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CARDIOLOGY CONSULTATION
June 22, 2013

Primary Care Phy:
Tammie Bully, M.D.
4160 John R St., Ste. #804

Detroit, MI 48201

Phone #:  313-833-1271

Fax #:  313-833-1273

RE:
KAY DAVIS
DOB:
12/07/1937
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup visit.

Dear Colleagues:

We had the pleasure of seeing Ms. Davis in our cardiology clinic today who you may know is a very pleasant 75-year-old African-American lady with a past medical history significant for hypertension, hyperlipidemia, diabetes mellitus, hypothyroidism, coronary artery disease, status post left heart catheterization carried out in February 2013 that showed moderate triple vessel disease, severe bilateral PAD, status post peripheral angiography carried out in 2009 and is status post right femoropopliteal graft.  My patient also has a past medical history significant for nonischemic cardiomyopathy with ejection fraction of left ventricle of 55-60%.  She also has atrial fibrillation with CHADS2 score of 4 and chronic renal failure and COPD who came for followup visit.
On today’s visit, my patient complains of episodes of chest tightness that occur once everyday especially in the morning and is present as a constriction in the lower chest, non-radiating, relieved by sublingual nitroglycerin, 7/10 in severity, and not associated with any other aggravating or relieving factors.  My patient also complains of shortness of breath that is present at rest and is worsened during exercise.  She denies any orthopnea or paroxysmal nocturnal dyspnea.  My patient also complains of severe swelling in her legs especially on the right side and there is also crampy pain on both the sides especially on the right leg.  She denies any varicosities, any ulcerations, or skin color changes.  My patient states that she also has difficulty sleeping and wakes up early in the morning.  She denies any dizziness, lightheadedness, or presyncope or syncopal episodes.  My patient states that she is taking all her medications regularly and takes the Lasix 20 mg on alternate days.  She also states that she is visiting her primary care physician regularly.

June 22, 2013

RE:
Kay Davis

Page 2

PAST MEDICAL HISTORY:  Significant for:

1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Hypothyroidism.

5. CAD status post left heart catheterization in February 2013 that showed moderate triple vessel disease.

6. Peripheral arterial disease status post peripheral angiography done in 2009 that showed severe bilateral PAD and she is status post right femoropopliteal graft.

7. COPD.

8. Atrial fibrillation CHADS2 score of 4 diagnosed in December 2012.

9. Nonischemic cardiomyopathy New York Heart Association functional classification class III with left ventricular ejection fraction of 55-60%.

10. Chronic renal failure.

PAST SURGICAL HISTORY:  Noncontributory.

SOCIAL HISTORY:  My patient is an ex-smoker.  She stopped smoking four years ago.  She started smoking when she was 16 years old.  She smoked one pack per day for 54 years.  She drinks alcohol occasionally, but denies any illicit drug use.

FAMILY HISTORY:  Significant for coronary artery disease in her mother, hypertension in her mother and sister, and diabetes mellitus in her mother, brother, and sister.

ALLERGIES:  She is allergic to codeine and ACE inhibitors.

CURRENT MEDICATIONS:
1. Aspirin 81 mg q.d.

2. Vitamin D2 125 mg 50,000 units once daily.

3. Simvastatin 20 mg q.d.

4. Januvia 100 mg q.d.

5. Diovan 40 mg q.d.

6. Pantoprazole 40 mg q.d.

7. Allopurinol 100 mg q.d.
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8. Levothyroxine 100 mcg q.d.

9. Plavix 75 mg q.d.

10. Magnesium oxide 400 mg b.i.d.

11. Metoprolol 50 mg b.i.d.

12. Amlodipine besylate q.d.

13. Vicodin 750 mg p.r.n.

14. Gabapentin 300 mg t.i.d.

15. Coumadin 5 mg q.d.  The patient has been advised to stop taking Coumadin three days before the peripheral angiography.

