READMISSION HISTORY AND PHYSICAL AND COMPREHENSIVE EVALUATION

PATIENT NAME: Lee, Sheena

DATE OF BIRTH: 06/15/1970
DATE OF SERVICE: 08/05/2023

PLACE OF SERVICE: Future Care Charles Village

HISTORY OF PRESENT ILLNESS: This is 53-year-old female. She was at the rehab unit and while at the rehab the patient was noted to have seizure like activity. The patient was sent by 911 ambulance to the hospital. The patient was hospitalized at Union Memorial. The patient was managed. The patient has a known CVA in July 2023. Also left lower extremity DVT had been on anticoagulation, right below knee amputation, peripheral vascular disease, COPD on home oxygen, obstructive sleep apnea. Because of stroke she had expressive aphasia. Because of seizure like activity, the patient was transferred to the hospital evaluated by neurology over their, for suspicious of seizure. EEG showed no epileptic focus. MRI of brain no significant changes. Neurology recommended no need to get repeat MRI with contrast. There is suspicion, but no documented seizure reported. The patient is baseline as reported by them. After neurology there is low suspicion for seizure and they did not recommend any antiepileptic medication. After stabilization, the patient was sent back. The patient has known CVA, hypercoagulable state and has been on Lovenox and Coumadin because of sub therapeutic PT INR being managed. Dysphagia has PEG placement. The patient was also noted to have respiratory distress in the hospital because of possible respiration after suctioning started to improve. The patient was stabilized and subsequently sent back to the subacute rehab. Today, when I saw the patient the patient is lying on the bed. No seizure. No shortness of breath. No cough. No congestion. No fever.

PAST MEDICAL HISTORY: 

1. Obstructive sleep apnea.

2. COPD.

3. Peripheral vascular disease, status post right BKA.

4. Left lower extremity DVT maintained on anticoagulation.

5. History of CVA.

6. Expressive aphasia and dysphagia, status post G-tube placement.

7. History of DVT and also PE.

8. Peripheral vascular disease.

9. Right BKA.

10. Chronic pain disorder.

MEDICATIONS: Upon discharge
1. Amlodipine 10 mg daily.

2. Lipitor 80 mg at night.

3. Buprenorphine 2 mg/0.5 mg one tablet daily.

4. Lovenox 90 mg subcutaneous q.12h.
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5. Escitalopram 20 mg daily.

6. Lisinopril 40 mg daily.

7. Melatonin 3 mg p.r.n at night.

8. Multivitamin supplement daily.

9. Nystatin topical powder twice a day for rash.

10. MiraLax 17 g daily.

11. Propranolol 10 mg t.i.d.

12. Scopolamine patch.

13. Senokot 17.6 mg b.i.d.

14. Thiamine 100 mg daily.

15. Warfarin 6 mg at night.

All these medications via PEG.

ALLERGIES: Not known.

REVIEW OF SYSTEMS:
HEENT: The patient lying on the bed no headache. No nausea. No vomiting. The patient is a poor historian not answering any questions, but no respiratory distress. No vomiting. No fever. No other symptom reported.

PHYSICAL EXAMINATION:
General: The patient is awake. She is non verbal lying on the bed. No acute distress.

Vital Signs: Blood pressure 139/80. Pulse 70. Temperature 97.9.F. Respirations 18. Pulse 70. Pules oximetry 98%. Body weight 222.6 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: No wheezing. No rales.

Heart: S1 and S2 regular.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Right BKA stump. Left leg trace edema, but there is no calf tenderness.

Neuro: Left-sided weakness.

ASSESSMENT:
1. The patient is readmitted and has seizure like activity.

2. CVA with left-sided weakness.

3. Dysarthria.

4. Expressive aphasia.

5. Dysphagia status post G-tube placement.

6. Obesity.
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7. Hypertension.

8. Ambulatory dysfunction.

9. Cognitive impairement.

10. DVT left lower extremity.

11. Chronic pain disorder on buprenorphine.

12. History of syphilis treated in the past.

13. History of ovarian cyst.

14. The patient also has history of COPD.

15. History of right ulnar neuropathy.

16. History of bilateral striato-capsular stroke.

17. Initially, she presented with left-sided striato-capsular stroke, but repeat MRI on 07/07/23 because she had left sided weakness notable for new right-sided striato-capsular infarct while she was on aspirin plus Plavix. They determined the etiology was cryptogenic. Extensive stroke workup was done at John Hopkins Hospital.

PLAN OF CARE: At this point, we will continue all her current medications. She had a history of COPD. We will restart her Trelegy and give her albuterol p.r.n. Continue anticoagulation. Continue DuoNeb treatment every six hours. The patient is on Lovenox and warfarin. PT/INR will be monitored once the INR therapeutic we will discontinue Lovenox. G-tube feeding as per nutrition and dietitian followup. Recommendations will be continued. CBC and CMP will be monitored. Care plan discussed with nursing staff.

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