[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:
Anita Cain, M.D.

1390 East Jefferson Avenue
Detroit, MI 48215

Phone #:  313-822-0900

Fax #:  313-822-0950

RE:
GALLEEN WILLIAMS
DOB:
09/04/1951

CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  New consult.

Dear Colleagues:

We had the pleasure of seeing Ms. Williams in our cardiology clinic today, who you well know is a very pleasant 62-year-old African-American female with a past medical history significant for hypertension, hyperlipidemia, and chronic stable coronary artery disease status post left heart catheterization done on January 5, 2012 that showed distal LAD had 90% in-stent restenosis.  It was followed by successful revascularization of the distal LAD in-stent restenosis with deployment of 2.25 x 24 mm ION drug-eluting stent with lesion reduction from 90% to 0% and TIMI-3 flow.  Her past medical history is also significant for peripheral arterial disease status post peripheral angiogram done on October 19, 2011 that showed right external iliac artery had a patent stent with 30% in-stent restenosis.  It also showed left external iliac artery had a stenosis of 90%.  Left common femoral artery had 70% stenosis just proximal to the bifurcation.  She came to our cardiology clinic today as a new consult.

On today’s visit, she was complaining of exertional shortness of breath after walking for less than one block, which was relieved by taking rest.  She denied any orthopnea or PND.  She was also complaining of exertional chest pain in the center of the chest after walking for less than one block.  She described the pain as pressure like sensation and she rated the pain 6/10 in intensity.  The pain was relieved by taking rest.  She was also complaining of lower extremity intermittent claudication Rutherford classification III after walking for less than half a block.  She described the pain as cramping in nature and rated the pain 7/10 in intensity.  The pain was relieved by taking rest.  There was no associated color change of the skin of the lower extremities.  On today’s visit, she was also complaining of left ankle swelling that was painful.  She denied any palpitations, dizziness, presyncope, or syncopal episodes.  She denied any varicose veins of the lower extremities.
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PAST MEDICAL HISTORY:  Significant for,
1. Hypertension.

2. Hypercholesterolemia.

3. Chronic stable coronary artery disease status post left heart catheterization done on January 5, 2012, which was followed by successful revascularization of the distal LAD in-stent restenosis with deployment of 2.25 x 24 mm ION drug-eluting stent with lesion reduction to 0% TIMI-3 flow.

4. Peripheral arterial disease status post peripheral angiogram done on October 19, 2011 that showed 30% in-stent restenosis of the right external iliac artery stent.  It also showed left external iliac had 90% stenosis and left common femoral artery had 70% stenosis just proximal to the bifurcation.

PAST SURGICAL HISTORY:  Significant for left heart catheterization and peripheral angiogram with angioplasties.

SOCIAL HISTORY:  The patient admits to smoking cigarette for about 40 years.  She has been smoking more than half a pack per day.  She denies drinking alcohol or using any kind of illicit drug.

FAMILY HISTORY:  Significant for hypertension in her sister and diabetes mellitus in almost every member of her family.

ALLERGIES:  NKDA.

CURRENT MEDICATIONS:
1. Plavix 75 mg q.d.

2. Metoprolol tartrate 50 mg b.i.d.

3. Metoclopramide 5 mg t.i.d.

4. Enalapril maleate 10 mg b.i.d.

5. Aspirin 325 mg q.d.

6. Sucralfate 1 g one tablet t.i.d.

7. Hydrocodone/acetaminophen 75/750 mg b.i.d.

8. Nitrostat 0.4 mg p.r.n.

9. Dicyclomine 10 mg b.i.d.

10. Isosorbide mononitrate 60 mg o.d.

11. Methimazole 10 mg q.d.
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PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, her blood pressure was 144/84 mmHg, pulse 51 bpm, weight 150 pounds, height 5 feet 7 inches, and BMI 23.5.  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.  Swollen left ankle joint.  +2 pulses bilateral.  5/5 muscle strength.
DIAGNOSTIC INVESTIGATIONS:

ABI: Done on June 14, 2012, that showed an ABI of 1.20 on the right side and an ABI of 1.03 on the left side.

PULMONARY FUNCTION TEST: Done on June 14, 2012, that showed FVC 58% of the predicted, FEV1 45% of the predicted, and FEV1/FVC ratio 77% of the predicted.
LAB CHEMISTRIES:  Done on December 17, 2012, that showed sodium 140, potassium 3.8, chloride 107, glucose 78, urea nitrogen 17, creatinine 1.0, calcium 8.6, and magnesium 2.1.

EKG: Done on March 15, 2012, that showed ventricular rate of 70 bpm.  It also showed possible anterior myocardial infarction.

2D ECHOCARDIOGRAPHY: Done on February 8, 2012, that showed an ejection fraction of 50-55% with moderate global hypokinesis of the left ventricular contractility.  It also showed mild concentric left ventricular hypertrophy, mild to moderate tricuspid regurgitation, and aortic root, which was dilated about 2.6 cm.

