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CARDIOLOGY CONSULTATION
January 25, 2013

Primary Care Phy:
None

RE:
PEGGY MASON
DOB:
06/15/1972
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Mason in our cardiology clinic today.  As you know, she is a very pleasant 40-year-old female with a past medical history significant for hypertension, hyperlipidemia, diabetes mellitus, peripheral arterial disease status post revascularization of right SFA on January 9, 2013 additionally revascularization of the left SFA.  She also has a past medical history significant for congestive heart failure status post AICD placement in 2008, and coronary artery disease status post 3 x 23 mm stent to the right coronary artery and 3.5 x 23 mm overlapping stent on the posterior intraventricular branch stent of 2.5 x 40 mm Endeavor stent.  She is coming to our cardiology clinic today for followup status post revascularization of her right lower extremity.
On today’s visit, the patient is complaining of right lower extremity sharp pain that has been going up for the past few weeks.  In addition, the patient states that she has been having episodes of blurry vision bilaterally with associated headaches.  The patient also states that she has been experiencing left ear hearing loss and occasional ringing.  The patient also states that she has been experiencing atypical type chest pains and occasional palpitations.  The patient denies any syncopal or presyncopal attacks.  She denies any orthopnea or PND.  The patient denies any lower extremity edema, change in color of skin, or any varicose veins.

PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Coronary artery disease.

5. Peripheral arterial disease.
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PAST SURGICAL HISTORY:
1. Coronary catheterization and stenting.

2. Peripheral angiography and revascularization.

3. AICD placement.

SOCIAL HISTORY:  The patient has significant history for smoking one pack a day for the past 10 years.  The patient states that she has recently attempted to cutdown the use of nicotine gum.  The patient denies any alcohol use or IV drug use.

FAMILY HISTORY:  Significant for coronary artery disease, hypertension, and diabetes mellitus.

ALLERGIES:  The patient is allergic to latex.

CURRENT MEDICATIONS:
1. Aspirin 325 mg once a day.

2. Triamterene/hydrochlorothiazide 37.5/25 mg.

3. Diltiazem/hydrochlorothiazide 240 mg once a day.

4. Flexeril 10 mg once a day.

5. Metoprolol 25 mg twice a day.

6. Captopril 50 mg twice a day.

7. Colace 100 mg once a day.

8. Plavix 75 mg once a day.

9. Simvastatin 10 mg once a day.

10. Clonidine 0.1 mg once a day.

11. Gabapentin 300 mg once a day.

12. Ranexa 500 mg once a day.

13. Metformin 850 mg three times a day.

14. Multivitamins once a day.

15. Diphenhydramine 50 mg once a day.

16. Ranitidine 150 mg two times a day.

17. Lexapro 10 mg once a day.

18. Isosorbide mononitrate 60 mg once a day.

19. Nicotine patch.

20. Lyrica 75 mg twice a day.
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PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, the patient’s blood pressure is 112/79 mmHg, pulse is 92 bpm, weight is 212 pounds, height is 5 feet 9 inches tall, and BMI is 31.3.  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:

EKG:  Done on December 14, 2012, showed heart rate of 72 bpm, normal axis, and sinus rhythm.

LABORATORY INVESTIGATIONS:  Done on January 10, 2013, CBC showed hemoglobin of 13.4, WBC 10.7, RBC 4.17, hematocrit of 36.8, MCV 88.2, and platelets 203,000.  Chemistry panel done showed glucose of 323, sodium 137, potassium 4.7, chloride 101, BUN 16, and creatinine 1.1.

LIPID PANEL:  Done on January 10, 2013, shows cholesterol of 206, triglycerides 179, and HDL of 49.
CHEST X-RAY:  Done on December 21, 2012, findings indicated that there was an evidence of left-sided pacemaker pacing leads unchanged in position.  The cardiac silhouette is normal.  The lungs are clear without focal consolidation, pneumothorax, or pleural effusion.  The thoracic cages are intact.  The final impression of the x-ray was no acute pulmonary process.

PERIPHERAL ANGIOGRAPHY:  Done on January 9, 2013.  Angiographic findings indicated that the left SFA had 70% proximal stenosis and mid with 90% focal lesion and three-vessel runoff.  The right SFA had proximal 70% stenosis, mid 70%, and a distal focal 95% and three-vessel runoff.  The impression was severe peripheral artery disease bilaterally SFA, successful revascularization of the right SFA.  The final recommendation was stage intervention of the left SFA via the right groin.
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ECHOCARDIOGRAPHY:  Done on February 3, 2012.  It showed ejection fraction between 60 and 65%, severe mitral regurgitation, mild to moderate tricuspid regurgitation, and small pericardial effusion located near the left ventricle were present.

CARDIAC STRESS TEST:  Done on February 13, 2012, showed normal myocardial perfusion scan.

CARDIAC CATHETERIZATION:  Done on April 5, 2011.  It showed LAD artery had 30-40% mid lesion.  Diagonal branch had 60% proximal stenotic lesion.  Rest of the arteries were normal.  Right coronary artery with dominant vessel with 20% mid lesion with stent and the distal right coronary artery was patent.

ABI:  Done on July 2, 2012, showed resting ABI on the right was 0.69.  Blood waveforms in the femoral artery were triphasic, popliteal arteries were monophasic, ankle levels were monophasic, and digits were severely dampened.  On the left, the resting ABI was 0.60.  Blood waveforms in the femoral artery were triphasic, popliteal arteries were monophasic, ankle levels were monophasic, and digits were severely dampened.

