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CARDIOLOGY CONSULTATION
June 24, 2013

Primary Care Phy:
Anjali Kumar, M.D.

4160 John R Street, Suite #521

Detroit, MI 48201

Phone #: 313-831-1166

Fax #: 313-831-0020

RE:
ANNIE EDWARDS
DOB:
06/04/1930
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Edwards today, who as you well know she is a very pleasant 83-year-old African-American lady with a past medical history significant for nonobstructive coronary artery disease status post left heart catheterization done on March 14, 2013, showed nonobstructive coronary artery disease. Also, she has a history of peripheral vascular disease status post peripheral angiogram that was done in 2011, which showed severe proximal right PT disease at about 80% and showed two vessel distal runoff of the right lower extremity with absent right AT, which is probably CTO.  Also, she has a history of hypertension, hyperlipidemia, diabetes mellitus, COPD, and asthma.  She is in our cardiology clinic today as a followup.

On today’s visit, the patient denies any chest pain, shortness of breath, palpitations, lightheadedness, dizziness, syncope, or presyncopal attacks.  No loss of consciousness.  The patient is complaining of lower extremity swelling in her both lower extremities more prominent in the right feet.  There is mild intermittent claudication and cramps in her left calf more than the right one.  She is compliant with her medications and followup regularly with her primary care physician.

June 24, 2013

RE:
Annie Edwards
Page 2

PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Coronary artery disease.

5. Peripheral vascular disease.

6. COPD.

7. Asthma.

8. Cardiovascular accident.

PAST SURGICAL HISTORY:  Multiple coronary and peripheral angiograms.
SOCIAL HISTORY:  Smoking cigarettes 30-pack a year, she quit 30 years ago.  Denies smoking, alcohol, or illicit drug use.
FAMILY HISTORY:  Positive for hypertension, coronary artery disease, and diabetes mellitus.

ALLERGIES:  The patient is allergic to aspirin.

CURRENT MEDICATIONS:
1. Zocor 10 mg q.d.

2. Lantus 10 units q.d.

3. Plavix 75 mg q.d.

4. Zestril 40 mg q.d.

5. Prilosec 20 mg q.d.

6. Xarelto 20 mg q.d. started today, which she only continued for six months.

7. Gabapentin 300 mg t.i.d.

8. Verapamil HCl 80 mg b.i.d.

9. Glipizide 10 mg.

10. Amlodipine 10 mg.

11. Donepezil hydrochloride 5 mg.

12. Calcium 600 mg plus vitamin D.

13. Torsemide 10 mg b.i.d.

14. Klor-Con M 20 mg.

15. Albuterol inhaler solution 2.5 mg/3 mL p.r.n.

16. Hydrocodone 7.5/750 mg.

17. Symbicort.
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PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, her blood pressure is 
126/70 mmHg, pulse is 82 bpm, weight is 153 pounds, height is 5 feet 1 inch, and BMI is 28.9.  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.  There is lower extremity edema bilaterally and more prominent in the right foot.

DIAGNOSTIC INVESTIGATIONS:
TRANSTHORACIC ECHO:  Done on June 18, 2013, showed LVEF of 75-80% left ventricular thickness moderate, severely increased.  Severe mitral annular calcification precludes assessment of the diastolic function by tissue Doppler imaging.  Mild tricuspid valve regurgitation.

ECHOCARDIOGRAPHY:  Done on May 31, 2013, showed left ventricular ejection fraction estimated by 2D at 55-60%.  There is moderate concentric left ventricular hypertrophy.  Findings consistent with hypertrophic obstructive cardiomyopathy without obstruction.  Grade 1 diastolic dysfunction consistent with impaired relaxation and normal filling pressures.  There is mild tricuspid valve regurgitation.  Mitral valve is severely sclerotic.  The posterior mitral valve leaflet is thickened and restricted in movement.  .  Mild mitral stenosis.  Mild mitral valve regurgitation.

LOWER EXTREMITY VENOUS REPORT:  Done on May 30, 2013, which shows acute DVT noted in the right lower extremity venous system extending from the common femoral vein to the popliteal vein.  Normal compressibility of the deep veins in the left lower extremity.

CT THORAX FOR PULMONARY EMBOLISM WITH CONTRAST:  Done on May 25, 2013.

1. No pulmonary embolism in the central, lobar and segmental pulmonary arteries.  Evaluation of the subsegmental branches is compromised by patient’s breathing motion.

2. Ill-defined ground-glass opacities in the right upper and bilateral lower lobes, which likely related to the patient’s breathing motion and/or atelectasis.  Mild centrilobular emphysema noted.
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LAB TESTS:  Done on May 24, 2013, shows sodium 143, potassium 4.3, chloride 108, carbon-dioxide 30, anion gap 5, glucose 142, urea nitrogen 17, creatinine 1, calcium 9.7, magnesium 1.9, troponin I less than 0.017, total cholesterol 199, triglyceride 171, cholesterol HDL 59, LDL 85.  Serum albumin recorded on May 25, 2013, is 3.1.

