HISTORY & PHYSICAL

PATIENT NAME: Hobine John Fred

DATE OF BIRTH: 01/09/1930
DATE OF SERVICE: 05/02/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 93-year-old gentleman and known to me from the previous admission. He was hospitalized MedStar Hospital. The patient presented to the emergency room with an episode of non-bloody vomitus, atrial fibrillation with RVR and heart rate of 160. He was hypoxic with pulse ox of 81% on room. The patient was managed for atrial fibrillation with RVR and digoxin given. COPD exacerbation was managed because he was hypoxic and short of breath. The patient was noted to have a new non-STEMI. He also has bacteremia enterococcus, urine was causing the source, and AKI from obstructive uropathy. The patient was admitted to the intensive care unit because of multiple medical problems including non-STEMI and non-bloody vomitus with atrial fibrillation with RVR. In addition, medical management was done and multiple left heart catheterization was done on April 26 that showed patent lima, negative CAD with multiple occluded left circumflex branches with collateral, they recommended medical therapy possible subacute occlusion given advanced age and lack of chest pain. Cardiology recommended medical therapy. The patient continues to have leukocytosis. Infectious Disease saw the patient and their transition. Initially IV antibiotic and the transition to amoxicillin per ID and he was having CHF with dyspnea requiring IV diuretics. His breathing improved, physical therapy consulted, and they recommended subacute rehab. Enterococcus bacteremia likely is from the urine treated, acute respiratory failure improved after the management secondary to concerns of pulmonary edema, atrial fibrillation with RVR stabilized and he was maintained on warfarin anticoagulation. Heart rate controlled and CHF was managed with diuretics along with other medical therapy. Non-STEMI medical management was advised and AKI resolved. The patient was also noted to have hydronephrosis on urinary retention and the Foley was placed and the Foley catheter was reinserted on April 26. He was maintained on Flomax. Continue the Foley catheter and urology to follow outpatient. The patient also reported to have diarrhea that has resolved. At present, no nausea. No vomiting. No fever. When I saw the patient, his family is at the bedside. The patient denies any headache or dizziness. No chest pain. No shortness breath. No fever. No chills.

PAST MEDICAL HISTORY:

1. History of syncope in the past with recovery.

2. CHF.

3. History of respiratory failure.

4. Pulmonary hypertension.

5. COPD.
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6. History of coronary artery disease.

7. CABG.

8. Hyperlipidemia.

9. Atrial fibrillation.

10. History of pacemaker placement.
CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg two tablets q.6h. p.r.n., amoxicillin 500 mg two capsule very eight hours to be continued till May 3, aspirin 81 daily, Lipitor 20 mg daily, probiotic capsule daily, B12 1000 mcg daily, Lovenox 80 mg subcutaneous q.12h while bridging with warfarin, Trelegy Ellipta for COPD one inhalation daily, metoprolol 25 mg b.i.d., montelukast 10 mg daily, multivitamin daily, Flomax 0.4 mg daily, torsemide 4 mg daily, warfarin dose 2 mg q.p.m. one tablet four times weekly on Tuesday, Thursday, Saturday, and Sunday, and warfarin 2 mg two tablets three times weekly on Monday, Wednesday, and Friday and monitor PT/INR.
REVIEW OF SYSTEMS:

HEENT: Today, no headache. No dizziness. No sore throat. No ear or nasal congestion.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, oriented x3, and very pleasant male.

Vital Signs: Blood pressure 145/80, pulse 76, temperature 97.5, respiration 18, pulse ox 99%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear discharge. Throat is clear. No exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decrease breath sounds at the bases and upper fields are clear.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Edema present pitting in nature but there is no calf tenderness.

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

LABS: Sodium of 138, potassium 3.7, BUN 28, creatinine 0.8, PT 16.9, INR 1.4, WBC 10.6, hemoglobin 10.4, and hematocrit 31.3.
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ASSESSMENT:

1. The patient was admitted with recent MI and non-STEMI.

2. CHF exacerbation.

3. Atrial fibrillation.

4. COPD exacerbation.

5. Status post acute hypoxic respiratory failure.

6. Status post AKI.

7. History of CAD status post CABG.

8. History of sick sinus syndrome status post pacemaker placement.

9. History of mitral regurgitation.

10. History of pulmonary hypertension.

PLAN: We will continue all his current medications. Followup labs. Monitor PT/INR and adjust warfarin dosing.

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

