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CARDIOLOGY CONSULTATION
January 24, 2013

Primary Care Phy:
Satinder K. Aggarwal, M.D.

10501 Telegraph Road, Suite #101

Taylor, MI 48180

Phone#:  313-295-7200

Fax#:  313-295-0009

RE:
JOSEPH BELLOK

DOB:
04/27/1956

CARDIOLOGY CLINIC NOTE
REASON FOR VISIT:  Followup.

Dear Colleagues:

We had the pleasure of seeing Mr. Bellok in our cardiology clinic today.  As you know, he is a very pleasant 56-year-old gentleman with a past medical history significant for hypertension, diabetes mellitus, hepatitis C, liver cirrhosis, and coronary artery disease.  He is status post left heart catheterization done in January 2010 with successful revascularization of the RCA with 5 x 20 mm bare-metal stent.  His past medical history is significant for peripheral arterial disease, most recent PA done on May 4, 2012, with successful revascularization of the left CFA and left SFA.  He has also been diagnosed with the pyoderma gangrenosum recently for which he is following up with the University of Michigan for treatment.  He is in our cardiology clinic today for a followup visit.

On today’s visit, he states that he is doing relatively well.  However, he has been complaining of occasional chest pain associated with exertion and associated with shortness of breath with activity.  He denies any orthopnea or paroxysmal nocturnal dyspnea.  He denies any palpitations, dizziness, presyncopal or syncopal attacks, or any episodes of sudden loss of consciousness.  He stated that he has been complaining of lower extremity pain with walking, at rest, and is associated with swelling.  He stated that his pain is mostly likely due to his pyoderma gangrenosum from which he had multiple non-healing ulcers and multiple bleeding sites.
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PAST MEDICAL HISTORY:
1. Hypertension.

2. Diabetes mellitus.

3. Coronary artery disease.

4. Peripheral arterial disease.

5. Pyoderma gangrenosum.

6. Hepatitic C.

7. Liver cirrhosis.

PAST SURGICAL HISTORY:

1. History of left heart catheterization done in January 2010 with successful revascularization and stenting of the right coronary artery with 5 x 20 mm bare-metal stent.

2. Peripheral angiography done on May 4, 2012 with successful revascularization of the left CFA and SFA.
3. Excision and débridement of bilateral ulcers on both of his lower extremities done on May 17, 2012.
SOCIAL HISTORY:  He has been smoking for many years, but he stated that he stopped smoking a few months ago.  He denies any alcohol or any recreational drug use.

FAMILY HISTORY:  Positive for coronary artery disease.

ALLERGIES:  No known drug allergies.

CURRENT MEDICATIONS:

1. Lyrica 150 mg daily.

2. Lopid 600 mg b.i.d.

3. Discontinuation of the hydrochlorothiazide.

4. Lopressor 100 mg b.i.d.

5. Doxycycline.

6. Aspirin 325 mg daily.

7. Claritin 10 mg daily.

8. Nitroglycerin p.r.n.

9. Bactrim 500 mg b.i.d.

10. Prednisone 10 mg.
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PHYSICAL EXAMINATION:  Vital signs:  On today’s visit, blood pressure is 155/77 mmHg, pulse is 98 bpm, weight is 222 pounds, and height is 6 feet, and BMI is 30.1.  General:  He 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 bilateral.  5/5 muscle strength.
DIAGNOSTIC INVESTIGATIONS:

PERIPHERAL ANGIOGRAPHY:  Done on May 4, 2012, showed on the right CFA has a 50‑70% stenosis and SFA had ostial stenosis of 70%.  Two to three-vessel runoff with CTO distally.  Final Impression:  Successful excisional atherectomy with additional PTA of the left common and superficial femoral artery with good angiographic success.

EKG:  Done on May 2, 2012, showed a ventricular rate of 69 bpm.  Overall, normal EKG and normal sinus rhythm.

LAB VALUES:  Done on May 23, 2012, showed sodium 135, potassium 4.5, chloride 99, carbon-dioxide 30, glucose 95, BUN 13, creatinine 4.8, calcium 8.6, magnesium 1.9, ALT 37, and AST 38.

CHEST X-RAY:  Done on May 13, 2012, showing mild cardiomegaly.  No evidence of congestive heart failure.  No evidence of pneumonia.

DUPLEX SCAN OF THE LOWER EXTREMITIES:  Done on May 20, 2012, showed no evidence of the DVT in the left lower extremity, prominent left inguinal lymph nodes.

