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June 24, 2013

Primary Care Phy:
Amitabh Paharia, M.D.
4420 East Davison Street

Hamtramck, MI 48212

Phone #:  313-369-1500

Fax #:  313-369-1205

RE:
LINDA WILLIAMS
DOB:
01/23/1950

CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Linda Williams in our cardiology clinic today who you well know is a very pleasant 63-year-old African-American with a past medical history significant for diabetes mellitus, hypertension, hypercholesterolemia, peripheral arterial disease, coronary artery disease status post CABG x3 in August 2012 with LIMA to LAD, SVG to OM, and PDA.  She is also a known case of carotid artery disease status post stenting of the RICA in March 2011 with a 6 x 8 x 40 mm self-expanding stent.  In addition, she is also a known case of peripheral arterial disease status post revascularization of the right CFA and she had a 7.0 x 22 mm stent to the CIA that was patent at that time and successful revascularization of the right posterior tibial artery done on June 5, 2013.  She is in our cardiology clinic today for a followup visit.

On today’s visit, the patient states that she is doing relatively well and enjoying her usual state of health.  The patient states that her lower extremity pain has improved after the successful revascularization of the posterior tibial artery.  She is now asymptomatic with this regard.  She also denies any lower extremity edema or skin discoloration.  She denies any chest pain, shortness of breath, orthopnea, PND, palpitations, syncopal or presyncopal episodes.  She states that she takes her medications regularly and follows up with her primary care physician regularly.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Coronary artery disease status post CABG x3 in August 2012.
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5. Peripheral arterial disease status post stenting to the right CIA and revascularization of the right CFA in February 2012 and revascularization of posterior tibial artery on June 5, 2013.

6. Carotid artery disease status post stenting of the RICA in March 2011 with 6 x 8 x 40 mm self-expanding stent.

PAST SURGICAL HISTORY:  CABG x3 in August 2012 and mastectomy on the right side for grade II carcinoma.

FAMILY HISTORY:  Significant for hypertension in her siblings and in her mother and diabetes mellitus in her mother.

ALLERGIES:  The patient is allergic to penicillin, which gives her angioedema.

CURRENT MEDICATIONS:
1. Alendronate 70 mg tablet per oral every week.

2. Hydralazine 25 mg per oral t.i.d.

3. Cartia XT 240 mg capsules one capsule everyday per oral.

4. Atenolol/chlorthalidone 50 mg tablet per oral q.d.

5. Metformin 1000 mg per oral b.i.d.

6. Fluticasone 50 mcg spray two times q.d.

7. Clopidogrel 75 mg per oral q.d.

8. Anastrozole 1 mg per oral q.d.

9. Mapap 500 mg two tablets per oral t.i.d.

10. Aspirin 325 mg per oral q.d.

11. Ferrous sulfate 325 mg tablet, one tablet twice daily.

12. Insulin as Lantus 0.5 mg injection 10 units twice a day.

13. Atorvastatin 40 mg per oral q.d.

14. Tramadol 50 mg tablet per oral b.i.d.

15. Vitamin D 1000 IU tablet once a day.

16. Isosorbide 30 mg tablet, one tablet daily.

17. Hydrocodone/acetaminophen 5/325 mg tablet, one tablet per mouth q.4h.

18. Pantoprazole 40 mg tablet once a day.

19. Nitrostat 0.4 mg one tablet under the tongue every 5 minutes as needed for chest pain.
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PHYSICAL EXAMINATION:  Vital Signs:  On today’s visit, blood pressure is 115/66 mmHg, pulse is 71 bpm, weight is 186 pounds, and height is 5 feet 5 inches. 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:
PERIPHERAL ANGIOGRAPHY:  Done on June 5, 2013, which showed right common iliac stent was patent.  Left common iliac artery was patent.  Bilateral external iliac arteries are patent.  Right common femoral artery is patent.  Left common femoral artery had 60% proximal stenosis.  Bilateral SFA had minimal irregularities.  Bilateral profunda femoral arteries are patent.  Bilateral popliteal arteries are patent.  Three-vessel runoff below the knee on the left lower extremity.  One-vessel runoff below the knee on the right lower extremity.  Anterior tibial artery as well as posterior tibial both were patent in mid proximal, mid segment, and CTO at the distal segment.  The posterior tibial artery has 70-80% ostial stenosis in the CTO filled up from the collateral from the peroneal artery.  After we performed the CSI atherectomy, we performed an angioplasty of the proximal at the distal segment and we had excellent angiographic results.  CSI atherectomy followed by angioplasty of the right posterior tibial artery.

ECHOCARDIOGRAPHY:  Done on June 1, 2013, which shows left ventricular ejection fraction to be 60-65%.  There is mild concentric left ventricular hypertrophy.  Grade 1 diastolic dysfunction consistent with impaired relaxation and normal filling pressures.  The aortic valve is sclerotic that opens well.  Moderate calcification of the aortic valve.  Borderline left atrial enlargement.

CAROTID ARTERY DUPLEX REPORT:  Done on June 1, 2013, which shows left internal carotid artery appears to be completely occluded.  Mild intimal thickening with less than 30% stenosis in the rest of the bilateral carotid arterial system.  Normal bilateral vertebral artery flow.

