echocardiography was done in August 2012, showed an ejection fraction 35-38% and his MUGA scan showed LVEF of 26%.  On today’s visit, the patient is not complaining of any chest pain.  He denies any shortness of breath upon exertion.  The patient is to continue on the current medical regimen that we have recommended and to follow up with his primary care physician.
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4. CAROTID ARTERY DISEASE:  The patient is status post coronary angiography that was done in December 2012 with stenting of the LICA with 8.0 x 40 mm PRECISE stent.  On today’s visit, the patient is asymptomatic.  He denies any blurry vision, headaches, weakness, or numbness in the extremities.  He is to continue on his current medical regimen.  We recommended to follow up with his primary care physician in the meantime.

5. CONGESTIVE HEART FAILURE:  The patient has a known case of congestive heart failure due to ischemic etiology NYHA II-III classification with an ejection fraction of 26% via MUGA scan that was done in October 2012.  On today’s visit, we recommended the patient to continue on the current medical regimen of ACE inhibitor and beta-blocker.  He is asymptomatic at the time.  We will follow up with a serial 2D echocardiography for any change or improvement in his LVEF.  In the future, if the patient meets the criteria for SCD, an AICD implantation would be considered.

6. HYPERLIPIDEMIA:  The patient is currently on statin therapy.  His most recent lipid panel was done on January 17, 2013, which showed cholesterol of 101, triglycerides 49, and HDL of 43.  On today’s visit, we have recommended for him to continue on his current medical regimen and to follow up with his primary care physician with a target goal of LDL less than 70.

7. DIABETES MELLITUS:  The patient is currently on insulin.  He is to follow up with his primary care physician regarding tight glycemic control and for his target HbA1c below 7%.

Thank you very much for allowing us to participate in the care of Mr. Stephan.  Our phone number has been provided for him to call with any questions or concerns at any time.  We will see him back in the clinic in three months or sooner if necessary.  In the meantime, he is to follow up with his primary care physician to ensure continuity of his care.

Sincerely,

Hassan Saad, Medical Student
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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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