16. Isosorbide mononitrate (the patient does not recall the name of the drug or the dosage).

17. Lasix 20 mg. Lasix has been discontinued on today’s visit and the patient has been advised that if she develops severe edema in her legs then she can take Lasix 20 mg q.d.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, the patient’s blood pressure is 132/80 mmHg, pulse is 82 bpm, weight is 252 pounds, height is 5 feet 9 inches, and BMI is 37.5.  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 has 4+ pitting edema bilaterally.  She does not have any skin changes, any clubbing, or cyanosis.
DIAGNOSTIC INVESTIGATIONS:

CARDIAC CATHETERIZATION:  Done in February 14, 2013, showed:

1. Mid LAD with 50% stenosis.

2. Mid LCx with 50% stenosis.

3. Ostial RCA with 50% stenosis and TIMI grade 3 flow.

4. Left main is normal.
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LABS:  Done on February 15, 2013, showed sodium 138, potassium 4.7, chloride 107, bicarbonate 22, BUN 40, creatinine 1.6, total cholesterol 110, triglycerides 110, HDL 39, LDL 40, hemoglobin 11.7, MCV 80.6, WBC 7.0, and platelets 193,000.

LOWER EXTREMITY ARTERIAL ABI:  Done on December 18, 2012, showed ABI of 0.64 on the right and 0.67 on the left.  Monophasic waveform in the femoral arteries bilaterally, popliteal arteries and ankle levels.

VENOUS DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITIES:  Done on August 3, 2012, shows the color duplex evaluation of the lower extremities shows no evidence of acute deep vein thrombosis in vessels that were visualized.

2D ECHOCARDIOGRAM:  Done on August 3, 2012, which showed mild concentric left ventricular hypotrophy.  The overall left ventricular systolic function is normal with ejection fraction between 55-60%.  Left atrium is markedly dilated with moderate aortic valve sclerosis without stenosis.  Mitral valve with nodular degeneration.  Mild mitral regurgitation is present.  There is severe thickening and calcification of the posterior mitral valve leaflet and reduced mobility of the posterior leaflet.  The pericardium appears to be thickened.

ARTERIAL DOPPLER ULTRASOUND STUDY OF THE LOWER EXTREMITY:  Done on August 3, 2012, which shows absent flow in the right superficial femoral arteries.

PERIPHERAL ANGIOGRAM:  Done on June 24, 2009, showed severe bilateral peripheral arterial disease.

1. Right femoropopliteal graft was occluded.

2. Bilateral SFA with 100% CTO with extension in to infragenicular disease without reconstitution.

3. All three PTA, ATA, and peroneal have 100% occlusion without reconstitution.

4. Bilateral iliac arteries are patent.
5. At that point of time, the patient had poor prognosis for perfusion in bilateral legs and high risk for gangrene with failed surgical option and endovascular revascularization.
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ASSESSMENT AND PLAN:
1. BILATERAL SEVERE PAD:  The patient has severe bilateral PAD with right femoropopliteal graft and is status post peripheral angiography done in June 2009 that showed occluded graft as well as severe bilateral SFA, PTA, ATA, and peroneal disease with 100% occlusion.  The patient on today’s visit complains of bilateral severe cramps and presently ambulating with the help of a chair.  Currently, she is Rutherford classification class III.  Her recent segmental ABI done in December 2012 showed abnormal values of 0.67 and 0.64.  On today’s visit, the patient has been scheduled for peripheral angiography via left groin on July 3, 2013.  In the meantime, she has been advised to continue with the same medications.  She has also been advised to discontinue Coumadin three days before the peripheral angiography.  She has also been advised to continue to take the rest of the medications accordingly and we will see her back after peripheral angiography and assess her condition accordingly.

2. CORONARY ARTERY DISEASE:  My patient is status post left heart catheterization done on February 14, 2013 that showed moderate triple vessel disease with 50% stenosis of the LAD, LCx, RCA, and ostium.  On today’s visit, my patient complains of episodes of chest pain that occurs regularly at rest, present in the lower chest, constricting in nature, non-radiating, and is relieved by sublingual nitroglycerin.  The patient has been currently advised to continue to take the same medications and we will manage her conservatively with continuation of amlodipine, metoprolol, antiplatelet therapy, and Plavix.  She has also been advised to keep control of her risk factors like diabetes, high blood pressure, and diet.  We will follow the patient up in the next followup visit in this regard and advise her accordingly.