LEFT HEART CATHETERIZATION: Done on January 5, 2012, that showed LAD had distal 90% in-stent restenosis.  It was followed by successful revascularization of the distal LAD in-stent restenosis with deployment of 2.25 x 24 mm ION drug-eluting stent with lesion reduction down to 0% and TIMI-3 flow.
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PERIPHERAL ANGIOGRAM:  Done on October 19, 2011, that showed that right external iliac artery had a patent stent with 30% in-stent restenosis.  It also showed right superficial femoral artery was patent.  Left external iliac artery had a stenosis of 90% and left common femoral artery 70% stenosis just proximal to the bifurcation.
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 on January 5, 2012, that was followed by successful revascularization of the distal LAD in-stent restenosis with deployment of 2.25 x 24 mm ION drug-eluting stent with lesion reduction to 0% and TIMI-3 flow.  On today’s visit, the patient was complaining of exertional chest pain in the center of the chest after walking for less than one block.  She described the pain as pressure like sensation and she rated the pain 6/10 in intensity.  The pain was relieved by taking rest.  We have scheduled the patient for stress test to find out whether it is coronary artery disease as the cause of her chest pain and we also want to see the patency of the stent in the distal LAD.  As the patient has active wheezing on physical examination, we have scheduled the patient for Lexiscan nuclear stress test.  We will see the patient back on the followup 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 incase 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 less than one block, which was relieved by taking rest.  She denied any orthopnea or PND.  Her last 2D echocardiogram that was done on February 8, 2012, showed an ejection fraction of 50-55% with mild concentric left ventricular hypertrophy.  It also showed mild to moderate tricuspid regurgitation.  We have scheduled the patient again for 2D echocardiogram to rule out structural heart disease as the cause of her shortness of breath.  We have also scheduled the patient for BioZ to find out the cause of her shortness of breath.  Based on her long smoking history, we have also scheduled the patient for pulmonary function test to rule out pulmonary causes of her shortness of breath.  We will see the patient back on her followup visit with the test result and we will manage her accordingly.  Meanwhile, we have advised the patient to contact us as soon as possible in case of any worsening of her symptoms.
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3. LEFT ANKLE EDEMA:  On today’s visit, the patient was complaining of left ankle swelling that was painful.  On physical examination, we found left ankle that was swollen as compared to the right ankle.  We have scheduled the patient for venous plethysmography to find out the cause of her edema.  We will see the patient back on the followup visit with the test result and we will manage her accordingly.  Meanwhile, we have advised the patient to contact us as soon as possible in case of any worsening of her symptoms.

4. PERIPHERAL ARTERIAL DISEASE:  The patient also has a past medical history significant for peripheral arterial disease status post peripheral angiogram done on October 19, 2011, that showed that right external iliac artery had a patent stent with 30% in-stent restenosis.  It also showed that left external iliac artery had a stenosis of 90%.  Left common femoral artery had 70% stenosis just proximal to the bifurcation.  On today’s visit, the patient was complaining of lower extremity intermittent claudication Rutherford classification III after walking for less than half a block.  She described the pain as cramping in nature that was rated at 7/10 in intensity.  The pain was relieved by taking rest.  We have scheduled the patient for lower extremity segmental ABI to rule out peripheral vascular disease as the cause of her lower extremity intermittent claudication.  We have also scheduled the patient for arterial ultrasound of the lower extremity to see the graft scan.  Based on the results of the test, we will schedule the patient for peripheral angiogram to diagnose the peripheral arterial disease as the cause of her claudication and to see whether we need any intervention to treat her condition or not.  We will see the patient back on her followup visit with the test result and we will manage her accordingly.

5. HYPERTENSION:  On today’s visit, her blood pressure was 144/84 mmHg.  She is currently taking metoprolol tartrate and enalapril maleate for her high blood pressure.  We have advised her to continue her current medication and to adhere to strict low-salt and low-fat diet.  We will continue to monitor her blood pressure on her followup visit.
6. HYPERLIPIDEMIA:  The patient also has a past medical history significant for hyperlipidemia, but she is not currently taking any medication for her hyperlipidemia.  We have scheduled the patient for lipid profile testing and we will see her back on her followup visit with the test result and we will manage her accordingly.
June 24, 2013

RE:
Galleen Williams
Page 6
7. BASIC METABOLIC PROFILE:  As the patient came to our cardiology clinic today as a new consult with known past medical history significant for hypertension, hyperlipidemia, coronary artery disease, and peripheral arterial disease, we have scheduled the patient for basic metabolic profile.  We have scheduled the patient for CBC, chem-12, LFTs, TSH, and lipid profile.  We will see the patient back on her followup visit with the test result and we will manage her accordingly.

8. DNA DRUG SENSITIVITY TESTING:  That was done on December 22, 2011 to find out the sensitivity of drugs metabolized by CYP pathways and to aid in drug dosing.  It showed high warfarin sensitivity for VKORC1.  It also showed rapid metabolizer through CYP2C19 and normal metabolizer through CYP2C9.

Thank you very much for allowing us to participate in the care of Ms. Williams.  Our phone number has been provided for her to call for any questions or concerns at anytime.  We will see her back on her followup visit after one month or sooner if necessary.  Meanwhile, we have advised the patient to continue follow up with her primary care physician for the continuity of her healthcare.

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.
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