INITIAL HISTORY & PHYSICAL
PATIENT NAME: Green, Patricia
DATE OF BIRTH: 08/18/1965
DATE OF SERVICE: 10/29/2023

PLACE OF SERVICE: FutureCare Charles Village
The patient is seen in televisit with the nurse in the room.

HISTORY OF PRESENT ILLNESS: This is a 58-year-old female with a history of traumatic brain injury, bipolar disorder, catatonia, pulmonary embolism, opioid abuse, and hypothyroidism. The patient was brought into the ER by EMS. The patient’s daughter called the EMS because of altered mental status. The patient was given Narcan by the EMS and her mental status started improving. In the ER, the patient was complaining of bilateral leg pain and swelling. Blood pressure was low at 90/60. Lab revealed hypokalemia. Chest x-ray was unremarkable. Blood culture was ordered. As per CRISP and EMS report, the patient has been reported to be sick and possible overdose. The patient was not using compression stocking while in the hospital. The patient was admitted to the MICU because she was noted to have septic shock, mental status change, and hypotension. CT chest was done that showed right-sided opacity. Blood culture showed Streptococcus pneumoniae bacteremia. The patient also is COVID positive. She was given Remdesivir. She was started on vasopressor and they did lumbar puncture because of change in mental status. No evidence of meningoencephalitis based on CSF. Repeat CT imaging of the abdomen shows stool burden, colitis. The patient had multiple runs of SVT responsive to electric cardioversion, adenosine and Esmolol was attempted. The patient was started on amiodarone IV after bolus and then switched to p.o. amiodarone. She continued to have fever with no improvement in her mental status. Repeat CT chest and abdomen showed new inflammation of ascending, transverse, and multiple portions of the descending aorta. Rheumatology consulted to rule out non-infectious cause of aortitis with high ENA. ANA was 1 and today shows 25:60. SCL-70 positive. Complement and double standard DNA negative. The patient also has a small pericardial effusion. Cardiology consulted. No intervention advised. No sign of tamponade. Aortitis thought to be MISA. She was given IV immunoglobulin, started on steroid tapering and the patient started improving significantly. She was extubated on September 26, 2023, and she has been doing well. The patient was found to have right radial artery thrombosis, evaluated by vascular who deemed it to be chronic with no acute intervention. The patient was stable and transferred to medical floor on October 4, 2023, to the general round ward. The patient has been on daily bolus tube feeding. She had two episodes of seizure-like activity with full body shaking, not responsive to commands. Stroke and VAT workup was ordered. CT head also ordered showed no stroke. EEG was unremarkable for seizure. Blood culture obtained that was clear. She came back to baseline neurologic exam and was monitored closely.
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Depakote was increased to 1 g b.i.d. The patient had MRI of the brain which was negative for acute pathology. She was found to have ESBL E. coli and was started on 7-day course of Bactrim that ended on October 22, 2023. The patient was monitored closely on the floor. She had a CT of the head without contrast. She had new localized left-sided abdominal pain. She had x-rays done. CT chest and CT abdomen grossly negative. She had a subcutaneous granuloma on CT abdomen with associated calcification which had intermittent tenderness on exam.

Repeat CT chest showed improved aortitis and pericardial effusion improved after steroid. CT showed questionable abscess right medial nerve for which soft tissue ultrasound was performed which showed post I&D seroma which was deemed clinically stable. Left-sided abdominal pain that is distention and injection site nodule. Local skin care was done. Because of dysphagia getting G-tube. There was wound dehiscence around G-tube. PEG was placed on October 1, 2023, and open wound at the insertion site covered with a dressing per wound care team. Right medial forearm drained in the hospital. At followup, improved encephalopathy secondary to COVID or other etiology. Completed course of IV immunoglobulin and prednisone. Outpatient cardiology was advised and for pericardial effusion she was given colchicine to be given q.48h. Asymptomatic, borderline, was monitored. History of SVT, started to improve. Occlusion of the right medial and distal artery with history of pulmonary embolism chronic in nature. No surgical intervention. Maintained on Apixaban. Local wound care was done. There was a gluteal cleft reddened area and wound washed and cleaned as was advised. Gluteal area skin break. For COPD, she was maintained on ICS LABA LAMA, DuoNeb, and Singulair daily. Hypothyroidism maintained on Synthroid. After stabilization, the patient was sent to FutureCare Charles Village. Today, when I saw the patient with the nurse in the video visit, the patient was sitting on the bed. No shortness of breath. No cough. No congestion. She was not answering any questions properly, but she is awake. She is alert.
PAST MEDICAL HISTORY

