HISTORY AND PHYSICAL

PATIENT NAME: Oleary, James

DATE OF BIRTH: 04/21/1963
DATE OF SERVICE: 10/07/2023

PLACE OF SERVICE: Future Care Charles Village 

HISTORY OF PRESENT ILLNESS: This is a 60-year-old male. He was admitted at Good Samaritan Hospital. The patient has multiple medical problems ischemic cardiomyopathy, coronary artery disease status post PCI, paroxysmal atrial firbillation, hypertension, Hyperlipidemia, diabetes, chronic diabetic foot wound, depression, anxiety, cognitive impairement, PVD, status post right TMA. He presented from the assisted living facility at Union Memorial Hospital with change in mental status, necrotic left pinky toe where the foot x-ray was significant for subcutaneous gas, left foot status post debridement, left fifth toe amputation on 09/10/23 by vascular surgery and now transferred to Good Samaritan Hospital for the limb salvage evaluation and further management.  The patient at this point at presentation at Good Samaritan denies any shortness of breath, fever or chills. He is not a good historian. The patient was admitted with left foot osteomyelitis, left foot gas gangrene, leukocytosis and WBC count at 23000. The patient was also noted to have acute encephalopathy. The patient’s hospital course was complicated by acute encephalopathy and delirium. The patient had a CTA of the head. CT head was negative. EEG was done. The patient had an episode of unresponsiveness that was thought due to acute encephalopathy that improved. He has episode of unresponsiveness on 09/13/23. The patient had no acute changes. IV hydration was given. Mental status started to improve. Workup was negative for stroke. Neurology saw the patient. EEG was done. It was negative. Mental status was due to metabolic causes and infection. The patient has a code *__________* on 09/30/23. CT head was done again and it was negative. He has a delirium. The patient has sepsis and left foot osteomyelitis with left foot gangrene. He underwent debridement of the left fifth toe initially. Then he went to left second, third and fourth toe amputation, left foot incision on 09/15/23. Excision of the left first, second, third and fourth metatarsal done. On 09/18/23, he underwent partial excision of the left first, second and third metatarsal. Finally on 09/27/23 he underwent wound closure with wound VAC placement. Tissue culture grew MSSA, Enterococcus, *__________*. He was started on vancomycin, Levaquin, Flagyl, and after developing rash with cephalosporin drug related. Infectious Disease consulted. They recommended IV Levaquin 750 mg q.24h, vancomycin 1.25 mg IV, and Flagyl p.o 500 mg t.i.d. Subsequently, the dose was changed to 750 mg q.48h. as per creatinine improved and the dose was adjusted. Initially was given 750 mg every 48h. because of elevated creatinine and improved in the hospital and then they changed to q.24h. Labs CMP, CBC, CRP, and ESR recommended and advised monitoring. Discussed limb salvage 10/04/23, to continue pressure wound therpay, wound VAC changes Monday, Wednesday and Friday. He was advised nonweightbearing on the left foot. 
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The patient has previous history of coronary artery disease, CHF, hyperlipidemia, and paroxysmal atrial fibrillation. He is on Eliquis and metoprolol that was maintained. Anemia unclear etiology he required two units of PRBC in the hospital. Diffuse macular rash that is in the setting of drug reaction from Zosyn. Dermatology consulted. Diabetes mellitus A1c 7%. Home medication metformin was on hold because of renal insufficiency. After stabilization PT and OT done.

The patient was sent to subacute rehab. Today when I saw the patient he reported by the nursing staff that he pulled out his PICC line and he does not want to take the wound VAC keep taking off. When I saw the patient he is awake, sitting in the bed, but he is forgetful and disoriented. He does not understand and has no insight to his medical condition. The patient has multiple consultations done in the hospital geriatric consultation, neurology consultation for altered mental status, and the wound team consultation.

PAST MEDICAL HISTORY: 

1. Coronary artery disease.

2. CHF.

3. Hyperlipidemia.

4. Cognitive impairment.

5. Paroxysmal atrial fibrillation.

6. Diabetes mellitus.

7. Previous right foot TMA.

8. Peripheral vascular disease.

9. Status post recent left foot transmetatarsal amputation and wound VAC placement.

MEDICATIONS: Upon discharge
1. Tylenol 650 mg q.6h.

2. Apixaban 5 mg b.i.d.

3. Aspirin 81 mg daily.

4. Lipitor 40mg daily.

5. Guanfacine cough tablet 600 mg b.i.d.

6. Lispro sliding scale coverage.

7. Levofloxacin 750 mg IV q.24h. to be continued until 10/20/23.

8. Metoprolol 25 mg daily

9. Metronidazole 500 mg q.8h to be continued till 10/20/23,

10. MiraLax 17 g daily.

11. Flomax 0.4 mg daily.

12. Vancomycin 1.25 g IV daily to be continued 10/20/23.

SOCIAL HISTORY: The patient denies alcohol or drugs. No smoking.
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REVIEW OF SYSTEMS:
HEENT: No headache, no dizziness and no cough. No congestion No fever. No chills.

GI: No vomiting. No diarrhea.

Musculoskeletal: No pain.

Endocrine: No polyuria. No polydipsia.

Hematology: No bleeding. No bruising.

Neurologic: The patient is awake. No dizziness. No syncope. He is poor historian.

PHYSICAL EXAMINATION:
General: The patient is awake sitting on the bed alert x1. Forgetful and disoriented.

Vital Signs: Blood pressure 107/67. Pulse 70. Temperature 97.8.F. Respirations 20 per minute. Pulse oximetry 98% on room air.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft. 

__________ DICTATION ENDS ABRUPTLY __________
Liaqat Ali, M.D., P.A.
