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CARDIAC CONSULTATION
History: He is a 29-year-old male patient who in October 2023 had a midsternal chest pressure, which lasted for about 12-24 hours because of the intensity of the symptom he decided to go to the urgent care. The symptom continued for next two to three months off and on. He was noted to have high blood pressure in the urgent care but his EKG did not show any significant abnormality. In May 2024, he was given steroid for what looks like bronchospasm and he was told that he may have a lung problem.

The midsternal chest pressure happened at rest. There is no radiation and no accompanying features. The symptoms are not frequent but they do come at certain interval. There are no accompanying features. He does not experience the above symptom consistently with activity. He says if he is asked to walk he can walk about 2 to 4 miles and climb 3 to 4 flights of stairs. He has a history of palpitation in relation with anxiety or caffeine. He described his palpitation were his heart beats fast and then after a few minutes it suddenly stops with a bang. Sometime he feels lightheaded with palpitation. Palpitation happens once or twice a week and they have no relation to any particular activity. No history of any dizziness, syncope, cough with expectoration, edema of feet, or bleeding tendency.

The patient denies any bleeding problem or any GI problem.

Personal History: He is 5 feet 9 inch tall. His weight is 215 pounds. He works in warehouse at times where he has to walk and he some days he is doing mostly the deskwork. History of shortness of breath on climbing 3 to 4 flights of stairs.
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Past History: History of being told to have hypertension in the past but he is not on any treatment now because he says his blood pressure has been controlled. No history of diabetes, cerebrovascular accident, myocardial infarction, or history of mild hypercholesterolemia. On December 23, his LDL was 135 mg%. History of scarlet fever when he was young. No history of any rheumatic fever, tuberculosis, bronchial asthma, kidney or liver problem.
Allergies: None.

Family History: Father is on high blood pressure medicine since he was in 30s. He does not know more about his father. Otherwise nothing significant.

SOCIAL HISTORY: He does not smoke and he does not take excessive amount of coffee or alcohol.
He says that first time he heard that he had hypertension was 10 years ago but recently he is not on any medicine because blood pressure is well controlled. He also gives history of arm discomfort and subsequently feeling tingly on sneezing. He thinks this may be because of the pinch nerve in the neck.
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 4/4. No carotid bruit. No obvious skin problem detected.
The blood pressure in both superior extremity 150/90 mmHg. Generally, the patient says his blood pressure tends to be under good control at home.
Cardiovascular System Exam: PMI cannot be localized. S1 and S2 are normal. There is an ejection systolic click in the left upper parasternal area and that is suggestion of S4 at the apex. There is a S4 in the mitral area. S1 and S2 are normal. No other abnormality noted.
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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 shows normal sinus rhythm and it is within normal limit.

Analysis: This patient had a vague midsternal chest pressure few months ago in October 2023 and since then it is continued off and on. His symptom of chest pain is somewhat atypical but in view of continuing symptom it was decided to do coronary calcium score and pros and cons of coronary calcium score were explained to the patient, which he understood well and had no further question then he agreed. Plan is also to do the echocardiogram to evaluate for any cardiomyopathy in view of his history of palpitation and plan is to do Holter to evaluate his symptom of recurrent palpitation. Depending on the results of the workup further management will be planned. In the meantime, he is advised to follow low-salt, low-cholesterol, and low saturated fatty acid diet. He is asked to monitor blood pressure at home and bring his blood pressure record plus his blood pressure instrument to the office when he comes for a followup. Depending on the results of the workup further management will be planned.
Initial Impression:
1. Symptom of chest discomfort since October 2023.
2. Recurrent palpitation with occasional lightheadedness.
3. Hypertension for 10 years not on any treatment now and today blood pressure was not controlled.
4. Mild hypercholesterolemia.
5. History of scarlet fever when he was young.
6. History of cervical spine arthritis.
7. History of anxiety at times.
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