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June 20, 2022
CARDIAC CONSULTATION
History: He is a 57-year-old male patient who comes with a history of dry cough for last few months, which is mostly at night or when he is trying to go to bed. It is dry cough and he is not short of breath. He states this wife has noticed that he is snoring. He states that he walks 3 to 4 miles a day five days a week and he can climb four flights of stairs without getting short of breath. No history of chest pain, chest discomfort, chest tightness, or chest heaviness. No history of dizziness or syncope. No history of palpitation or cough with expectoration. No history of edema of feet. No history of bleeding tendency or a GI problem.

Past History: No history of hypertension. No history of diabetes, cerebrovascular accident, or myocardial infarction. History of hypercholesterolemia, but it is mild, so he is not on any treatment. Recently his medication was discontinued because total cholesterol was in the range of 180-190 mg%. No history of rheumatic fever, scarlet fever, tuberculosis, bronchial asthma or kidney problem.

Personal History: He is 6’1” tall. His weight is 263 pounds. He has a construction company, but his work is mostly desk work.

Allergy: None.

Social History: Nothing contributory. His father and mother smoked heavily, so he was exposed to second hand smoke till the age of 18. He does not smoke. He never smoked. He does not take excessive amount of coffee or alcohol.
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Family History: Father died at the age of 80 years old approximately six months after the heart valve surgery. He was a heavy smoker. Mother died at the age of 86 due to cancer and she was a heavy smoker. So, he has an increase exposure to second hand smoke till the age of 18 years.

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, Homan’s sign, lymphadenopathy, or thyroid enlargement. The peripheral pulses are well felt and equal except both dorsalis pedis 1/4 and both posterior tibial 4/4. No carotid bruit. No obvious skin problem detected.

The blood pressure in both superior extremities 130/90 mmHg.

Cardiovascular System Exam: PMI cannot be localized. S1 and S2 are normal. There is no S3. There is no S4. No significant heart murmur noted other than in the left lower parasternal area. There is an ejection systolic click and ejection systolic murmur 2/6 in the left lower parasternal area.

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 system is grossly within normal limit.

The EKG shows normal sinus rhythm. Incomplete right bundle branch block pattern. On June 5, 2022, LDL is 103 mg%.

Analysis: The etiology of his dry cough is unclear. He is not on any ACE inhibitor or ARB. His blood pressure is mildly high. His cough happens in supine positions are likely etiology is not cardiac.
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In view of his age, with mild hypercholesterolemia and exposure to second hand smoke till the age of 18 years. The patient was advised to do coronary calcium score. Pros and cons were explained in detail, which he understood and agreed. He had no further questions. For his mild stage I hypertension, the patient is advised to lose some weight and decrease the salt in the diet. He was then advised to monitor his blood pressure at home and bring his blood pressure next time in the office so it can be evaluated. The treatment about the cholesterol level will be decided after the report of the coronary calcium score. He was advised to see sleep doctor to evaluate for any obstructive sleep apnea. In view of clinical findings which may raise the possibility of mitral valve prolapse and mitral regurgitation plus, he being tall, plan is to request echocardiogram to evaluate for mitral valve prolapse, mitral regurgitation, and ascending aorta aneurysm. The patient understood various suggestions well and he had no further questions.

Face to face more than 70 minutes was spent in clinical evaluation, discussion of his symptom and initial findings plus pros and cons of workup. Also, he was told that depending on the results of the workup further management will be planned. In the meantime, he was advised to consult sleep doctor.

Initial Impression:
1. Mild hypertension.

2. History of hypercholesteremia.
3. Moderate degree of obesity.
4. Possible mitral valve prolapse and mitral regurgitation.
5. Evaluate for dilated ascending aorta.
6. Hypothyroidism.
7. History of thyroiditis.
8. History of dry cough.
9. Probable obstructive sleep apnea.
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