READMISSION HISTORY & PHYSICAL

PATIENT NAME: Kamara, Zainab

DATE OF BIRTH: 03/03/1967
DATE OF SERVICE: 01/01/2024

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 56-year-old female. She was admitted to Shock Trauma Center due to motor vehicle crash on December 17th. She was found to have multiple injuries that encounter injury included traumatic dissection of the right subclavian artery with occlusion right upper extremity, degloving injury, and right upper extremity fracture and right lower extremity fracture. The patient underwent angiogram and repair of an artery with stent. She had Ex Fix placed in the right upper extremity and then underwent repair of her right lower extremity fracture. She remains on the ventilator admitted to ICU initially subsequently she was extubated and discharged after stabilization to subacute rehab. While in the rehab, the patient was noted to have right upper extremity Ex Fix bolt coming off on her wrist pin. The patient did not have any new trauma or recent fall. No fall reported. The patient was seen by the translator while in the hospital, family member niece who is involved in the care she was also with her assisting with the translation. Because of the pain was loose, she was sent back to Shock Trauma Center. She was evaluated by the Shock Trauma Center and she was noted to have Ex Fix (external fixator) in place to right upper extremity with most distal pain to the right hand disconnected noted from Ex Fix bar. No surrounding erythema or induration or drainage noted. Right lower extremity splint with dressing present and pulses intact. Neurologically, the patient was alert, oriented to time, person, and place. The patient was managed by orthopedic at Shock Trauma by Dr. David Paul Milzman they did not recommend any surgical intervention and they recommended to outpatient followup in one week. The pin that was loose that was reattach by orthopedic and patient was stable and subsequently she was sent back to the subacute rehab at Charles Village.

Today, when I saw the patient, the patient is lying in the bed. She denies any headache, dizziness, or cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY: She has motor vehicle crash resulting in multiple injuries. She required surgery in her right upper extremity and right lower extremity, injury to right brachial artery, right upper extremity exploration, radial artery ligation, incision and drainage wound closure right upper extremity with external fixator placement tried, right tibia fibula external fixator, left femoral artery access, right axillary stent via right radial and left femoral body floss, AngioJet thrombectomy, removal of the external fixator on December 18th from the proximal tibia with intramedullary nailing in the tibia.
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ALLERGIES: Not known.

SOCIAL HISTORY: No smoking. No alcohol. No drugs.

CURRENT MEDICATIONS: Aspirin 81 mg daily, albuterol nebulizer treatment every six hours, Plavix 75 mg daily, Tylenol 500 mg two tablets four times a day p.r.n., Senokot 8.6 mg two tablet b.i.d., gabapentin 300 mg three times a day, Colace 100 mg b.i.d., Lovenox injection 30 mg subcutaneous twice a day for DVT prophylaxis, guaifenesin 600 mg p.o. b.i.d. for cough, ferrous sulfate 325 mg daily for anemia, and oxycodone 5 mg every four hours p.r.n. for pain.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Right arm some swelling and also the right leg some pain but no redness. No sign of infection.
Neuro: No syncope.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 130/70, pulse 72, temperature 98.0, respiration 18, and pulse ox 98%.

HEENT: Head – no hematoma. Eyes anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: External fixator right upper extremity in place. No surrounding redness, induration or drainage, right lower extremity splint present with dressing in place.

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

LABS: Recent lab done iron level is 31 she is being supplemented with iron tablet. Recent CBC, WBC count 10.6, hemoglobin 9.2, hematocrit 29.2, sodium 138, potassium 4.0, chloride 101, CO2 25, glucose 98, BUN 16, creatinine 0.5, AST 33, and ALT 45.
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ASSESSMENT:

1. The patient was admitted status post motor vehicle crash resulting in right upper extremity degloving injury.

2. Right brachial artery injury.

3. Injury to right subclavian artery.

4. Closed tibia fracture.

5. Injury to right brachial artery.

6. Status post surgery angiogram repair of the artery with stent.

7. External fixator of the right upper extremity.

8. Repair of the right lower extremity fracture.

9. Ambulatory dysfunction due to trauma.

10. Recent motor vehicle accident not fall.

11. Ambulatory dysfunction due to fracture right leg.

PLAN: We will continue all her current medications as advised. We will continue all her current medications. Outpatient orthopedic followup in one week. Care plan discussed with the patient and also with her niece on the phone. Code status discussed with the patient. The patient is alert and oriented x3. She wants to be full code. New MOLST form was signed by me.

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

