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Patient:
Candie Delrosario
Date:
August 7, 2025
CARDIAC CONSULTATION
History: This is an 82-year-old female patient who was referred for management of hypertension because her recent blood pressure has been higher. The patient denies having any headache or any problem in relation to higher blood pressure. Her home blood pressure readings were good and blood pressure at home appears to be under good control.
She gives history of shortness of breath on walking half to one block and climbing one flight of stairs at a slower pace. She walks with the cane because she is somewhat unsteady and she has a balance problem. No history of chest pain, chest tightness, chest heaviness or chest discomfort. History of edema of feet, but mostly while in the plane. No history of any dizziness or syncope. No history of palpitation or bleeding tendency. No history of any G.I. problem.
Past History: History of hypertension for 10 years. History of hyponatremia. No history of diabetes. History of hypercholesterolemia. History of urinary tract infection four weeks ago for which she was on treatment for seven days. History of upper respiratory tract infection on July 18, 2025, when she came back from Philippines. No history of cerebrovascular accident or myocardial infarction. No history of rheumatic fever, scarlet fever, tuberculosis, bronchial asthma, kidney or liver problem. History of goiter surgery in the past and history of Hashimoto’s disease in the past.
Allergies: She claims to be allergic to IODINE. She had a severe anaphylactic reaction to CONTRAST AGENT while in Philippines. She was intubated and she was in ICU for a few days.
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Family History: Nothing contributory.
Social History: She does not smoke. She does not take excessive amount of coffee or alcohol.

Personal History: She is 5 feet 2 inches tall and her weight is 151 pounds.
Physical Examination: On exam, the patient is alert, conscious, and cooperative. Pupils equal and react to the light. They react somewhat slowly to the 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 dorsalis pedis, which are 4/4 and both posterior tibial not palpable. No carotid bruit. No obvious skin problem detected.
The blood pressure in both superior extremity is 150/70 mmHg.

Cardiovascular System Exam: PMI cannot be localized. S1 and S2 are normal. There is an ejection systolic murmur 2-3/6 in the aortic area with an ejection systolic click and the same murmur is heard at the apex and along the left parasternal border area. This murmur may be due to aortic stenosis though possibility of mitral regurg cannot be ruled out. No S3. There is 1+ S4. No other 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 EKG is within normal limits. The patient had a blood test on July 21, 2025, and it showed the sodium of 129 mEq/L. The patient’s EKG shows normal sinus rhythm and within normal limits. Review of the patient’s blood pressure at home shows very well-controlled blood pressure, so mild rise in blood pressure in the office is maybe due to white-coat hypertension.
In view of possibility of aortic stenosis, plan is to request an echocardiogram and also the patient is advised to consider doing the coronary calcium score to evaluate for any significant coronary artery disease. The patient’s shortness of breath may be due to myocardial ischemia.
For hyponatremia, the patient was advised to decrease the fluid intake. The patient was advised to avoid the use of meloxicam. She was explained that it belongs to NSAIDs and the patient was explained the potential significant adverse effects of this group of drugs. She was advised that if possible she should have two to three days drug holiday or some time to replace the meloxicam with Tylenol for the relief of symptoms. The patient’s daughter who is a retired RN was present during the discussion.
Initial Impression:

1. Shortness of breath on mild activity.
2. Hypertension for 10 years.
3. Hyponatremia.
4. Aortic stenosis. Clinically may be significant.
5. Possible mitral regurgitation.

6. History of severe anaphylactic reaction to iodine contrast agent.
7. History of urinary tract infection four weeks ago.
8. History of upper respiratory tract infection about three weeks ago.
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