HISTORY & PHYSICAL

PATIENT NAME: Crawford, Virginia

DATE OF BIRTH: 03/26/1942
DATE OF SERVICE: 10/29/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

The patient is admitted to the subacute rehab.

HISTORY OF PRESENT ILLNESS: This is an 81-year-old female. She has a known history of hypertension, diabetes, hyperlipidemia, hypothyroidism, PE on Apixaban, paroxysmal atrial fibrillation, ischemic CVA with left-sided weakness, and renal cell carcinoma. She has status post partial nephrectomy in 2016 and osteoarthritis. She is found to have cecal mass biopsy confirmed with invasive adenocarcinoma and status post right colectomy with end ileostomy, low resection with colostomy and mucus fistula bowel resection on October 11 complicated by intraoperative hypotension required pressure admitted to ICU for postoperative management. However, she has AKI. After stabilization, the patient was transferred to medical floor. The patient admitted with ambulatory dysfunction, cecal mass, and invasive adenocarcinoma was diagnosed with poorly differentiated extensively liver adenopathy status post resection with ostomy creation on October 11th. Postoperative intraabdominal fluid collection status post IR guided drainage. She has leukocytosis and SRIS started to improve. She started oral diet and started tolerating right ostomy output was good and she was given Imodium. Oncology consulted outpatient follow as well. Surgery will follow the patient. CT abdomen obtained due to low-grade fever worsening leukocytosis and large pelvic fluid collection in the right upper quadrant. IR consulted, IR drainage tube was placed, and serosanguineous fluid. The patient was planned to be discharged with Cipro and Flagyl for 10 days. Surgery recommended 10 days course of oral antibiotic. She has episode of transient hypotension required IV fluid with improvement and urinary retention. Initially and subsequently Foley was discontinued to required stage catheterization and Foley was reinserted because of urinary retention. Acute and chronic hyponatremia is asymptomatic. AKI started to improve. Sinus tachycardia resolved and they recommended outpatient study for obstructive sleep apnea and history of PE. Apixaban was held in anticipation of drain placement and subsequently to be restarted. Diabetes was monitored and PT/OT consulted they recommended subacute rehab and patient was sent here. She has a history of depression and hypertension that was monitored. Multiple consultation done in the hospital, cardiology consultation, nutrition following the patient, oncology consultation, and palliative care consultation.

ALLERGIES: Reported to be ALBUTEROL.
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DISCHARGE MEDICATIONS: Upon discharge, Apixaban 5 mg b.i.d., Cipro 500 mg twice a day for 10 days, ferrous sulfate 325 mg daily for anemia, lactobacillus acidophilus twice a day, probiotic, levothyroxine 125 mcg daily, loperamide 2 mg twice a day, metoprolol 25 mg daily, metronidazole 500 mg q.8h for 10 days, oxycodone 5 mg q.6h. p.r.n. for pain, Protonix 40 mg daily, pravastatin 20 mg daily, sulfasalazine 500 mg three tablets twice a day, and venlafaxine for depression 150 mg p.o. daily.
SOCIAL HISTORY: No smoking. No alcohol. No drugs.
REVIEW OF SYSTEMS:

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

Pulmonary: No cough. No congestion.

Cardiac: No chest pain. No palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: Leg edema both legs.
Genitourinary: No hematuria.

Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 136/78, pulse 78, temperature 98.7, respiration 18, and pulse ox 94%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat is clear. No exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral decreased breath sounds at the bases but no wheezing. No rales.

Heart: S1 and S2.

Abdomen: Soft, obese, and bowel sound positive. Surgical site incision is dry, left side stoma, and right side stoma ostomy is in place. Ostomy bag drainage brown stool. No blood.

Extremities: Bilateral pitting edema, Foley catheter is in place, and drainage clearly urine.

Neuro: She is awake, alert, and oriented x3. Moving all extremities equal. There are no focal deficits.

Psychiatry: She is cooperative.

ASSESSMENT:

1. The patient was admitted with ambulatory dysfunction and deconditioning due to multiple medical problems.

2. Status post recent abdominal surgery and adenocarcinoma of the colon status post resection.
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3. Cecal mass.

4. Invasive adenocarcinoma of the cecum poorly differentiated status post IR guided drainage placement for abdominal fluid collection.

5. Urinary retention status post Foley catheter placement.

6. Status post ostomy both surgeries of the colon.

7. Hypothyroidism.

8. Dehydration.

9. Obesity.

10. Previous CVA with left-sided weakness.

11. History of renal carcinoma.

12. History of partial nephrectomy in 2016.

13. History of PE on Apixaban currently.

14. History of hypertension.

15. History or rheumatoid arthritis.

16. History of osteoarthritis.

17. History of depression. The patient has status post right colectomy with end ileostomy and low resection with colostomy and recent AKI while in the hospital.

PLAN: We will continue all her current medications. PT/OT local skin care. Followup labs and monitor her closely with aggressive physical therapy. Care plan was discussed with patient all her questions answered. Code status discussed with patient. The patient is alert and oriented x4. The patient wants to be full code. Hospital transfer yes, blood transfusion yes, IV fluid and IV antibiotic yes, hemodialysis if needed yes, and IV antibiotic yes. New MOLST form was signed by me.

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

