SOAP NOTE: Coronary Artery Disease
SUBJECTIVE
Initials: G.I 
Date of Birth: 12/12/1970
Gender: Male
Chief complaint:
“I have been experiencing chest pain and shortness of breath for the past three weeks”
History of Presenting Illness
G.I. is a 52-year-old male who presents at the clinic today with complaints of chest pain, shortness of breath, and discomfort in the right shoulder for the past three weeks. He reports that the chest pain worsens with physical exertion. The patient describes the pain as “uncomfortable and tight occurring at the middle my chest.” Each of the notable episodes of chest pain last several minutes. He denies gnawing, burning, or crushing pain. He rates the severity of the pain as 7 out of 10 on the worst episodes, with the rating currently being 4/10. He denies worsening of the pain with eating any foods or spicy and fatty foods. In addition, he reports that the pain goes away with rest. He has been taking Acetaminophen 500mg to relief the pain for the past week. The patient reports that yesterday, he felt excessively nauseous with exacerbated shortness of breath lasting for four minutes. He reports engaging in regular physical activity but has been avoiding it since starting experiencing the chest pains.
Review of Focus System(s)
Constitutional: Denies fever, chills, dizziness, or unintentional weight loss; Reports cold sweats
Respiratory: Denies cough, wheeze, or paroxysmal nocturnal dyspnea; Reports shortness of breath
Cardiovascular/Peripheral Vascular: Denies orthopnea, palpitations, or edema of the extremities; Reports non-radiating chest pain
Gastrointestinal: Denies ulcers, eating disorders, hepatitis, hemorrhoids, nausea, vomiting, or abdominal pain
Genitourinary: Denies dysuria, nocturia, or hematuria
Neurological: Denies numbness or history of seizures; Reports lightheadedness
Medications/Allergies
· Metoprolol 100 mg PO daily
· Atorvastatin 20 mg PO daily at bedtime
· Levothyroxine 75 mcg PO QOD
Past Medical History
· Hypertension Stage II – dx 2017
· Hyperthyroidism – dx 2007
· Hyperlipidemia – dx 2007
Past Surgical History
· Appendectomy – 2010 
Family History
· Maternal grandfather – died of colon cancer (87); history of hypertension
· Maternal grandmother – died of asthma (80); history of heart disease
· Paternal grandfather – died of diabetes complications (79)
· Paternal grandmother – died of natural causes (76)
· Father – alive (83); history of hypertension
· Mother – alive (80); history of heart disease
Social History
G.I. identifies as heterosexual. He lives with his wife of 20 years in a four-bedroom bungalow with two sons. He works as a biochemist in a pharmaceutical company. G.I. reports 10-pack year history of tobacco use but quit last year. He also reports using 2-6 beers per week but denies using any illicit or recreational drug. G.I states that he gets at least 7 hours of uninterrupted sleep daily. He is also mindful of his diet since being diagnosed with hyperlipidemia. He owns a gun that is stored in a locked safe.
Health Maintenance
G.I. reports engaging in at least 150 minutes of moderate exercise per week in his home gym. However, he has been avoiding exercising since the start of the chest pains. Typical breakfast includes low-fat milk, with nuts and seeds. Lunch often includes salmon lentil salad or broccoli salad. His typical dinner includes roasted vegetables, stuffed sweet potatoes with hummus dressing, herby fish, and chicken peas. He avoids high-sodium foods, sugar-sweetened beverages, and caffeinated drinks. 
