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Patient:
Daniel Joseph Santoro
Date:
January 7, 2025
CARDIAC CONSULTATION
History: On January 7, 2025, he was seen in consultation. Prior to that on January 2, 2025, he was seen in San Antonio Regional Hospital Emergency Room for chest pain and elevated blood pressure. In the emergency room, it was felt that his symptoms were atypical and he was then discharged home with the losartan 50 mg p.o. twice a day which for few days did not make any difference. So, he has come for evaluation. The consult date is January 7, 2025.
For three months, he has noticed upper chest discomfort which is felt all across the chest and is mild in nature. In the last few weeks, he has noticed the symptom everyday and this symptom may last for 12-24 hours. This chest discomfort then gradually subsides. There are days where he does not have this chest pain or chest discomfort and there are days where they are mild in nature. He has noticed that since he is under stress for the last few months, both the symptom and blood pressure has been fluctuating type and not persistent for more than 24 hours. There are days where he had does not experience the chest discomfort and there are days where he experiences mild chest discomfort. In the last three months, he is also under increased stress and with that his symptom has fluctuated along with the fluctuating blood pressure.
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His chest discomfort occasionally radiates to the back. Approximately four days ago, he stopped taking caffeine. Prior to that, he was taking lot more caffeine either in the form of liquid with the higher concentration of caffeine.

Since he has stopped caffeine four days ago and for the last two days, he has been having headache.
He states his functional capacity is good. He does do some regular exercise at gym. He denies having dizziness, syncope, palpitation, cough with expectoration, or edema of feet. No history of any bleeding tendency or GI problem.
Personal History: He is under significant amount of stress in relation to his businesses. He states he is trying to get ride of some of his own businesses to decrease the level of stress. He goes to gym for the last 18 months regularly and he would exercise for 45-60 minutes.

He is 5’10” tall. His weight is 192 pounds. He has lost 6-pound weight in one year and he does do regular activity at work. He has four different companies which he takes care of. So, he is under more stress. He is trying to decrease his stress by getting weaned off some of his companies. For the last two days, he has noticed some problem with the balance. 
Approximately four months ago, he discontinued cardio exercises in the gym. Now, he is mostly doing body building type of exercise. 
Past History: History of hypertension for about four years, but he is on treatment for the last one year. No history of diabetes. No history of cerebrovascular accident or myocardial infarction. No history of hypercholesterolemia. No history of rheumatic fever, scarlet fever, tuberculosis, bronchial asthma, kidney or liver problem. 

Continued
Cardiac Consultation
RE: Daniel Joseph Santoro
January 7, 2025
Page 3
Allergies: None.

Social History: He does not smoke. He takes alcohol occasionally. He used to take four to five cups of coffee per day about four days ago; he decreased to two cups to none.
Family History: Father is alive at the age of 72 years and he has high blood pressure. Mother is alive at the age of 71 years and no medical problem. 
Physical Examination: On exam, the patient is alert, conscious, and cooperative. Pupils are equal and reactive to light. No pallor, cyanosis, or clubbing. No JVP, edema, calf tenderness, Homans sign, lymphadenopathy, or thyroid enlargement. The peripheral pulses are well felt and equal except both pedal pulses which are 3/4. No carotid bruit. No obvious skin problem detected.

Blood pressure in both superior extremities 140/94 mmHg.

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 systems are grossly within normal limits.

EKG: Normal sinus rhythm. Right axis deviation of +90-degree and right bundle branch block.
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Analysis: This patient has uncontrolled hypertension and he states he has increased his losartan to 50 mg twice a day, but blood pressure is still not controlled. So, plan is to add hydrochlorothiazide 12.5 mg p.o. once a day and amlodipine 5 mg p.o. h.s.
He was advised to follow low-salt, low-cholesterol, and low saturated fatty acid diet. He was asked to monitor his blood pressure at home and maintain records. He was advised to return to the office in one week with his blood pressure instrument and his blood pressure records. On January 2, 2025 when he was seen in emergency room, they sent him home with the losartan 50 mg p.o. once a day plus lorazepam 1 mg p.o. once a day p.r.n.
The patient was also advised coronary calcium score and he was advised incentive spirometer which he refused. The patient and his wife understood various suggestions well and they had no further questions.
The Initial Impression:

1. Chest pain. Clinically appears to be noncardiac.

2. Hypertension, not controlled.
3. Stress.

4. Headache two days ago after stopping caffeine.

Bipin Patadia, M.D.
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