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Patient:
Miguel Charvez

Date:
October 3, 2023

CARDIAC CONSULTATION
History: He is a 56-year-old male patient who comes with the history of progressive shortness of breath where over a period of few years his functional capacity has decreased significantly. He now can walk about three to five blocks and anytime he lifts weight less than even 50 pounds he cannot walk any distance he has to lift and then put the weight nearby. He denies having any syncope but he does give history of dizziness with the change of position. He also gives history of chest discomfort, which started this morning and continuous. In the past also, he has continued to have chest discomfort but generally lasting for about one to two hours and has no relation to activity. No radiation and no accompanying features. Generally, it does not interfere with the activity and it has been present since 2017. From his description it appears he says that he had a cardiac cath in 2017, which was negative. There was no significant abnormality was noted. No history of palpitation generally with activity but sometime at rest. No history of any recent upper respiratory tract infection. No history of edema of feet, bleeding tendency, or a GI problem.

Past History: In 2017, in St. Jude Hospital in Fullerton, California, he was treated with a diagnosis of infection of the heart, which from his description it appears that he may have a pericarditis and/or myocarditis. He said he was told his heart is weak.

Subsequently, he had extensive workup in the Kaiser Hospital and no significant abnormality was noted. In last two to three year, he did not have any checkup. History of hypertension since 2017 and is generally not well 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.
Continued
Cardiac Consultation
RE: Miguel Charvez
October 3, 2023

Page 2

Allergies: None.

Social History: He takes about five to six cups of coffee per day for last 30 years. He does not take excessive amount of alcohol. He takes alcohol socially. He does not smoke. He has not taken any drugs in the past.
Family History: Nothing contributory.

Personal History: He is 5 feet 9 inch tall. His weight is 196 pounds and he works in the kitchen mostly doing some cooking work.
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, which are 3/4. No carotid bruit. No obvious skin problem detected.
The blood pressure in both superior extremity 140/94 mmHg.

Cardiovascular System Exam: PMI cannot be localized. S1 and S2 are normal. There is 1+ S4. No S3 or any significant 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.

The EKG shows normal sinus rhythm and no significant abnormality noted.
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Analysis: The patient’s blood pressure is not controlled. He is already on three medications and that is carvedilol 6.25 mg p.o. b.i.d., losartan 100 mg p.o. once a day, and amlodipine 5 mg tablets two tablets in the morning. The plan is to have hydrochlorothiazide 12.5 mg p.o. once a day and to check his chemistry-7 one week later.
The patient is advised low-cholesterol, low saturated fatty acid, and low-salt diet. He is advised to check his blood pressure at home and maintain the record plus when he comes next time he should bring his blood pressure instrument.
In view of his significant shortness of breath at mild degree of exertion plan is to do echocardiogram to evaluate for left ventricular systolic function, cardiomyopathy, and pericardial effusion in view of his past history of pericarditis and/or myocarditis in 2017. He was also explained and advised to do coronary calcium score, which he understood well and he had no further questions. He was explained in detailed pros and cons of above workup. Face-to-face more than 70 minutes were spent in consultation, analysis of his symptom and the reason for a workup plus the importance of controlling the blood pressure and role of adding hydrochlorothiazide. He was also advised about the proper technique of checking the blood pressure at home.
Initial Impression:
1. Progressive shortness of breath on mild exertion.
2. Hypertension not controlled.
3. Possible cardiomyopathy.
4. History of myocarditis and/or pericarditis in 2017 as per his history.
5. History of palpitation while working but occasionally at rest also.
6. Atypical chest pain.
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