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CARDIAC CONSULTATION
History: She is a 57-year-old female patient who comes with the history of progressive shortness of breath over last one year. In December 2020, she had a COVID-19 infection. Since then, she has been noticing her functional capacity gradually decreasing. Prior to that, she was able to walk about 2 miles and she would do regular walking and run exercises six days a week. Recently, she has noticed her functional capacity has decreased by about 50% to approximately 1-mile walk and run. She says that at times if she will try to walk more she will have to stop take a rest and then go further. She makes attempt to at lease do 30 minutes of walk and run.
She gives history of mid and lower retrosternal chest pressure with she experiences at a frequency of about one or two episode per month and it generally happens at rest and under stress. Then symptom may last from few minutes to few hours but sometime what she has noticed that if she will start walking and do her regular activity her symptom would decrease and subside. There is no radiation and no accompanying features. The symptom is like chest pressure but at times it would radiate to the back where she will feel tightness. She also noticed that when her chest pressure stays longer like few hours sometime she would feel like crying and then see gets the relief of her symptom of chest pressure. No accompanying features like sweating, dizziness, or nausea.
She has past history of dizziness, at times with change of position, but no syncope. No history of palpitation or cough with expectoration. No history of bleeding tendency. No history of GI problem. History of palpitation at times but generally when she is anxious or under stressful situation.
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Past History: No history of hypertension. History of prediabetes. No history of cerebrovascular accident or myocardial infarction. History of hypercholesterolemia. No history of rheumatic fever, scarlet fever, tuberculosis, bronchial asthma, kidney or liver problem.
Allergies: She claims to be allergic to KEFLEX and KEFLEX family of antibiotics. She is also allergic to FISH.

On December 10, 2020, she was diagnosed to have COVID. On January 10, 2020, she had a palpitation, dizziness, and she was very pale when she was taken to the emergency room and subsequent workup done at Loma in the University Medical Center was negative as per the patient. She also has been diagnosed to have gastritis. She has history of fatty liver.

Social History: She does not smoke and does not take excessive amount of coffee or alcohol.

Family History: Nothing contributory.

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 left dorsalis pedis, which is 2/4 and other pedal pulses are 1/4. No carotid bruit. No obvious skin problem detected.

The blood pressure in both superior extremity 120/70 mmHg.

Cardiovascular System Exam: PMI in the left fifth intercostal space within midclavicular line, normal in character. S1 and S2 are normal. There is an ejection systolic click in the left lower parasternal area with 2/6 ejection systolic murmur, which is almost extending towards S2. No S3. No S4. No other significant heart murmur noted. This clinical finding raises the possibility of mitral regurgitation and mitral valve prolapse.

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

The EKG normal sinus rhythm and nonspecific T-wave changes in lead V2 and V3.

Personal History: She is 5’1” tall. Her weight is 135 pounds. She generally works in tax season and she tends to be anxious person.

Analysis: In view of patient having progressive shortness of breath with the clinical findings of mitral valve prolapse and mitral regurgitation. Plan is to request the authorization for the echocardiogram. The echocardiogram is to evaluate for mitral valve prolapse, mitral regurgitation, and possible cardiomyopathy. Also in view of her chest pressure, which has some characteristics similar to the angina and plan is to do stress test. The pros and cons of above workup were explained to the patient in detail, which she understood well and agreed. In the meantime, the patient is also advised to do coronary calcium score. Pros and cons of coronary calcium score were explained to the patient in detail, which she understood well and she had no further questions.

Initial Impression:
1. Symptom of chest pressure.
2. Progressive shortness of breath and functional capacity has decreased by 50% in last one and half year.
3. Evaluate for cardiomyopathy.
4. Clinically mitral regurgitation and mitral valve prolapse.
5. Hypercholesterolemia.
6. Prediabetes.
7. History of gastritis.
8. History of fatty liver.
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