HISTORY & PHYSICAL

PATIENT NAME: Mullins, Emma

DATE OF BIRTH: 02/07/1937
DATE OF SERVICE: 11/03/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

The patient readmitted to nursing home.

HISTORY OF PRESENT ILLNESS: This is an 86-year-old female. She was at the nursing rehab. She was sent to the hospital because patient was reported to have confusion and encephalopathy. She was found to have urinary tract infection. The patient has altered mental status. She was not able to give much history but patient daughter was there. The patient was managed in the Sinai Hospital treated for urinary tract infection. Initially, she was requiring oxygen and subsequently she was slowly weaned off. She has a workup done for infection etiology was RPR negative, thyroid function and B12 level was normal. She was given IV ceftriaxone upon discharge advised to oral antibiotic. The patient was recently admitted to Sinai Hospital in July and subsequently she was hospitalized in St. Agnes for UTI. She has recurrent UTI and at that time, she was treated with cefpodoxime. Hospital course at Sinai Hospital patient was admitted. Initially blood pressure was 88/59 and patient has change in mental status, encephalopathy, and she was requiring oxygen 4 liters via nasal canula. She has CKD stage IV. Initially, she was started on G-tube feeding because of encephalopathy subsequently it was taken out and patient was initially started Zosyn and subsequently switched to ertapenem there was suspicion for colonic mass GI was consulted and for the patient daughter no invasive endoscopy procedure due to her age and advanced dementia. GI also recommended noninvasive workup with barium enema. Repeat CT scan with oral contrast. The patient developed hyperglycemia and she was managed. Palliative care was involved in the hospital and patient mental status started to improve after antibiotic and management. After stabilization, her pulse ox improved and she was weaned off the oxygen. Subsequently, the patient was sent to the nursing home back. Today was rounding and nursing home when the patient came.

At present, no shortness of breath. No cough. No congestion. No fever. No chills. She is lying on the bed. She has memory impairment.

PAST MEDICAL HISTORY:

1. Schizophrenia.

2. Dementia.

3. Hypertension.

4. Gout.

5. GERD.

6. Recurrent UTI.

7. History of aortic stenosis.

8. Peripheral vascular disease.

9. Stage IV CKD.
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ALLERGIES: METFORMIN unknown reaction and ESCITALOPRAM unknown reaction.

SOCIAL HISTORY: She is a nursing home resident.

FAMILY HISTORY: The patient could not tell.

CURRENT MEDICATIONS: Upon discharge, Seroquel 75 mg daily q.p.m., Tylenol 1000 mg q.6h p.r.n., allopurinol 100 mg daily, atorvastatin 40 mg daily, calcium citrate 950 mg daily, donepezil 10 mg daily, dorzolamide/timolol ophthalmic eye drop twice a day, ertapenem 0.5 g IV q.24h., Pepcid 10 mg daily, ferrous sulfate 325 mg daily, Flonase nasal spray daily, heparin 5000 units subcutaneous t.i.d., Lantus insulin 15 units at bedtime, and Humalog 10 units t.i.d. with each meal.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. Dry cough. No nausea. No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: No syncope.

Skin: She has a sacral decubitus ulcer pressure ulcer also noted.

PHYSICAL EXAMINATION:

General: The patient is awake and alert.

Vital Signs: Blood pressure is 144/66, pulse 80, temperature 97.6, respiration 18, and pulse ox initially when she arrived, reading pulse ox no but we tried to put her on oxygen but she is not requiring oxygen as on room air she went up to 100%. I discussed with the patient daughter she is at the bedside. She told me she has been weaned off the hospital. For last three days, she is not requiring any oxygen.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi at the lower lung. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. Sacral decubitus pressure ulcer noted. No sign of infection.

Neuro: She is awake, alert, memory is impaired.

ASSESSMENT: The patient was recently admitted with:
1. Recurrent UTI.

2. Dementia.

3. Aortic stenosis.
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4. Peripheral vascular disease.

5. GERD.

6. Diabetes.

7. CKD.

8. Recent encephalopathy due to UTI. The patient completed the antibiotic course in the rehab she reported to have diarrhea but C. diff was negative.

PLAN: We will continue all her current medications. Currently, her pulse ox is good. We will monitor and discussed with patient daughter. At this point, the patient is full code. We will follow CBC and BMP tomorrow. Duration of antibiotic will be discussed from the hospital course regarding ertapenem; duration is not mentioned.

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

