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CARDIOLOGY CONSULTATION
June 15, 2013

Primary Care Phy:
Leonard W. VanGelder, M.D.
24445 Northwestern Hwy, Ste # 206

Southfield, MI 48075

Phone #:  248-799-0086

Fax #:  248-354-1178

RE:
THERESA THRASH
DOB:
06/24/1947
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Thrash in our cardiology clinic today.  As you well know, she is a very pleasant 65-year-old African-American lady with a past medical history significant for hypertension, hyperlipidemia, diabetes mellitus, coronary artery disease, and peripheral arterial disease.  She is status post left heart catheterization, which was done on January 9, 2013 with successful revascularization of the proximal RCA with 3.0 x 15 mm drug-eluting stent.  After stent deployment, we noted a dissection in the proximal segment of the RCA which was covered by 3.0 x 18 mm drug-eluting stent and the stent was deployed all the way up to RCA stent.  She is also status post peripheral angiogram, which was done on March 6, 2013, which showed severe bilateral SFA disease with successful revascularization of the right SFA and right peroneal artery.  Peripheral angiogram done on May 8, 2013 showed right SFA had a proximal focal 30% stenosis.  The left posterior tibial and peroneal was chronic total occlusion without reconstitution.  The left iliac was patent. The left SFA had a 50% proximal stenosis, mid 70%, and in the mid distal 80% focal lesions, all sequential and three-vessel runoff.  The successful revascularization of the left SFA done.  She came for a followup visit.

On today’s visit, the patient states that she is relatively doing well.  The patient complaints of bilateral lower extremity intermittent claudication with Rutherford calcification category I that have been reduced from Rutherford category III after peripheral angiogram with revascularization of the right and left SFA and right coronary artery.  The patient complains of bilateral mild lower extremity edema, but denies skin color changes or varicose veins.
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She denies any chest pain, orthopnea, PND, or dyspnea.  She denies any lightheadedness, dizziness, or vertigo, presyncopal or syncopal episodes or loss of consciousness.  She states that she is compliant with her medications.

PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Bronchial asthma.

5. Coronary artery disease status post multiple left heart catheterization done on January 9, 2013.

6. Peripheral arterial disease status post peripheral angiogram, which was done on March 6, 2013 and May 8, 2013.

7. Bilateral knee arthritis.

8. Hepatitis C.

PAST SURGICAL HISTORY:  Noncontributory.

SOCIAL HISTORY:  The patient is an ex-smoker.  She stopped smoking about 10 years ago.  She drinks alcohol occasionally.  She used cocaine and marijuana, but she quit about 10 years ago.

FAMILY HISTORY:  Significant for diabetes and stroke in the family.

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

CURRENT MEDICATIONS:
1. Januvia 50 mg per oral q.d.

2. Losartan with hydrochlorothiazide 100/25 mg tablet per oral q.d.

3. Atorvastatin 20 mg per oral q.d.

4. Glimepiride 20 mg per oral q.d.

5. Metoprolol 25 mg twice daily.

6. Oxycodone p.r.n.
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7. Ranitidine 150 mg per oral q.d.

8. Carisoprodol 350 mg per oral q.d.

9. Aspirin 325 mg once daily.

10. Alprazolam 1 mg per oral q.d.

11. Plavix 75 mg per oral q.d.

PHYSICAL EXAMINATION:  Vital Signs:  On today’s visit, blood pressure is 145/77 mmHg, pulse is 56 bpm and regular, weight is 190 pounds, and height is 5 feet 6 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 or cyanosis.  5/5 muscle strength.  Bilateral mild pitting edema on lower extremities with normal pulses throughout.
DIAGNOSTIC INVESTIGATIONS:
EKG:  Done on March 6, 2013, showed ventricular rate of 65 bpm, normal axis, sinus rhythm, and prolonged QT interval.  Otherwise, indeterminate EKG.

PERIPHERAL ANGIOGRAM:  Done on March 6, 2013, showed severe bilateral SFA disease with successful revascularization of the right SFA and right peroneal artery via the right groin.  It also showed left anterior tibial and peroneal arteries have 100% occlusion with only one-vessel runoff with the posterior tibial artery.

LAB TEST:  Done on March 7, 2013, showed sodium 134, potassium 4.6, chloride 101, urea nitrogen 20, creatinine 1.36, triglycerides 83, HDL 45, LDL 76, hemoglobin 11.0, hematocrit 34.8, and MCV 89.7.
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2D TRANSTHORACIC ECHOCARDIOGRAM:  Done on February 9, 2013, showed overall left ventricular systolic function is normal with an ejection fraction of 55-60%.  Diastolic filling pattern indicates impaired relaxation.  Left atrium is mildly dilated.  There is mild mitral regurgitation present.  Mild tricuspid regurgitation is present.  Trace to mild pulmonic regurgitation.  There is trivial pericardial effusion is present.  Trace amount of aortic regurgitation as well.

LOWER EXTREMITY ARTERIAL PVR:  Done one December 21, 2012, showed segmental ABI of 0.94 on right side and 1.23 on the left side.

ARTERIAL DOPPLER ULTRASOUND ON THE LOWER EXTREMITIES:  Done on January 18, 2013, showed monophasic waveforms in all most of the arteries bilaterally except for biphasic waveforms in left PTA and left ATA and complete absence of flow in right SFA.  Conclusion:

1. Arterial color duplex evaluation of the right lower extremity reveals an occlusion in the mid superficial femoral artery.

2. Monophasic waveform morphology suggests severe atherosclerotic disease bilaterally.

DIPYRIDAMOLE STRESS TEST:  Done on December 21, 2012, showed large sized severe unspecified completely reversible defect consistent with ischemia in the territory typical of the proximal to distal LAD and/or left circumflex.

