[image: image1.png]


MAHIR ELDER, M.D., Cardiology
Heart & Vascular Institute
Harper Professional Building

_____________________________________________________________________________________

4160 John R. St., #510

Detroit, MI 48201

Tel #:  (313) 993-7777

Fax #:  (313) 993-2563

[image: image2.png]


MAHIR ELDER, M.D., Cardiology
Heart & Vascular Institute
Harper Professional Building

_____________________________________________________________________________________

4160 John R. St., #510

Detroit, MI 48201

Tel #:  (313) 993-7777

Fax #:  (313) 993-2563


CARDIOLOGY CONSULTATION
January 22, 2013

Primary Care Phy:
Harvey Zieger, D.O.

28350 Gratiot Avenue

Michigan, MI 48214

Phone#:  313-331-2727

Fax #:  313-827-8070

RE:
SHIRLEY TAYLOR

DOB:
08/27/1944
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Taylor today who you know well as a very pleasant 
68-year-old African-American lady with a past medical history significant for hypertension, hyperlipidemia, diabetes mellitus, bronchial asthma, and rheumatoid arthritis.  The patient is status post left heart catheterization, which was done in June 2012 that showed moderate 
two-vessel disease of the RCA and LAD.  She presents in our cardiology clinic today for followup of test results.

On today’s visit, the patient complains of lower extremity edema and pain.  The patient states that she has been having postural edema of her lower extremities more prominent in the right calf.  The patient states that she has lower extremity claudication at rest and while walking.  The patient also states that she had episode of chest pain few days ago that was sharp in nature and radiated to her left shoulder.  The patient states that she recently had a URI and was prescribed doxycycline by her primary care provider.  She also complains of episodes of shortness of breath and paroxysmal nocturnal dyspnea.  She denies any color changes to her lower extremities.  She denies any lightheadedness, dizziness, or vertigo.  She denies any syncope or presyncopal attacks or any sudden loss of consciousness.  The patient states that she follows up with her primary care physician regularly and she is compliant to all her medications.
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PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Bronchial asthma.

5. Rheumatoid arthritis.

6. Nonobstructive coronary artery disease status post left heart catheterization in 2012.

PAST SURGICAL HISTORY: Noncontributory.

FAMILY HISTORY:  Significant for hypertension and diabetes mellitus.

SOCIAL HISTORY: The patient has a 30 plus year history of smoking.  She quit about 
15 years ago.  At times, she used to smoke about half a pack day.  The patient denies any alcohol or illicit drug use.

ALLERGIES:  The patient has no known drug allergies.

CURRENT MEDICATIONS:
1. Cyclobenzaprine 10 mg p.o.d.

2. Lisinopril 40 mg p.o. once a day was increased on today’s visit.

3. Furosemide 40 mg daily.

4. Glipizide 5 mg daily.

5. Ranitidine 150 mg daily.

6. Metoprolol tartrate 100 mg t.i.d.

7. Symbicort 160/4.5 mcg aerosol.

8. Insulin syringe 0.5/30 mL.

9. Novolin 70/30 mg injection.

10. Hydrocodone/APAP 5/325 mg.

11. Diazepam 5 mg daily.

12. Methotrexate 2.5 mg daily four tablets by oral route every week.

13. Folic acid 1 mg daily.

14. Ranexa 1000 mg twice a day.

15. Imdur 60 mg twice a day.

16. Norvasc 10 mg q.d.
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17. Nitrostat 5 mg as needed.

18. Enbrel injections.

19. Vicodin 7.5 mg/750 mg for pain as needed.

20. Prednisone 120 mg once daily.

21. Doxycycline 100 mg twice a day.

PHYSICAL EXAMINATION:  Vital signs: On today’s visit, her blood pressure is 137/85 mmHg, pulse is 86 bmp, weight is 168 pounds, and height is 5 feet 1 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.  +1 pitting edema bilaterally and lower extremity pain.  In addition, lower extremity edemas posturals noted on physical exam.  +2 pulses bilateral.  5/5 muscle strength.
DIAGNOSTIC INVESTIGATIONS:
SEGMENTAL ABI:  Done on January 11, 2013, shows ABI of 0.95 on the right and an ABI of 0.92 on the left.  Impression of the ABI is abnormal.

LABORATORY TESTS:  Done on January 28, 2012, showed CBC shows WBC count of 9.9, RBC 4.68, hemoglobin 14.4, hematocrit 44.5, MCV 95.1, RDW 16.0, platelet is equal 289,000, glucose equals to 110, BUN 14, and creatinine 0.5.

LEFT HEART CATHETERIZATION:  Done on June 15, 2012, showed proximal to mid 50-60% stenosis in the LAD with FFR of 0.96.  Diagonal proximal 30% stenosis.  LCx has proximal 50%, mid 50% stenosis.  OM1 has 40% stenosis.  RCA has mid 50%, and PDA 50% stenosis.

Final impression: Moderate two-vessel coronary artery disease.  LVEF 60%.

CAROTID REPORT:  Done on May 19, 2012, showed bilateral carotid duplex exam correlating the 1-39% stenosis.
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EKG:  Done on July 3, 2012, showed normal sinus rhythm.