1. Pulmonary embolism.
2. AKI.

3. Asthma/COPD.

4. Bipolar disorder.
5. Depression.
6. Essential hypertension.

7. Hypothyroidism.

8. Bipolar disorder.

9. Pneumonia. Streptococcus pneumoniae bacteremia.
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10. Intellectual developmental disorder.

11. History of traumatic brain injury status post EGD and PEG insertion on October 2, 2023.

12. History of cholecystectomy.

13. History of open reduction and internal fixation of the mandible in 2022.

ALLERGIES: PENICILLIN and HALDOL.
SOCIAL HISTORY: The patient did not answer any questions properly.

MEDICATIONS: Upon discharge:

1. DuoNeb q.6h.
2. Mylanta 30 mL three times a day via G-tube.
3. Amiodarone 200 mg daily.
4. Colchicine 0.6 mg q.48h. for pericarditis.
5. Lidocaine patch 4% daily.
6. Melatonin 5 mg at night.

7. Multivitamin daily.

8. Incruse Ellipta 62.5 mcg inhaler one puff daily.

9. Depakote 250 mg/5 mL, 20 mL twice a day.
10. Tylenol 650 mg q.6h. p.r.n.

11. Atorvastatin 20 mg daily.

12. Levothyroxine 125 mcg daily.

13. Montelukast 10 mg daily.

14. Symbicort 160 mg/4.5 mL two puffs b.i.d.

REVIEW OF SYSTEMS: 

Constitutional: No headache. No dizziness. No shortness of breath.

Cardiac: No chest pain. No palpitation.
Pulmonary: No cough.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain. Chronic skin changes in the lower extremities.
Endocrine: No polyuria. No polydipsia.

Genitourinary: No hematuria.

PHYSICAL EXAMINATION:
General: The patient awake, alert, not answering any questions. The patient seems to be forgetful and disoriented. She keeps staring. There is a nurse in the room.
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Vital Signs: Blood pressure 120/70. Pulse 77. Temperature 97.5°F. Respiration 18 per minute. Pulse ox 97%. Body weight 154.2 pounds.

Respiratory: The patient is breathing comfortable.

Abdomen: No distention. G-tube in place.

Extremities: Chronic skin changes.

Neurologic: She is awake, but forgetful and disoriented. Does not answer any question.

ASSESSMENT:

1. The patient is admitted to subacute rehab with multiple medical problems with prolonged hospitalization, recent septic shock secondary to pneumonia, streptococcus bacteremia.

2. Dysphagia, status post G-tube placement.
3. Aortitis and pericarditis, status post IV immunoglobulin. Currently maintained on colchicine for pericarditis.
4. Hypotension.

5. Occlusion of the right medial and distal artery.

6. History of pulmonary embolism.

7. COPD.

8. Hypothyroidism.

9. Chronic anemia.

10. Unspecified psychiatric disorder.

11. History of bipolar disorder.

12. Change in mental status.

13. History of SVT and cardiac arrhythmia, currently maintained on amiodarone.

14. Change in mental status with cognitive impairment.
15. Small pericardial effusion.

16. Status post seroma with I&D in the arm, right arm medial aspect. Drainage done, improving.

17. ESBL UTI, treated with antibiotics.

PLAN OF CARE: We will continue all her current medications. Follow up labs, PT/OT. Therapy to follow the patient. Care plan discussed with her nurse at the bedside. The patient is not comprehending and not understanding her medical condition.
Liaqat Ali, M.D., P.A.
