HISTORY & PHYSICAL
PATIENT NAME: John, Davies

DATE OF BIRTH: 11/04/1942
DATE OF SERVICE: 06/27/2023

PLACE OF SERVICE: Franklin Woods Genesis Rehab.

HISTORY OF PRESENT ILLNESS: This is an 80-year-old male with known history of CVA, stage III esophageal adenocarcinoma status post definite chemoradiation completed in 2022 complicated by stricture and has an esophageal stent placement in June 2023. He has Afib, coronary artery disease, coronary artery bypass graft, peripheral arterial disease, hypertension, and abdominal aortic aneurysm. The patient was brought to the emergency room complaining of pain in the groin, decreased urine output, and the patient developed inappropriate behaviors, difficulty ambulation, and generalized weakness. The patient was evaluated and subsequently admitted. The patient was noted to have an acute cardioembolic microinfarct right cerebrum and bilateral cerebellum area. CT of head done shows multiple old infarcts, left thalamus, left caudate, and new infarct in the right cerebellar hemisphere. MRI showed acute microinfarct right paracentral lobule, was thought cardioembolic etiology. Because of CHADS score of 7 the patient started on anticoagulation given high risk of stroke. The patient was maintained on statin, dabigatran 150 mg b.i.d. He was also noted to have orthostatic hypotension, dizziness, and syncopal episode in the hospital, pain in the groin, recent fall showing no acute fracture. The patient was maintained on metoprolol succinate before, but that was held because of hypotension episode and dizzy episode. He was added salt 1 g daily and metoprolol put on hold, chronic atrial fibrillation he was started on dabigatran. He also has a left mid calf indeterminate thrombus in the left leg and he is already on dabigatran. He has dysphagia due to esophageal cancer, previously stent placed. He was seen by speech therapy they recommended pureed diet with thin liquid, vitamin D deficiency supplemented, *__________* kidney left sided nephrosis, mild history of ACS. He was maintained on statin along with ezetimibe. For GERD on Protonix, metastatic esophageal cancer being followed by GBMC Oncology group. After stabilization PT/OT done and the patient was sent to subacute rehab. Today when I saw the patient he is very poor historian. He is not answering any questions properly, but he states he is feeling weak and tired, but no chest pain, no nausea, and no vomiting.

PAST MEDICAL HISTORY: 

1. Previous CVA.

2. Stage III esophageal adenocarcinoma status post radiation and chemotherapy.

3. Esophageal stent placement.

4. Atrial fibrillation.

5. Coronary artery disease status post CABG.

6. Peripheral arterial disease status post SFA popliteal  bypass.

7. Hypertension.

8. Abdominal aortic annerysm with lower extremity stent placement.

9. Hyperlipidemia.

10. COPD.
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11. History of sleep apnea.

12. History of vitamin D deficiency.

PAST SURGICAL HISTORY:

1. Cerebellar artery aneurysm repair.

2. Coronary artery bypass graft.

3. Lower extremity SFA bypass.

4. Lumbar fusion L5-sacrum.

5. Retinal detachment surgery.

ALLERGIES:
1. INDOMETHACIN.

2. ASPIRIN.

CURRENT MEDICATIONS: Upon discharge:

1. Plavix 75 mg daily.

2. Pradaxa 150 mg b.i.d.

3. Duloxetine 30 mg daily.

4. Ezetimibe 10 mg daily.

5. Metoprolol XL 50 mg daily.

6. Protonix 40 mg p.o daily.

7. Potassium chloride 20 mEq daily.

8. Lipitor 40 mg daily.

9. Clonazepam 0.5 mg daily.

10. B12 1000 mcg p.o daily.

11. Lasix 40 mg daily.

12. Hydrocortisone 2.5% twice a day.

13. Lidocaine 2.5% cream apply daily.

14. Magnesium oxide 250 mg b.i.d.

15. Melatonin 3 mg two tablets daily.

16. Protonix 40 mg daily.

17. MiraLax 17 g daily.

18. Senokot daily.

19. Spironolactone 12.5 mg daily.

20. Carafate 1 g three times a day.

21. Flomax 0.4 mg daily.

22. Carmol 20% topical cream for dry skin irritation.

23. Vancomycin 125 mg four times a day.
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REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No nausea. No vomiting. No nausea or vomiting.

No fever. No chills.

Constitutional: Complaining of generalized weakness.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Neuro: No syncope. Lying on the bed complaining of generalized weakness.

PHYSICAL EXAMINATION:
General: The patient is awake, alert, and cooperative.

Vital Signs: Stable.

HEENT: Head – atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2. An old healed sternotomy scar noted. Systolic murmur heard.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No edema. No calf tenderness.

Neuro: He is awake, alert, and oriented x2. He has some dysarthria slowly answering the questions.

LABS: Recent lab done in the rehab sodium 137, potassium 4.9, BUN 22, creatinine 0.8, hemoglobin 8.2, hematocrit 24.6, platelets 148, WBC count 4.37.

ASSESSMENT/PLAN:
1. The patient is admitted status post acute thromboembolic mitral infarct right cerebrum and bilateral cerebellum.

2. Previous CVA.

3. Cardioembolic thrombotic stroke started on dabigatran in the hospital.

4. Episode of syncope with hypotensive episode in the hospital.

5. Chronic atrial fibrillation.

6. Previous DVT.

7. Left calf previous DVT.

8. Dysphagia due to esophageal cancer currently was able to tolerate pureed diet.

9. Vitamin D deficiency.

10. History of coronary artery disease.

11. History of hyperlipidemia.

12. Metastatic esophageal cancer.
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PLAN OF CARE: We will continue all his current medications. Follow up lab electrolyte. He does have anemia. Seem to be anemia of chronic disease. Extensive physical therapy, PT and OT and speech therpay to follow the patient. Care plan discussed with nursing staff. The patient is on vancomycin p.o. but there is no documented reason found in the chart. We will ask the hospital and identify the duration and diagnosis for the oral use of vancomycin.

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