INITIAL HISTORY AND PHYSICAL
PATIENT NAME: Johnson, Terry

DATE OF BIRTH: 08/01/1949

DATE OF SERVICE: 02/18/2024

PLACE OF SERVICE: Future Care Charles Village.

The patient is admitted to the subacute rehab for deconditioning and multiple medical problems.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old male with a known cardiomyopathy with ejection fraction of 20-25% status post ICD placement, atrial fibrillation not on anticoagulation due to anemia, obstructive sleep apnea, and BiPAP at night, CKD, peripheral arterial disease, spinal stenosis, and also has a paraplegia, neurogenic bladder, and suprapubic catheter placement. He was admitted with change in mental status. As per caretaker, there is foul odorous discharge from the catheter. The patient initially went to *__________* State Clinic for blood draw and then he came to emergency room. On interview, the patient was reported unable to articulate properly. He was admitted because of change in mental status and in the setting of multiple medical problems. The patient had a previous Vtach history, electrolyte abnormality, and Afib not on anticagulation due to GI bleed, type II diabetes, and stage IV decubitus ulcer. He has UTI and right lower extremity wet gangrene and necrotizing soft tissue infection. He underwent right below knee amputation on 02/07/24 and 02/13/24, he underwent bilateral lower extremity revision and noted to have oliguric acute kidney injury that resolved. He also has CKD history. The patient has polymicrobial bacteremia and MSSA. He was given seven-day course of IV meropenem because he also has acinetobacter haemolyticus C. difficile, Clostridium ramosum, C. diff history in the past and maintained on prophylactic therapy not acute C. difficile at this time, right lower extremity acute on chronic osteomyelitis, gangrene, necrotizing fasciitis underwent right below knee amputation and revision, polymicrobial bacteremia and complicated MSSA bacteremia. The patient has a leukocytosis and lactic acidosis due to infection. CT right lower extremity deep wound infection, radiologic evidence of acute and chronic osteomyelitis, and soft tissue gas. The patient initially started on Zosyn, linezolid for soft tissue infection, and subsequently antibiotic deescalated and had severe anemia required blood transfusion. IV meropenem was started subsequently. Repeat blood pressure remained negative. Echo completed on 02/10/24 and no evidence of agitation. Low concern for ICD infection. The patient was started on IV cefazolin 2 g IV q.8h for three weeks. Initially, it was changed to four weeks MMSA directed therapy and also AICD hardware in place. Pain was managed. Antibiotic continued and after stabilization the patient was sent to the subacute rehab for continuation of IV antibiotics and local skin care. Outpatient verbalized. Followup with Dr. Parikh and cardiology doctor, Dr. Muhammed Haq.
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Urine shows MDR, ESBL, UTI, and suprapubic catheter in place. Completed IV antibiotic course with meropenem for complicated UTI. Spinal stenosis with neurogenic bladder status post suprapubic catheter, spinal stenosis with paraplegia, decubitus ulcer, pressure ulcer - stage IV pressure ulcers. The patient has known history of C-difficile diagnosed in November 2022 in Mercy Hospital. He was maintained on vancomycin 125 mg b.i.d for C. difficile prophylaxis due to risk of recurrence. P.o vancomycin to be continued till 03/06/2024. EKG was managed. The patient has gamma gap. SPEP electrophoresis, trace band in gamma region probably hypergammaglobulinemia and hyperglycemia in the setting of diabetes as monitored. Cardiomyopathy stable. Status post ICD placement with ejection fraction 15-20%. He has known monomorphic V-tach in the setting of electrolyte abnormality. Recent echo shows EF 15-20%. Multivessel coronary artery disease. The patient is not candidate of coronary artery bypass graft. Medical management advised asking statin. Afib not on anticoagulation because of GI bleed and peptic ulcer disease maintained on Protonix and sleep apnea maintained on BiPAP at night. For heart control Carvedilol was continued. After stabilization, the patient was sent to the rehab. Today, when I saw the patient he is lying on the bed feeling hungry, feeling weak and tired, and ambulatory dysfunction. No nausea. No vomiting. No fever.

PAST MEDICAL HISTORY: The patient has a very complex medical history.

1. Cardiomyopathy status post ICD placement.

2. Afib not on anticoagulation because of GI bleed

3. Severe anemia.
4. Obstructive sleep apnea on BiPAP.

5. CKD stage III.

6. Peripheral vascular disease.

7. Spinal stenosis.

8. Paraplegia.

9. Neurogenic bladder status post suprapubic catheter placement.

10. Status post recent below knee amputation because of complex necrotizing fasciitis and gangrene.

11. History of C. difficile colitis.

12. Obesity.

13. History of MI.

14. History of coronary artery disease.

15. Sacral decubitus ulcer.

16. Diabetes mellitus.

17. Peptic ulcer disease.

18. Ambulatory dysfunction dependent under care because of paraplegia.

19. Recent MSSA infection.

20. Echo done. No vegetation.
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MEDICATION: Reviewed by me.

SOCIAL HISTORY: Denies alcohol or drug abuse. He used to smoke in the past, but quit smoking.

FAMILY HISTORY: The patient did not tell.

REVIEW OF SYSTEMS: 

Constitutional: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain or palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: Complaining of pain in both legs. No redness. He does have pain in lower extremities relieved with medications.

Genitourinary: No hematuria. Suprapubic catheter in place. Chronic decubitus ulcer sacral area.

Neurologic: No syncope.

Endocrine: No polyuria. No polydipsia.

Hematology: No bleeding.

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

Vital Signs: Blood pressure 132/78. Pulse 68. Temperature 98.4 °F. Respiration 18 per minute. Pulse oximetry 98%.

HEENT: Atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge. Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive. Suprapubic catheter in place.

Extremities: No edema. No calf tenderness. Right leg stump both leg edema noted. Decubitus ulcer in the sacral area.
Neurologic: The patient is awake, alert and oriented x 3. Decubitus ulcer sacral area on both legs edema noted. Right below knee amputation. Stump no discharge.

ASSESSMENT: 

1. The patient is admitted status post right leg gangrene and necrotizing fasciitis status post right leg below knee amputation.

2. Cardiomyopathy status post ICD placement.

3. Afib not on anticoagulation due to anemia.

4. History of GI bleed.

Johnson, Terry

Page 4

5. Sleep apnea on BiPAP at night.

6. CKD.

7. Peripheral arterial disease.

8. Spinal stenosis.

9. Paraplegia resulting in neurogenic bladder. 

10. Bilateral lower extremity weakness. Suprapubic catheter placement dependent on his care.

11. History of MI.

12. Diabetes mellitus.

13. CKD.

14. History of Vtach.

15. Right lower extremity wet gangrene with necrotizing skin infection status post right below knee amputation.

16. Ambulatory dysfunction.

17. History of polymicrobial bacteremia MSSA.

18. UTI. Completed the course of antibiotics for MSSA infection.

19. Osteomyelitis. The patient maintained on IV antibiotic to complete the course till 03/05/2024. IV cefazolin.

20. Anemia status post blood transfusions. CBC will be monitored.

21. Spinal stenosis with neurogenic bladder and lower extremity weakness with paraplegia. We will continue oxybutynin. We will continue gabapentin. Continue baclofen for muscle spasm. Local catheter care.

22. Stage IV decubitus ulcer.

23. Local skin care.

24. History of C. difficile colitis currently on maintenance prophylaxis vancomycin.

25. Polyclonal hypergammaglobulinemia.

PLAN OF CARE: All the medication reviewed. We will continue current medications. Follow up labs electrolyte, PT and OT. Care plan discussed with the patient and the nursing staff.

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