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CARDIOLOGY CONSULTATION
June 21, 2013

Primary Care Phy:
Noel Upfall, D.O.

1535 East State Fair

Detroit, MI 48203

Phone #:  313-891-2740

RE:
THELMA PETTWAY
DOB:
04/15/1952
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Pettway in our cardiology clinic today.  Who you well know, she is a very pleasant 61-year-old African-American female with a past medical history significant for hypertension, hyperlipidemia, and diabetes mellitus.  Her past medical history is also significant for chronic stable coronary artery disease status post left heart catheterization done multiple times with the recent one done on December 18, 2012, that showed 80% stenosis of the stent in the right coronary artery and 90% stenosis of the stent in obtuse marginal 2.  It also showed 80% stenosis in the proximal and mid LAD.  It was followed by successful balloon angioplasty of the mid RCA and cutting balloon of the OM2.  It was also followed by stenting of the mid and proximal LAD with 3 x 18 mm drug-eluting stent and 3.5 x 9 mm drug-eluting stent respectively.  She has also nonobstructive peripheral arterial disease status post peripheral angiogram done in March 2011, which showed less than 30% stenosis in the right and left superficial femoral arteries.  She came to our cardiology clinic today for a followup visit.

On today’s visit, the patient was complaining of feeling tired after walking for about one block, which was relieved by taking rest.  She was also complaining of exertional shortness of breath after walking for about one block, which was relieved by taking rest.  She denied any orthopnea or PND.  She denied any chest pain or chest discomfort on exertion.  She denied any palpitations, dizziness, or presyncope or syncopal episodes.  She denied any lower extremity intermittent claudication, lower extremity swelling, or varicose veins of the lower extremities.
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PAST MEDICAL HISTORY:  Significant for:
1. Chronic stable coronary artery disease status post left heart catheterization done on December 18, 2012.

2. Hypertension.

3. Hyperlipidemia.

4. Diabetes mellitus.

5. Nonobstructive peripheral arterial disease status post peripheral angiogram done in March 2011.

PAST SURGICAL HISTORY:  Significant for:

1. Left heart catheterization.

2. Peripheral angiogram.

SOCIAL HISTORY:  She denies smoking cigarette, drinking alcohol, or using any kind of illicit drug.

FAMILY HISTORY:  Noncontributory.

ALLERGIES:  She is allergic to penicillin.

CURRENT MEDICATIONS:
1. Humalog.

2. Plavix 75 mg q.d.

3. Aspirin 325 mg q.d.

4. Losartan 50 mg q.d.

5. Carvedilol 6.25 mg b.i.d.

6. Glimepiride 4 mg q.d.

7. Loratadine 10 mg q.d.

8. Neurontin 600 mg b.i.d.

9. Simvastatin 40 mg q.d.

10. Lisinopril 20 mg q.d.
11. Claritin.
12. Ventolin inhaler.
13. Nitroglycerin 0.4 mg p.r.n.
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PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, her blood pressure is 
134/79 mmHg, pulse is 80 bpm, weight is 206.6 pounds, height is 5 feet 6 inches, and BMI is 33.2.  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:

EKG:  Done on June 21, 2013, that showed a heart rate of 75 bpm with normal cardiac rhythm and normal axis.

THYROID ULTRASOUND:  Done on June 4, 2013, that showed enlarged thyroid gland with bilateral mostly solid masses and the largest measuring 3.2 on the left and 3.9 on the right.

LAB CHEMISTRY:  Done on March 25, 2013, showed hemoglobin 12, WBC of 6.2, and platelets of 218,000.  Sodium 133, potassium 5.1, chloride 99, carbon-dioxide 26, anion gap of 8, HbA1c of 8.3, glucose of 117, urea nitrogen of 13, creatinine of 1.9, HDL 35, triglycerides of 102, LDL of 68, and total cholesterol of 150.

ECHOCARDIOGRAM:  Done on October 5, 2012, shows mildly impaired left ventricular systolic function with an EF between 45-50%, mild concentric LVH, mid inferior and anteroseptal hypokinesis.

PULMONARY FUNCTION TEST:  Done on October 5, 2012, shows FEV1 predicted of 126%, normal spirometry.

LEFT HEART CATHETERIZATION:  Done on December 18, 2012, four interventions were done: Intervention #1 included successful POBA/balloon angioplasty of the lesion in the mid RCA, which reduced the lesion from 80% to 0%, TIMI-3 flow post intervention.  Lesion #2 intervention including successful PTCA/a drug-eluting stent on the 70% lesion in the mid LAD and the lesion was reduced to 0% after intervention.
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TIMI-3 flow post intervention.  It was 3 x 18 mm Endeavor drug-eluting stent.  Lesion #3 had a successful PTCA drug-eluting stent performed on lesion in the proximal, which reduced a lesion from 80% to 0%.  TIMI-3 flow post intervention.  It was 3.5 x 9 mm Endeavor drug-eluting stent.  Lesion #4 had successful intervention cutting balloon angioplasty, which on the second obtuse marginal, which reduced the lesion from 90% to 10%, TIMI-3 flow post intervention.

MYOCARDIAL PERFUSION SCAN:  Done on September 4, 2012, showed large size, moderate severity, and inferolateral fixed defect consistent with infarction in the territory typical of the proximal left circumflex artery.  Excellent stress test with normal ST response without chest pain.  Left ventricular myocardial perfusion was abnormal.  It was most consistent with zero-vessel disease and global stress left ventricular function was normal.  Right ventricular perfusion was normal.

