HISTORY & PHYSICAL

PATIENT NAME: Campbell, Ronald

DATE OF BIRTH: 02/01/1939
DATE OF SERVICE: 10/29/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is an 84-year-old gentleman. He was admitted to MedStar Hospital. He was brought to the altered mental status. The patient has a multiple medical problems history of CVA, thrombectomy, dysphagia, right ICA occlusion, atrial fibrillation not on anticoagulation status psot CABG, hypertension, CKD, and hemoptysis due to pulmonary hemorrhage. The patient presented with change in mental status. CT imaging was negative for new finding shows right MCA territory involving infarct. MRI of the brain shows evaluation of the large hemorrhage within the basal ganglia. The findings discussed with the neurology no further intervention by neurosurgery saw the patient they did not recommended anything. Repeat CT head was stable. EEG was negative for epileptic findings. The patient was reported to have right MCA recent infarct. At this time, the MRI showed large basal ganglia hemorrhage. The patient also noted to have multilobar pneumonia, UTI, bladder infection given antibiotic broad spectrum. He has aphagia on sudden onset. Blood pressure was monitored, IV antibiotic continued, and Foley catheter with urinary retention was placed. CT shows stable with subacute right MCA infarct. No new bleed. Neurology was consulted again. EEG monitoring was advised. The patient has fluctuating mental status throughout the hospitalization, combination of hyperactive delirium involving recent large stroke about a month ago. They decided patient to be on Eliquis, statin, and subacute rehab for aggressive therapy. The patient has leukocytosis was attributed to pneumonia. PT/OT done and subsequently patient was sent to subacute here. While I saw the patient today, the patient wife is at the bedside. The patient himself is a very poor historian. He is not answering any question but he does follow commands slowly. He is awake and alert x1-2 only at time but does follow the command. No shortness of breath. No nausea. No vomiting. No fever. No chills. His left side is weak and able to move his right arm and right leg.

PAST MEDICAL HISTORY: As I mentioned:

1. Right MCA infarct.

2. Dysphagia status post PEG placement in September 26, 2023.

3. Right ICA occlusion.

4. Atrial fibrillation.

5. Coronary artery disease status post CABG.

6. Hypertension.

7. Diabetes.

8. CKD.

9. Renal artery stenosis status post renal artery stenting.

10. Hemoptysis due to pulmonary hemorrhage.

11. Expressive aphagia.
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SOCIAL HISTORY: Married and lives with his wife. They are married for 63 years. No alcohol. No drug abuse.

FAMILY HISTORY: The patient could not tell.

CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg two tablets via G-tube every eight-hour p.r.n., Apixaban 5 mg b.i.d. via G-tube, Lipitor 80 mg daily, colesevelam 3.75 g oral one pack daily, diclofenac 1% gel four times a day, Pepcid 20 mg b.i.d., Lantus insulin 15 units subcutaneous b.i.d., lispro insulin sliding scale coverage, lactulose 15 mL b.i.d., metoprolol 50 mg two tablets twice a day, multivitamin daily, MiraLax 17 g daily, Flomax 0.4 mg daily.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Neuro: Left side weakness but patient is not very good historian. He denies any fever, chills, nausea, or vomiting.

PHYSICAL EXAMINATION:

General: The patient is awake, alert x1-2, and forgetful. He has some expressive aphagia not able to communicate properly.

Vital Signs: Blood pressure is 110/69, pulse 78, temperature 97.9, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat no exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive. G-tube in place.

Extremities: No edema.

Neuro: He is awake and alert x1-2. He has left side hemiparesis, left arm is weak, and left leg is weak but he is able to move with right leg and right arm. Overall, he has generalized weakness with ambulatory dysfunction.
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ASSESSMENT:

1. The patient was admitted with generalized weakness.

2. Right MCA stroke.

3. Evaluation of the stroke with large hemorrhage within the basal ganglia.

4. Dysphagia status post PEG placement.

5. Right ICA occlusion.

6. Atrial fibrillation.

7. Coronary artery disease status post CABG.

8. Hypertension.

9. Diabetes.

10. Change in mental status.

11. Cognitive deficit.

12. History of renal artery stenosis status post renal artery stenting.

13. History of hemoptysis due to pulmonary hemorrhage unknown etiology in July 2023.

14. History of right side PE in September 2023.

15. Expressive aphasia due to stroke.

PLAN: We will continue all his current medications. Followup labs as ordered CBC and CMP. Care plan discussed with the patient Life at the bedside and also discussed with the nursing staff. The patient wife has decided patient to be DNR/DNI.

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

