FOLLOWUP INITIAL VISIT COMPREHENSIVE EVALUATION

PATIENT NAME: James, Gregory

DATE OF BIRTH: 02/02/1945
DATE OF SERVICE: 01/01/2024

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 78-year-old gentleman. He was admitted to Good Samaritan Hospital. The patient presented to the hospital with shortness of breath. The patient was noted to have pulmonary edema and he also reported diarrhea. The patient with multiple medical problem known coronary artery disease status post CABG, severe mitral regurgitation status post mitral valve replacement, bioprosthetic valve, moderate aortic regurgitation status post bioprosthetic valve, ASD closure, paroxysmal atrial fibrillation on Xarelto and sick sinus syndrome status post dual chamber placement. The patient also has a history of GI bleed in the past. He came because of shortness of breath and he was admitted. He also noted to have melena. He has a known history of duodenal mass, Barrett’s esophagus, and hypotension at presentation resolved. They did EGD show Barrett’s esophagus, hiatal hernia, shortness of breath, and dyspnea was attributed to pleural effusion. Chest x-ray revealed pleural effusion small left-sided and right-sided little bit. The patient was managed with diuretics. CBC monitored. He has an AKI that was managed because of his multiple medical problems and deconditioning. After stabilization, PT/OT done. The patient was sent to the subacute rehab. Today, when I saw the patient, he is lying on the bed feeling weak and tired. No headache. No dizziness. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY:

1. Coronary artery disease status post coronary bypass graft.

2. Severe mitral regurgitation status post bioprosthetic valve.

3. Mitral valve replacement.

4. Moderate aortic regurgitation status post bioprosthetic valve.

5. Status post ASD closure.

6. Heart failure with preserved ejection fraction of 50-55%.

7. Paroxysmal atrial fibrillation maintained on Xarelto.

8. Sick sinus syndrome status post dual chamber pacemaker placement.

9. History of duodenal mass.

10. Barrett’s esophagus.

11. Hiatal hernia.

12. History of COPD.

13. Hypertension.

14. History of intertrochanteric fracture of the left hip.

15. Hemiarthroplasty of the left hip.

16. ASCVD.

17. Diastolic heart failure.

18. Abnormal SPEP.
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19. Valvular heart disease.

20. Vitamin D deficiency.

21. History of osteoporosis as per hospital summary.
CURRENT MEDICATIONS: Upon discharge from the hospital, Tylenol 650 mg q.6h p.r.n., Lipitor 80 mg daily, benzyl benzoate capsule for cough two capsules three times a day p.r.n., Maalox p.r.n., furosemide 20 mg daily, metoprolol XR 25 mg daily, Protonix 40 mg daily, and Xarelto 20 mg daily he has been advised to hold it until January 6th, and spironolactone 25 mg daily. He is already on Lac-Hydrin lotion 12% for the dry skin and lidocaine patch to the knee 4% every 12 hours.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No cough. No congestion. No nausea. No vomiting. No fever. No chills.

Pulmonary: No shortness of breath.

Cardiac: No chest pain or palpitation.

GI: No vomiting or diarrhea today.

Musculoskeletal: Some pain and ache but no redness.

Neuro: No syncope.

Genitourinary: No diarrhea. No bleeding.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding.

Neuro: Awake, alert, and cooperative.

PHYSICAL EXAMINATION:

General: The patient is awake and alert.

Vital Signs: Blood pressure is 116/76, pulse 70, temperature 96.4, respiration 18, body weight 140.1 pounds, and pulse ox 97%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Diminished breath sounds at the bases.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. There are chronic skin changes and skin is dry. No pedal edema. No calf tenderness.

Neuro: He is awake, alert, and oriented x3.
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ASSESSMENT:

1. The patient is admitted with deconditioning multiple medical problems and recent CHF with pulmonary edema.

2. Valvular heart disease status post mitral valve replacement.

3. Status post aortic valve replacement.

4. Coronary artery disease status post CABG.

5. Paroxysmal atrial fibrillation.

6. History of hip fracture status post hip arthroplasty in the left.

7. Hyperlipidemia.

8. Hypertension.

9. History of osteoporosis.

10. History of chronic smoking.

PLAN: We will continue all his current medications. As per the instruction from the hospital they advised to hold Xarelto till January 6th we will do that. I have reviewed the lab with WBC count is 9.3, hemoglobin 8.6, hematocrit 27.4, AST 16, ALT 9, calcium 8.3, BUN 14, sodium 136, and potassium 5.0. Care plan discussed with the patient. Code status discussed with the patient he wants to be full code. Medications reviewed and Xarelto will be held.

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