RENAL VASCULAR ULTRASOUND STUDY:  Done on September 15, 2012, showed that the right and left kidneys are normal in size.  Asymmetric right and left kidney sizes with the right kidney appearing smaller in size.  Normal right and left renal arteries with no evidence of renal artery stenosis.  Aorta appears normal in size.  No evidence of aneurysm.
AORTA ILIAC DOPPLER ULTRASOUND:  Done on August 27, 2012, showed no evidence of aneurysm in proximal aorta.

DNA CARDIOPHARMACOGENOMICS:  Done on December 13, 2012, showed CYP2C19 assay with rapid metabolizer, CYP2C9 assay with normal metabolizer, VKORC1 assay with intermediate warfarin sensitivity, CYP2D6 assay with normal metabolizer.

June 15, 2013

RE:
Theresa Thrash
Page 5

PERIPHERAL ANGIOGRAM:  Done on May 8, 2013, showed right SFA had a proximal focal 30% stenosis.  The left posterior tibial and peroneal were chronic total occlusion without reconstitution.  The left iliac was patent.  The left SFA had a proximal 50% stenosis, mid 70%, and in the mid distal 80% focal lesions, all sequential and three-vessel runoff.  Successful revascularization of the left SFA.

ASSESSMENT AND PLAN:

1. PERIPHERAL ARTERIAL DISEASE:  The patient has a history of peripheral arterial disease status post peripheral angiogram, which was done on March 6, 2013, which showed severe bilateral SFA disease with successful revascularization of the right SFA and right peroneal artery.  She was also found to have left anterior tibial and peroneal arteries 100% occlusion with only one-vessel runoff in the posterior tibial artery.  Peripheral angiogram done on May 8, 2013 showed left posterior tibial and peroneal arteries were chronic total occluded without reconstitution.  The left iliac was patent.  The left SFA had a proximal 50% stenosis, mid 70% and in the mid distal 80% focal lesions, all sequential and three-vessel runoff.  The successful revascularization of the left SFA was done.  On today’s visit, the patient complains of mild intermittent leg claudications, but after peripheral angiogram leg claudication has reduced from Rutherford class III to class I.  The patient is advised to continue with the medications and low-salt and low-fat diet and recommended to have segmental ABI test done in order to evaluate for post revascularization status of the arteries.

2. BILATERAL PITTING EDEMA OF THE LOWER EXTREMITIES:  On today’s visit, the patient complaints of bilateral lower extremities pitting edema that could be due to post peripheral angiogram, revascularization, and hyperemia.  The patient denies calf tenderness, skin color changes, any ulcerations or varicose veins.  The patient is recommended to have venous plethysmography in order to evaluate for peripheral edema.  We will assess and evaluate for peripheral edema in the next follow up visit and manage her accordingly.  In the meanwhile, she is to continue with the same medication regime.

3. CORONARY ARTERY DISEASE:  The patient has a history of coronary artery disease status post multiple left heart catheterizations with the recent one was done on January 9, 2013 with successful revascularization of the proximal RCA with 3.0 x 15 mm and 3.0 x 18 mm Resolute drug-eluting stent in the proximal RCA.
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The second stent 3.0 x 18 mm was done to cover for the arterial dissection extending up to the RCA ostium.  She also had a left heart catheterization done on November 21, 2012 with revascularization of the RI with 3.0 x 18 mm bare-metal stent.  On today’s visit, the patient denies any chest pain or angina equivalent symptoms.  We will continue to monitor her closely and follow up with her regarding this matter in the next followup visit.  The patient is advised to have 2D echo done on August 15, 2013 in order to evaluate her cardiac structure and function.  Meanwhile, she is to continue with the same medication regimen.

4. HYPERTENSION:  On today’s visit, her blood pressure is 145/77 mmHg, which is above the normal limit.  The patient is advised to continue regular followup with primary care physician with strict adhere to low-salt and low-cholesterol diet. Continue with the same medication regimen.  The patient is advised to monitor her blood pressure on a daily basis and keep a record of it, on the next followup visit we will evaluate for her blood pressure control and we will make adjustment of the dosage of the medication if needed.
5. HYPERLIPIDEMIA:  The patient is advised to continue the same medication regimen and regular followup with primary care physician for frequent monitoring of lipid panel and LFTs.

6. DIABETES MELLITUS:  On today’s visit, we advised to continue regular follow up with primary care physician with strict adherence to low-salt and low-cholesterol diet and diabetic diet with strict maintenance of HbA1c less than 6.5%.

7. BRONCHIAL ASTHMA:  On today’s visit, the patient denied any symptoms of shortness of breath or cough.  We have advised that the patient to continue the same medication regimen and regular followup with primary care physician in this regard.

8. RENAL INSUFFICIENCY:  The patient’s recent blood work, which was done on March 7, 2013, showed urea nitrogen of 20 and creatinine of 1.3.  She is to follow up with her primary care physician regarding evaluation of her renal function.

9. CARDIO-PHARMACOGENOMICS:  DNA drug sensitivity testing was done on December 13, 2012 and the patient was notified of the finding of the results.

10. MILD ANEMIA:  As per recent labs of the patient done on January 11, 2013, the patient’s hemoglobin level is 9.5 with MCV 88.1 and RBC 3.35.  We have advised that the patient to take healthy diet intake and follow up with primary care physician to discuss the need for any fecal occult blood test and colonoscopy and to rule out the cause of anemia.

June 15, 2013

RE:
Theresa Thrash
Page 7

Thank you very much for allowing us to participate in the care of Ms. Thrash.  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 three months or sooner if necessary.  Meanwhile, she is instructed to continue seeing her primary care physician regarding continuity of her healthcare.

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.

Tahir Khan

ME/KPL

DD:  06/24/13

DT:  06/24/13
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