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Patient Information

Patient: Patient ID: M-20191021 Birth Date: 2019-10-21

Age: 5Y Weight (kg) 36.654999 Modalities: US DOC

Patient Species: CANINE Patient Breed: BOXER Gender: M ALTERED

Study Description: CARDIAC Study Date: 2024-11-11 Study Time: 12:24:33

Referring Physician: Sedation: No Anesthesia: No

Requester

Institution: Imaging4Pets Submit Date: 2024-11-11 19:32:29 UTC

Report By: Billing Code: Echo

Annotated Images Requested: No Request Priority: Normal

History

Reason for Exam
    Echo for possible DCM
History and Concurrent Illness
    Heart murmur, cardiomegaly, chagas positive (low titer 10/8/24) and then negative for Chagas (10/31/24). Super depressed on 10/8/24, heart murmur 4/6 with gallop rhythm. Suspect 
chagas or DCM. Was on grain free diet for about 6 months about a year ago. Responding to lasix/enalapril.
Differentials
  DCM/Chagas

Chagas positive (low titer 1:20 on 10/8/24)
Chagas negative (10/31/24)

Lasix 80mg 1 t po bid since 10/8/24
Enalapril 10mg 1 t po bid since 10/8/24

Findings

Echocardiography:  An echocardiographic study consisting of 2D, M-mode, and Doppler imaging (stills and cine loops) was submitted. The following 2D measurements were made from the 
images provided and left sided chamber diameters were normalized to the reported body weight: IVSd=0.691cm, LVPWd=0.661cm, LVIDd=3.641cm, normalized LVIDd=1.88, 
LVIDs=1.785cm, normalized LVIDs=0.78, LAd(short-axis)=3.0cm, Aod(short-axis)=1.651cm, LA/Ao(short-axis)=1.82, LAd(long-axis)=3.642cm, normalized LAd=1.90. 

The left atrium is moderately enlarged in size. The left ventricle is severely enlarged in size with normal wall thickness and markedly reduced systolic function (ie myocardial failure). The mitral 
inflow pattern is suggestive of diastolic dysfunction (restrictive pattern; E/A=3, E=1.14m/sec, A=0.38m/sec) and estimated filling pressures are increased. The right atrium and ventricles are 
normal in size subjectively. The mitral valve appears normal but there is mild mitral regurgitation. The tricuspid valve appears normal and there is mild tricuspid regurgitation. The aortic valve 
appears normal with intermittent trace regurgitation noted. The left ventricular outflow tract velocities are normal. The pulmonic valve appears normal with no regurgitation observed. The right 
ventricular outflow tract velocities are normal. The aortic root, main pulmonary artery, and right pulmonary artery branch appeared normal. No pericardial effusion or intracardiac masses are 
identified. The ECG showed frequent ventricular premature complexes (VPCs) occurring as singlets and occasionally couplets. Occasional atrial premature complexes are suspected as well.

Impressions

Findings are consistent with either advanced dilated cardiomyopathy (DCM) with secondary arrhythmias or advanced arrhythmogenic right ventricular cardiomyopathy (ARVC) with secondary 
left ventricular enlargement and myocardial failure.  There is frequent ventricular ectopy and suspected occasional atrial ectopic complexes as well. This patient is at an increased risk of 
recurrent congestive heart failure, worsening of arrhythmias, or sudden death.

Heart disease can increase the risk of anesthetic complications and elective anesthesia is no longer advised.

Recommendations

Recommend blood pressure evaluation, a chemistry/electrolyte panel, and chest radiographs if not recently performed.  A Holter monitor is advised to better evaluate the frequency and 
complexity of the arrhythmias, better determine if anti-arrhythmic therapy is warranted, and to serve as a baseline to evaluate efficacy or worsening of arrhythmias if anti-arhythmic therapy is 
started.  If Holter is declined, I would recommend therapy with mexiletine (200mg PO TID with food) with a recheck ECG in 1 week to evaluate response.  Mexiletine can cause GI upset 
(nausea/vomiting) and should not be given on an empty stomach but rather with a meal.

Recommend continuing furosemide as prescribed. Therapy with pimobendan (0.3 mg/kg PO BID) is advised.  If non-azotemic, I would suggest increasing enalapril to ~0.5 mg/kg PO BID and 
adding spironolactone (1-2 mg/kg PO BID).  A recheck renal/electrolyte panel is recommended after 1 week of therapy to ensure tolerance to medications and then every 3-4 months 
thereafter.

Moderate salt restriction may also be helpful at this stage as long as the diet remains palatable. This includes avoiding high-sodium treats and foods such as high-salt broths, processed 
meats/cheeses, jerky treats, hot dogs, and semi-soft treats and foods. I recommend a diet with a sodium content of < 80 mg/100 kcal. If interested, further information on moderate sodium 
restricted diets for dogs with cardiac disease can be found at: https://tufts.app.box.com/v/vet-hs-low-sodm-diet-dog

Recommend owners monitor resting/sleeping respiratory rates daily as this is the single best predictor of early congestive heart failure. Normal rates are < 20-30 breaths/min. A progressive 
increase or a rate > 40 breaths/min is suggestive of early decompensation and would warrant re-evaluation with chest radiographs and possibly adjustment of diuretic therapy. Clients can use 
the free smart phone app Cardalis (available on Iphone and Android) for logging resting respiratory rates.

A recheck echocardiogram is recommended in 6 months to monitor disease progression.
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