ARTERIAL DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITIES: Done on June 1, 2012, showed mild atherosclerotic plaque as noted in the right and left common femoral artery without increasing velocities.  Mild smooth atherosclerotic plaque is noted in the right proximal superficial artery without increasing velocities.  Moderate atherosclerotic plaque is noted in the left proximal SFA with velocity correlating to 50-75% stenosis.  Mild atherosclerotic plaque is noted in the left distal SFA and left popliteal artery with velocity correlating to 30-49% stenosis.  Monophasic waveform in the left distal SFA and bilateral popliteal artery PTA and ATA with velocity correlating to femoral-popliteal-tibial disease bilaterally.

PULMONARY FUNCTION TEST:  Done on June 1, 2012, please refer to the chart for interpretation.

CT OF THE HEAD WITHOUT CONTRAST:  Done on April 26, 2012.  It showed unremarkable head exam.

COMPUTED TOMOGRAPHY OF THE THORAX FOR PULMONARY EMBOLISM: Done on April 26, 2012.  It showed pulmonary embolus for pneumonia.
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ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient is status post 3.0 x 23 mm stent to the right coronary artery and 3.5 x 23 mm overlapping stent to the right coronary artery.  On today’s visit, the patient states that she has occasional episodes of chest pain and shortness of breath.  Her most recent stress test, however, was negative.  At this time, we have recommended for her lifestyle modification in the form of regular exercise, balanced diet, and weight loss.  Encouraged her continue on smoking cessation.  In addition to continue on aspirin, Plavix, metoprolol, and Captopril therapy.
2. VALVULAR HEART DISEASE/CONGESTIVE HEART FAILURE:  She is status post AICD placement in 2008.  Her recent echocardiography showed ejection fraction between 60 and 65% with severe mitral regurgitation and mild to moderate tricuspid regurgitation.  We will continue to monitor her valvular abnormality with serial echocardiography on the next follow up visit.  On last visit, we checked her AICD and the results were normal.  At this time, no further intervention is necessary.  We have recommended her to continue on current medical regimen.
3. PERIPHERAL ARTERIAL DISEASE:  The patient is status post multiple revascularization of the lower limb arterial system.  Most recently, the patient had a peripheral angiogram on January 9, 2013.  The findings of this angiogram was that the left SFA had proximal 70% stenosis, the mid was 90% focal lesion, and three-vessel runoff.  Additionally, the right SFA had proximal 70% stenosis, mid 70%, distal focal 95% stenosis, and three-vessel runoff.  The impression of the angiogram was severe peripheral artery disease bilaterally in SFA.  As a result, there was a successful revascularization of the right SFA done on January 9, 2013.  The recommendation post-revascularization and PA was to stage intervention of the left SFA via the right groin due to those findings.  On today’s visit, the patient states that in her right lower extremity she has been experiencing occasional sharp pains.  In addition, she has continued to experience the claudication in her left lower extremity more so.  Now, she has left lower limb intermittent claudication Rutherford class II.  On today’s visit, we have recommended to setup a peripheral angiogram via the right groin to interviewing her left SFA, which was found to have stenosis on her angiography done in January 2013.  At this time, she has also been recommended lifestyle modification in the form of regular exercise, balanced diet, low in fat content, and high in fibers.  In addition, we encouraged to continue her efforts of smoking cessation and to continue on her current medications.  We will see the patient back following her peripheral angiogram after which has been scheduled for February 25, 2013.
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4. HYPERTENSION:  The patient’s blood pressure is 112/79 mmHg, which is within optimal range.  We have recommended for her to continue on her current medical regimen of captopril, metoprolol, diltiazem, and hydrochlorothiazide therapy.  Our goals to continue keep her blood pressure below 130/90 mmHg.
5. HYPERLIPIDEMIA:  We recommend for her to continue on her simvastatin therapy.  Our goal is to have LDL below 70 mg/dL.  We will continue to monitor her with liver function test and lipid panel test.
6. DIABETES MELLITUS:  The patient is currently using insulin.  However, she states that she has not using the metformin that was prescribed to her in the past several weeks.  The patient’s blood glucose at this point is poorly being managed.  In addition, the patient has been showing symptoms of worsening diabetes control including the blurred vision and also now she has episodes of hearing loss.  As a result, we have recommended and referred her to an endocrinologist, Dr. Saleh to better assess and manage her diabetes.  We recommend her to keep a tight glycemic control and to have her HbA1c under 7%.  We will follow up the patient after her appointment with Dr. Saleh to continue to monitor.

7. HEARING LOSS:  On today’s visit, the patient was complaining of left-sided hearing loss with occasional ringing.  The patient states that this has been going on for about week or so.  The patient’s hearing loss may be due to her worsening diabetes for which we referred her to an endocrinologist for.  However, at this time, we have also given her referral to see ENT, Dr. Toma to assess the underlying cause of her hearing loss.  We will follow up the patient after she visits Dr. Toma to better understanding of her symptoms.

Thank you very much for allowing us to participate in the care of Ms. Mason.  Our phone number has been provided for her to call with any questions or concerns.  We will see Ms. Mason back in about two months.  In the meantime, she is to follow up with her referral to the endocrinologist and primary care physician.

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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