OBJECTIVE
Vitals
Wt: 160lb
Ht: 5ft9
BP: 138/90 right arm seated, 134/88 left arm seated		
P: 100		
RR: 22		
T: 98.5°F	
ECG: Abnormally large Q waves and reduced R-wave amplitude
General: Pt. fully alert and oriented with no signs of acute distress. Speech is clear
Cardiovascular: To auscultation, S1, S2, and S3 around the mitral area; right-sided carotid bruit; carotid pulse 3+, right-sided thrill detected; brachial, radial, femoral pulses 1+ with no thrill; capillary refill <3; no edema or welling of extremities on inspection
Peripheral vascular: no jugular vein distension; JVP 3cm above stern angle
Respiratory: Unlabored breathing; clear breath sounds bilaterally to auscultation, no rales, rhonchi, or wheezes; symmetrical chest expansion
Gastrointestinal: no lesions, discoloration, or abdominal distension; normoactive bowel sounds in all quadrants; no abdominal masses auscultated; no masses, guarding organomegaly to palpation; soft non-tender on palpation
Extremities: no numbness or peripheral edema; full range of motion
Neurological: alert and oriented; gross cranial nerve 2-12 bilaterally, grossly intact
ASSESSMENT
1. Acute myocarditis (ICD-10: I40.9) – Acute myocarditis characterizes inflammatory cellular infiltrate in the absence or presence of cardiac myocyte injury. It affects people of all ages but the typical onset of symptoms is between 20 and 50 years of age (Lampejo et al., 2021). Common risk factors include diabetes, eating disorders, or infectious diseases and nutritional deficiencies. Acute myocarditis is often asymptomatic. However, it has a range of clinical presentations that make its diagnosis challenging. Typically, the disease presents with symptoms such as chest pain, fever, and dyspnea (Cooper, 2019). Other common presenting symptoms include syncope, palpitations, intolerance to exercise, and fatigue (Lampejo et al., 2021). The disease is suspected considering the abnormal ECG findings and presence of non-pleuritic chest pain and shortness of breath. However, the patient does not present with a fever, a recent history of syncope, or palpitations. 
2. Myocardial infraction (ICD-10: I21.9): MI involves decreased or cessation of blood flow to some parts of the myocardium. The condition could go undetected or could be a calamitous event resulting in hemodynamic deterioration or sudden death (Ojha & Dhamoon, 2022). The standardized criteria for typical and atypical MI presentation are based on pain nature, radiation, location, and other symptoms. The most typical clinical presentation of MI is chest pain often described as tight, dull, squeezing, gripping, or crushing (Ferry et al., 2019). Associated clinical presentations include palpitations, nausea, vomiting, shortness of breath, vertigo, weakness, and sweating. Additionally, MI presents with marked ECG abnormalities and an acute elevation of cardiac markers (Andersson et al., 2018). However, a diagnosis of MI requires the presence of radiation, with pain moving to the right arm, left arm, jaw, neck, or back. However, G.I. is experiencing non-radiating chest pain and does not present with several of the symptoms. 
3. Angina pectoris with documented spasm (ICD-10: I20.1) – Angina pectoris with documented spasm or coronary vasospasm is a crucial condition in the pathogenesis of ischemic heart disease. Some known triggers of coronary vasospasm include cigarette smoking, cold exposure, psychological stress, alcohol consumption, hyperventilation, and use of stimulants such as cocaine (Jewulski et al., 2021). G.I. is exposed to some of the risk factors, including cigarette smoking and alcohol consumption. The most common clinical manifestation of the disease is variant angina, which involves the development of chest pain with no parallel or associated increase in myocardial oxygen demand (Song, 2018). Patients experience varying angina thresholds, with pain occurring at rest, especially from midnight to early morning (Yasue et al., 2019). While chest pain is of similar quality to that of stable effort angina, it is often prolonged and more severe. It is also accompanied by nausea, vomiting, cold sweats, and syncope. G.I. has experienced cold sweats recently, which could lead to this diagnosis. However, his chest pain is effort-induced and occurs throughout the day, ruling out the diagnosis.
4. Primary diagnosis – Atherosclerotic heart disease of native coronary artery with unspecified angina pectoris (ICD-10: I25:119) – Coronary artery disease involves the formation of atherosclerotic plaques in the coronary artery lumen. Common risk factors for CAD include hypertension, hyperlipidemia, obesity, diabetes mellitus, smoking, a sedentary lifestyle, and poor diet (Shao et al., 2020). G.I. is exposed to some of the risk factors, including cigarette smoking, hypertension, and hyperlipidemia. Chest pain is the most common clinical manifestation of CAD. Individuals with CAD are also likely to experience light-headedness, cold sweats, shortness of breath, dizziness, and pain in the arms or shoulders. G.I. presents with many of these symptoms, including significant ECG, leading to the consideration of CAD as the primary diagnosis.
PLAN
Diagnostics: Chest x-ray, exercise stress test, echocardiogram, ECG; Labs: ABG, CBC, BNP, troponin, CMP, lipid profile
Therapeutics: Propranolol 80 mg once daily in the morning and Diltiazem 180 mg/day PO every six to eight hours. Restart light exercise, including bike riding after the completion of the stress test and initiation or propranolol. Include additional multi-colored vegetables in his diet.
Education: Patient is educated on healthy diet and additional lifestyle modifications that could reduce the risk of progression.
Follow-up: F/U in 2 weeks following the return of exams and labs. Contact the office in case of acute exacerbation of the symptoms
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