HISTORY & PHYSICAL

PATIENT NAME: Thorpe (Susie), Alethia

DATE OF BIRTH: 11/01/1935
DATE OF SERVICE: 08/10/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This 87-year-old female. She is admitted to the FutureCare Charles Village for rehab and continuation of her medical care. The patient was admitted to Good Samaritan Hospital she was brought by 911. The patient has a wound decubitus ulcer. The patient was evaluated in the emergency room on 07/26/2023 with severe decubitus ulcer in the sacrum *__________* the course of her hospitalization she underwent debridement of her sacral decubitus. She was treated with antibiotic. Family decided to pursue surgical intervention. The patient got debridement on July 31st initially broad spectrum IV antibiotic given and culture came negative. She was place on Augmentin and doxycycline, Infectious Disease evaluated 10 days of oral antibiotic and wound dressing was advised. The patient has ambulatory dysfunction, chronic back pain, and previous lumbar fusion. PT/OT recommended subacute rehab. She has chronic anemia due to iron deficiency, hypertension, and GERD were managed. Palliative care consultation was done per patient and the family decided to pursue with surgical intervention and she underwent surgical debridement. Today, when I saw the patient, she is lying on the bed, awake, and answers the question. No shortness of breath. No cough. No congestion. The patient granddaughter also came to the room. The patient denies fever, chills, nausea, or vomiting. Care plan also discussed with the nurse Angela.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Decubitus ulcer.

3. Chronic back pain with lumbar fusion surgery in the past.

4. Ambulatory dysfunction.

5. Malnutrition.

6. GERD.

7. Cachexia.

Past medical history reviewed from the chart. The patient is not answering the detail question. Past medical history included arthritis, DJD, diverticulosis, esophagitis, gastritis, history of anemia, history of GI bleed in the past, hyperlipidemia, hypertension, hemorrhoid, and scoliosis.

SOCIAL HISTORY: The patient was living at home with the caretaker coming, her daughter is involved in the care.
ALLERGIES: ASPIRIN cause GI abscess.
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CURRENT MEDICATIONS: Tylenol 650 mg q.4h p.r.n., amlodipine 10 mg daily, Augmentin 875 mg b.i.d. stopped at 08/11/2023, vitamin B12 1000 mcg daily, gabapentin 100 mg twice a day, omeprazole 20 mg daily, oxycodone 5 mg q.6h p.r.n., and Senokot two tablet daily.

REVIEW OF SYSTEMS:

Constitutional: No fever. No chills. No vomiting or malnutritions.

HEENT: No headache. No dizziness. No ear or nasal congestion. No sore throat.

Pulmonary: No cough. No wheezing.

Cardiac: No chest pain. No palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: Decubitus ulcer in the sacral area.
Neuro: The patient has ambulatory dysfunction.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x 2.

Vital Signs: Blood pressure is 114/60, pulse 80, temperature 97.8, respiration 20, pulse ox 97%, and body weight 116.5 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Sacral decubitus ulcer. Trace edema both legs but there is no calf tenderness.

Neuro: She is awake, alert, and oriented x2.

LABS: The lab done today at the nursing facility. Sodium 142, potassium 4.6, chloride 107, CO2 29, BUN is 36, creatinine 0.7, WBC count 6.5, hemoglobin 8.1, and hematocrit 26.7.

ASSESSMENT:

1. The patient has admitted with severe sacral decubitus ulcer status post debridement in the hospital required IV antibiotic initially and subsequently on p.o. antibiotic.

2. Ambulatory dysfunction.

3. History of lumbar spine fusion.

4. Chronic anemia.
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5. Hypertension.

6. Cachexia with malnutrition.

7. History of GERD.

8. History of hyperlipidemia.

9. History of DJD.

PLAN: We will continue all her current medications. We will do iron study if iron level is deficient we will start her iron supplement and code status borderline.

MOLST Form evaluation. The patient seen she is able to answer all the questions with her granddaughters at the bedside. The patient wants to be full code. She wants to be transferred to the hospital if needed hospital level of care. She wants antibiotic IV or p.o. She wants blood transfusion if needed. She wants feeding tube if needed and she wants surgical procedure if needed. For dialysis, the patient has not decided yet. New MOLST form signed by me and placed in the chart.

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

