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CARDIAC CONSULTATION
History: This is a 74-year-old female patient who states she was diagnosed to have congestive heart failure about three years ago and since then, she is being managed medically. At that time, by echocardiogram, her ejection fraction was 40%.
Since then, the patient’s functional capacity is gradually decreasing. Recently, in the last three months, she has been noticing significant fatigue, tiredness and shortness of breath on moderate activity. She claims she can walk about half to one mile, but then at the end of one mile she will get short of breath. She can also climb two flights of stairs, but then she will have to stop and take a few deep breaths.
She also has noticed tightness in the upper and mid retrosternal area with feeling of weakness and shortness of breath some time. The symptom of tightness in the chest can happen at any time, but more frequently it happens at rest. This symptom may last for a few seconds to a few minutes and it can happen several times a day though there are days where she does not have any symptom. No radiation and no accompanying features.

She also complains of left supramammary and left inframammary chest pain, which is sharp in character, lasting for a few seconds and no accompanying symptoms and once again it can happen at any time either at rest or with activity. This symptom may last for generally a few seconds, but sometimes occasionally a few minutes.
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No history of dizziness, syncope, edema of feet or upper respiratory tract infection. History of palpitations, which can happen at any time and that they may last form a few seconds to 10 minutes. She has been noticing some more frequency of palpitations recently. On questioning further about the tiredness, she states she feels tired while going to bed and also, she feels tired on waking up. She has other history of gastritis and pancreatitis. No history of any bleeding tendency. No history of peptic ulcer or hiatal hernia.

Past History: History of hypertension and hypercholesterolemia for 10 years. On November 7, 2025, she was admitted to the hospital with the faster heart rate and high blood pressure. After overnight observation, she was discharged home next day. On discharge, she was not told anything about cardiac arrhythmias, so it appears that probably she did not have any significant cardiac arrhythmias. No history of cerebrovascular accident, myocardial infarction or diabetes. History of rheumatic fever when she was young. No history of scarlet fever, tuberculosis, bronchial asthma, kidney or liver problem.

Family History: Father died at the age of 62 due to pulmonary emboli. Mother died at the age of 92 due to heart failure and high blood pressure. No other family member had a heart problem.
Allergies: None.
Social History: She does not smoke. She does not take excessive amount of coffee or alcohol.
Personal History: She is 5’1½” tall and her weight is 130 pounds. Initially, three years ago, she was started on Farxiga, but subsequently it was discontinued. As mentioned above, that three years ago, she was diagnosed to have congestive heart failure with ejection fraction 40%.
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 or lymphadenopathy. No thyroid enlargement.
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The peripheral pulses are well felt and equal except both dorsalis pedis, which are 4/4 and both posterior tibial not palpable. No carotid bruit. No obvious skin problem detected.

Blood pressure in both superior extremity 170/80 mmHg. The patient’s home blood pressures are good, so probably this is white-coat hypertension.

Cardiovascular System Exam: PMI in the left fifth intercostal space within midclavicular line and normal in character. S1 and S2 are normal. There is an ejection systolic click and a 2-3/6 ejection systolic murmur in the left parasternal area with the peak beyond mid systole. No S3. No S4. No other heart murmur noted. S1 and S2 are normal.

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 are grossly within normal limits.

EKG: Normal sinus rhythm with first-degree AV block. PR interval is 230 ms. Left bundle-branch block.
Analysis: In view of the patient’s symptom of increasing shortness of breath with tightness in the chest and past history of congestive heart failure, plan is to do the echocardiogram to evaluate for cardiomyopathy, left ventricular systolic and diastolic function plus for aortic stenosis. Clinically, the patient’s aortic stenosis may be significant. The patient is also advised to do lipid panel and Chem-12 before next visit in two weeks and bring her blood pressure instrument as well as blood pressure readings at the time of next visit. The patient was advised coronary calcium score and pros and cons were explained.
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Also, the patient was given good explanation for her left bundle-branch block, which was explained to the patient in detail and she understood well.

Initial Impression:
1. Symptom of tightness in the chest for the last three months.
2. Progressive shortness of breath, fatigue and tiredness.
3. Hypertension not controlled, but it could be white-coat hypertension and recurrent palpitations.
4. Coronary artery disease as per her history.
5. Past history of congestive heart failure three years ago with ejection fraction 40% by echo at that time read by cardiologist.
6. Hypercholesterolemia.
7. History of gastritis and pancreatitis.
8. Questionable history of rheumatic fever when she was young.
9. Aortic stenosis, which clinically appears to be significant.
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