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Elizabeth Arnold, M.D.

4201 Saint Antoine Blvd., Street #5B

Detroit, MI 48201

Phone #:  313-745-1741

Fax #:  313-745-8165

RE:
CLARABELL WILKES
DOB:
03/17/1928
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Wilkes is in our cardiology clinic today.  As you know, she is a very pleasant 84-year-old African-American lady with a past medical history significant for hypertension, hyperlipidemia, and seizure disorder.  She has a past medical history significant for nonobstructive coronary artery disease status post left heart catheterization done on August 17, 2012, showed 40-50% stenosis in the proximal LAD and 40% stenosis in the mild to distal part of the LAD.  She also has past medical history significant for complete heart block status post pacemaker placement in August 2012 and also history of multiple DVTs status post Greenfield filter placement on August 3, 2011.  Currently, she was on Pradaxa 75 mg twice a day.  She also has history of osteoporosis.  She is in our cardiology clinic today for a followup visit.

On today’s visit, the patient states that she is relatively doing well.  However, she has been complaining of shortness of breath with mild to moderate exertion.  She also complains of lower extremity pain in her left leg.  She had history of fracture in her leg about a year ago.  She also complains of lower extremity edema bilaterally, but it is more worse on the right leg than the left leg.  She denies any anginal pain, orthopnea, or paroxysmal nocturnal dyspnea.  She denies any palpitation, syncope or presyncope attacks, or episodes of any sudden loss of consciousness.  She denies any lightheadedness, dizziness, or vertigo.  She denies any lower extremity pain, intermittent claudication, skin color changes, or varicose veins.  She is follow up with her primary care physician regularly.  She is compliant with all her medications.
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PAST MEDICAL HISTORY:

1. Hypertension.

2. Hyperlipidemia.

3. Severe aortic stenosis evident by her recent echocardiogram.

4. Nonobstructive coronary artery disease status post left heart catheterization done on August 17, 2012.

5. Complete heart block status post dual chamber permanent pacemaker done on August 17, 2012.

6. Venous insufficiency.

7. Multiple DVTs status post Greenfield filter placement done on August 3, 2011.

8. Osteoporosis.

9. Seizure disorder.

PAST SURGICAL HISTORY:  Significant for:

1. Left heart catheterization done in August 2012, which showed nonobstructive coronary artery disease.

2. Permanent dual chamber pacemaker done in August 2012.

3. Greenfield placement filter done on August 3, 2011.

SOCIAL HISTORY:  The patient denies smoking, drinking alcohol, or using illicit drugs.

FAMILY HISTORY:  Noncontributory.

ALLERGIES:  She is not known to be allergic to any medication or food.

CURRENT MEDICATIONS:
1 Phenytoin sodium 100 mg twice a day per oral.

2 Furosemide 20 mg per oral once daily.

3 Vitamin D one tablet per day per oral.

4 Losartan 50 mg.

5 Folic acid 1 mg.

6 Doc-Q-Lace 100 mg twice a day.

7 Pradaxa 75 mg twice a day.

8 Calcium 600 mg.

9 Nasal spray as needed.

January 25, 2013

RE:
Clarabell Wilkes

Page 3

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, her blood pressure is 
140/66 mmHg, pulse is 66 bpm and regular, weight is 145 pounds, height is 5 feet 3 inches, and BMI is 25.7.  The patient is in wheelchair bound due to her pain in her left leg.  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 or gallops appreciated.  Also there is diastolic murmur upon auscultation.  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:
LOWER EXTREMITY VENOUS WAVEFORMS:  Done on December 7, 2012, showing filling time of 7.6 seconds on the right side and 1.2 seconds on the left side.

LOWER EXTREMITY ARTERIAL PVR:  Done on December 7, 2012, showing an ABI of 1.53 on the right and 1.34 on the left.

BONE DENSITY SCAN:  Done on January 21, 2013, showing osteoporotic bone mineral density in the left forearm and osteoporotic bone mineral density in the proximal bilateral femurs.

STRESS TEST:  Done on August 13, 2012, and showed moderate size, mild to moderate severity, inferior and inferolateral bilaterally reversible defect suggestive of ischemia in the right territory of the LCx and/or RCA.

LEFT HEART CATHETERIZATION:  Done on August 17, 2012, and the findings was;

1. The left main artery is normal.

2. LAD has proximal 40% to 50% disease and mid-to-distal 40% disease.  Diagonal-I is large with ostial 30-40% disease.

3. Left circumflex has proximal-to-mid 30% disease.  OM-1 has minor irregularities.  OM-2 has minor irregularities.

4. RCA is dominant and ectatic.  There is proximal and mid 30% disease, so right PDA had minor irregularities.

Final Impression:  Nonobstructive coronary artery disease.

