-----Original Message-----
From: Primary Care [mailto:PRIMARYCARE@LISTSERV.IHS.GOV] On Behalf Of Thompson, Chad C. (NNMC)
Sent: Friday, March 03, 2006 9:55 AM
To: PRIMARYCARE@LISTSERV.IHS.GOV
Subject: Re: Cardiology Issues for Primary Care Providers
I am a family physician at Northern Navajo Medical Center in Shiprock, NM. 

In response to Dr. Galloway's inquiry into improving the management of CAD, I wanted to share the standardized inpatient orders which I created for our patients admitted with a diagnosis of acute coronary syndrome.  

Standardized admit orders reduce order-writing errors and create efficient delivery of standards of medical care.  Feel free to modify them for your use.  The orders currently do not include an ACE-I within the orders but it is something our dept. is considering adding.

Dr. Chad Thompson  

-----Original Message-----

From: Primary Care [mailto:PRIMARYCARE@LISTSERV.IHS.GOV]On Behalf Of

Galloway, James

Sent: Thursday, March 02, 2006 1:06 PM

To: PRIMARYCARE@LISTSERV.IHS.GOV

Subject: Re: Cardiology Issues for Primary Care Providers

Dear Friends and Colleagues:

As discussion on our CAD case has calmed down a bit, I thought I might ask a general question on your thoughts  regarding how we can improve the quality of cardiovascular care and prevention we deliver at our local sites. What are our optimal interventions? In my mind, systemic implementation of standard guidelines would be an optimal intervention but this is difficult within our facilities. Can you share your thoughts, experiences and wisdom with the rest of us? 

Thank you

Warm regards,

Jim

James M. Galloway, M.D., F.A.C.P., F.A.C.C.

Director, Native American Cardiology Program 

CAPT., U.S. Public Health Service

Associate Professor of Clinical Medicine

Associate Professor of Public Health

University of Arizona

Senior Cardiologist 

Indian Health Service

Flagstaff  Office  (928) 214-3920

Tucson Office     (520) 694-7000

Program web page: <http://www.ihs.gov/medicalprograms/cardiology/card/index.cfm>

-----Original Message-----

From: Primary Care [mailto:PRIMARYCARE@LISTSERV.IHS.GOV]On Behalf Of

Placide, Frances (CIHA)

Sent: Sunday, February 19, 2006 8:26 PM

To: PRIMARYCARE@LISTSERV.IHS.GOV

Subject: Re: Cardiology Issues for Primary Care Providers

Thank you for this case

1) 1 of the most important questions would be if the chest pain was occurring during the present visit.  If so, I would transfer him to the ER for Cardiac work-up and monitoring.  If no current chest pain  and it had been several days since last episode, I would get EKG in the office and request stress test ASAP- next day preferably.  If he was not CHS eligible I would make the same management decision and present the importance of the workup to patient.  It would be important to try and tease out if this chest pain was cardiac or digest-related based on  hx, however given his risk factors I would still want to r/o cardiac origin further.

2) In light of his Risk factors CRP  would not change my initial management.

3) I would modify his medication management by starting a statin (Simvastatin 20mg) to reduce LDL to 70-100;  Until we ruled out cardiac failure I would not increase Metformin but consider adding a glitazone to improve glycemic control initially; Increase Lisinopril to 40mg daily.  

I appreciate the opportunity to read everyones' thoughts and share my own.

France Placide

Cherokee, NC

________________________________

From: Primary Care on behalf of Murphy, Neil

Sent: Wed 2/15/2006 5:02 PM

To: PRIMARYCARE@LISTSERV.IHS.GOV

Subject: Cardiology Issues for Primary Care Providers

Greetings, my friends and colleagues:

History:

A 62 year old diabetic, hypertensive Navajo gentleman arrives in your clinic waiting room and is ushered into your office. Through a translator, he complains that, in addition to the fatigue he has been feeling, the bloating feeling he gets with the blue pill and the right knee pain that occurs when he works hard, he has also noticed an unusual feeling in his lower chest at rest and with exertion, although at times it may worsen with meals. 

His answers related to precipitating factors and duration of episode through a translator are confusing and seem to change with each time asked. However, you have a sense that this has been going on 'for a while' (probably months as best you can tell) and last somewhat less than a day. He denies any pleuritic component to the pain and has never had anything like this before. 

His current meds include one 81 mg aspirin daily, metformin 500 twice daily, lisinopril 20 daily.  You look in the chart and he has an LDL of 108 and a HgbA1c of 8.0 and a current BP of 138/84. 

Questions:

-What, in your opinion, is the most important question that was not asked in the above history? 

-How would you proceed to evaluate this patient at your facilty?

-Do you think a CRP would be particularly helpful? Why or why not?

-Would your approach be different if the patient was not CHS eligible?

-How would you modify this patient's medications for optimal CVD prevention?

Please let us know your thoughts at 

PRIMARYCARE@LISTSERV.IHS.GOV

Regards,

Jim

James Galloway, MD

Director, Director, Native American Cardiology Program

Full Cardiology Discussion Introduction with online resources

http://www.ihs.gov/MedicalPrograms/MCH/F/documents/CardioQuest21006.doc

If you want to Unsubscribe from listserv for this discussion, go here

http://www.ihs.gov/cio/listserver/index.cfm?module=list&option=list&num=46&startrow=51

or

Contact Neil directly at nmurphy@scf.cc (don't respond to this listserv message to unsubscribe)

If you want to encourage a colleague or two to join in, they can Subscribe to the listserv here

http://www.ihs.gov/cio/listserver/index.cfm?module=list&option=list&num=46&startrow=51

or

Contact Neil directly at nmurphy@scf.cc (don't respond to this listserv message to Subscribe)

