HISTORY AND PHYSICAL
PATIENT NAME: Dicken, Donald R

DATE OF BIRTH: 02/07/1936
DATE OF SERVICE: 10/21/2023

PLACE OF SERVICE: Franklin Woods Genesis Rehab

HISTORY OF PRESENT ILLNESS: This is an 87-year-old male with known history of coronary artery disease status post coronary artery bypass graft, mechanical aortic valve on warfarin. He was admitted to St. Joseph Hospital. The patient presented with shortness of breath. The patient has a known history of COPD emphysema. He is recenlty diagnosed with left sided pleural effusion. He was admitted to Franklin Square Hospital. He has hospital acquired pneumonia. He was treated with IV antibiotic and was discharged to subacute rehab. Subsequently he went home without any oxygen, however after a week he noted to have progressive shortness of breath and he had CT scan of the chest done that showed right-sided pleural effusion. The patient was sent to the emergency room. He was on oxygen via nasal canula 3 liter per minute. The patient was evaluated in the ED and has been complaining of dyspnea and shortness of breath for seven days. Right-sided pleural effusion was large and at that point INR was 2.9. Thoracentesis was postponed for several days until INR was 1.5. Subsequently, the patient underwent thoracentesis and 2.3 liters of pleural fluid was removed. The patient significantly started to improve better. The patient has recurrent effusion and no infectious source was identified. The patient has latent TB. He was started recently on isoniazid that was supposed to be continued till April 2024 300 mg daily along with pyridoxine, but while in the hospital his fluid analysis was negative. The patient was maintained on diuretics. Chest x-ray repeat showed improvement. While in the hospital, the patient was evaluated by pulmonary and recommendation for pulmonary followed up. The patient has complex medical history. Today, when I saw the patient he denies any cough and congestion. No fever or chills. Dry cough occasionally. No fever. No chills. No shortness of breath. He is lying in the bed. He is very comfortable. He does have history of sleep apnea and he used CPAP at home. The patient has previously extensive workup done for his right upper lobe nodular opacities and questionable right upper lobe mass, enlarged cervical lymph node. PET-CT done in 2022 likely to be reactive. The patient has been followed by pulmonary and PCP closely. The patient has CT of the neck done in June 2023 that showed schwannoma and unchanged from the previous CAT scan. CT scan also showed centrilobular bullous emphysema. He does have iron deficiency required iron infusion in the past. This time after drainage of pleural fluid, he was restarted on Lovenox along with warfarin. PT/OT consulted. He has generalized weakness and the patient was sent to the Franklin Woods Genesis Nursing Rehab.

PAST MEDICAL HISTORY

1. Coronary artery disease status post coronary artery bypass graft.

2. Schwannoma.

3. History of pleural effusion.
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4. History of large bilateral hernia.

5. History of right upper lobe pneumonia.

6. Aortic valve replacement.

7. Prosthetic valve maintained anticoagulation

8. Atrial fibrillation.

9. Hypothyroidism.

10. Obstructive sleep apnea diagnosed in 2011.

11. History of rhinitis.

12. History of colonic polyp.

13. Multiple pulmonary nodules stable for several years.

14. Lumbar vertebral decompressor surgery in the past with instrumentation in August 2015.

15. History of cervical spine stenosis.

16. Thoracic spine stenosis.

17. History of schwannoma.

18. History of benign prostatic hypertrophy.

19. Leg edema.

20. Asthma.

21. COPD.

22. Emphysema.

23. Osteoarthritis.

24. History of appendectomy.

25. History of pneumonia treated

26. History of atraumatic left fibular fracture in 2020 due to fall suffered rib trauma.

27. History of COVID 2020 with recovery.

28. History of closed non-displaced fracture of the left acetabulum.

29. History of cervical radiculopathy.

30. History of schwannoma by biopsy of the neck in June 2023.

SOCIAL HISTORY: Married. He used to smoke, but quit smoking many years ago. No alcohol. No drugs. Lives with the wife.

FAMILY HISTORY: Positive for coronary artery disease and COPD.
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MEDICATION: Upon discharge:

1. Lovenox 80 mg subcutaneous b.i.d for seven days, but monitor with daily PT/INR once INR is between 2.5-3.5 Lovenox will be discontinued. The patient will be maintained on warfarin.

2. Lasix 20 mg daily.

3. Albuterol inhaler two puffs every six hours.

4. Uroxatral 10 mg daily.

5. Aspirin 81 mg daily.

6. Lipitor 40 mg daily.

7. Beclomethasone 80 mcg two puffs in addition every day.

8. Calcium carbonate 500 mg b.i.d.

9. Vitamin D 1000 units daily.

10. Diltiazem CD 180 mg daily.

11. Pepcid 20 mg daily.

12. Fluticasone nasal spray daily.

13. Isoniazid 300 mg p.o daily every morning.

14. Levothyroxine 75 mcg daily.

15. Melatonin 3 mg daily.

16. Montelukast 10 mg daily.

17. Probiotic for colon health one capsule daily.

18. Pyridoxine vitamin B6 50 mg daily.

19. Senokot 8.6 mg daily.

20. Docusate everyday.

21. Spiriva Respimat two puffs daily.

22. Warfarin 10 mg every evening, but takes 7.5 mg Monday, Tuesday, Thursday, Friday, Saturday and Sunday and 5 mg on Sunday and Wednesday.

REVIEW OF SYSTEMS: 

Constitutional: No headache. No dizziness No sore throat.

Pulmonary: Dry cough.

Cardiac: No chest pain or palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neurologic: No syncope. He complained of generalized weakness and ambulatory dysfunction.
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PHYSICAL EXAMINATION:
General: The patient awake, alert and oriented x 3.

Vital Signs: Blood pressure 119/868. Pulse 76. Temperature 98.4 F. Respiration 18 per minute. Pulse ox 92%.

HEENT: Atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Old healed surgical scar from the previous CABG.

Lungs: Decreased breath sounds at the bases. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: No edema. No calf tenderness.

Neurologic: The patient is awake and alert oriented x3 and cooperative. Moving all extremities equal.

Skin: Intact.

ASSESSMENT:

1. The patient is admitted with generalized weakness.

2. Ambulatory dysfunction.

3. Right-sided pleural effusion status post thoracentesis.

4. Latent TB.

5. Chronic atrial fibrillation.

6. Aortic valve replacement mechanical valve maintained on anticoagulation. 

7. Hypothyroidism.

8. COPD/emphysema.

9. Hypertension.

10. Obstructive sleep apnea.

11. History of multiple pulmonary nodules.

12. History of cervical spine stenosis.

13. History of lumbar disc disease status post lumbar decompressive surgery in 2015.

14. History of prostatic hypertrophy with urinary retention.

15. History of leg edema.

16. History of *__________* mesenteric ischemia with hemoperitoneum required hospitalization in 2019 and required surgery, laparotomy, and evacuations of hemoperitoneum 2019.

17. History of bilateral inguinal hernia.

18. History of aspiration pneumonia treated.

19. History of schwannoma.

20. History of COVID with recovery.

21. History of hypothyroidism.
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PLAN OF CARE: We will continue all his current medications. PT/OT and we will monitor PT/INR closely. Once INR is between 2.5 to 3.5 we will discontinue Lovenox and maintain on warfarin. Care plan discussed with the patient. Code status was also discussed. The patient wanted to be full code. He is alert and oriented x 3. He is capable of making his own health care decisions. Care plan was also discussed with the nursing staff at the nursing home.

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