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CARDIOLOGY CONSULTATION
January 26, 2013

Primary Care Phy:
Rhona A. Fingal, M.D.

4909 East Outer Drive

Detroit, MI 48034

Phone #:  313-366-2000

Fax #:  313-369-3969

RE:
BERTHA J. JOHNSON
DOB:
01/04/1942

CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Johnson in our cardiology clinic today.  As you know, she is a very pleasant 71-year-old African-American lady with a past medical history significant for coronary artery disease status post left heart catheterization, which was done in October 2012 with drug-eluting stent in the LAD 2.75 x 23 mm and the RCA with 2.5 x 24 mm stent.  Left circumflex artery showed 70-80% mid stenosis.  She also has a past medical history significant for peripheral arterial disease status post peripheral angiogram done on November 7, 2012, which showed bilateral CTO of the ATA with two-vessel runoff to the right foot.  She also has a past medical history of hypertension, diabetes mellitus, hyperlipidemia, rheumatoid arthritis, obesity, allergic rhinitis, and also bronchial asthma.  She is in our cardiology clinic today for a followup visit.

On today’s visit, the patient was complaining of bilateral lower extremity pain and swelling, which she has been complaining for a while now.  She stated that her swelling is usually progress throughout the day.  She also has a complaint of the lower extremities being darker in color bilaterally.  She denies any varicose veins.  She denies any chest pain, shortness of breath, orthopnea, or paroxysmal nocturnal dyspnea.  She denies any lightheadedness, dizziness, or vertigo.  She denies any palpitations, syncopal or presyncopal attacks, or any episodes of sudden loss of consciousness.  She is following up with her primary care physician regularly and she is compliant with all of her medication.
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PAST MEDICAL HISTORY:  
1. Hypertension.

2. Diabetes mellitus.

3. Hyperlipidemia.

4. Coronary artery disease status post left heart catheterization in October 2012 with revascularization of the LAD and RCA, two stents.

5. Peripheral arterial disease status post peripheral angiography done on November 7, 2012 with bilateral CTO of the ATA.

6. Rheumatoid arthritis.

7. Allergic rhinitis.

8. Obesity.

9. Bronchial asthma.

10. Gastroesophageal reflux disease.

11. Carpal tunnel syndrome.

12. Glaucoma.

PAST SURGICAL HISTORY:  Significant for thyroid surgery in 2009, cholecystectomy, and cesarean section two times.

SOCIAL HISTORY:  She denies smoking, drinking alcohol, or using any illicit drugs.

FAMILY HISTORY:  Significant for diabetes mellitus and hypertension.

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

CURRENT MEDICATIONS:
1 Gabapentin 100 mg three times a day.

2 Simvastatin 20 mg one at bedtime.

3 Furosemide 40 mg one tablet twice a day.

4 Losotron potassium 50 mg one tablet a day.

5 Metoprolol 25 mg one tablet a day.

6 Ranitidine 150 mg tablet, one tablet twice a day.

7 Plavix 75 mg tablet, one tablet a day.

8 Aspirin EC 325 mg one tablet a day.

9 Glyburide/metformin 5/500 mg one tablet twice a day.

10 Cilostazol 50 mg one tablet twice a day.
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11 Ferrous gluconate 324 mg one tablet a day.

12 Apidra 100 units/mL solution.

13 Augmentin 875 mg/125 mg tablets q.12h.

14 Lantus 100 units solution.

15 Flagyl 500 mg q.8h.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, her blood pressure is 169/92 mmHg, her pulse is 81 bpm regular, her weight is 194.8 pounds, her height is 5 feet 7 inches, and her BMI is 30.4.  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 or cyanosis.  +2 pulses bilateral.  5/5 muscle strength. The patient had pitting edema in her lower extremity bilaterally and also her skin in the lower extremities look darker.
DIAGNOSTIC INVESTIGATIONS:

EKG:  Done on January 26, 2013, showing ventricular rate of 80 bpm and normal axis and sinus rhythm with signs of AV block first-degree with PR duration of 214 milliseconds.  Otherwise, indeterminate EKG.

CAROTID ULTRASOUND:  Done on December 10, 2012, showed no significant stenosis of the carotid artery system bilaterally.  The vertebral arteries demonstrate antegrade flow in the left side and the right vertebral artery was not visualized.

PERIPHERAL ANGIOGRAM:  Done on November 7, 2012, left anterior tibial artery chronic total occlusion.  There is two-vessel runoff to the right foot.

ECHOCARDIOGRAM:  Done on October 25, 2012, showed mild concentric left ventricular hypertrophy.  Mild global hypokinesis of left ventricular contractility.  Ejection fraction of 35-40%.  Asymmetrical septal hypertrophy with septal thickness 13-15 mm.  Mild SAM with no significant LVOT obstruction.  Both the mean artrial pressure as well as the left ventricular and diastolic pressure is elevated.  Apex is mildly hypokinetic.  Left atrium is mildly dilated.
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Right atrium is mildly enlarged.  There is moderate aortic valve sclerosis without stenosis.  Mild mitral regurgitation is present.  Mild tricuspid regurgitation is present.  Trace/mild physiologic pulmonic regurgitation.

STRESS TEST:  Done on October 25, 2012, showed moderate sized, moderate to severe, unspecified, fixed defect with some reversibility consistent with infarction with pre-infarct ischemia involving the proximal to distal anteroseptal, anterior, and anteroapical segment in the territory typical of the proximal to distal LAD.  Also, there is moderate sized area of moderate to severe decrease tracer uptake in the proximal to distal inferior segments consistent with ischemia in the territory of RCA or LCx.

