PREOPERATIVE HISTORY & PHYSICAL

PATIENT NAME: Wesen, Carl

DATE OF BIRTH: 03/13/1928
DATE OF SERVICE: 05/25/2023
PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab
CHIEF COMPLAINT: Malfunctioning pacemaker.

HISTORY OF PRESENT ILLNESS: This is an elderly gentleman. He has been admitted to the Franklin Woods Genesis Nursing Rehab because of deconditioning with multiple medical problems status post hospitalization with syncope and acute heart failure and acute respiratory failure with hypoxia, and paroxysmal AFib. The patient was admitted to the rehab after the discharge from the acute hospital from John Hopkins. While in the nursing rehab, the patient has been doing well with physical therapy. He has few episodes of shortness of breath. He was managed well with diuretics. Subsequently, he was weaned off the diuretic and he has been saturating well, but he is still on oxygen. Today when I saw the patient, he is doing well with no shortness of breath, no cough and no congestion. Because the patient has a known pacemaker and he was evaluated by cardiology, Dr. Fred Kuhn and in the past pacemaker battery seemed to be malfunctioning. So, the patient has been scheduled at Union Memorial Hospital for battery change and pacemaker evaluation.

PAST MEDICAL HISTORY:
1. Syncope.

2. Congestive heart failure.

3. Status post pacemaker placement.

4. History of paroxysmal AFib.

5. Prediabetes.

6. Hypertension.

7. Sick sinus syndrome subsequently had a pacemaker placement.

8. Pleural effusion bilateral.

9. Cognitive impairment.

10. History of hyperlipidemia.

11. History of chronic anemia in the past.

CURRENT MEDICATIONS:

1. Albuterol nebulizer treatment every six-hour as needed for shortness of breath.

2. Vitamin D 2000 units daily.

3. Coreg 3.125 mg b.i.d.

4. Diclofenac gel both heel and ankle area b.i.d. p.r.n.

5. Folic acid 1 mg daily.

6. Lasix 20 mg daily.

7. Latanoprost eye drops 0.005% one drop at bedtime both eyes.
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8. Lidoderm patch 5% to the left hip.

9. Potassium chloride 40 mEq daily.

10. Senna/docusate daily.

11. Simvastatin 40 mg daily.

12. Spironolactone 25 daily.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse. Married and lives with his wife. The patient’s family is coordinating in his care.
REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.
Pulmonary: No cough.

Cardiac: No chest pain.
GI: No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: No syncope.
PHYSICAL EXAMINATION:

General: The patient is awake. He is alert and cooperative. His memory is impaired. He is forgetful.
Vital Signs: Blood pressure 134/68. Pulse 65. Temperature 98.0°F. Respirations 18. Pulse ox 99%.
HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Moist mucus membrane.

Neck: Supple. No JVD.
Chest: Nontender.

Lungs: Diminished breath sounds at the bases. No wheezing. No rales.
Heart: S1 and S2 paced rhythm.

Extremities: Trace edema, but no calf tenderness.

Neuro: He is awake. He is alert and forgetful. Moving all extremities equal. No focal deficit.

ASSESSMENT:
1. Malfunctioning pacemaker with battery malfunctioning.

2. History of sick sinus syndrome required pacemaker placement.

3. Paroxysmal AFib.

4. Hypertension.

5. Arthritis.

6. CHF with preserved ejection fraction.

7. Pleural effusion improved.
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PLAN OF CARE: The patient has been evaluated by the cardiology. Plan for pacemaker revision and change of battery. The patient is medically doing well. His recent lab done – sodium 133, potassium 4.5, chloride 97, CO2 34, BUN 18, creatinine 0.6, WBC 5.5, hemoglobin 12.8, and hematocrit 40.1. The patient is medically stable for the planned procedure.

Liaqat Ali, M.D., P.A.

