HISTORY & PHYSICAL

PATIENT NAME: McGhan, Thomas Michael

DATE OF BIRTH: 04/05/1949
DATE OF SERVICE: 10/29/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 74-year-old gentleman with history of atrial fibrillation, hypertension, hyperlipidemia, and obesity. He was presented to the hospital October 21st with worsening bilateral leg wound and pain, open foul smelling wound both legs going on for one year for getting worse for the last few days and difficulty walk. The patient has a chronic rash and has been evaluated by multiple subspecialties and prolonged hospitalization requiring she stay in the hospital. The hospital course was previously complicated by ischemic colitis. The patient underwent exploratory laparotomy colectomy on September 28 with small bowel resection. He returns to the OR for abdominal closure extubated on October 5th. Initially, he required TPN then weaned off that to modified diet and lower extremity wound with black discoloration have markedly improved with wound care, biopsy on finger as well as intestinal biopsy was negative for vasculitis. Leg biopsy pathology report still pending. The patient has been seen by John Hopkins rheumatology. The bilateral lower extremity angiogram was done by vascular no further intervention. The patient has severe anemia required 5 units of PRBC transfusion. He was given IV iron. He was also being treated for C. diff with p.o. vancomycin and UTI for cefdinir with Foley in place for urinary retention. The patient has C. diff infection ischemic bowel that was managed. Surgical intervention as I mention due to ischemic colitis, acute urinary retention required urinary catheter failed voiding trial and lower extremity wound cellulitis started to improve. The patient has a GI bleed that has resolved. Anasarca both legs started to improve with Lasix, anemia status post transfusion, IV iron therapy, and NONSTEMI. He was maintained on statin and aspirin. Diabetes mellitus type II monitor, atrial fibrillation with RVR on Eliquis, and cephalic vein thrombosis on Eliquis. Multiple consultation obtained in the hospital Infectious Disease for multidrug Pseudomonas, nutrition consultation, palliative consultation, podiatry consultation, and rheumatology consultation, and vascular consultation.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Atrial fibrillation.

3. Hyperlipidemia.

4. Obesity.

5. Chronic leg wound.

6. Hyperlipidemia.

7. Hypercoagulable state due to atrial fibrillation.

8. Thrombus left atrial appendage.

9. Anemia.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg three times a day p.r.n., DuoNeb treatment four times a day, Apixaban 5 mg b.i.d., aspirin 81 mg daily, Lipitor 20 mg daily, cefdinir 300 mg p.o. b.i.d. for seven days, diazepam 2 mg b.i.d. p.r.n. for muscle spasm, Colace 100 mg b.i.d., gabapentin 100 mg t.i.d., insulin glargine 10 units daily, lispro sliding scale coverage, lispro 4 units premeal three time a day, lubricant eye drops four times a day, oxycodone 5 mg q.6h p.r.n., Protonix 40 mg daily, MiraLax 17 g daily, sodium hypochlorite topical cream for the skin, Flomax 0.4 mg daily, and vancomycin 125 mg p.o. q.6h for 10 days for C. diff colitis.
ALLERGIES: None known.

SOCIAL HISTORY: No smoking. No alcohol. No drugs. He has three grownup children.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Pain and aches and chronic leg ulcer.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x3.

Vital Signs: Blood pressure is 113/66, pulse 90, temperature 97.7, respiration 18, and pulse ox 96%.

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.

Extremities: Bilateral wound with dressing in place.

Neuro: He is awake, alert, and oriented x3. He is lying on the bed and gait not tested. He has bilateral upper extremity power 5/5 and lower extremity power is 3-4/5. He is alert and oriented x4.
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ASSESSMENT:

1. The patient was admitted to subacute rehab with aggressive physical therapy.

2. Chronic bilateral lower extremities extremity wound with recent episode of ischemic colitis required exploratory laparotomy in September 28th with small bowel resection status post abdominal closure.

3. Bilateral lower extremity cellulitis with chronic wound.

4. C. diff colitis.

5. Chronic atrial fibrillation.

6. NONSTEMI.

7. Atrial fibrillation.

8. History of hyperlipidemia.

9. Obesity.

10. Melena.

11. Severe anemia status post transfusion.

12. History of thrombus left atrial appendage.

13. Diabetes mellitus type II.

14. Recent UTI.

15. Urinary retention required Foley catheter.

16. History of amputation of right toe.

PLAN: We will continue all his current medications. Follow labs CBC, CMP, and magnesium level. PT/OT local skin care. Wound team to follow the patient. Care plan discussed with the patient. Code status discuss with the patient and he wants to be full code. Also, discussed with nursing.

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

