HISTORY & PHYSICAL

PATIENT NAME: Saunders, Robert

DATE OF BIRTH: 
DATE OF SERVICE: 06/24/2023

PLACE OF SERVICE: 

HISTORY OF PRESENT ILLNESS: The patient seen by me today at the bedside and examined. The patient is a 69-year-old. He was admitted to the hospital. The patient has a known history of seizure disorder, HIV, alcohol abuse, and polysubstance abuse. The patient was previously at the Future Care Charles Village. He was sent to the rehab program, but apparently he was brought to the Sinai Emergency Room because of increased confusion. Neurology consulted. The patient has a seizure yesterday and he did not return to the baseline. The patient was seen on 06/15/23 and change in mental status. Left upper extremity twitching and the patient seemed to be compliant with medication. No fever. No chills. The patient was given Ativan in ED. The patient was discharged to the living facility. The patient returned later in the same day for hypertension and increased confusion. The patient was able to ambulate, but unable to ambulate independently for ED attending. The patient was reported to be alert, ambulatory dysfunction, and prolonged postictal. Neurology request was made. The patient was evaluated at bedside. He was very confused and he had a seizure yesterday. He came to the ED. He wad discharged. He stated he does not know why he came back to the ED because of his confusion. The patient apparently has been on Keppra 1500 mg b.i.d., however, the patient was also on Vimpat 100 mg b.i.d. The patient has known history of previous CVA with residual right-sided weakness, unable to find any details about his previous history as per ED note because of the patient’s previous poor historian. He has schizoaffective disorder, chronic alcohol abuse, and polysubstance abuse syndrome. Review of the hospital course, the patient himself not telling any detailed history. All he states he was in the hospital. The patient has prolonged postictal state with confusion. CT head was negative for acute intracranial pathology and the patient’s Keppra and Vimpat level obtained. Both levels were within the therapeutic range. The patient was then loaded with his home medications and continued home regimen. The patient’s seizure was broken with Ativan and home Vimpat was increased to 150 mg b.i.d. The patient has an active infection workup done. During hospitalization, he was temporary taken off his home anticoagulation due to NPO and altered mental status, left lower extremity edema, chronic Doppler obtained to rule out acute DVT. Imaging showed subacute ad chronic DVT. He was continued on his home Eliquis 5 mg b.i.d. During his stay, he was evaluated by physical therapy and occupational therapy. They recommended the patient can benefit from the inpatient rehab unit and the patient was sent to the Future Care Charles Village. At present, when I saw the patient he denies any headaches, dizziness, left leg swollen significantly compared to the right leg, but no nausea, no vomiting, no fever and no chills.
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PAST MEDICAL HISTORY: 

1. HIV disease. 

2. Seizure disorder.

3. Alcohol abuse.

4. Polysubstance abuse.

5. Hypertension

6. Schizoaffective disorder.

7. GERD.

8. Anemia.

9. History of pulmonary embolism.
10. History of falls
11. Schizoaffective disorder.
12. Previous DVT in the femoral vein.
13. GERD.
14. History of heart failure with reduced ejection fraction.
15. Anemia of chronic reason pernicious anemia.
MEDICATIONS: Upon discharge.

1. Eliquis 5 mg b.i.d.

2. Biktarvy one tablet daily.

3. Gabapentin 100 mg two capsules three times a day.

4. Lacosamide 200 mg b.i.d.

5. Keppra 1500 mg b.i.d.

6. Resto one tablet b.i.d.

7. Metoprolol succinate 25 mg daily.

ALLERGIES: None known.

SOCIAL HISTORY: Chronic substance abuse and alcohol abuse history.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough. 

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Chronic leg edema. Left leg swollen more than the right.

Neuro: No syncope.

Endocrine: No polyuria. No polydipsia.
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PHYSICAL EXAMINATION:
General: The patient is awake, alert, and oriented x1-2. He is forgetful.

Vital Signs: Blood pressure at presentation 138/80. Pulse 60. Temperature 98.4. Respiration 18.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. 

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Left leg significant swelling. Right leg also had some swelling, but left leg is swollen more than the right.

Neuro: He is awake. He is alert and oriented x1-2.

ASSESSMENT/PLAN: The patient is admitted.

1. Ambulatory dysfunction.

2. Left leg DVT subacute and chronic

3. History of PE.

4. Polysubstance use.

5. Alcohol abuse.

6. History of previous CVA in the past.

7. Seizure disorder with prolonged postictal state.

8. History of schizoaffective disorder.

9. History of GERD.

10. The patient also has cognitive impairement.

PLAN OF CARE: We will continue all his medications. Extensive PT and OT rehab. Fall precautions and also monitor his Keppra and Vimpat closely. We will follow level if we need to.  Care plan discussed with the nursing staff and also with the patient.

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