HISTORY & PHYSICAL

PATIENT NAME: Robert, Wesen Carl
DATE OF BIRTH: 03/13/1928
DATE OF SERVICE: 04/26/2023

HISTORY OF PRESENT ILLNESS: This is an elderly gentleman. He was admitted to John Hopkins Hospital Bayview Medical Center. The patient was complaining of right chest wall pain shortness of breath. The patient has a witnessed fall suspected syncopal event and hit his head per EMS note. An arrival to emergency room, the patient’s blood pressure was 199/109. He was hypoxic. Pulse ox 70% on room air. The patient was evaluated in the emergency room. The patient is a poor historian and EKG shows left bundle morphology. They did CT head actually of the hip and femurs, CT C-spine. No fracture identified. Chest x-ray showed pulmonary edema. The patient was evaluated in the emergency room. He had uncontrolled hypertension. Chest x-ray showed bilateral pleural effusion, ground glass attenuation, and pulmonary edema. The patient was managed with BiPAP started improve slowly, ejection fraction shows 50 to 55%. The patient was given nitroglycerin drip. The patient has a pacemaker that was interrogated no recorded ventricular arrhythmia noted. The recommended replacement currently automatically reprogrammed IV diuretics given and he was weaned off BiPAP to nasal cannula. The patient was seen previously by Dr. Kuhn cardiology and has been diagnosed with afib flutter sick sinus and previously tilt table testing done and pacemaker was placed in 2010. The patient also has the bilateral leg edema. He was managed in the hospital at CHF exacerbation, syncope workup. The patient previously has been on warfarin and he has a bleeding and hematoma and he has not been anticoagulated since then. He was seen by his cardiologist for every six months as an outpatient. They have not recommended outpatient anticoagulation because of fall and hematoma in the past. The patient was continued on IV diuretic in the hospital and subsequently weaned off nasal cannula, but he was initially given IV Lasix subsequently changed to p.o. Lasix, but he was requiring intermittent oxygen by nasal cannula. Hypertensive emergency regard. CHF was manageable/pulmonary edema. After stabilization, PT OT done and the patient was sent to the subacute rehab. Because of his sick sinus syndrome, he has pacemaker and that is being depleted and he will need new generator. He has a three month remaining. The patient has unwitnessed fall, syncope and ambulatory dysfunction that is why he was sent to the rehab. Today, when I saw the patient in the Rehab Unit, he is very confused. He is awake. He answered to the question vaguely, but he denies any headache, dizziness, and he is on oxygen by nasal cannula and he denies any chest pain and shortness of breath at present.
PAST MEDICAL HISTORY:
1. The patient has a complicated medical history recent hospitalized at John Hopkins with hypertensive urgency. He was managed. He was noted to have acute hypoxic respiratory failure, required BiPAP with recovery, managed for syncope workup.

2. Pacemaker.
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3. Paroxysmal atrial fibrillation.

4. Hypertension.

5. Sick sinus syndrome.
6. CHF.
SOCIAL HISTORY: No smoking. No alcohol. No drug abuse.

He was reported also to have prediabetes. He has also bilateral pleural effusion that improved with diuretics and thrombocytopenia improved.
MEDICATIONS: Upon discharge, folic acid 1 mg daily, Lasix 40 mg daily, losartan 100 mg one tablet daily, ophthalmic eye drops *__________* tears two drops daily for seven days, Senokot daily, simvastatin 40 mg daily, Spironolactone 25 mg daily, Coreg 3.125 mg b.i.d., Latanoprost 0.005% eye drops daily, potassium chloride 20 mEq daily and the patient is on vitamin D supplement 2000 units daily.
REVIEW OF SYSTEMS:
General: The patient is very poor historian. He is not answering any question properly. He is forgetful and disoriented. He is confused lying on the bed, but he denies any chest pain, nausea, or vomiting.

HEENT: No headache. No dizziness. No sore throat.

PHYSICAL EXAMINATION:
General: The patient is awake, forgetful and disoriented.
Vital Signs: Blood pressure 135/64. Pulse 66. Temperature 98.1. Respiration 18. Pulse ox 94%.

HEENT: Head atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Pupil reactive.
Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases. No wheezing.
Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No edema.
Neuro: He is awake, forgetful and disoriented. He is oriented only to his name.
ASSESSMENT/PLAN: The patient has admitted with deconditioning.
1. Fall with ambulatory dysfunction.

2. Syncope.

3. CHF.

4. Status post acute hypoxic respiratory failure.
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5. Bilateral pleural effusion.
6. History of sick sinus syndrome required pacemaker placement, atrial fibrillation and flutter currently not on anticoagulation because of previous history of hematoma and bleeding. He has been the off the anticoagulation due to that reason.
PLAN OF CARE: We will continue all his current medications. Follow with electrolytes, CBC, and BMP. Outpatient cardiology followup at Bridge Clinic. Case discussed with the nursing staff.
Liaqat Ali, M.D., P.A.
