HISTORY & PHYSICAL COMPREHENSIVE EVALUATON

PATIENT NAME: Thomas, Ronnie

DATE OF BIRTH: 01/01/1948
DATE OF SERVICE: 01/25/2024

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is a 76-year-old male. He was admitted to John Hopkins Hospital. The patient has multiple medical problem ESRD status post renal transplant, multiple infection history in the past, CMV viremia, C. diff colitis x2 in the past, BK viremia, recurrent UTI, candida infection in 2012, pneumonia, urinary retention, hypertension, heart failure with preserved ejection fraction, history of bradycardia, history of complete AV block status post pacemaker placement, and history of pacemaker lead malfunction. The patient presented to the hospital with a right foot wound on December 30, 2023 and blood culture was drawn at that time. He has gram positive bacilli on January 4th. He was asked to come to the emergency room. He came back to the emergency room blood culture was drawn. He received vancomycin and Bactrim, received tetanus diphtheria shot because of right foot wound. Blood culture showed Cutibacterium and transplant ID was consulted. They thought certainly a contaminant they would not treat it given history of C. diff. Podiatry was consulted for the right lateral foot wound they performed I&D and he was not on antibiotic for the remainder of the hospital course. His hospital course was complicated because of asymptomatic bradycardia. He was found to have complete heart block on the EKG. Cardiology consulted they recommended EP consult for pacemaker insertion. He underwent pacemaker placement on January 12th. Postoperatively, x-ray showed two lead in the right ventricle device interrogation were consistent with right atrial lead dislodgement. He underwent pacemaker revision on January 16th, which was successful. He was recommended to have remote interrogation in four to six week. The patient was monitored closely and outpatient cardiology follow was advised. During hospitalization, he was also noted to have waxing and waning of mental status they repeat. Infectious disease workup was done largely unremarkable. The patient significantly improved and mental status started to improve. Foot wound follow up with the podiatry and local skin care was done. Foley catheter was inserted and patient subsequently started avoiding trial and Foley was removed and his renal function came back to baseline. After stabilization, PT/OT done and patient was sent to subacute rehab. The patient has a known history of atrial flutter. The patient was continued on Eliquis 5 mg b.i.d. for atrial flutter after pacemaker placement and he was continued on Lantus for diabetes. Today, when I saw him, no headache. No dizziness. No cough. No congestion.

PAST MEDICAL HISTORY:

1. End-stage renal disease status post renal transplant.

2. Diabetes.

3. BK viremia.

4. CMV viremia.
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5. History of C. diff colitis treated in the past.

6. Atrial fibrillation and flutter on Apixaban.

7. History of AV fistula ligation in August 2024.

8. Cardiomyopathy ejection fraction of 45%.

9. Coronary artery disease.

10. Mood disorder.

11. Recent urinary tract infection and repeat culture thought to be contaminations.

12. In December, right foot infection seen by podiatry and local debridement, they said the culture was contaminant and no need for antibiotic.
CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg q.4h. p.r.n., vitamin D supplement 2000 units daily, Flomax 0.4 mg daily, Lasix 40 mg daily, sliding scale coverage with insulin aspart, tacrolimus 2 mg in the morning and 1 mg in the evening, Lipitor 80 mg daily, Eliquis 5 mg b.i.d. for atrial fibrillation and flutter, Jardiance 25 mg daily, gabapentin 100 mg three time a day, Levemir 20 units at night, losartan 25 mg daily, nifedipine XL 30 mg daily, prednisone 5 mg once a day, and sertraline 25 mg daily.

ALLERGIES: Not known.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia. No heat or cold tolerance.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert, cooperative, and oriented x3.

Vital Signs: Blood pressure is 140/78, pulse 80, temperature 97.9, respiration 20, pulse ox 97%, and body weight 182.6 pounds.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decrease breath sounds at the bases.

Heart: S1 and S2 irregular.
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Abdomen: Soft and nontender. Bowel sounds are positive. Old healed surgical scar noted from the previous abdominal surgery and right lower quadrant surgical scar also noted. No rebound. No rigidity.

Extremities: Trace edema but there is no calf tenderness.

Neuro: He is awake, alert, oriented x3, and cooperative. Moving all his extremities equally.

Psych: He is cooperative.

ASSESSMENT:

1. The patient is admitted to the subacute rehab recent complete heart block status post pacemaker placement.

2. Malfunctioning of the lead, status post revision of the pacemaker.

3. Right foot wound infection status post debridement and no more antibiotics at this point.

4. CHF with ejection fraction of 40%.

5. Coronary artery disease.

6. Cardiomyopathy.

7. CKD status post renal transplant.

8. History of C. diff colitis treated in the past.

9. History of BK viremia.

10. CMV viremia.

11. History of hypertension.

12. Hyperlipidemia.

13. History of AV fistula ligation.

14. Previous history of UTI has been treated.

PLAN: We will continue all his current medications. The patient is admitted for deconditioning. We will continue PT/OT and transient episode of change in mental status in the hospital that has significantly recovered and improved. The patient is at baseline. He has diabetes type II. He is on insulin along with sliding scale coverage will be continued long-acting. Care plan discussed with the nursing staff.

Chart reviewed, history physical done and placed in the EMR. Time spent on the patient examination, chart documenting, and reviewing discharge summary 45 minutes.

MOLST form discussed with the patient reviewed. The patient is alert and oriented x3. He wants to be full code. He wants to be transferred to the hospital yes, IV antibiotic yes, blood transfusion yes, CPR intubation yes, G-tube feeding if needed yes, and hemodialysis needed yes. All the questions answered and new MOLST form updated and signed and placed in the chart.

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

