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Patient:
Balmore Olla

Date:
October 6, 2022

CARDIAC CONSULTATION
History: He is a 57-year-old male patient who comes with a history of blood pressure not well controlled and left precordial chest pain.

He notices the left precordial chest pain anytime either with activity or at rest, which he came and demonstrates with the tips of the two fingers and it may last for few seconds. Sometime it may last for two hours, but during that time the left precordial chest pain is off and on and each time lasting less than a minute. The left precordial symptom does not happen at every time at the same place. It keeps happening at different location on the left chest. The patient does not have any radiation and no accompanying features. These symptoms have been happening for one year at a frequency of about one to two per week and sometime one or two per month. Sharp in character and as mentioned above is not continuous. He does not get this symptom consistently with the activity.  He states he is exercising four to five days a week roughly 10,000 steps and is equal to three miles without any accompanying symptoms. The left precordial pain generally does not happen when he is for his daily walk. No history of dizziness or syncope. No history of cough with expectoration, edema of feet, bleeding tendency, or GI problem. No history of palpitation, edema of feet, or upper respiratory tract infection. No history of bleeding tendency. No history of dizziness or syncope.
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Past History: History of high blood pressure for one year at that time it was detected because of the right temporal headache. No history of diabetes, cerebrovascular accident, or myocardial infarction. No history of hypercholesterolemia. No history of rheumatic fever, scarlet fever, tuberculosis, bronchial asthma, kidney or liver problem.

History of COVID-19 December 2021. At that time, the patient had a fever for few days and subsequently pneumonia, which was treated medically and he improved. He once again had a COVID-19 three months ago where his mild symptom lasted for four to five days. He did not have any fever and overall his symptoms were milder this time.

Allergy: None.

Family History: Father died at the age of 65 years due to myocardial infarction. He was a heavy smoker. The mother died at the age of 72 due to type 2 diabetes.

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

Allergies: None.

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 3/4 and both posterior tibial 2/4. No carotid bruit. No obvious skin problem detected.

The blood pressure in both superior extremity 164/100 mmHg.

Cardiovascular System Exam: PMI in the left fifth intercostal space within mid clavicular line normal in character. S1 and S2 are normal. There is ejection systolic click. No S3 or any significant heart murmur noted.

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 system is grossly within normal limit.

The EKG normal sinus rhythm and nonspecific ST-T wave changes.

Analysis: Clinically the patient’s chest pain is atypical and plan is at this point to control his blood pressure first for which he was prescribed Bystolic 5 mg once a day and chlorthalidone 12.5 mg p.o once a day. The pros and cons of these medications were explained to the patient in detail, which they understood well and they had no further questions. Plan is to check his chemistries, chem-7 in one week. In the meantime he is advised to get his previous lab records from the primary care physician.

He is advised to do low-salt and low-cholesterol and low saturated fatty acid diet. He is advised to monitor his blood pressure at home and maintain record plus bring his unit at the next visit. He is advised to continue his daily walking as before and call if the blood pressure is not well controlled that is above 130/80 mmHg.

He was also advised to do coronary calcium score and he was explained pros and cons of the workup to do coronary calcium score. He had a previous coronary calcium score on 10/24/18 when his score was 25 all due left main which was 25 and all other coronary arteries at a score of 0.

Face-to-face more than 70 minutes were spent in consultation, clinical evaluation, discussion of the workup with pros and cons plus the reasoning for adding two antihypertensive medication that is Bystolic 5 mg p.o once a day and chlorthalidone 12.5 mg p.o. once a day. He was advised to continue his previous medication same.
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Face-to-face more than 70 minutes were spent in consultation, clinical evaluation, discussion of the treatment plan with pros and cons of medication plus discussion of the workup and depending on the results further management will be planned. The patient understood various suggestions well and he had no further questions.

Initial Impression:
1. Atypical chest pain.

2. Hypertension not controlled. Stage II.

3. History of hypercholesterolemia.

4. History of COVID-19 December 2021 and three months ago.

5. Coronary artery disease demonstrated by coronary calcium score of 25 on 10/24/18.

6. Father died at the age of 65 due to myocardial infarction.

Personal History: The patient is 5’8” tall. His weight is 183 pounds. He is a commercial truck driver and he is under increased stress lately.

Bipin Patadia, M.D.

BP: PL