ARTERIAL DOPPLER ULTRASOUND OF THE LOWER EXTREMITIES:  Done on December 13, 2011, shows moderate atherosclerotic plaque in the RCFA and RSFA proximally with velocity correlated to 30-49% stenosis.  Moderate atherosclerotic plaque is noted in the right DFA and left CFA with velocity correlate to 50-75% stenosis.
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Regular track noted throughout the rest of the arterial system with velocity correlate to less than 30% stenosis.  Monophasic waveforms throughout the artery correlate to moderate to severe PAD bilaterally.

2D ECHOCARDIOGRAPHY:  Done on October 10, 2011, shows an ejection fraction of 60‑65%.  The left atrium is mildly dilated.  Trace to mild mitral and tricuspid regurgitation.

STRESS TEST:  Done on August 17, 2011, shows a small fixed anterior defect and Lexiscan stress test was negative for coronary ischemia.

LEFT HEART CATHETERIZATION:  Done on January 22, 2010, showed an ejection fraction of 55% with normal left main and left circumflex.  Right coronary artery had an 80% focal lesion verified by intravascular ultrasound.  He underwent successful placement of 5 x 20 mm bare-metal stent.

LAB VALUES:  Done on June 24, 2012, showing hematocrit of 26, hemoglobin 8.4, and platelets 239,000, glucose 96, PT 10.6, PTT 47, and INR 1.0, sodium 132, potassium 4.5, chloride 100, BUN 13, GFR 95.

ASSESSMENT AND PLAN:

1. PERIPHERAL ARTERIAL DISEASE:  He is a known case of peripheral arterial disease and history of pyoderma gangrenosum with multiple ulcers on both his lower extremities, complicated.  He is status post peripheral angiography done on May 4, 2012, with successful revascularization of the left CFA and the left SFA.  On today’s visit, he stated that he has been complaining of occasional pain in his left lower extremity both at rest and on exertion.  At this time, we recommend to perform peripheral angiography to be done in the future and to be scheduled on August 17, 2013 and it should be via left groin for stages intervention of the right SFA.  He is to continue the same medication regimen at the time being and we will follow up with him closely.
2. CORONARY ARTERY DISEASE:  He is a known case of coronary artery disease.  He is status post left heart catheterization done in January 2010 with successful revascularization of the right coronary artery.  On today’s visit, he is stating that he has been complaining of occasional chest discomfort associated with shortness of breath with activity.  His most recent stress test was done in August 2011 and showed a small fixed anterior defect, otherwise negative for any coronary ischemia.
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At this time, we recommend to preform myocardial perfusion stress test in order to assess for any myocardial perfusion abnormality.  We will follow up with the results on the next followup visit.  He, in the meanwhile, should continue on the same medication regimen.
3. CONGESTIVE HEART FAILURE:  He is a known case of congestive heart failure, NYHA functional class II with ischemic etiology.  The most recent 2D echocardiogram showed an ejection fraction of 50‑55%. At the time being, we recommend him to continue the same medication regimen of beta-blocker, aspirin, and ACE inhibitor and continue to monitor him closely.
4. HYPERTENSION:  On today’s visit, his blood pressure was 192/78 mmHg, which is elevated.  We recommended him to continue same medication regimen of antihypertensive medication and adhere to a strict low-salt and low-fat diet.  We will continue to follow him closely on the next visit.
5. DIABETES MELLITUS:  He is to follow up with his primary care physician for tight glycemic control and to get HbA1c below 7%.
6. HYPERLIPIDEMIA:  He is to follow up with his primary care physician for lipid profile testing and frequent liver function test.
7. PYODERMA GANGRENOSUM:  He was recently diagnosed with pyoderma gangrenosum for which he is to follow up with University of Michigan.  He stated that he started treatment three weeks ago, but he states that he has no significant improvement in both of his lower extremities regarding the ulcer and the wound.  He is also following up regarding his hyperbaric chamber oxygen treatment.  At this time, we recommended to perform peripheral arterial angiography to be done on October for staged intervention for the right SFA and he is to follow up with the pain clinic for pain control.

8. CARDIO-PHARMACOGENOMICS:  DNA buccal swab to confirm genotypes and aid in dosing medication metabolized by the CYP450 pathway.
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Thank you very much for allowing us to participate in the care of Mr. Bellok.  Our phone number has been provided to him to call with any questions or concerns in the interim.  We will see him back in the clinic in two weeks or sooner if necessary.  In the meanwhile, he is to follow up with the primary care physician regularly.

Sincerely,

Hossam Alzubi, Medical Student

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

Anas Obeid, D.O.

AO/PR

DD:  01/25/13

DT:  01/25/13
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