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CARDIAC CONSULTATION
History: This is a 35-year-old male patient who comes with a history of very high blood pressure noted in the urgent care on March 26, when he went there with the symptom of chest pressure, which was present for whole day and his initial blood pressure was 180/80 mmHg. The symptom of the chest pressure was accompanied by dizziness particularly on getting up and some shortness of breath. He denies having any radiation or any other accompanying features. The symptom started at rest and it continued for next 12 to 14 hours. No history of similar symptom prior to that and no history of similar symptom since then, but he does complain of increasing fatigue and tiredness. He states he walks 30 minutes a day five days a week, but he walks 15 minutes in the morning and 15 minutes in the evening plus he goes to gym for weights and treadmill three to five days a week. The days where he does not go to gym he would do his walking. Since that episode on March 26, with high blood pressure, he has been checking his blood pressure at home and the highest he has noted is the blood pressure of 156/53 mmHg. He also has a history of anxiety, depression and ADHD and he is being followed by a psychiatrist for two years. For his depression, he has followed the psychiatrist for five years.

He gives history of palpitations on exercise and as well as at stress when he is resting. History of occasional edema of feet. The high blood pressure has been present for one year on and off and same way hypercholesterolemia has been present for two years on and off. No history of upper respiratory tract infection. No history of bleeding tendency. No history of GI problem. No history of syncope.
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Personal History: He is 5 feet 11 inches tall. His weight is 229 pounds. He started losing weight about one year ago and since then, he has lost about 30-pound weight. His stress level has increased significantly for three years and particularly more in the last three months. He lost his weight by trying to lose weight and not with any medication. From the urgent care, he was prescribed hydroxyzine 25 mg at night for his relaxation. His other medicines are buspirone 15 mg twice a day, Prozac 60 mg once a day, and Vyvanse 40 mg a day plus he was given losartan 25 mg once a day and, since that episode in urgent care, his highest blood pressure recorded at home has been 156/53 mmHg. He is a program director, so his work is mostly deskwork.

Past History: History of hypertension for one year on and off. History of hypercholesterolemia for two years on and off. No history of diabetes, cerebrovascular accident, or myocardial infraction. No history of rheumatic fever, scarlet fever, tuberculosis, kidney or liver problem. History of bronchial asthma since the age of 12 years, but it is under good control.

Allergies: None.

Social History: He does not smoke. He does not take excessive amount of coffee or alcohol. Between the age of 27 and 30 years, he did use cocaine.

Family History: Father is alive at the age of 59 years and has diabetes. Mother is a 59-year-old and she has low blood pressure and diabetes.

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, 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 3/4. No carotid bruit. No obvious skin problem detected.
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Blood pressure in both superior extremity 124/76 mmHg.

Cardiovascular System Exam: PMI in the left fifth intercostal space within midclavicular line, normal in character. There is an ejection systolic click in the left lower parasternal area. No S3. S1 and S2 are normal. 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 grossly within normal limits.

EKG is normal sinus rhythm and within normal limit.

Analysis: This patient had a significant chest pressure with the uncontrolled hypertension and he continues to have some degree of shortness of breath on a higher level of exertion and he has been noticing increasing fatigue and tiredness. So, the patient is advised to do coronary calcium score and plan is to do echocardiogram to evaluate for any cardiovascular problem.

Initial Impression:
1. Prolonged chest pressure about a month ago.
2. Very high blood pressure that is blood pressure of 180/80 mmHg one month ago.
3. Recurrent palpitations with and without exercise.
4. Occasional edema of feet.
5. Shortness of breath on a higher level of exertion.
6. Hypertension for one year.
7. Hypercholesterolemia for two years.
8. History of bronchial asthma since the age of 12 years.
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9. History of depression, anxiety and ADHD.
10. History of cocaine use between the age of 27 and 30 years, but none since then.
The plan is to do coronary calcium score and echocardiogram to evaluate for palpitations, structural valve problem, and the symptom of heaviness raising the possibility of any valve abnormality. Also, he reports some shortness of breath and chest pressure and so plan is to rule out any significant cardiomyopathy; for example, ischemic cardiomyopathy or nonischemic cardiomyopathy.
Bipin Patadia, M.D.
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