[image: image1.png]


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

_____________________________________________________________________________________

2421 Monroe St., Suite 101

Dearborn, MI 48124

Tel #:  (313) 791-3000

Fax #:  (313) 791-2800

[image: image2.png]


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

_____________________________________________________________________________________

2421 Monroe St., Suite 101

Dearborn, MI 48124

Tel #:  (313) 791-3000

Fax #:  (313) 791-2800


CARDIOLOGY CONSULTATION
January 25, 2013

Primary Care Phy:
Ashwin Raval, M.D.

12611 Pennsylvania Road

Riverview, MI 48193

Phone#:  734-285-5280

Fax#:  734-285-6730

RE:
JANE BOEHM
DOB:
09/17/1958
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Ms. Boehm who is a very pleasant 54-year-old Caucasian female with past medical history of hypertension, depression, restless leg syndrome, dyslipidemia, STEMI status post left heart catheterization done on June 14, 2012 where she had a PTCA of the distal LAD without stent and a nonsustained V-tach treated by amiodarone drip until the ventricular ectopy has decreased, and the patient also has GERD.  She came to our cardiology clinic today for a followup visit.

On today’s visit, the patient denies having any issues of chest pain, shortness of breath, palpitations, lower limb pain, lower limb swelling, lightheadedness, dizziness, or sudden loss of consciousness.  She states that she is doing fine overall and the symptoms that she previously had have gone away.  The patient is compliant with all of her medications and follows up with her primary care physician, Dr. Ashwin Raval.

PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Restless leg syndrome.

4. Depression.

5. STEMI status post left heart catheterization with a PTCA of the distal LAD without a stent.

6. Nonsustained V-tach.

7. GERD.
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PAST SURGICAL HISTORY:
1. Breast biopsy.

2. Cardiac catheterization done on June 14, 2012.
SOCIAL HISTORY:  The patient quit smoking once she had a STEMI and had been smoking for 30 years before that smoking 10 cigarettes per day.  The patient occasionally drinks alcohol, but denies any illicit drug use.

FAMILY HISTORY:  Significant for coronary artery disease in her father at the age of 6, hypertension in her father, and peripheral arterial disease in brother due to vascular problems.

ALLERGIES:
1. Codeine.

2. Ampicillin.

3. Penicillin.

CURRENT MEDICATIONS:

1. Carvedilol 3.125 mg twice daily, which was refilled.

2. Hydrochlorothiazide 25 mg once daily, which was refilled.

3. Lisinopril 5 mg daily.

4. Atorvastatin 40 mg once daily.

5. Aspirin 81 mg four times daily.

6. Lamotrigine 100 mg once daily.

7. Alprazolam 0.5 mg twice daily.

8. Plavix 75 mg once daily.

9. Citalopram 40 mg once daily.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure is 124/83 mmHg, pulse is 76 bpm, weight is 255 pounds, and height is 5 feet 9 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.
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DIAGNOSTIC INVESTIGATIONS:
EKG:  Done on August 24, 2012, showing a heart rate of 68 bpm with a sinus rhythm and QRST morphology evaluation anterior myocardial infarction.

ECHOCARDIOGRAM:  Done on July 20, 2012, showing overall left ventricular systolic function is normal with an ejection fraction between 55-60%.  The diastolic filling pattern indicates impaired relaxation.  There is a trace mitral regurgitation.  There is a mild tricuspid regurgitation.

RENOVASCULAR ULTRASOUND STUDY:  Done on July 20, 2012, showing the right and left kidneys are normal in size and symmetrical, normal renal aorta ratio less than 3.5, RT RAR 1.2, LT RAR 1.9, asymmetric right and left kidney sizes with the right kidney appearing smaller in size, normal right and left renal arteries with no evidence of RA stenosis based on velocities.

CAROTID ULTRASOUND:  Done on July 20, 2012, showing bilateral carotid arteries velocities with minimal intimal thickening throughout the carotid system correlates to 1-39% and the vertebral arteries flows are antegrade bilaterally.

ABI:  Done on August 9, 2012, showing a right ABI of 1.25 and the left ABI of 128 and right TBI of 1.12 and the left TBI of 1.2.

RESPIRATORY FUNCTION TEST:  Done on June 29, 2012, showing an FVC of 81% predicted, FEV1 of 85% predicted, and FEV1/FVC showing 103 predicted, interpretation is a normal spirometry.

NUCLEAR STRESS TEST:  Done on June 29, 2012, showing an ejection fraction of 67%.  Stress was judged to be excellent.  She did have a normal blood pressure response and had a normal ST response.  Chest pain did not occur.  Left ventricular myocardial perfusion was normal.  Left myocardial perfusion was consistent with zero-vessel disease.  Global stress left ventricular function was normal.  Right ventricular perfusion was normal.  Global right ventricle function was normal.  RV volume was normal.  Scan significance was normal and indicates a very low risk for hard cardiac event.  Left ventricle dilatation was normal.

