FRAME, BRIAN

DOB: 04/19/1957

DOV: 05/24/2024

HISTORY OF PRESENT ILLNESS: This is a 67-year-old gentleman currently on hospice with history of congestive heart failure.

He has a history of COPD, BPH, anxiety, bipolar disorder, gastroesophageal reflux, decompensation, tobacco abuse, and status post porcine aortic valve replacement.

The patient was found to be short of breath, dyspneic with JVD and edema in the lower extremity consistent with endstage congestive heart failure.

He has bouts of bowel and bladder incontinence because of his weakness. 

PAST SURGICAL HISTORY: Left toe amputation, aortic valve replacement (procine).

MEDICATIONS: Colace 100 mg once a day, Flomax 0.4 mg once a day, BuSpar 15 mg t.i.d, aspirin 81 mg a day, Haldol 2 mg at nighttime, Lexapro 10 mg a day, Lipitor 40 mg a day, metformin 1000 mg b.i.d, diltiazem 30 mg two t.i.d, Coreg 3.125 mg twice a day, Protonix 40 mg a day.

ALLLERGIES: CODEINE.

SOCIAL HISTORY: He smokes. He does not drink alcohol. He is divorced. He used to be a landscaper.

FAMILY HISTORY: Father died of non-Hodgkin’s lymphoma. Mother died of lung cancer.

COVID IMMUNIZATIONS: Up-to-date.

REVIEW OF SYSTEMS: Shortness of breath, weakness, anxiety, air hunger. He is currently not on oxygen. History of bipolar disorder. Blood sugar is controlled because of decreased weight, protein-calorie malnutrition, CHF, lower extremity edema, PAD, orthopnea, and he requires the head to be little bit elevated at 45 degrees with few pillows to be able to lie down at night. 

PHYSICAL EXAMINATION:

GENERAL: The patient is a 67-year-old gentleman in mild-to-moderate respiratory distress. 

VITAL SIGNS: O2 sat 92%. Heart rate 100. Blood pressure 140/95. He is afebrile.

HEENT: Oral mucosa without any lesion.

NECK: Shows positive JVD.

HEART: Positive S1. Positive S2. S3 gallop.
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LUNGS: Rhonchi and rales in both bases..

ABDOMEN: Soft.

SKIN: Shows no rash.

EXTREMITIES: Lower extremity shows 1+ edema.

NEUROLOGIC: Nonfocal.

ASSESSMENT/PLAN:

1. The patient is a 67-year-old gentleman with decompensation and uncontrolled heart failure despite being on Lasix, Coreg, and diltiazem.

2. We will try to get his records regarding his ejection fraction; nevertheless he has an S3 gallop. He is short of breath. He is hypoxic with any type of activity and has severe COPD with tobacco abuse. 

3. He is doing poorly. He is no longer able to care for himself. He has caretaker that stays with him on regular basis.

4. He has porcine aortic valve in place, which does not require any coagulation. He also suffers from BPH and has issues with incontinence, protein-calorie malnutrition, weigh loss and edema in the lower extremity with possible ascites in abdominal cavity.

5. He tells me that his liver function test has been elevated in the past most likely related to cryptogenic cirrhosis and congestive heart failure. Overall prognosis remains poor. He also is requesting increase pain medication for his hips, legs, because he is having more pain that keeps him up at night along with shortness of breath, his weakness, and anxiety that was mentioned above.
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