3. NONISCHEMIC CARDIOMYOPATHY:  My patient has compensated NICA currently under New York Heart Association functional classification class III with left ventricular ejection fraction of 55-60%.  On today’s visit, she complained of shortness of breath that is present at rest and is worsened by exertion and is associated with wheezing.  My patient denied any orthopnea or PND.  She also has marked pedal edema bilaterally.  The patient has been advised to continue to take metoprolol.  She has also been advised 2D echocardiography to underline any progression in her nonischemic cardiomyopathy and to assess the cause of her shortness of breath.  The patient has been advised to continue to take the rest of the medications accordingly and we will follow the patient up in the next followup visit and advise her accordingly.
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4. ATRIAL FIBRILLATION:  My patient was diagnosed with atrial fibrillation in December 2012 and currently CHADS2 score of 4.  As per medical records, she states that the patient suffered from CVA, but the patient denied any history of CVA symptoms or history.  She is currently taking Coumadin 5 mg q.d. as well as metoprolol for rate control.  We have advised her to continue to take Coumadin and follow up with the Coumadin Clinic to maintain a target INR of 2-3.  She has also been advised to discontinue Coumadin three days before peripheral angiography.  On today’s visit, the patient denied any palpitations, but on physical examination her pulses were irregularly irregular.

5. CHRONIC RENAL INSUFFICIENCY:  My patient is a known case of CRF.  Her recent BUN and creatinine levels as per February 2013 are 40 and 1.6 respectively.  So, we are planning to use minimal dye during her peripheral angiogram procedure.  She is instructed to continue followup with the primary care physician and nephrologist in this regard and to have a better control of her underlying diabetes and hypertension.

6. HYPERTENSION:  On today’s visit, my patient’s blood pressure is 132/80 mmHg, which is borderline for a diabetic.  She is currently taking metoprolol and amlodipine medications.  We advised her to continue with the same medications and adhere to a strict low-salt and low-cholesterol diet and regular followup with the primary care physician in this regard.  Her target blood pressure is less than 130/80 mmHg.

7. HYPERLIPIDEMIA:  My patient is currently taking simvastatin 40 mg q.h.s.  Her recent lipid panel done in February 2013 showed normal values of LDL 40, HDL 39, and total cholesterol of 110.  We have advised her to continue with the same medications and maintaining LDL less than 70 and regular followup with the primary care physician for serial LFT and lipid profile testing.

8. DIABETES MELLITUS:  My patient is currently on gabapentin medication for her paresthesias in her upper arm.  We have advised her to continue the same maintaining an HbA1c of less than 6.5 and regular followup with the primary care physician, podiatrist, and nephrologist as well as ophthalmologist.

9. HYPOTHYROIDISM:  The patient is currently on Synthroid.  We have advised her to continue followup with the primary care physician for frequent monitoring of the thyroid function test.
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10. SHORTNESS OF BREATH:  On today’s visit, my patient complains of episodes of wheezing as well as shortness of breath that is present both at rest and is worsened by exertion.  She denied any orthopnea or PND.  She also has bilateral marked pitting edema.  The patient has been advised 2D echocardiography for her underlying shortness of breath to assess any progression in her nonischemic cardiomyopathy.  She has also been advised pulmonary function test given her underlying episodes of wheezing to assess any exacerbation of COPD or asthma.  The patient will be followed up in the next followup visit with the test results and managed accordingly.  In the meantime, she has been advised to continue to take the rest of her medications.

11. VENOUS INSUFFICIENCY:  My patient on today’s visit has bilateral marked edema, which is relieved when she elevates the legs.  My patient has also been advised compression stockings, but she states that she wears them on and off.  To assess any underlying venous insufficiency, my patient has been advised a venous plethysmography for her underlying edema.  Once the test results are back, we will assess her condition and advise her accordingly.  In the meantime, she has been advised to wear compression stockings regularly and elevate the legs for at least one and half hour while lying down.

12. CAROTID ARTERY DISEASE SCREENING:  The patient’s last carotid ultrasound carried out in November 2011 did not show any kind of atherosclerosis or clots.  On today’s visit, she denied any TIA symptoms and we will keep monitoring on this regard.

13. COPD:  The patient is currently taking Spiriva and albuterol inhaler.  On today’s visit, she complained of shortness of breath and wheezing.  She has been advised pulmonary function test to assess her underlying COPD or asthma.  We have advised to continue followup with the primary care physician and pulmonologist in the meanwhile and we will follow the test results in the next followup visit and advise her accordingly.

Thank you very much for allowing us to participate in the care of Ms. Davis.  Our phone number has been provided for her to call with any questions or concerns.  We will see her back after her peripheral angiography procedure that is scheduled on July 3, 2013.  Meanwhile, she is instructed to continue to see her primary care physician regularly for continuity of healthcare.

June 22, 2013

RE:
Kay Davis

Page 8

Sincerely,

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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