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July 5, 2022

CARDIAC CONSULTATION
History: This is a 64-year-old male patient who is very active but now comes with a history of fatigue, tiredness, and feeling exhausted at the end of the daily work for last one to two months and recently symptom has become somewhat more. He can run about 1 to 2 mile a day and on the other days he can do bike for about 30 miles and he does this about four to five days a week. But about year ago, he was able to do significantly more so he thinks his functional capacity has decreased by about 50%. He also notices edema of feet, which is mild at times. No history of chest pain, chest discomfort, chest tightness, or chest heaviness. History of dizziness at times with the change of position. No history of syncope. No history of any upper respiratory tract infection, palpitation, or GI problem. No history of bleeding tendency. He does give history of dry cough and he thinks because he has been taking benazepril for longtime. He would like to consider taking ARB instead of ACE inhibitor.
Past History: History of hypertension, but his blood pressure is generally controlled. No history of diabetes, cerebrovascular accident, myocardial infarction, or hypercholesterolemia. No history of rheumatic fever, scarlet fever, tuberculosis, bronchial asthma, kidney, or liver problem.
Allergies: None.

Social History: Does not smoke and does not take excessive amount of coffee.

Family History: Nothing contributory.
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Personal History: He is 6 feet 2 inch tall. He is not overweight. He is a RN in the coronary care unit and he remains active. He takes Cialis 5 mg once a day and generally he takes them on a two consecutive day but roughly about once every two weeks. His other medicines are benazepril/hydrochlorothiazide 20/12.5 mg once a day and baby aspirin 81 mg p.o. once a day. He takes Protonix, Pepcid, and baby aspirin 81 mg p.o. once a day.
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 1/4 and both posterior tibial 3/4. No carotid bruit. No obvious skin problem detected.
The blood pressure in both superior extremities 110/72 mmHg.

Cardiovascular System Exam: PMI cannot be localized. S1 and S2 are normal. There is ejection systolic click and 2/6 ejection systolic murmur in the left lower parasternal area, which may suggest mitral valve prolapse and mitral regurgitation. No S3, no S4 and no other 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 limit.

EKG sinus bradycardia with the heart rate 46 bpm and first degree AV block with PR interval 0.20 seconds.
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Analysis: In view of his recent history of fatigue, tiredness, and decreased functional capacity, plan is to request the patient to do coronary calcium score to evaluate for coronary artery disease and in the meantime plan is to consider doing stress test to evaluate for his functional capacity plus echocardiogram to evaluate for mitral regurgitation, mitral valve prolapse, and ascending aorta dilatation.
Initial Impression:
1. Shortness of breath on moderate exertion with recent decrease in functional capacity by 50% over one year.
2. Hypertension.
3. Dizziness with postural changes.
4. Possible mitral valve prolapse and mitral regurgitation.
5. History of mild ascending aorta dilatation.
Face-to-face more than 60 minutes were spent in consultation, discussion of finding and the workup plus the mechanism of action of ARB drugs, which he understood well and agreed. He was told that future management will depend on his clinical course and the results of the workup.
Bipin Patadia, M.D.
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