HISTORY & PHYSICAL

PATIENT NAME: James Thompson

DATE OF BIRTH: 12/29/1967
DATE OF SERVICE: 04/20/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 55-year-old male. He is admitted to the Rehab Center. The patient was hospitalized in Sinai. The patient has a known history of C-spine injury in the past and quadriplegic with neurogenic bladder and suprapubic catheter in place and also known COPD, depression, and previous history of cervical spine fusion, subdural hematoma, seizures disorder and neurogenic bladder as I mentioned. The patient was hospitalized on April 7th until April 19th at the Sinai. He came due to change in mental status and found to be in septic shock and rhabdomyolysis. Urine culture and blood culture negative. He has a previous history of ESBL, Gram negative organism. ID consulted and he completed meropenem IV for 10 days and he was found to have Fentanyl cocaine positive in the toxicology screen. He has left hydronephrosis and creatinine on presentation was 7.4. Nephrology consulted and there was noted suprapubic catheter malfunction causing obstruction that was replaced. *__________* was consulted for substance abuse. He was maintained on his Keppra and after stabilization, the patient’s PT/OT done and he was recommended for subacute rehab. The patient was sent to the Charles Village. Today when I saw the patient in televisit, he denies any headache, dizziness, nausea, or vomiting. He is awake and alert. He has movement of his upper extremity, but his both legs are weak. Right hand is contracted. He denies chest pain, fever, chills, nausea, or vomiting.

PAST MEDICAL HISTORY: As I mentioned:
1. COPD.

2. Cervical spine injury resulting in cervical effusion.

3. Alcohol abuse.

4. Depression.

5. HIV disease.

6. Subdural hematoma.

7. Seizure disorder.

8. Neurogenic bladder status post suprapubic catheter placement.

9. History of quadriplegia.

PAST SURGICAL HISTORY: 
1. Status post cervical spine surgery.

2. History of suprapubic catheter placement.

MEDICATIONS: Upon discharge from the hospital, he was on oxybutynin 5 mg two times a day and Flomax 0.4 mg daily. He is also on Symtuza one tablet daily, Keppra 500 mg twice a day, Lipitor 20 mg daily, tizanidine 4 mg twice a day, and Tivicay 50 mg daily.
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ALLERGIES: Not known.

SOCIAL HISTORY: Alcohol abuse in the past and substance abuse in the past.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.
Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting. No diarrhea.
Musculoskeletal: Both lower extremity weakness. He has a sacral ulcer. Right hand is contracted.

Neuro: Awake and alert, but had bilateral leg weakness and he has decreased power in the both arms, but he is able to move both arms. He is quadriplegic, but oriented x3.

PHYSICAL EXAMINATION:

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

Vital Signs: Stable.

The patient is lying on the bed, breathing comfortable, and no distress. The patient is able to move his both upper arms. Right hand is contracted and in both lower extremities he has weakness. He is able to move both legs. Power is only 1/5 in the both legs and suprapubic catheter is in place.

ASSESSMENT: The patient is admitted with:

1. Decondition with multiple medical problems for rehab.
2. History of cervical spine injury resulting in quadriplegia. Currently, he is able to move his both arms. Both legs are still weak.
3. Status post septic shock with ESBL treated at Sinai Hospital with IV antibiotics.
4. Neurogenic bladder status post suprapubic catheter.
5. Sacral pressure ulcer.
6. Seizure disorder.
7. HIV disease.
8. Ambulatory dysfunction.
9. History of COPD.
PLAN OF CARE: Continue all his current medication, local skin care, PT/OT, followup and monitor him closely.

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