CARDIAC CATHETERIZATION:  Done on March 14, 2013, which showed elevated left ventricular end-diastolic pressure and an ejection fraction calculated by contrast ventriculography was 60%.  Mid LAD had 40% stenosis.  There was TIMI grade 3 flow through the vessel, brisk flow.  Mid RCA, there was diffuse 40% stenosis.  Right posterolateral segment, there was 0% stenosis at site of prior stent.  There was TIMI grade 3 flow through the vessel brisk flow.  There is nonobstructive coronary artery disease and normal left ventricular ejection fraction.

CAROTID DUPLEX BILATERAL:  Done on March 11, 2013, which showed,

1. On the right, there was less than 40% diameter reduction range of the internal carotid artery.

2. On the left, there was 40% diameter reduction range of the internal carotid artery.

3. Bilateral antegrade vertebral artery flow.

EKG:  Done on January 7, 2013, was interpreted as normal sinus rhythm.  There are occasional premature atrial complexes.  The axis is normal.  T waves are normal.  PR interval was normal.  QRS complexes are normal.  There is no acute ST or T wave abnormality.

ABI:  Done on July 24, 2012, which showed ABI of 0.74 on the right side and 0.85 on the left side.  It was considered to be abnormal.

RENAL ULTRASOUND:  Done on July 24, 2012, which showed normal renal to aorta ratio less than 3.5%.  The right and left renal arteries were normal with no evidence of renal arterial stenosis.

CARDIAC STRESS TEST: Done on July 26, 2011, showed negative stress test results.

PERIPHERAL ANGIOGRAPHY:  Done on November 16, 2011, which showed two-vessel distal runoff of the right lower extremity with absent right AT, which is probably chronically totally occluded and severe proximal right PT diseased at about 80%, which is the dominant vessel of the right lower extremity.  There is mild distal right SFA disease, mild left ostial disease, and with mild left SFA diffuse disease.  Three-vessel distal runoff of the left lower extremity with left AT being prominent vessel and small less peroneal and PT arteries, which probably has mild diffuse disease.
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CARDIO-PHARMACOGENOMICS:  Done on January 5, 2012, interpretation was cytochromeP4502C19 is rapid metabolizer.  The cytochrome P4502C9 is normal.  VKORC1 high warfarin sensitivity.  Cytochrome P4502D6 normal metabolizer.  Cytochrome P4503A4 normal metabolizer and cytochromeP4503A5 was normal.

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 on March 14, 2013, showed nonobstructive coronary artery disease, showed a mid LAD 48% stenosis.  Mid RCA diffused 40% stenosis.  LVEF 60%.  On today’s visit, the patient denies any chest pain or any dyspnea or exertion.  Since the patient is asymptomatic, we will continue with conservative management.  She was advised to continue to take her current medications and contact us for any chest pain or worsening of symptoms.  We will continue to monitor her condition in the upcoming visit in two weeks.

2. PERIPHERAL VASCULAR DISEASE:  The patient is a known case of peripheral vascular disease status post peripheral angiogram that was done in November 2011, which showed severe proximal right PT diseased about 80%.  Also, showed two-vessel distal runoff of the right lower extremity with absent right AT, which is probably CTO.  Mild left SFA diffused disease.  On today’s visit, the patient is complaining of mild intermittent claudication in her both lower extremities more prominent in her left calf.  The patient was advised to continue to take her current medications and we will continue to monitor her condition in the upcoming visit.  She is to contact us for any worsening of symptoms.

3. DVT:  The patient is a known case of DVT in her right leg that was shown that was shown on the ultrasound of her lower extremities that was done in May 2013, which showed DVT from the common femoral vein to the popliteal vein.  There is normal compressibility of the deep veins in the left lower extremity.  On today’s visit, the patient is complaining of a new swelling in her right foot and also it is accompanied with pain regarding her symptoms and previous history of DVT, she is scheduled for ultrasound of the lower extremities to evaluate her new swelling and to check if there is any new clots.  We are waiting for the results for further management.  Meanwhile, the patient is to continue to take her current medications including Xarelto 20 mg q.d. and she was advised to elevate her legs and use compression stockings on a daily basis and to contact us for any concern or reason at any time.

4. COPD AND PERIPHERAL NEUROPATHY: The patient is to follow up with her primary care physician and pulmonologist regarding these matters.
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Thank you very much for allowing us to participate in the care of Ms. Edwards.  Our phone number has been provided for her to call us for any questions or concerns.  We will see her back in two weeks or sooner if necessary.  Meanwhile, she is to follow up with her primary care physician for continuity of 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.

EK1

ME/PL

DD:  06/24/13

DT:  06/24/13

Transcribed by aaamt.com

241420

24 hr. Answering Service: (313) 222-0330

24 hr. Answering Service: (313) 222-0330

24 hr. Answering Service: (313) 222-0330


