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February 24, 2023

CARDIAC CONSULTATION
History: He is a 50-year-old gentleman who comes with a history of shortness of breath on minimal activity plus hypertension not well controlled and recent diagnosis of congestive heart failure.

The patient has been a pilot for a small regional airlines. His height is 6’1” and his weight is 470 pounds. He has gained about 20-pound weight in the last one year. So far, he has not been successful in losing weight other than may be two to three pounds which may be because of the diuretic treatment given for his diagnosis of congestive heart failure.

The patient gets shortness of breath on minimal activity even probably walking 100-200 feet though he claims that he would get short of breath on walking about 500-700 feet. No history of any chest pain, chest discomfort, chest tightness or chest heaviness. No history of dizziness or syncope. No history of palpitation or cough with expectoration except recently he has some dry cough. History of edema of feet in the past, but with the diuretic treatment his edema is better. No history of bleeding tendency or a GI problem.

Past History: History of hypertension for 10 years and he has not been well controlled. Diabetes for two months. History of hypercholesterolemia and he is on statin medication. No history of any previous cerebrovascular accident or myocardial infarction. No history of rheumatic fever, scarlet fever, tuberculosis, bronchial asthma, kidney or liver problem. Past history of gout, history of anemia, history of chronic kidney disease grade III and severe obesity for sometime. He states he has been diagnosed with possible glaucoma and nuclear sclerosis.
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Allergies: None.

Family History: Father died at the age of 49 years due to cancer. Mother died at the age of 77 years due to congestive heart failure.

Social History: He smoked one and half packs a day for 20 years. For the last five years, he was vaping. He was vaping heavily for the last five years and he quit vaping three months ago. He does not take excessive amount of alcohol or coffee.

Physical Examination: On exam, the patient is alert, conscious, and cooperative. Pupils are equal and react to the light. No pallor, cyanosis or clubbing. JVP cannot be evaluated. There is minimal edema of the feet. No calf tenderness, Homans sign, lymphadenopathy or thyroid enlargement. The peripheral pulses are well felt and equal except both dorsalis pedis 2/4 and both posterior tibial 1/4. No carotid bruit. No obvious skin problem detected.

The blood pressure in right superior extremity 120/84 mmHg and in the left superior extremity 124/84 mmHg. Few minutes later, right wrist systolic pressure was 116 mmHg and left wrist systolic pressure 120 mmHg.

Cardiovascular System Exam: PMI cannot be localized. S1 and S2 are normal. No definite S3. No S4. No 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 systems are grossly within normal limits.
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The last blood test the patient had was on 01/09/2023, with hemoglobin 10.7 g%. LDL 65 mg% on 05/16/2022. His BNP is 150 pg/mL and last uric acid on 12/27/2022 was 10.4 mg%. His SGPT on 12/27/2022 was 57 units/liter that was mildly elevated.

The EKG shows normal sinus rhythm and poor R-wave progression from V1 to V4, which could be due to lead placement or could be due to severe obesity and body habitus.

The patient was advised coronary calcium score by primary care physician, but due to his weight it could be not be done. The echocardiogram was done in Dr. Biegel’s office and it was reported as showing dilated left ventricle with normal ejection fraction at 60-65% and moderate degree of left ventricular hypertrophy was noted and it was read by Dr. Paliwal.

The patient is on Farxiga 5 mg once a day and he is on Entresto 24/26 one tablet a day.

Clinically, the patient’s blood pressure is controlled at this moment.

The patient was advised to continue same medication and bring bottles of medicine next visit, so once again it can be reconciled with his list of medication from primary care physician.

Initial Impression:
1. Shortness of breath on minimal exertion.

2. Diastolic congestive heart failure, which is compensated at present clinically.

3. Very severe obesity.

4. Resistant hypertension.

5. Diabetes mellitus type II.

6. Hypercholesterolemia.

7. Gout.

8. Anemia.

9. Chronic kidney disease grade III.

10. History suggestive of glaucoma and nuclear sclerosis of the eye.

Bipin Patadia, M.D.

BP: gg
