READMISSION NOTE

PATIENT NAME: Black, Reginard

DATE OF BIRTH: 07/02/1949
DATE OF SERVICE: 08/11/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 74-year-old male at the nursing home with cough and congestion. We did order swallowing evaluation. The patient was seen by speech therapy he was aspirating. A chest x-ray showed pneumonia because of dysphagia pneumonia. The patient has a known history of traumatic brain injury and patient was sent to the hospital. The patient went to the Union Memorial he was admitted over there with aspiration pneumonia. A chest x-ray showed infiltrates. The patient was also noted to have tachycardia. The patient was started on broad-spectrum antibiotic and vancomycin and Zosyn subsequently changed to ceftriaxone as per ID recommendation. Speech therapy evaluation was done or in the hospital and followup with them again. The patient started to eat little better. Upon discharge, they recommended pureed diet with thin liquid and speech therapy to follow at the facility. The patient also has a right knee hematoma complicated by septic arthritis and ID has recommended continue the ceftriaxone and subsequently change antibiotic to Cipro 500 mg b.i.d. for total of 10 days to end on 08/20. The patient previously for the right knee he has been seen by orthopedic, has underwent arthrocentesis. The patient also has a known focal liver mass consisted with hepatocellular carcinoma as per old CT of the abdomen on July 31. After stabilization in the hospital, the patient was sent back to the facility. Today when I saw the patient, he is lying on the bed. He is feeling better. Cough is better. No nausea. No vomiting. No fever. No chills.

PAST MEDICAL HISTORY:

1. History of liver cirrhosis.

2. History of hepatitis C.

3. Septic prepatellar bursitis of the right knee.

4. Traumatic brain injury with right-sided weakness.

5. Dysarthria due to traumatic brain injury.
CURRENT MEDICATIONS: Upon discharge from the hospital, Augmentin is 875 mg b.i.d. to be continued until 08/2023, ciprofloxacin 5 mg b.i.d. to be continued until 08/2023, Senokot two tablets daily, ibuprofen 400 mg q.8h p.r.n., oxycodone 5 mg q.4h p.r.n., and Senokot two tablets daily.
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REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain. No palpitation.

GI: No vomiting.

Musculoskeletal: Right knee swelling present.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

PHYSICAL EXAMINATION:

General: Today, the patient is awake. He is alert and oriented.

Vital Signs: Blood pressure is 120/75, pulse 85, temperature 97.5, respiration 18, and pulse ox 96%.

HEENT: Head – no hematoma. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi in the lower lung.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Right arm is contracted, right knee swollen and tender to palpate with knee effusion on palpation.

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

His right-sided weakness from the previous traumatic brain injury.

LABS: Lab done today at the facility at the rehab WBC count 6.7, hemoglobin 12.5, hematocrit 39, sodium 138, potassium 4.1, chloride 104, CO2 26, BUN 13, creatinine 0.7, alkaline phosphatase 324, AST 105, and ALT 88.

ASSESSMENT: The patient was readmitted:
1. Aspiration pneumonia.

2. Previous traumatic brain injury and the history of gunshot injury to the left parietal area status post brain surgery more than 20 years ago.

3. Right-sided weakness.

4. Dysarthria.

5. Septic prepatellar bursitis of the right knee.

6. History of hepatitis C.

7. Transaminitis currently elevated liver enzyme on today’s lab.

8. Dysarthria.

9. Ambulatory dysfunction.
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PLAN: We will continue current antibiotic. Continue all his current medications. I will repeat his CBC and CMP on Monday. We will continue physical therapy. Care plan discussed with the patient and the nursing staff.

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

