[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
June 24, 2013

Primary Care Phy:
Sangita C. Patel, M.D.

2888 E. Long Lake Road, Suite #150

Troy, MI 48085

Phone #:  248-524-9920

Fax #:  248-524-9926

RE:
MARSHA DOWDELL
DOB:
08/31/1956
CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleague:

We had the pleasure of seeing Ms. Dowdell, who is a very pleasant 56-year-old
African-American female with past medical history significant for coronary artery disease post cath done in September 2007 with 2.5 x 8 mm TAXUS stent in the distal RCA and 2.5 x 24 mm and 2.5 x 12 mm stent in the mid RCA and 2.5 x 16 mm in the mid to proximal RCA and 
2.75 x 28 mm stent in the proximal RCA and then another left heart catheterization done on February 16, 2011 with subsequent stenting of the left circumflex with a 2.5 x 24 mm Endeavor stent and then another stent done on July 18, 2011 with subsequent stenting of the first OM using a 2.5 x 12 mm and a 2.5 x 14 mm and a 2.5 x 14 mm Endeavor stent and most recent catheterization was done on October 12, 2011 in which there was a revascularization of the OM-1 in-stent restenosis.  The patient is having peripheral arterial disease bilateral SFA.  She came to our cardiology clinic today for a followup visit.

On today’s visit, the patient complains of central chest tightness on exertion and while having anxiety, pain is 4-5/10 in severity, radiates to left shoulder and left arm, aggravated by exertion and anxiety, and relieved by rest.  The patient complains of shortness of breath on exertion and PND, but denies orthopnea or palpitations.  She complains of dizziness with lightheadedness upon rapid postural changes and admits having low blood pressure on various occasions.  The patient gives history of one time emergency department visit for her low blood pressure.  The patient denies any presyncopal or syncopal episodes, loss of consciousness, TIA, or stroke.  The patient complains of intermittent leg claudication while walking half a block, but denies leg swelling, ulceration around the lower legs, or varicose veins.  The patient has mild pitting edema around the lower legs.  The patient currently smokes two cigarettes a day, but denies cocaine or other illicit drug use.  The patient had a history of cocaine use in the past.
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PAST MEDICAL HISTORY:
1. Coronary artery disease with stenting to the RCA and stent to mid LAD.  This was done on September 24, 2010.

2. Left heart catheterization, February 16, 2011, successful angioplasty and stenting of the circumflex with 2.5 x 24 mm Endeavor stent, successful angioplasty of in-stent restenosis of RCA.

3. Hypertension.

4. Hypercholesterolemia.

5. Left heart catheterization done in October 2011 with revascularization of the OM-1 in-stent restenosis.

PAST SURGICAL HISTORY:  Left heart catheterization three times as stated above.

SOCIAL HISTORY:  She smokes two cigarettes a day currently and had a history of tobacco use over 20 years.  She denies alcohol or illicit drug use.

FAMILY HISTORY:  Significant for coronary artery disease and hypertension in her mother.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:

1. Norco 325/7.5 mg q.6h. p.r.n.

2. Aspirin 325 mg daily.

3. Plavix 75 mg daily.

4. Lisinopril 20 mg daily.

5. Metoprolol 25 mg b.i.d.

6. Nitroglycerin 0.4 mg sublingual q. 5 minutes p.r.n. for pain.

7. Simvastatin 40 mg q.h.s.

PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure is 130/80 mmHg, pulse is 76 bpm regular, weight is 152.4 pounds, and height is 5 feet 6 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:  On chest auscultation, the patient has bilateral coarse crackles on the base of the lungs, but no wheeze or rhonchi.
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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.  Mild pitting bilateral edema around the lower extremities.  +2 pulses bilateral.  5/5 muscle strength.

DIAGNOSTIC INVESTIGATIONS:
EKG:  Done on October 13, 2011, with findings of normal sinus rhythm with possible left atrial abnormality, septal infarct of undetermined age with the heart rate of 70 beats per minute.

SEGMENTAL ABI:  Done on September 23, 2011 with findings of right ABI of 0.89 and left ABI of 1.07.

CHEMISTRY:  Done on October 13, 2011, with findings of sodium 110, potassium 4.0, chloride 105, carbon dioxide 22, anion gap 12, glucose of 115, urea nitrogen 16, creatinine 0.9, calcium 8.9, magnesium 2.2, GFR of 84, WBC of 5.8, hemoglobin 12.3 and platelet of 208,000.

STRESS TEST:  Done on October 11, 2011 with the findings of mild abnormal myocardial perfusion completely reversible myocardial ischemia in the usual distribution of the LAD and LCX without definite evidence of myocardial infarction.  Left ventricular hypertrophy was evident with normal left ventricular size with normal systolic waveforms.

