HISTORY & PHYSICAL

PATIENT NAME: Artis, James

DATE OF BIRTH: 11/23/1932
DATE OF SERVICE: 09/26/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 90-year-old male. He was admitted to University of Maryland Midtown Campus. The patient presented with back pain. The patient has a known history of CKD stage V, hyperlipidemia, and heart failure with reduced ejection fraction. The patient has been evaluated before at the Midtown Campus with low back pain. He was seen in September 15th. At this time, he presented to the emergency room because of back pain three days not improving and bilateral leg pain. The patient denies any other history, but the patient is a poor historian. The patient was evaluated in the ED and subsequently admitted. The lab revealed metabolic acidosis, pH was 7.1, bicarb of 11, and PCO2 36. He has acute on chronic CKD and creatinine level was 8.3 all the baseline is 5.5. We evaluated BUN, uric acid level was 11.6, lipase level 1169, and also elevated proBNP. The patient has a multiple medical issues urinary tract infection due to klebsiella UTI. The patient has dementia and forgetfulness. The patient was admitted to the hospital and they attributed back pain to UTI. He was treated empirically with IV ceftriaxone subsequently changed to IV ertapenem because he was noted to have ESBL. The patient has one episode of low BP 96/55 then he recovered with normal saline bolus, CKD stage V, high anion gap metabolic acidosis. On admission over the hospital course started improve. BUN and creatinine monitored, Foley catheter was placed, and monitor urine output, nephrology consulted. The patient was discharged and Foley catheter in place they recommended to change every 30 days. He has hyperkalemia. He was given Lokelma. The patient has mild nutrition due to poor oral intake. Because of elevated lipase level they did CT abdomen negative for pancreatitis. He was reported to have unwitnessed fall. He was found on the floor by the nurse on September 23. He did not have any laceration on his head. CT head and cervical spine without contrast was done. No bleed. No cervical spine fracture as per hospital report. The patient has hyperkalemia that was attributed to CKD required Lokelma. After stabilization, the patient was sent to the subacute rehab at Charles Village. When I saw the patient today, the patient is a poor historian and lying in the bed. He is very confused and disoriented. He is not answering any question properly. The patient discharge summary reviewed. The patient has a history of prostatic hypertrophy.

PAST MEDICAL HISTORY:

1. Arthritis.

2. Prostatic hypertrophy.

3. CKD.

4. Diabetes.

5. Elevated PSA level.
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6. Hypertension.

7. Gout.

8. Hypercholesterolemia.

9. Hyperlipidemia.

10. Urinary tract infection.
PAST SURGICAL HISTORY: History of prostate transurethral resection in 2017 and history of colonoscopy.

ALLERGIES: CEFDINIR.

SOCIAL HISTORY: No alcohol. No drug abuse.

CURRENT MEDICATIONS: Upon discharge, allopurinol 100 mg daily, multivitamin daily, Lokelma 10 g everyday with lunch, Flomax 0.4 mg daily, Tylenol 650 mg q.6h p.r.n., and calcitriol 0.25 mcg one capsule daily.
REVIEW OF SYSTEMS: No headache. No dizziness. No nausea. No vomiting. No shortness of breath. No fever. No chills but patient is lying in the bed. He is very confused. He is not answering any question properly. He is moaning and groaning. He is a poor historian. Detail system was unable to be obtained.
PHYSICAL EXAMINATION:

General: The patient is awake and lying in the bed. He is confused and disoriented. When asking question he is not answering any question properly because of his confusion with dementia and disoriented.

Vital Signs: Blood pressure is 112/70, pulse 70, temperature 98.2, and respiration 20.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Dry skin. No leg edema.

Neuro: The patient is awake, confused, and disoriented. He is not following any commands.

LABS: Hospital lab reviewed.
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ASSESSMENT:

1. The patient has been admitted with Ambulatory dysfunction.

2. Chronic back pain.

3. CKD stage V.

4. Metabolic acidosis.

5. Anemia most likely due to CKD.

6. Heart failure with reduced ejection fraction.

7. Malnutrition.

8. Hypertension.

9. Prostatic hypertrophy.

10. Recent urinary tract infection.

11. Ambulatory dysfunction.

12. Dementia.

13. Memory impairment.

14. Cognitive deficit.

15. History of hyperkalemia.

PLAN: We will continue all his current medications as per recommendation from the hospital. CODE status discussed with the patient niece and the son as next of kin surrogate. MOLST form discussed with the family and signed by me. The patient niece and the son both agree. The patient to be full code. Transfer to the hospital if needed to be transferred, IV antibiotic yes, IV fluid yes, blood transfusion yes, G-tube feeding if needed yes, and IV antibiotic if needed yes. Regarding his dialysis, family not decided yet. I have signed the new MOLST form placed in the chart. Discussed with the patient family regarding MOLST, no resuscitation and all there questions answered. Total spent time by me on this patient was 50 minutes.

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