January 25, 2013

RE:
Clarabell Wilkes

Page 4

TRANSTHORACIC ECHOCARDIOGRAM:  Done on June 27, 2012.  It shows severe aortic valve stenosis, peak aortic systolic gradient is 76.3 mmHg.  Aortic valve mean systolic gradient 48.7 mmHg.  Left ventricular outflow to aortic valve velocity ratio is 0.21.  Aortic valve area is 0.82 cm2.  Mild aortic valve regurgitation.  Mitral leaflet are focally thickened calcified with significant restriction of leaflet mobility.  Severe mitral and annular calcification.  Calcification of capillary muscle heads.  Liable assessment of mitral stenosis severity using the mean gradient of PHT was not possible due to patient being in complete heart block, oblique AV dissociation with severe SK bradycardia.  Mild mitral regurgitation.  Borderline severe aortic valve stenosis.  Peak aortic systolic radiant is 76.3 mmHg.  Aortic valve mean systolic gradient is 48.7 mmHg.  Left ventricular outflow to aortic valve velocity ratio is 0.21.  Mild aortic valve regurgitation.  Ejection fraction was found to be 75%.

ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient was diagnosis of having coronary artery disease statue post left heart catheterization, which was done on August 17, 2012, which showed nonobstructive coronary artery disease with 40-50% stenosis in the proximal part of the LAD and 40% stenosis mild to distal part of the LAD.  Diagonal 1 has an ostial 30-40% disease.  Left circumflex had proximal to mild 30% disease.  RCA is *_____07:02_______* and had mid 30% disease.  On today’s visit, the patient denied any anginal chest pain.  However, she has been complaining of right chest pain, which most probably to due to muscle spasm or noncardiac in origin.  We will continue to monitor her closely and follow up with her in the next followup visit regarding this matter.  Meanwhile, she is to continue the same medication regimen.

2. SEVERE AORTIC STENOSIS:  The patient was found to have severe aortic stenosis evident by her recent echocardiogram, which was done on June 27, 2012.  The patient was discussed that possibility of surgical aortic valve replacement, but the patient refused the surgery, so we are trying to discuss with her the percutaneous aortic valve repair.  However, she states that she wants to discuss with this *_____0831_______* and we are waiting on her decision soon.   Meanwhile, we ordered another echocardiogram to check the progression of her disease.  We will follow up with the results on the next follow up visit and manage her accordingly.  Meanwhile, she is to continue the same medication regimen.
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3. VENOUS INSUFFICIENCY:  On today’s visit, the patient was complaining of constant bilateral swelling around the ankles and also at the knees.  More on the right side.  Her recent venous plethysmography did show abnormal results, which was done on December 7, 2012.  We did prescribed compression stockings for the patient and we advised her to elevate her legs as much as possible per the day and the daytime.  We will follow up with her on this matter in the next follow up visit and manage her accordingly.
4. PERIPHERAL ARTERIAL DISEASE:  On today’s visit, the patient is complaining of leg pain especially on the left side.  She had history of fracture in her left leg one year ago.  We did screen for peripheral vascular disease with lower extremity arterial PVR, which was done on December 7, 2012, which showed an ABI regarding of 1.53 on the right and 1.34 on the left.  We will continue to follow up with her regarding this matter on the next follow up visit.
5. HEART BLOCK:  The patient has history of complete heart block status post pacemaker, which was placed on August 17, 2012.  On today’s visit, the patient denies any history of palpitations, syncope or presyncope attacks.  We will continue to monitor her closely and follow up with her regarding this matter.  We also advised the patient to continue follow up with the Device Clinic for checkup and regular device integration.  She is to continue the same medication regimen.
6. MULTIPLE DVTS:  The patient has history of multiple DVTs status post Greenfield filter placement, which was done on August 3, 2011.  We will continue to monitor her closely in the next follow up visit regarding this matter.  She is currently on Pradaxa and we recommend her to continue taking the Pradaxa 75 mg twice a day.
7. HYPERTENSION:  On today’s visit, her blood pressure is 140/66 mmHg.  She is to continue the same medication regimen and adhere to strict low-salt and low-fat diet and we will continue monitor her blood pressure readings in the next follow up visit.

8. HYPERLIPIDEMIA:  The patient is a known case of hyperlipidemia.  She is currently taking statin medications.  We have recommended her to continue same medications and followup with her primary care physician regarding frequent lipid profile testing and LFTs and target LDL of less than 7.
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Thank you very much for allowing us to participate in the care of Ms. Wilkes.  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 weeks or sooner if necessary.  Meanwhile, she is instructed to continue seeing her primary care physician regarding continuity of her healthcare.

Sincerely,

Mohamed Hussein, Medical Student

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

Tamam Mohamad, M.D., FACC, FACP, RPVI

Interventional Cardiology

Medical Director of Vein Clinic-Dearborn

Medical Director of Cardiac Care-DRH

Asst. Clinical Professor of Medicine, WSU School of Medicine

Board Certified in Cardiovascular, Nuclear Cardiology, Echocardiogram & Vascular Interpretation
TM/PL
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Transcribed by aaamt.com

251037

24 hr. Answering Service: (313) 222-0330

24 hr. Answering Service: (313) 222-0330

24 hr. Answering Service: (313) 222-0330


