INTIAL COMPREHENSIVE EVALUATION AND HISTORY AND PHYSICAL

PATIENT NAME: King, Toya

DATE OF BIRTH: 04/20/1961
DATE OF SERVICE: 08/05/2023

PLACE OF SERVICE: Future Care Charles Village 

HISTORY OF PRESENT ILLNESS: This is a 62-year-old female with history of obesity, asthma, fibromyalgia, sleep apnea, diabetes mellitus, and heart failure. She was brought to the emergency room MedStar Hospital. The patient has sudden onset of respiratory distress at home. The patient had CPAP at home. EMS was called. EMS put the patient CPAP. The patient went into asystole and required EPI by the paramedics and she was bagged. The patient was brought initially with respiratory distress and then she was found in cardiac arrest on route to the hospital. On arrival to the ED, the patient was tachycardic with heart rate of 139, hypertensive blood pressure 236/114 and pulse oximetry 88%. Lab revealed lactic acid 7.2, leukocytosis, BNP was elevated and troponin elevated. Imaging studies CT of the head negative for acute intracranial abnormalities. CT angiogram of the chest showed no evidence of PE. Small to moderate bilateral pleural effusion noted. The patient was placed on broad-spectrum IV antibiotics. The patient’s echocardiogram showed ejection fraction 25-30%. The patient admitted to the ICU. She was managed. Ultimately she was extubated. She received IV diuretics for volume management. She underwent cardiac cath on 07/31/23 that showed nonobstructive coronary artery disease. The patient was ordered LifeVest that was delivered. PT and OT done. They recommended subacute rehab. While in the hospital, the patient was admitted status post cardiac arrest required intubation placed on ventilator in ICU. Slowly weaned off. Troponin was elevated up to 894 and then down trended. Chest x-ray showed pulmonary congestion, volume overload, and dilated cardiomyopathy. The patient was managed. Antihypertensive medication adjusted. Started Entresto, Jardiance, aspirin, metoprolol, and statin and LifeVest ordered. The patient has non-sustained Vtach that was managed with metoprolol. She had community-acquired pneumonia treated with IV antibiotics for five days. Transaminitis improved. SIRS with lactic acidosis most likely due to cardiac arrest. The patient had asthma. She was given p.r.n nebulizer treatment. For sleep apnea maintained on CPAP at night. History of right hip fracture, local lidocaine patch and orthopedic outpatient followup was advised. Upon discharge, the patient was sent to subacute rehab for continuation of physical therapy. Today, when I saw the patient in the rehab unit in Subacute Charles Village the patient feeling some pain in the right hip. No shortness of breath. No chest pain. No cough. No congestion. No nausea. No vomiting. 

PAST MEDICAL HISTORY: 

1. Sleep apnea.

2. Asthma.

3. Diabetes mellitus.

4. Osteoarthritis.

5. History of right hip fracture.
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6. History of anemia.

7. Sleep apnea on CPAP at home at night.

MEDICATIONS: Upon discharge
1. Aspirin 81 mg daily.

2. Lipitor 80 mg daily at night.

3. Empagliflozin 10 mg daily in the morning.

4. Lasix 40 mg daily.

5. Lispro insulin.

6. Metoprolol 25 mg half tablet b.i.d.

7. Entresto 24/26 mg one tablet twice a day.

REVIEW OF SYSTEMS:
HEENT: No headache, no dizziness and no cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting. No diarrhea.

Ribs are sore because after the CPR she told me 

Musculoskeletal: No pain. She has right hip pain.

Genitourinary: No hematuria.

Neurologic: No syncope.

Endocrine: No polyuria. No polydipsia.

SOCIAL HISTORY: No smoking. No drug abuse.
FAMILY HISTORY: Positive diabetes and hypertension.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x 3 and obese.

Vital Signs: Blood pressure 124/72. Pulse 86. Temperature 97.8.F. Respirations 18 per minute. Pulse oximetry 98% on room air. Blood sugar this morning 115. Body weight 268.4 pounds.

HEENT: Head – Atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge Throat: Clear.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds in bilateral lower lungs. No wheezing.

Heart: S1 and S2.

Abdomen: Soft. Obese. Bowel sounds positive.

Extremities: Trace edema. Right hip some tenderness to palpate.

Neuro: She is awake, alert and oriented x 3. Gait not tested. The patient lying on the bed and feeling pain in the hip complaining of difficulty ambulation.
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ASSESSMENT:
1. The patient is admitted to subacute rehab for deconditioning.

2. Recent cardiac arrest.

3. Recent respiratory failure.

4. Metabolic acidosis.

5. Respiratory acidosis.

6. Pneumonia treated.

7. Leukocytosis improved.

8. CHF with non-ischemic cardiomyopathy. Ejection fraction of 25-30% has been placed on LifeVest.

9. Respiratory failure with hypoxia with recovery.

10. Diabetes mellitus.

11. Hypertension.

12. History of asthma.

13. History of anemia.

14. History of morbid obesity.

15. History of sleep apnea on CPAP.

16. History of osteoarthritis.

PLAN OF CARE: We will continue all her current medications. LifeVest has been ordered and placed. Follow CBC, CMP, and PT and OT. 

Detail discussion with the patient.

Code status discussed with the patient. The patient wants to be full code.

The patient wanted to be transferred to the hospital for hospital level of care.

Blood transfusion if needed. The patient wants that. Hemodialysis if needed. G-tube feeding if needed. IV antibiotic if needed. Blood transfusion if needed. 

Detail discussion with the patient regarding code status was done. All the patient’s questions were answered. Care plan was also discussed with nursing staff.

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