SEGMENTAL ABI:  Done on June 1, 2013, which showed ABI of 0.93 on the right side and 0.98 on the left side.  TBI of 0.67 on the right side and 0.01 on the left side.
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LAB CHEMISTRY:  Done on June 6, 2013, which shows sodium 137, potassium 3.6, chloride 116, carbon-dioxide 23, anion gap 8, glucose 92, urea nitrogen 14, creatinine 1, WBC 5.6, RBC 8.89, hemoglobin 10.8, hematocrit 34.7, and platelets 311,000.

EKG:  Done on May 20, 2013, showing a ventricular rate of 87 bpm, normal sinus rhythm, and normal axis.  The rest is indeterminate EKG.

LEFT HEART CATHETERIZATION:  Done on August 1, 2012, shows triple vessel disease with preserved left ventricular systolic function with elevated left filling pressures.

LEFT CAROTID ANGIOGRAM:  Done on February 23, 2011, shows left subclavian artery has mild atheroma.  Left common carotid artery has mild atheroma.  Left internal carotid artery 100% occluded within collaterals and left anterior cerebral artery is hypoperfused.  Right common carotid artery has mild atheroma and right internal carotid artery has 80% ulcerative lesion.  There is evidence of right to left perfusion on cerebral angiogram.

RIGHT COMMON CAROTID ANGIOGRAM:  Done on March 30, 2011, shows successful placement of 6 x 80 x 40 mm self expanding stent in the right internal carotid artery with distal protection device.  She is high risk for carotid endarterectomy and enrolled in CHOICE carotid clinical trial.

STRESS MPI:  Done on June 8, 2012, that shows moderate to large sized, moderate to severe apical and anterolateral significant partial reversibility defect consistent with ischemia in the territory typical of the proximal LAD and left circumflex.  Scan was abnormal and indicates high risk for the hard cardiac events and LV dilatation was abnormal.
RENAL VASCULAR ULTRASOUND STUDY:  Done on April 30, 2012, that shows right and left kidneys are normal in size, asymmetric right and left kidney sizes with the right kidney appearing larger in size.  Normal left renal arteries with no evidence of RA stenosis.  Kidney cyst noted bilaterally.

ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient is a known case of coronary artery disease status post left heart catheterization that was done in 2012 that showed severe three-vessel disease.  She underwent subsequent CABG x3 in August 2012 with LIMA to LAD, SVG to OM, and PDA.

June 24, 2013

RE:
Linda Williams
Page 5

The patient’s most recent 2D echocardiography showed preserved left ventricular ejection fraction of 60-65%.  On today’s visit, the patient denies any chest pain or shortness of breath.  So, we will continue to monitor the patient for any symptoms.  We advised the patient to come back to us if she becomes asymptomatic.  In the meanwhile, she is to stay compliant with her medication regimen and to follow up with her primary care physician regularly.

2. PERIPHERAL ARTERIAL DISEASE:  The patient is a known case of peripheral arterial disease.  She has a history of a 7.0 x 22 mm stent to the common iliac artery.  Peripheral angiography done in February 2012 showed patent stent and the patient underwent successful revascularization of the right CFA.  She also underwent successful revascularization of the right posterior tibial artery in June 2013.  On today’s visit, the patient states that her symptoms have improved after the procedure and denies any claudication.  We scheduled the patient for status post revascularization ABI to look for the status of her revascularization.  We will do serial segmental ABIs on her next followup visits to monitor the progress.  In the meanwhile, she is advised to stay compliant with her medication and to follow up with her primary care physician regularly.

3. CAROTID ARTERY DISEASE:  The patient has a history of 6 x 8 x 40 mm self-expanding stent to the RICA in March 2011.  The patient’s most recent ultrasound duplex study showed patent stent and otherwise no significant disease in the carotid artery bilaterally.  The patient is asymptomatic and did not complain of syncopal episodes at the moment.  We advised the patient to continue with her current medication regimen and we will continue to monitor the patient for any symptoms.

4. CHRONIC RENAL INSUFFICIENCY:  The patient’s most recent creatinine level was 1 mg/dL with a BUN of 14.  The patient is a known case of hypertension and diabetes mellitus.  We advised the patient to follow up with her nephrologist for this regard and to follow up with her primary care physician regularly as well.  Any intervention in the future should be in view of her kidney function.

5. HYPERTENSION:  On today’s visit, the patient’s blood pressure is 115/66 mmHg, which is well controlled.  She is to continue the same medication and to adhere to a low-salt and low-fat diet.  We will continue to monitor her for any change of symptoms.
6. DIABETES MELLITUS:  The patient is currently on insulin.  She is to follow up with her primary care physician.  Her last RBS was 117 mg/dL.  She is to follow up with her primary care physician for tight glycemic control and to keep HbA1c below 7%.
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7. HYPERLIPIDEMIA:  She is to follow up with her primary care physician for lipid profile testing and frequent LFTs for a target LDL less than 70 mg/dL.
Thank you very much for allowing us to participate in the care of Ms. Williams.  Our phone number has been provided for her to call with any questions or concerns at anytime.  We will see her back in the clinic in three months or sooner if necessary.  In the meanwhile, she is advised to follow up with her primary care physician regularly.

Sincerely,

I, Mahir Elder, M.D., 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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