HISTORY & PHYSICAL

PATIENT NAME: O’Donnell, Thomas

DATE OF BIRTH: 09/01/1946
DATE OF SERVICE: 11/02/2019

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 73-year-old male. He was admitted to the hospital because of nausea, vomiting, and abdominal pain. The patient does have a previous surgical history of open appendectomy in 1974, left nephrectomy in 1984, small bowel obstruction in the past requiring robotic, history of prostatectomy in the past in 2018, robotic prostatectomy in 2018, and status post PEG placement in April 2019. He also has a history of left neck dissection for recurrence squamous cell carcinoma of the tonsil and in the lymph node. He was sent home in September 2019 after the neck dissection surgery. The patient came back to the hospital with vomiting and abdominal pain. The patient was evaluated they did CT scan with oral contrast that showed dilatation of small bowel proximal to previous anastomosis with decompression distally, stool burdened noted, and given CT finding. The patient has symptoms. He was consulted for concern for SBO surgical consultation because of CT scan finding concern for close loop obstruction. He was taken to the operation theatre around September 19. He underwent exploratory laparotomy, lysis of adhesions, and reduction of the closed loop bowel obstruction. The patient was monitored closely and *__________* subsequently NG tube inserted for gastric decompression and pain control done. The patient was admitted status post exploratory laparotomy for bowel obstruction. His procedure was complicated by splenic laceration requiring emergent return to the operating room on September 21, 2019 for splenectomy and the packing. Subsequently, the patient has another episode of massive bleed from splenic artery in September 28 for which he was taken again to the operating room emergently and ligation of the splenic artery was done. During the procedure, his feeding tube was removed for better mobilization of the stomach and visualization then subsequently he was taken to the OR for placement of GJ tube and the abdominal washout and VAC was placed. The patient was subsequently started on feeding via G-tube and GJ tube. While in the hospital, the patient presented with abdominal pain and vomiting. He has smaller obstruction and exploratory laparotomy done. He has a complications required splenectomy and intraabdominal hemorrhage. Initially, G-tube was removed but subsequently he was placed in the OR again and he was started on TPN and wound VAC dressing over his midline. The patient was monitored in the medical service along with surgical team and IMC level of care. Subsequently, wound VAC was removed and midline wound showed evidence of fat necrosis. He was taken to the OR again on October 9 for wound debridement and VAC changed on October 13th. Endocrinology also followed the patient along with nephrology for persistent hyponatremia and fluid resuscitation done. He was diagnosed with SIADH and sodium chloride tablet given. Subsequently, the patient developed fever. He was hypotensive and rapid response was called and emergency team was called and he was given IV fluid bolus and started on Levophed. The patient was managed in the ICU.
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He was requiring vasopressor and IV antibiotic started. PICC line was removed and they put a new right femoral CVC. Repeat CT negative for intraabdominal process. He was weaned off. VAC change on October 25 and transferred to the medical floor on 10/28. He has a clogged for gastrojejunostomy exchange and IR consulted. GJ was exchanged on 10/29/2019. Ceftriaxone was subsequently switched to the Levaquin to complete seven days course for Klebsiella bacteremia. After stabilization, the patient was subsequently sent to subacute rehab. When I saw the patient, no nausea. No vomiting. No fever. No chills.

PAST MEDICAL HISTORY:

1. Coronary artery disease.

2. Thyroid dysfunction.

3. Diabetes.

4. Hypertension.

5. Hyperlipidemia.

6. Hypothyroidism.

7. Prostate cancer.

8. Tonsillar cancer.
CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg q.6h p.r.n., vitamin C 500 mg daily, collagenase local skin ointment for abdominal wound, gabapentin 300 mg t.i.d., melatonin 10 mg at night, metoclopramide 10 mg three times a day, morphine 2.5 mL into the tube every six hour p.r.n. for severe pain, multivitamin daily, sodium chloride 1 g three time a day, Zinc sulfate 220 mg daily, levothyroxine 150 mcg daily, Lipitor 80 mg daily, escitalopram 20 mg daily, Colace 100 mg b.i.d., and vitamin D 2000 units daily.

ALLERGIES: CODEINE, PENICILLIN, and LISINOPRIL cause cough.
REVIEW OF SYSTEMS:

HEENT: No headache. No fever. No chills. No nausea. No vomiting.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No diarrhea. No vomiting.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.
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PHYSICAL EXAMINATION:

General: The patient is awake, alert, and lying on the bed.

Vital Signs: Stable.

HEENT: Head – atraumatic and normocephalic.

Neck: Supple. No JVD.

Lungs: Bilateral rhonchi.

Heart: S1 and S2.

Abdomen: Soft and feeding tube in place. No rebound. No rigidity.

Extremities: No calf tenderness.

Neuro: He is awake, alert, and lying on the bed.

ASSESSMENT:

1. The patient admitted with small bowel obstruction.

2. Status post exploratory laparotomy.

3. Status post splenectomy.

4. Intraabdominal hemorrhage postoperatively managed.

5. Hypothyroidism.

6. Bacteremia treated with antibiotic.

7. Hypertension improved.

8. History of tonsillar cancer.

9. History of prostate cancer.

10. History of coronary artery disease.

11. History of hypertension.

12. History of diabetes mellitus.

PLAN: We will continue all his current medications. Followup labs CBC, CMP, and electrolytes monitored closely. G-tube feeding and further management of plan. Plan as per patient condition on daily basis.

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

