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CARDIAC CONSULTATION
History: He is a 63-year-old male patient who comes with a history of left inguinal hernia, which has been painful for the last few weeks, and he would like to consider surgery for this medical problems. So, he came here for preoperative evaluation.

He states if he is asked to walk he can walk about half a mile and climb one to two flights of stairs and then he will become short of breath with feeling of heaviness in the chest. He also states that when he tried to walk more than half a mile he would have more pain in the hernia area. No history of dizziness or syncope. No history of chest pain, chest tightness, chest heaviness, or chest discomfort. No history of any bleeding tendency. No history of palpitation or cough with expectoration. No history of any GI problem for example peptic ulcer disease or hiatal hernia.

Past History: History of hypertension for 10 years and generally blood pressure is controlled. No history of diabetes, cerebrovascular accident or myocardial infarction, history of mild hypercholesterolemia. No history of rheumatic fever, history of scarlet fever during childhood. No history of tuberculosis, bronchial asthma, kidney, or liver problem.

History of scarlet fever during childhood and history of hepatitis C diagnosed 20 years ago and he was treated with medication, which practically cured him.
Allergy: None.
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Social History: He takes about three cups of coffee per day. He does not smoke. He states when he was young, he used to consume excessive amount of alcohol for example between the age of 20-25 years and as well as between the age of 30-50 years.

Family History: Father died due to myocardial infarction at the age of 51 years. Mother died at the age of 80 years due to heart failure. She had a history of bioprosthetic valve and atrial fibrillation. One brother who is 65-year-old has diabetes. He is alive.

Personal History: He is 5’6” tall and his weight is 216 pounds. December 2020, he had a COVID-19 infection total of 10 days he stayed home. He was significantly sick for two days and he spends next eight days at home, but then he recovered. Since then at times he has a wheezing.

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 pedal pulses, which is not palpable. Right posterior tibial 2/4 and left posterior tibial 1/4. No carotid bruit. No obvious skin problem detected.

The blood pressure in both superior extremities 160/84 mmHg. 10 minutes later blood pressure was 154/84 mmHg. The patient claims that his blood pressure is well controlled at home.

Cardiovascular System Exam: PMI cannot be localized. S1 and S2 are normal. No S3. No S4. There is ejection systolic murmur 2/6 in the mitral area.

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

Alimentary System Exam: There is no guarding or rigidity.

CNS Exam: No gross focal neurological deficit noted.
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The other system is grossly within normal limit.

The EKG normal sinus rhythm with PAC. There is mild T-wave inversion in lead V3 to V5, which suggest anterior wall ischemia.

Analysis: This patient’s functional capacity is limited because of the inability to walk more due to left inguinal area pain and symptom.

The patient was advised to do coronary calcium score. Pros and cons were explained to the patient in detail, which he understood well and he agreed. Plan is to also request echocardiogram in view of his shortness of breath on walking half a mild or less with other risk factor of hypertension which is not well controlled and hypercholesterolemia. His functional capacity is limited and in view of EKG findings of anterior wall ischemia, plan is to do IV Lexiscan and Cardiolite scan. Also, do request the echocardiogram to evaluate for any cardiomyopathy in view of shortness of breath on walking short distance and he has history of some persistent lung problem after COVID-19 so that evaluation could also be done for any pulmonary hypertension. Plan is to request the authorization from his health plan and depending on the results of the workup further management will be planned.

The face-to-face more than 70 minutes were spent in clinical evaluation, discussion of initial impression and plans for various workup and future management depending on the results of the workup which he understood well and then he agreed.

Initial Impression:
1. Progressive shortness of breath on mild exertion.

2. EKG changes possible anterior wall ischemia.

3. Hypertension for 10 years not well controlled.

4. Left groin hernia.

5. History of hepatitis C 20 years ago and treatment with one medication has cured him of hepatitis C.

6. Hypercholesterolemia.
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7. Past history of scarlet fever during childhood.

8. History of COVID-19 infection December 2020 and since then at times having wheezing.

9. History of hepatitis C 20 years ago and now he is cured.

Bipin Patadia, M.D.
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