LEFT HEART CATH:  Done on October 13, 2011, with the findings of the left main had minor plaque.  The LAD had proximal 50% stenosis and the mid LAD stent was patent.  The diagonal I had minor irregularities.  LCX had proximal 50% stenosis.  OM-1 had in-stent stenosis of 99% and the RCA is dominant vessel with the proximal stent is patent.  Mid RCA stent is patent and distal RCA stent is patent.  Distal RCA had focal in-stent stenosis of 60-70%.

Final impression: Successful revascularization of the OM-1 in-stent stenosis.  Patent RCA, proximal, mid, distal, and LAD stents.

LEFT HEART CATH:  Done on July 18, 2011 with the findings of 40% stenosis of the mid LAD just proximal to stent and 80% in-stent restenosis of LCX, 95% proximal lesion and followed by a 70% diffuse disease of the LCX.  RCA had 20% in-stent restenosis of the proximal RCA and distal RCA.  Ejection fraction was 60%.

Final impression: Successful revascularization of the LCX and significant three-vessel coronary artery disease with patent stent in the LAD and RCA and in-stent restenosis of the LCX.
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ECHOCARDIOGRAM:  Done on July 17, 2011 with the findings of normal left ventricular size, thickness, and systolic function with ejection fraction of 35%.  Normal left atrial size.  Normal physiologic appearance and function of all valves.

LEFT HEART CATHETERIZATION:  Done on December 8, 2011, showed left main with 40% stenosis.  Left anterior descending 30% proximal stenosis, 30% in-stent restenosis in the distal aspect.  The left circumflex 30% stenosis.  OM1 90% ostial stenosis.  Right coronary dominant vessel.  Distal disease of 70% just distally off the stent.  Left ventricular function with ejection fraction 60%.  Left ventricular end-diastolic pressure 14 mmHg.

ECHOCARDIOGRAPHY:  Done on December 6, 2011, showed normal left ventricle size, normal left ventricular wall thickness, and hyperdynamic systolic function.  No regional wall motion abnormalities.  The visually estimated left ventricular ejection fraction is more than 80%.  No evidence of pleural effusion.  No evidence of pericardial effusion.  Normal right ventricular size, thickness, and normal systolic function.

ASSESSMENT AND PLAN:
1. CORONARY ARTERY DISEASE:  The patient had a history of multiple stenting of the left anterior descending artery, RCA, and left circumflex artery with the most recent cardiac catheterization was done on October 12, 2011 with successful revascularization of the OM-1 in-stent restenosis.  On today’s visit, the patient complains of chest tightness that is central in the location, 4-5/10 in severity, radiating to the left shoulder and the left arm, aggravated by exertion and anxiety, and relieved by rest.  The pain is associated with shortness of breath on exertion and admits having PND, but denies palpitations or orthopnea.  On today’s visit, the patient is recommended for having transthoracic echocardiography and nuclear stress test in order to evaluate for cardiac function, structure, and perfusion.  Meanwhile, the patient is recommended to continue with the current medications taking aspirin and Plavix and have a good control of the blood pressure.

2. DIZZINESS:  The patient is complaining of dizziness with lightheadedness upon rapid postural changes.  As the patient is having history of coronary artery disease and ejection fraction noted on the previous echocardiography done on July 17, 2011 showed 35% ejection fraction.  In order to evaluate for the cause of the dizziness, the patient is recommended to have 24 hours Holter monitor and carotid ultrasound.
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3. SHORTNESS OF BREATH:  The patient is complaining of shortness of breath on exertion with PND, but denies orthopnea.  The patient has a history of smoking for the last 20 years and she is currently smoking two cigarettes a day.  The patient is recommended to have DLCO and pulmonary function tests in order to differentiate between the dyspnea of cardiogenic and non-cardiogenic cause.

4. PERIPHERAL ARTERIAL DISEASE:  On today’s visit, the patient is complaining of intermittent leg claudications on both lower limbs.  The patient has more severe pain on the left leg than on the right side.  She walks only half block before she gets leg claudication.  She has multiple risk factors for peripheral arterial disease, which include history of coronary artery disease, long history of tobacco use, and hypertension.  ABI done on September 23, 2011, showed a right ABI of 0.89 and left ABI of 1.07.  We recommended the patient to have segmental ABI done in order to know the cause of intermittent leg claudications.  The patient is scheduled to have peripheral angiogram via right groin done on July 3, 2013 to diagnose and treat peripheral arterial disease.  Meanwhile, she is advised to continue her current medications.

5. HYPERTENSION:  On today’s visit, the patient’s blood pressure is 130/80 mmHg.  We recommend her to continue with the same medications and be compliant with the low-salt and low-fat diet.  The patient is advised to follow up with her primary care doctor for her tight blood pressure control.

Thank you for allowing us to participate in the care of Ms. Dowdell.  Our phone number has been provided to her to call with any questions or concerns.  We will see Ms. Dowdell back in one month after peripheral angiogram.  The patient is advised to continue following up with her primary care doctor for continuity of care.

Sincerely,

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

Tahir Khan

ME/kr

DD:  06/24/13
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