HISTORY & PHYSICAL

PATIENT NAME: Loar, Gene

DATE OF BIRTH: 12/29/1938
DATE OF SERVICE: 10/20/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is an 84-year-old gentleman. He was admitted to John Hopkins Hospital. He presented to the hospital feeling short of breath, fell of the ground, and was not able to get up. He was feeling weak. He has ambulatory dysfunction. The patient does have multiple medical problems including history of atrial fibrillation. He has been on atenolol, warfarin for hypertension, aortic stenosis status post TAVR in 2019, hypertension, pulmonary hypertension, macrocytic anemia, diffuse lymphadenopathy of unknown etiology, prostate surgery status post TURP, and CKD. The patient was brought to the hospital and patient was evaluated. The patient denies head trauma. Denies loss of consciousness. The patient roommate called the ambulance. The patient was evaluated in the emergency room. He was complaining of lower extremity weakness and generalized weakness. He denies any chest pain, fever or chills. No urinary symptoms. The patient also explained that he lived with his friend help him on his daily activity if needed. The patient was apparently recently hospitalized at MedSTAR Union memorial for syncope but this time he was evaluated at John Hopkins. He has thrombocytopenia, macrocytosis, anemia, multiple joint pain, and inflammatory consistent with gout flare. Uric acid was elevated. The patient had lymph node biopsy done that revealed monotonous small lymphocytes. It is not high grade lymphoma but they cannot exclude low grade lymphoma need to wait for cytometry result. Hem-oncology team was notified however this is indolent lymphoma, which does not necessarily require treatment in the absence of cytopenia or symptoms. So they advised followup biopsy report need to be followed up. The patient has a known chronic left lymphedema all his life he told me. While in the hospital, they advised they gave him steroid, prednisone, and colchicine for gout flare and was slowly tapered off CKD and hyperkalemia was managed. For atrial fibrillation, he was maintained on warfarin an admission INR was 4.0. Subsequent after stabilization, they restarted warfarin and adjust to the dose. He has severe aortic stenosis status post TAVR. He used to be on amiodarone initially infusion, subsequently converted to oral amiodarone. He has severe pulmonary hypertension noted. He was given diuretic for fluid overload, elevated AST, ALT, and bilirubin that was monitored. After stabilization, he also has bilateral hydronephrosis, 6 mm left ureter stone, history of prostate cancer status post resection, and Foley catheter was placed in the emergency room. The patient was discharge on Foley catheter and outpatient followup urology. Today, when I saw the patient, he is lying on the bed. No headache. No dizziness. No shortness of breath. He is feeling weak and tired, generalized weakness, and both legs are weak but no cough. No congestion. No chest pain.
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PAST MEDICAL HISTORY: As I mentioned:

1. CHF.

2. Hypertension.

3. Atrial fibrillation.

4. Aortic stenosis status post TAVR.

5. Pulmonary hypertension.

6. Macrocytic anemia and diffuse lymphadenopathy.

7. CKD.

8. Prostate cancer.

ALLERGIES: Not known.

SOCIAL HISTORY: No smoking. No alcohol. No drugs. He lives with the roommate to help each other. He has no children.

CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg q.6h p.r.n., zirconium for hyperkalemia one packet daily if needed for hyperkalemia, and warfarin 7.5 mg alternating with 5 mg. For atrial fibrillation, we will monitor PT/INR. Keep INR between 2 and 2.5, colchicine 0.6 mg daily, vitamin D 1000 units daily, amiodarone 200 mg daily for atrial fibrillation, folic acid 1 mg daily, Protonix 40 mg daily, Flomax 0.4 mg daily, MiraLax 17 g daily, oxycodone 5 mg q.4h. p.r.n., atenolol 50 mg daily, Humalog sliding scale coverage, Lasix 40 mg daily, Lantus insulin 3 units subcutaneous once a day, and Santyl ointment for the skin.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain. No palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: Chronic leg edema.

Skin: He has chronic scarring both lower extremity and chronic lymphedema.
Genitourinary: No hematuria.

Neuro: No syncope. He has Foley catheter in place and clear urine coming out.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 120/72, pulse 76, temperature 98.1, respiration 20, and pulse ox 96%.
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HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat is clear.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Bilateral chronic lymph edema and chronic skin scarring both legs.

Neuro: He is awake, alert, oriented x3, and generalized weakness reported. The patient has cervical spine x-ray and no acute cervical spine abnormality noted.

ASSESSMENT: The patient has been admitted to the hospital:
1. Generalized weakness status post fall.

2. Atrial fibrillation.

3. Aortic stenosis status post TAVR.

4. Ambulatory dysfunction.

5. Pulmonary hypertension.

6. Macrocytic anemia.

7. Diffuse lymphadenopathy status post lymph node biopsy.

8. Preliminary reading indolent lymphoma but final report still pending.

9. Urinary retention required Foley catheter seen by urology.

10. History of prostate cancer.

11. History of anemia.

12. History of diffuse lymphadenopathy.

13. History of thrombocytopenia.

PLAN: We will continue all his current medications. Extensive PT/OT rehab. Code status. The patient is alert and oriented x3. Code status discussed with him and he want to be DNR. Medical management as necessary he said yes. At this point, we will continue all his current medications. Followup lab electrolytes. Discussed with nursing staff.

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