PULMONARY FUNCTION TEST:  Done on October 25, 2012, showed FVC of 69% predicted.  FEV1 of 65% predicted.  DLCO was 61% of predicated.

LOWER EXTREMITY VENOUS WAVEFORM:  Done on October 25, 2012, showed a right of 12.7 and left of 20.3, which interpreted as normal.

LEFT HEART CATHETERIZATION:  Done on October 13, 2012, showed left anterior descending artery had minimal irregularity in the proximal segment.  The mid segment had 99% thrombotic restenosis.  The distal segment had mild diffuse disease.  Left circumflex artery notes small vessel with 70‑80% mid stenosis.  Obtuse marginal I as well as obtuse marginal II had moderate diffuse disease.  Right coronary artery was small dominant artery with diffuse disease.  There was 50% in-stent restenosis in the mid segment.  Right ventricular branch had 90% stenosis.  It showed severe three-vessel coronary artery disease with left anterior descending in-stent thrombosis/stenosis.  There was successful PTCA stenting and thrombectomy of the left anterior descending artery with drug-eluting stent Xience 2.75 x 23 mm with post dilatation with 3.0 x 15 mm balloon.

LOWER EXTREMITY ARTERIAL STUDY:  Done on October 12, 2012, showed normal arterial exam on the right.  Severe left distal arterial disease on the left.  Critical left pedal ischemia.  Limited exam due to noncompressible vessel on the left clinical correlation advised.

RENAL VASCULAR ULTRASOUND:  Done on December 20, 2011, showed asymmetric right and left kidneys with kidney size with right kidney appearing larger.  Normal renal aortic ratio less than 3.5 and normal right and left renal arteries with no evidence of renal artery stenosis.
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ASSESSMENT AND PLAN:
1. PERIPHERAL VASCULAR DISEASE:  The patient is a known case of peripheral arterial disease status post peripheral angiography, which was done on November 7, 2012, which showed bilateral CTO of the anterior tibial artery.  There is two-vessel runoff in the right foot.  On today’s visit, the patient was complaining of painful lower extremity edema bilaterally.  The patient stated that she has ulcer on her big toe on the left foot started healing well.  We will continue to follow up with her regarding this matter on the next follow up visit.  Meanwhile, she is to continue the same medication regimen and also advised her to contact us immediately if she notice any worsening of her symptoms.

2. CORONARY ARTERY DISEASE:  The patient has a history of coronary artery disease status post left heart catheterization, which was done on October 13, 2012, which showed severe three-vessel coronary artery disease with LAD in-stent thrombosis and restenosis.  Successful PTCA stenting and thrombectomy of the left anterior descending artery with drug-eluting stent Xience 2.75 x 23 mm.  The RCA had 2.5 x 24 mm.  The circumflex artery was a small vessel with 70-80% stenosis.  On today’s visit, the patient denied any symptoms of chest pain or shortness of breath.  We will continue to follow up with her and manage her accordingly on the next follow up visit.  Meanwhile, she is to continue the same medication regimen and we advised her to contact us immediately if she notices any new symptoms of chest pain or shortness of breath.

3. CONGESTIVE HEART FAILURE:  The patient has a history of congestive heart failure, NYHA functional classification II-III with a recent ejection fraction was found to be 35%-40%.  On today’s visit, the patient stated that her shortness of breath is getting better.  However, she has been complaining of painful bilateral lower extremity edema.  Her lower extremity edema is most probably due to venous insufficiency.  However, we will continue to monitor her congestive heart failure situation with serial 2D echocardiographies to be done every six months with the next one to be scheduled in April and we will follow up with her and manage her according on the next follow up visit.  Meanwhile, she is to continue the same medication regimen.

4. VENOUS INSUFFICIENCY: On today’s visit, the patient was complaining of painful bilateral lower extremity edema, which has progress throughout the day.  Her recent lower extremity venous waveforms, which was done on October 25, 2012 showed abnormal results in the right side.  We did prescribe compression stockings for her to be worn throughout the day.
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We also advised her to elevate her legs as much as possible during the daytime.  We will follow up with her regarding this matter on the next follow up visit.  Also meanwhile, she is to continue the same medication regimen.

5. HYPERTENSION:  On today’s visit, her blood pressure is 169/92 mmHg, which is elevated.  However, the patient stated that her blood pressure is well maintained at home.  She is to continue the same medication regimen and adhere to a strict low salt and low-fat diet.  We will continue to monitor her blood pressure readings on the next follow up visit.

6. DIABETES MELLITUS:  The patient is a known diabetic.  She is to follow up with her primary care physician regarding tight glycemic control and target hemoglobin A1c of less than 7%.

7. HYPERLIPIDEMIA:  The patient is to continue to follow up with her primary care physician regarding frequent lipid profile testing and LFTs and target LDL of less than 100.

8. CHRONIC RENAL INSUFFICIENCY:  The patient has a history of hypertension and diabetes mellitus and creatinine was estimated to be 1.6.  Her urea nitrogen came back as 19.  We recommended that she follows up her primary care physician and nephrologist regarding this matter.

Thank you very much for allowing us to participate in the care of Ms. Johnson.  Our phone number has been provided for her to call with any questions or concerns at any time.  We will see her back in our clinic in three months 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
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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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