READMISSION HISTORY PHYSICAL
PATIENT NAME: Alston, Michael
DATE OF BIRTH: 01/26/1961
DATE OF SERVICE: 10/18/2023

PLACE OF SERVICE: FutureCare Sandtown Nursing Rehab.
HISTORY OF PRESENT ILLNESS: This is a 61-year-old male. He was transferred by 911. He was at the nursing home, while at the nursing home he was noted to be lethargic, unresponsive, unconscious, and 911 was called. The patient was given Narcan, but he did not wake up. The patient was transported by 911 to St. Agnes Hospital Emergency Room. There was suspicion that the patient may have drug abuse and he has been on methadone. The patient was evaluated in the emergency room and subsequently admitted to intensive unit care with respiratory failure maintained on the ventilator. Initially, he was on sedation and subsequently his sedation was weaned off. He was extubated and transferred to the medical unit. The patient has sepsis, MRSA bacteremia unclear source. He was seen by infectious disease. 2D echo done. The patient was given antibiotic and IV vancomycin and continue till October 23, 2023. Hemodynamically he started to improve. PICC line was inserted. Received blood culture negative. Altered mental status improved. The patient has polysubstance abuse, bacteremia, and acute hypoxic hypercapnic respiratory failure that has required intubation in the hospital and ventilation initially subsequently he was weaned off. He was also given nebulizer treatment. Urine toxicology was positive for opiate, methadone, fentanyl, and cocaine. The patient also reported to have pancreatic mass in the past and has been scheduled outpatient followup at St. Agnes Dr. Qadri to be scheduled. History of paroxysmal afib. He did not require any propranolol in the hospital, not on any systemic anticoagulation because of noncompliance issues. He has chronic stasis dermatitis, leg cellulitis, and chronic leg wound. Wound has been healed. CKD, peripheral vascular disease, hypertension, and myelodysplastic syndrome. The patient was stabilized and sent back to the nursing home. Today, when I saw the patient, he is awake, alert, and cooperative lying on the bed. No shortness of breath. No cough. No congestion. No fever. No chills.
PAST MEDICAL HISTORY:
1. Obesity.
2. Hypertension.

3. Hyperlipidemia.
4. Chronic leg edema with chronic leg stasis dermatitis.
5. History of chronic leg wound that has been healed, but he still has chronic dermatitis.

6. Hyperlipidemia.

7. Diabetes mellitus.

8. Vitamin D deficiency.

9. GERD.

10. Heart failure.
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SOCIAL HISTORY: Nursing home resident. History of substance abuse.

FAMILY HISTORY: Father has dementia. Mother has some kind of cancer.

ALLERGIES: Not known.
CURRENT MEDICATIONS: Medication upon discharge and at the facility:
1. Currently he has been on metoprolol 25 mg b.i.d.
2. Gabapentin 300 mg q.12h. for 8 days.
3. Sennoside for constipation daily.
4. Omeprazole 40 mg daily.
5. Folic acid 1 mg daily.
6. Vancomycin 1.5 g intravenous daily to be continued till October 23, 2023, for sepsis.
7. Narcan as needed.
REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Chronic skin dermatitis. Skin changes.
Endocrine: No polyuria. No polydipsia.
Neuro: No syncope. He is awake and alert lying on the bed.
Genitourinary: No hematuria.

Hematology. No bleeding.

PHYSICAL EXAMINATION:
General: The patient is awake. He is alert. He is oriented x3.
Vital Signs: Blood pressure 160/90. Pulse 77. Temperature 98.0. Respiration 18. Pulse ox 99%.
HEENT: Head is normocephalic. Eyes – Anicteric.
Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi.

Heart: S1 and S2.
Abdomen: Soft and nontender. Bowel sounds positive.
Extremities: Chronic lower extremity dermatitis. The wound had been healed.

Neuro: He is awake, alert and oriented x3. Ambulatory dysfunction. He is morbid obesity.
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LABS: Recent labs received WBC 10.3, hemoglobin 13, hematocrit 47.9, platelet count 268,000, sodium 140, potassium 4.6, chloride 104, CO2 30, and AST 11 and ALT 10, BUN 14.
ASSESSMENT:
1. The patient is admitted status post recent acute respiratory failure with recovery.

2. Sepsis.
3. Polysubstance abuse.
4. Morbid obesity.

5. Hypertension.
6. History of hyperlipidemia.
7. History of diabetes mellitus.
8. Morbid obesity.

9. GERD.

PLAN OF CARE: We will continue all his current medications. I will order hemoglobin A1c for him tomorrow and also simvastatin q. a.c. q. h.s. Lidocaine coverage with sliding scale, NovoLog, history of pancreatic mass. He will be scheduled for followup with Dr. Qadri.
Liaqat Ali, M.D., P.A.