HOLTER MONITOR:  Done on April 12, 2012, shows sinus rhythm, 5 SV ectopy, 2 PVC noted.  Patient markers were used.  No diary was submitted.

2D ECHOCARDIOGRAPHY:  Done on April 12, 2012, shows ejection fraction of 60-65%, moderate concentric left ventricular hypertrophy, mild-to-moderate mitral regurgitation, mild tricuspid regurgitation.

STRESS TEST:  Done on April 12, 2012, shows small-to-moderate size, mild severity, unspecified completely reversible defect consistent of ischemia in the territory typical of mid and distal LCx.

ASSESSMENT AND PLAN:
1. HYPERTENSION:  The patient has known history of hypertension.  On today’s visit, her blood pressure is 137/85 mmHg, which is slightly beyond optimal range.  On her previous visit, her blood pressure is 180/101.  Since then, we have increased Norvasc from 5 mg to 10 mg once daily and also metoprolol from 50 mg to 100 mg twice daily during her rising pulse rate on her last visit of 94 beats per minute.  In addition, we have asked her to continue to monitor her blood pressure at home and to bring her records on the next follow up visit for better assessment.  Meanwhile, she has been instructed to adhere to a strict low-salt and low-fat diet.

2. CORONARY ARTERY DISEASE:  The patient has a significant history of coronary artery disease status post left heart catheterization done in June 2012 that showed moderate two-vessel disease in the RCA and LAD with no intervention.  On today’s visit, she states that she is experiencing some mild chest pains few days ago.  At this time, her blood pressure has been controlled with significant medications.  However, she continues to have a history of high blood pressure, which may be the cause of her angina symptoms.  On today’s visit, we recommend the patient on an EECP due to ischemic cardiomyopathy.  In addition, she has a history of abnormal echo along with abnormal left heart catheterization.  We will reassess the patient on her next follow up visit after *______11:01______* of the EECP to excess depression of her symptoms.  Meanwhile, she is instructed to continue on the same medical regimen and follow up with primary care physician.
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3. LOWER EXTREMITY PAINFUL EDEMA:  On today’s visit, the patient complains of lower extremity edema that has been present for the past several weeks.  The patient states that the edema is painful.  Since last visit, we have assessed her lower extremity edema with an ABI, which came back abnormal showed a right ABI of 0.95 and left ABI of 0.92.  At this time, we have recommended a venous plethysmography to assess *______12:50______* her edema.  We will follow up with the patient on her next visit to go over the results of this test.

4. LOWER EXTREMITY CLAUDICATION:  On today’s visit, the patient complains of frequent episodes of lower extremity claudication that occur at rest and while walking.  The patient states that she has had painful episodes that are more severe in the right than the left.  Most recent ABI was done on January 11, 2013, was abnormal showing a right ABI of 0.95 and left ABI of 0.92.  At this time, we recommend for her to obtain an arterial ultrasound of the lower extremities bilaterally to better aiding the localization of the stenosis because the patient’s significant history of lower extremity claudication pain.  We have also scheduled her for a peripheral angiography of the right leg via LFT groin scheduled for February 27, 2013.  We will follow up with the patient after the PA to assess results of these tests.  In addition, at this time, she was advised to have frequent leg elevations at least three times a day and she was also prescribed on compression stockings that she has been advised to adhere to.  We will continue to follow up the patient regarding these symptoms and manage her accordingly.

5. DIABETES MELLITUS:  The patient is a known diabetic.  Her most recent laboratory results showed glucose of 110, BUN 14, and creatinine of 0.5.  She is to follow up with her primary care physician regarding tight glycemic control and a target hemoglobin HbA1c of less than 6.5%.

6. SHORTNESS OF BREATH:  The patient has been complaining of shortness of breath upon minimal to moderate activity.  The patient has a known history of nonobstructive coronary artery disease with preserved left ventricular systolic function.  At this time, we recommend the patient obtain a 2D echocardiogram in order to follow any cardiologic causes of her shortness of breath or dyspnea on exertion.  We will follow up with the patient when these results return.  In the meantime, we recommended for her continue to follow up with primary care physician.
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7. BRONCHIAL ASTHMA:  The patient has a known history of bronchial asthma.  On today’s visit, she does complain of episodes of shortness of breath.  At this time, we have recommended for her to have a DLCO to better assess her pulmonary function for her complaints of dyspnea and shortness of breath.  We will follow up this patient on the follow up visit to go over these results with her.

8. RHEUMATOID ARTHRITIS:  The patient is recently started on Enbrel injection and she uses Vicodin for temporary pain relief.  She is to follow up with her primary care physician and rheumatologist following this regard.

Thank you very much for allowing us to participate in the care of Ms. Taylor.  Our phone number has been provided for her to call with any questions or any concerns at anytime.  We will see her in our clinic in one month or sooner if necessary.  Meanwhile, she is instructed to continue to see her primary care physician regarding continuity of her healthcare.

Sincerely,

Hassan Saad, Medical Student

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.

ME/PL

DD:  01/22/13

DT:  01/22/13

Transcribed by aaamt.com

221020

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

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

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


