READMISSION HISTORY & PHYSICAL

PATIENT NAME: Thomas, Ronnie

DATE OF BIRTH: 01/01/1948
DATE OF SERVICE: 02/18/2024

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 76-year-old male. He was at the rehab place and the lab shows he has acute kidney injury. The patient is a known renal transplant patient and he was maintained on the medication as recommended by the previous discharge summary at the nursing facility. He was doing physical therapy because of AKI and known history of heart failure, the patient was sent to the emergency room. The patient was evaluated in the ED and subsequently admitted in emergency room. The patient creatinine was 2.8. The patient has a UTI, he was treated at the nursing facility because of elevated creatinine he was evaluated in the ED and they did tacrolimus level was supratherapeutic. A renal ultrasound shows mild to moderate hydronephrosis but these findings are similar to previous sonogram in August 2023. The patient was monitored closely. The patient UTI was treated and creatinine started to improve with hydration. Gentle hydration was done because of known history of CHF and close monitoring of electrolyte, tacrolimus was held for several days then restarted once the level was in the therapeutic range at 215, it was started and the level came back to 3.2. They recommended to start tacrolimus 2 mg in the morning and 1 mg at night. The patient has a chronic blood retention history as per patient and the family he has intermittent catheterization before in the past. After kidney function improved initially Foley was placed and subsequently removed on 14th of February and subsequently patient is avoiding trial he did good. He was also maintained on tacrolimus along with tamsulosin and finasteride for his prostatic hypertrophy. The patient has small right foot ulcer and local skin care were done. There was no sign of infection. Podiatry did not think it is urgent procedure required and no antibiotic recommended. Type II diabetes mellitus was monitored. He has been on detemir along with NovoLog. He has history of heart failure with reduced ejection fraction 40-45%. He was hydrated very carefully and BMP was monitored. He was maintained on Eliquis for atrial flutter, carvedilol, nifedipine for hypertension, diuretic restarted Lasix, and losartan. After stabilization, the patient was sent back to the rehab. Today, when I saw the patient, he denies any headache, dizziness, cough, congestion, or fever.

PAST MEDICAL HISTORY:

1. CKD, status post renal transplant.

2. ASCVD.

3. Atrial flutter.

4. Vitamin D deficiency.

5. Hyperlipidemia.
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6. Heart failure with systolic dysfunction.

7. Hypertension.

8. Bradycardia.

9. History of AV block, status post pacemaker placement.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope. He has generalized weakness.

Endocrine: No polyuria or polydipsia.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 136/68, pulse 65, temperature 97.5, and respiration 18.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi and decreased breath sounds at the bases.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Trace edema. No calf tenderness.

Neuro: The patient is awake, cooperative, and no acute weakness.

ASSESSMENT:

1. The patient was admitted to the subacute rehab status post acute kidney injury improved after hydration.

2. CKD status post renal transplant.

3. Tacrolimus elevated level and dose adjusted in the hospital.

4. History of chronic urinary retention required Foley catheter in the hospital currently that has removed and patient is avoiding urine without any problem.

5. Recent UTI treated.

6. Diabetes mellitus.

7. Small right foot ulcer no sinus infection.
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8. Diabetes mellitus type II.

9. Atrial flutter.

10. Heart failure with reduced ejection fraction 40-45%.

11. History of AV block status post pacemaker placement.

12. Generalized weakness.

PLAN: The patient will be maintained on medication upon discharge they recommended carvedilol 6.25 mg half tablet twice a day, finasteride 5 mg daily, aspart insulin 10 units with each meal three time a day, melatonin 1 mg at night two tablet daily and two tablet melatonin, Lasix 20 mg twice a day, Lantus insulin 20 units subcutaneous at night, Flomax 0.4 mg daily, vitamin D 1000 units daily, Apixaban 5 mg b.i.d. for atrial flutter, Lipitor 80 mg q.p.m., Jardiance 25 mg daily, losartan 25 mg daily, nifedipine XL 30 mg daily, prednisone 5 mg daily, sertraline 25 mg daily, tacrolimus 2 mg every morning and tacrolimus 1 mg at night every evening. All the medicines will be continued. PT/OT will be done. Care plan discussed with the nursing staff. Care plan also discussed with the patient he wants to be full code.

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