LEFT HEART CATHETERIZATION:  Done on June 14, 2012, with findings of the left main, separate ostial LCx is the dominant vessel with minor irregularities.  OM1 and OM2 minor irregularities, PDA minor irregularities, LAD has a proximal portion of 30-40% lesion and distal apical LAD had 100% occlusion with acute cutoff of D1 and D2 demonstrate minor irregularities and RCA is small nondominant with minor irregularities with the final impression of PTCA of the distal LAD lesion without stent.
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HOMOCYSTEINE:  Done on September 14, 2012.  Homocysteine levels were taken in the plasma showing a value of 10.8, which was within normal limits.

ASSESSMENT AND PLAN:
1. POST ST SEGMENT ELEVATION MI:  The patient had a STEMI status post left heart catheterization on June 14, 2012, which she was found to have a distal LAD lesion of 100% and a PTCA of the distal LAD was done without the stent.  After the catheterization and after the PTCA, the lesion went from 100% down to 10%.  On today’s visit, the patient does not have any complaints of chest pain or shortness of breath.  The patient is currently on aspirin as well as statin, beta-blockers, and Plavix therapy.  We recommend that the patient gets MTWA test in the future for assessment of post MI and recommend that she continue on the same medication regime.  We will follow up with her results on the next visit.

2. NONSUSTAINED V-TACH:  The patient had a nonsustained ventricular tachycardia on June 14, 2012 at Oakwood Hospital.  She was placed on amiodarone drip and ventricular ectopy has decreased.  On today’s visit, patient is denying any palpitations or lightheadedness.  She is currently on amiodarone 200 mg once daily.  We recommend that she continue the current medication regimen that she is on and we will follow up with her on the next visit.

3. POST MI:  The patient recently had a STEMI and underwent cardiac catheterization.  Her recent echocardiogram showed an ejection fraction of 55-60%.  We recommend that she continue on her same medication regime and followup with her primary care physician as well as us.

4. HYPERTENSION:  She is known to be hypertensive and currently on ACE inhibitors, diuretics, and beta-blockers.  On today’s visit, blood pressure was 124/83, which is well controlled.  We recommend that she continue same current medication that she is on.  A renal ultrasound showed normal renal aorta ratio less than 3.5, right renal artery ratio 1.2, left renal artery ratio 1.9, normal right and left renal arteries with no evidence of renal artery stenosis based on velocities.  We also recommend that she eat a low-fat and low-salt diet, exercise regularly, high fiber diet, and follow up with her primary care physician for tight glycemic and blood control.  Her blood pressure is to be below 130/80.

5. DYSPNEA ON EXERTION:  The patient used to have dyspnea on exertion in the past.  She starts to feel a little bit of dyspnea and she had a past history of smoking for 30 years.  Pulmonary function tests were interpreted as normal.  We recommend that the patient continue on current medication regime and follow up with us on the next visit and follow up with her primary care physician as well.
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6. PERIPHERAL ARTERIAL DISEASE SCREENING:  The patient has multiple risk factors for peripheral arterial disease, which includes a history of coronary artery disease, smoking, high blood pressure, and high cholesterol.  Segmental ABI showed the right ABI is 1.25 and the left ABI is 1.28.

7. CAROTID ARTERY STENOSIS SCREENING:  The patient has multiple risk factors for carotid artery stenosis, which includes a history of high blood pressure, high cholesterol, smoking, and history of vascular disorders.  Her carotid ultrasound evaluation showed bilateral carotid artery velocities with minimal intimal thickening throughout the carotid system correlates with 1-39% stenosis.  We recommend that the patient continue on her current medication regime and follow up with her primary care physician and see us again in three months time.

8. GERD:  She is known to have GERD and currently following up with her primary care physician regarding this matter.

9. DEPRESSION:  The patient is known to have depression, currently on alprazolam and citalopram.  We recommend that she followup with her primary care physician and psychiatrist regarding this issue.

10. RESTLESS LEG SYNDROME:  She is known to have restless leg syndrome and currently following up with her primary care physician and psychiatrist regarding this issue.

Thank you for allowing us to participate in the care of Ms. Boehm.  Our phone number has been provided to her to call with any questions or concerns.  We refilled the patient’s carvedilol and hydrochlorothiazide medications and I have advised her to continue to use her medications.  We will see Ms. Boehm in three months time.  In the meantime, she is instructed to continue followup with her primary care physician for continuity of care.

Sincerely,

Trevor Kuston, Medical Student
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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.
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