PERIPHERAL ANGIOGRAM:  Performed on March 10, 2011, revealed nonobstructive peripheral vascular disease.  Left superficial femoral artery had 30% proximal stenosis.  Three-vessel runoff below the knee consisting of left peroneal, left posterior tibial, and left anterior tibial arteries.  Right superficial femoral artery had proximal 30% stenosis and 40% stenosis distally.  Three-vessel runoff below the knee consisting of the right peroneal, right posterior tibial, and right anterior tibial.

LOWER EXTREMITY ABI:  Performed on February 16, 2011, right ABI 1.17, right TBI 0.82, left ABI 1.23, left TBI 0.73.

LEXISCAN CARDIOLITE:  Done on February 24, 2011, showed EF of 43%.  I looked at the imaging myself.  There is really no report for this study.  On my interpretation, she has an inferolateral infarct, markedly poor images and no evidence of reversible defect.

CAROTID ULTRASOUND:  Done on February 16, 2011, shows mild intimal thickening bilaterally and 1-39% stenosis bilaterally with bilateral antegrade vertebral flow.
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ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient has a past medical history significant for chronic stable coronary artery disease status post left heart catheterization done multiple times with the recent one done on December 18, 2012, that showed 80% in-stent LV stenosis of the 2.5 x 24 mm stent in the RCA and 90% in-stent restenosis of the obtuse marginal 2 stent.  It also showed 80% stenosis of the proximal and mid LAD.  It was followed by successful revascularization of the RCA and obtuse marginal 2.  There was also successful revascularization of the proximal and mid LAD using 3.5 x 9 mm drug-eluting stent and 3 x 18 mm drug-eluting stent respectively.  Her coronary artery disease is currently stable on her current medications.  On today’s visit, the patient denied any complains of chest pain or chest discomfort on exertion, but she was complaining of feeling tired after walking for about one block.  We have scheduled the patient for pharmacologic stress test to assess her for restenosis of the revascularized coronary arteries.  We want to rule out coronary artery disease as the cause of her tiredness after walking for one block.  We are going with the pharmacologic stress test because of her exercise intolerance.  We will see her back on the follow up visit with the test result and we will manage her accordingly.  Meanwhile, we have advised the patient to continue taking her current medication regimen and to contact us as soon as possible in case of any worsening of her symptoms.

2. SHORTNESS OF BREATH:  On today’s visit, the patient was complaining of exertional shortness of breath after walking for about one block.  Her shortness of breath was relieved by taking rest.  She denied any orthopnea or PND.  Her recent 2D echocardiogram, which was done on October 5, 2012, showed mildly impaired left ventricular systolic function with an ejection fraction between 45-50%.  It also showed mild concentric left ventricular hypertrophy.  It also showed mid inferior and anteroseptal hypokinesis.  We have scheduled the patient again for the 2D echocardiogram to rule out structural heart disease as the cause of her shortness of breath.  We will see her back on the follow up visit with the test result and we will manage her accordingly.  Meanwhile, we have advised the patient to continue her current medication regimen and to contact us as soon as possible in case of any worsening of her symptoms.

3. HYPERTENSION:  On today’s visit, her blood pressure is 134/79 mmHg, which is well under controlled.  We have advised the patient to continue her current medication regimen and to adhere to strict low-salt and low-fat diet.  We will continue to monitor her blood pressure on the follow up visit.
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4. HYPERLIPIDEMIA:  She is currently taking simvastatin.  We have advised the patient to continue follow up with her primary care physician for frequent LFTs and liver function test and the targeted LDL level of less than 70 mg/dL.  We also advised the patient to adhere to strict low-salt and low-fat diet.

5. DIABETES MELLITUS:  We have advised the patient to follow up with her primary care physician for tight glycemic control and for targeted hemoglobin A1c level of less than 6.5%.

6. PERIPHERAL ARTERIAL DISEASE:  The patient also has nonobstructive type of peripheral arterial disease as per her recent peripheral angiogram, which was done on March 10, 2011.  On today’s visit, the patient denied any complains of lower extremity intermittent claudication or any tightness around the lower extremities or tightness of the lower extremities.  We have advised the patient to continue her current medication regimen and we will continue to monitor her in this regard.
7. GOITER:  The patient also had a past medical history significant for goiter and her thyroid ultrasound, which was done on June 4, 2013, showed enlarged thyroid gland with bilateral mostly solid masses.  The largest measuring 3.2 on the left side and the right side had 3.9 cm.  We have advised the patient to follow up with her primary care physician and endocrinologist in this regard.
8. CARDIO-PHARMACOGENOMICS:  DNA buccal swab to perform the genotypes and aid in dosing medication metabolized by CYP450 pathways was done on December 14, 2012, that showed ultrarapid metabolizer through CYP2C19, normal metabolizer through CYP2C9, low warfarin sensitivity to VKORC1, and poor metabolizer through CYP2D6.
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Thank you very much for allowing us to participate in the care of Ms. Pettway.  Our phone number has been provided for her to call for any question or concern at anytime.  We will see her back in our cardiology clinic after three weeks or sooner.  Meanwhile, we have advised the patient to continue following up with her primary care physician for the continuity of her healthcare.
Sincerely,

I, Dr. Tamam Mohamad, attest that I was personally present and supervised the above treatment of the patient.

Tamam Mohamad, M.D., FACC, FSCAI, RPVI

Interventional Cardiology

Chief of Cardiology, DRH

Medical Director of Cardiac Care Unit, DRH

Medical Director of Vein Clinic, HVI

Medical Director of Cardiac Genetic Disorder Center

Asst. Clinical Professor of Medicine, WSU, School of Medicine

Board Certified Interventional Cardiology, Cardiovascular Disease, Nuclear Cardiology, Echocardiogram, Vascular Interpretation, and Cardiac CT Angiogram
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