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Patient:
Verona Brian

Date:
January 25, 2023

CARDIAC CONSULTATION
History: He is a 65-year-old male patient who has hypertension since 2008 and he has noticed that his blood pressure is not well controlled for the last 6-12 months. So he has come for evaluation and management of his hypertension. He denies having any chest pain, chest tightness, chest heaviness, or chest discomfort. He states if he is asked to walk he can walk two to three miles and he generally walks that distance in 45-60 minutes five days a week plus he does push ups 200 to 250 times a day on alternate days. When he walks his heart rate is to go up to 135-140 beats per minute but now with the same distance walking at the same speed his heart rate is 115 to 120 beats per minute.

No history of dizziness or syncope other than about one year ago when he had a COVID-19. At that time I was sitting on eating table and suddenly he had syncope with loss of consciousness and he hit his head on the tile and that time he realized that something has happened. He was seen in the emergency room treated and discharged on the same day. He states that one year ago he probably had a COVID-19 Delta variant and about three months ago he had a COVID-19 with Omicron variant.

No history of palpitation, cough with expectoration, edema of feet or bleeding tendency. No history of GI problem.

Past History: In 2008 he was hospitalized for one day for management of very high blood pressure. He thinks his blood pressure at that time was 170-180/100 mmHg. No history of diabetes. No history of cerebrovascular accident or myocardial infarction. He is on statin medicine for high cholesterol. No history of rheumatic fever, Scarlet fever, tuberculosis, bronchial asthma, kidney or liver problem.
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Personal History: He is 5’11” tall and his weight is 201 pounds. He does drilling and blasting job, which are physical work.

Social History: He takes about one ounce of whisky a day; otherwise no other alcoholic beverages. He quit smoking in 2000 and prior to that he smoked one and half pack a day for 30 years. He takes about one or two cups of coffee per day.

Allergies: None.

Family History: Father died at the age of 89 due to renal failure. Mother died at the age of 54 due to cerebrovascular accident. One sister who is 70-year-old has hypertension and one brother who is 67-year-old has hypertension.

Physical Examination: On exam, the patient is alert, conscious, and cooperative. Pupils are equal and react to the light. No pallor, cyanosis or clubbing. No JVP, edema, cough, tenderness, Homans sign, lymphadenopathy or thyroid enlargement. The peripheral pulses are well felt and equal except both dorsalis pedis 1-2/4 and both posterior tibial 2-3/4. No carotid bruit. No obvious skin problem detected.

The blood pressure in right superior extremity in sitting position 160/94 mmHg and in left extremity is 166/94 mmHg. In supine position blood pressure in right superior extremity and in right lower extremity is 156 mmHg systolic pressure.

Cardiovascular System Exam: PMI cannot be localized. S1 and S2 are normal. There is 1+ S4. No S3 or any significant heart murmur noted.

Respiratory System Exam: Air entry is equal on both sides. There are no rales or rhonchi.

Alimentary System Exam: There is no organomegaly. There is no guarding or rigidity.
CNS Exam: No gross focal neurological deficit noted.
The other system is grossly within normal limit.
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The EKG shows normal sinus rhythm and it is within normal limits.

Analysis: The patient has significantly high blood pressure which is not controlled with present medication. The patient is advised low salt, low cholesterol and low saturated fatty acid diet. He is advised to monitor his blood pressure at home and bring his blood pressure instrument at the time of next visit. The patient was advised to stop amlodipine and benazepril.

He was advised to take nifedipine XL 30 mg p.o h.s. He was also given Benicar with hydrochlorothiazide 40/12.5 mg one tablet p.o. once a day. He was advised to continue carvedilol 12.5 mg p.o. b.i.d. On his own he has not taken atorvastatin 10 mg p.o. h.s. So he was advised to do lipid panel next week and then decision will be made about the statin.

Face-to-face more than 70 minutes were spent in clinical evaluation, discussion of his medical problem and proper technique of recording blood pressure at home plus pros and cons of various medication and future management plan depending on the response to the treatment. He understood various suggestions well and he had no further question.

Initial Impression:
1. Accelerated hypertension.

2. Hypercholesterolemia.

3. Syncope due to COVID-19 infection one year ago.

4. History of smoking one and half pack a day for 30 years, but he quit smoking 16 years ago.
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