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CARDIOLOGY CONSULTATION
June 22, 2013

Primary Care Phy:
Susan E. Harold, M.D.

6001 W. Outer Dr., Ste.# 429

Detroit, MI 48235

Phone #:  313-861-3500

Fax #:  313-861-2697

RE:
DELORIS MCCAIN
DOB:
03/21/1956
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup visit.

Dear Colleagues:

We had the pleasure of seeing Ms. McCain.  Who you well know, she is a very pleasant 
57-year-old African-American lady with a past medical history significant for hypertension, hyperlipidemia, diabetes mellitus, and nonobstructive peripheral artery disease, and coronary artery disease with history of two stents in the LAD and PTCA of the PDA.  She is in our clinic today as a followup visit from their primary care physician.

On today’s visit, the patient states that she has been feeling some chest pain that occurred last week.  She stated having three times lasted for a period of half an hour.  The patient states that the pain radiates to her arm and caused tightness.  The patient also states that she has been having some pain in lower extremities while walking.  The patient also states that she has been having mild shortness of breath gets after two blocks.  The patient denies any palpitations, dizziness, lightheadedness, or presyncopal or syncopal episodes.  The patient denies any varicose veins, lower limb edema, or skin changes.

PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.

3. Diabetes mellitus.

4. Nonobstructive peripheral artery disease.

5. Coronary artery disease with history of two stents in the LAD and PTCA of the PDA.
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PAST SURGICAL HISTORY:  Noncontributory.
SOCIAL HISTORY:  The patient is an active smoker.  She smokes four cigarettes a day.  She denies any alcohol or illicit drug use.

FAMILY HISTORY:  Noncontributory.

ALLERGIES:  The patient is not known to have any drug allergies.

CURRENT MEDICATIONS:
1. Aspirin 81 mg once a day.

2. Plavix 75 mg once a day.

3. Gabapentin 600 mg four times a day.

4. Metoprolol 50 mg twice a day.

5. Losartan 100 mg once a day.

6. Humalog insulin.

7. Imdur 120 mg once a day.

8. Xanax 0.25 mg once a day.

9. Folic acid 1 mg once a day.

10. Simvastatin 20 mg once a day.

11. Sublingual nitroglycerin.

12. Ranexa 500 mg p.o. b.i.d.

PHYSICAL EXAMINATION:  Vital signs: On today’s visit, her blood pressure is 
85/55 mmHg, pulse is 70 bpm, weight is 202 pounds, and height is 5 feet 3 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 bilaterally.  5/5 muscle strength.
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DIAGNOSTIC INVESTIGATIONS:

PHARMACOLOGICAL STRESS TEST:  Done on January 23, 2013, revealing a moderate size, mild to moderate severity, inferolateral bilaterally reversible defect consistent with ischemia on the territory typical of the proximal left circumflex and RCA.  Left ventricular myocardial perfusion was consistent with one to two vessels disease.

UPPER GASTROINTESTINAL CONTRAST STUDY:  Done on June 4, 2012, showed small sliding hiatal hernia.

LABORATORY TESTS:  Done on June 7, 2012, showed hemoglobin A1c 6.8, sodium 139, potassium 3.7, creatinine 0.8, and glucose 150.  CBC and urinalysis was normal.

ABDOMINAL ULTRASOUND STUDY:  Done on June 1, 2012, showed negative ultrasound of the abdomen.

ABDOMINAL ULTRASOUND:  Done at Sinai Grace Hospital on April 6, 2011, with findings of:

1. A 2 cm submucosal fibroid on the right.

2. A 3.2 cm right adnexal solid masses consistent with classified mass.

PERIPHERAL ANGIOGRAM:  Done in September 2011, showed no evidence of peripheral artery disease.

BILATERAL CAROTID DOPPLER:  Done in September 2009, was normal.

ECHOCARDIOGRAM:  Done on March 1, 2012, showed normal left ventricular ejection fraction about 55%.  There is a mild tricuspid regurgitation, otherwise unremarkable echocardiogram.

CARDIAC CATHETERIZATION:  Done on March 2, 2012, showed left main is normal.  LAD had about 30% ostial stenosis about 30-40% ostial stenosis in diagonal, left circumflex is very much normal, and RCA is a dominant with 30% mid and 30% proximal.  Left ventricular ejection fraction about 60%.

EKG:  Done on January 23, 2012, showed a ventricular rate of 75 bpm, normal sinus rhythm and normal axis.  T-wave inversion in leads V1 to V4.
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ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient has a history of coronary artery disease with multiple PCI.  She has history of 2.5 x 14 mm and another stent 2.5 x 12 mm drug-eluting stents in the LAD in 2009.  She underwent PTCA of the PDA in 2010.  Most recent cardiac catheterization done in March 2012 revealed nonobstructive coronary artery disease.  On today’s visit, the patient states that she has been feeling chest pain last week, which happened three times.  The patient stated that each episode lasts for 30 minutes.  She also states that the pain was hard tight pressure like pain that radiates to her left arm.  Her recent stress test revealed moderate sized, mild to moderate severity, inferolateral partially reversible defects consistent with ischemia in the territory typical of the proximal LCx and/or RCA.  Left ventricular myocardial perfusion was consistent with one to two vessels disease.  We have decided the best form of therapy would be to prescribe Ranexa 500 mg as well as refer her to EECP.  We will continue to monitor the patient’s condition.  In the meantime, we asked the patient to continue on current medication regimen.
2. SHORTNESS OF BREATH:  On today’s visit, the patient states that she has shortness of breath occurred during chest pain and during walking for two blocks.  Her last echocardiography done on March 1, 2012, revealed normal left ventricular ejection fractions about 55%.  There was mild tricuspid regurgitation.  We will do repeat echocardiography to rule out any valvular abnormalities.  We asked the patient to continue on current medication.  We will discuss results with her on upcoming follow up visit.

3. PERIPHERAL ARTERIAL DISEASE:  The patient is status post peripheral angiography that was done in 2011 that showed no evidence of PAD.  On today’s visit, the patient states that she has leg pain appears during walking.  The patient states that the pain is crampy and tight in nature.  The patient is a nonsmoker.  We requested to do a segmental ABI study to rule out any abnormality in the peripheral vascular.  In the meantime, we recommend her smoking cessation and continue on current medications regimen.  We will discuss results with her on upcoming follow up visits.
4. HYPERTENSION:  On today’s visit, the patient’s blood pressure was 85/55 mmHg, which is a little bit decreased.  We recommended the patient to stop Lasix and to adhere to low-salt and low-fat diet.  We will monitor her blood pressure on upcoming follow up visit.

5. HYPERLIPIDEMIA:  She is to follow up with her primary care physician for lipid profile testing and frequent liver function test.
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6. DIABETES MELLITUS:  She is to follow up with her primary care physician for tight glycemic control and to keep the HbA1c below 7%.
Thank you very much for allowing us to participate in the care of Ms. McCain.  Our phone number has been provided for her to call with any questions or concerns at anytime.  We will see her back in the clinic in two months or sooner if necessary.  In the meanwhile, she is to follow up with her primary care physician regularly.

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.
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