


READMIT NOTE
RE: Gayle Grooms
DOB: 02/10/1961
DOS: 09/26/2025
CNH
CC: Hospital readmit note.
HPI: The patient is a 64-year-old gentleman who was admitted to OU on 08/01/2025 with septic shock requiring pressors. WBC count elevated at 75 treated with IV vancomycin and Zosyn. UA with C&S obtained and was culture negative. Repeat UA and blood cultures were also negative. MRI of the pelvis showed acute on chronic osteoporosis. CT of the abdomen and pelvis, ground-glass opacities in right lower lobe, small left pleural effusion, mild bilateral hydroureteronephrosis and large intraluminal bladder blood clot. No bowel obstruction. Duplex ultrasound of the right upper extremity showed superficial venous thrombosis. CT of the chest showed acute right-sided rib fractures with a small right-sided pleural effusion and a comminuted minimally impacted fracture of the humeral head and humeral neck and the AC joint shows mild degenerative change and then MRI of the pelvis shows a sacral decubitus ulcer and concern for osteomyelitis with multifocal decubitus ulcers overlying the sacrum and bilateral ischial tuberosities with findings of acute on chronic osteomyelitis and again MRI of lumbar spine showed changes of chronic osteomyelitis of the sacrum to include the ischial tuberosities and lower sacrum. Echocardiogram showed normal left ventricular function between 55 and 65%. Chest x-ray was obtained due to room air hypoxia. Chest x-ray showed interstitial and ground-glass opacities suggesting volume overload with blunting of the costophrenic angles. CMP showed a BUN of 21 and a BUN to creatinine ratio of 30.3 indicating some level of volume contraction and fluids were pushed. TSH WNL at 2.5 and BMP WNL. After completing three weeks of IV antibiotics, the patient was discharged back to CNH.
MEDICATIONS: MiraLAX q.d., Neurontin 300 mg h.s., Risperdal 0.5 mg q.12h., FeSO4 one tablet b.i.d., melatonin 5 mg two tablets h.s., Protonix 20 mg q.d., Lexapro 10 mg q.d., Decubi-Vite capsules one q.d., _______ one packet b.id., Norco 7.5/325 mg one tablet q.6h. and Bactrim DS one tablet p.o. q.12h. for a total of three weeks on return.
ALLERGIES: NKDA.
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DIET: Regular with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient was alert and quiet on initial return. The patient, after he got back into his room and changed, he then immediately wanted to go to the smoking room where then he spent the next 30 to 45 minutes and had explained to him that smoking did not help for wound healing.

VITAL SIGNS: Blood pressure 114/71, pulse 80, temperature 98.2, respirations 17, O2 sat 96% and weight 141 pounds, which is stable.

HEENT: He has full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

ABDOMEN: Soft. Bowel sounds present without distention or tenderness.

MUSCULOSKELETAL: The patient is ambulatory, but he also has a manual wheelchair that he can propel himself around with. He is in a hospital bed, so that he can be repositioned and held his head up as needed.

ASSESSMENT & PLAN: Sacral osteomyelitis. The patient received three weeks of IV vancomycin and Zosyn and then discharged with Bactrim DS one p.o. q.12h. to continue for three weeks and that was completed on 09/12. We will follow up with a CBC and a sed rate.
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