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CARDIAC CONSULTATION
History: She is a 64-year-old female patient who comes with a history of progressive shortness of breath and her functional capacity has significantly declined in last six months. She says she may be able to walk 3 to 4 blocks then she would get short of breath. No history of any shortness of breath at rest. No history of chest pain, chest tightness, chest heaviness, or chest discomfort. No history of dizziness or syncope. History of palpitation when she does physical activity. No history of edema of feet. She does have a chronic cough, which she thinks is related to her COPD. No history of bleeding tendency or GI problem.

Past History: History of hypercholesterolemia. No history of hypertension. No history of diabetes. No history of cerebrovascular accident, or myocardial infarction. History of COPD and she was told it is mild to severe. The patient has a COPD for many years in April 16, 2024 lung scan showed some coronary calcification. No history of rheumatic fever, scarlet fever, tuberculosis, bronchial asthma, kidney or liver problem.
Allergies: She says she cannot tolerate BIAXIN.

Social History: She has been smoking for 50 years. She has been smoking one to one and half pack a day in about one month ago she has started to decrease smoking with the ultimate idea of quitting. So, one month ago, she started smoking half to three fourths pack a day. She does not take excessive amount of coffee or alcohol.
Family History: Father died at the age of 83 year due to heart problem. He had hypercholesterolemia and hypertension. The mother died at the age of 72 year in relation to COPD.
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Personal History: She is 5 feet 2 inch tall, weight is 118 pounds and she is a housewife.

Physical Examination: On exam, the patient is alert, conscious, and cooperative. Pupils are equal and react to the light. They are somewhat constricted. 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 in both posterior tibial 2/4. No carotid bruit. No obvious skin problem detected.
The blood pressure in both superior extremity 130/70 mmHg.

Cardiovascular System Exam: PMI in the left fifth intercostal space just outside midclavicular line, normal in character. S1 and S2 are normal. There is an ejection systolic click with 2/6 ejection systolic murmur in 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 systems grossly within normal limit.

The EKG sinus rhythm with first degree AV block. Otherwise, no significant abnormality noted. March 20, 2024, chest x-ray showed COPD but otherwise no other significant abnormality. The patient blood test on April 2, 2024 showed minimal hyponatremia. The patient LDL cholesterol was 133 mg% while HDL is 76 mg%.
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Analysis: This patient has a progressive shortness of breath over six months and her functional capacity is now considerably decreased suggesting mild to moderate degree of exertion causing shortness of breath. She does have a COPD. In view of lung scan showing coronary calcification it was felt that the patient’s shortness of breath could be due to ischemic heart disease. In view of this finding, the patient was advised to do coronary calcium score and also to request for echocardiogram. The pros and cons of above workup were explained to the patient in detailed, which she understood well and had no further questions.
The patient was informed that plan regarding elevated LDL level the plan for treatment will depend on the coronary calcium score finding.

The patient progressive shortness of breath could be due to cardiomyopathy or ischemic heart disease and plan is to do echo to evaluate for left ventricular systolic function, cardiomyopathy, and to evaluate for any mitral regurgitation or mitral valve prolapse in view of clinical findings. The patient understood various suggestions well and had no further questions.
Initial Impression:
1. Progressive shortness of breath with significant decrease in functional capacity over last six months.
2. History of hypercholesterolemia.
3. COPD.
4. Evaluate for cardiomyopathy.
5. Possible mitral valve prolapse and mitral regurgitation.

Bipin Patadia, M.D.
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