HISTORY & PHYSICAL

PATIENT NAME: Fabiszak, Joanne Marie
DATE OF BIRTH:
DATE OF SERVICE: 01/26/2023

PLACE OF SERVICE: Franklin Wood Center Subacute Rehab

HISTORY OF PRESENT ILLNESS: This is a 78-year-old female. She was admitted to MedStar Hospital in the past. The patient has multiple medical problems. She has hypothyroidism, aortic dissection and sacral wound. She has worsening drainage and odor from the sacral wound in addition to the fever and she was getting Keflex outpatient, but was not helping. CT scan was done that showed soft tissue ulceration extending to the left gluteal area on the left ischium and also left gluteal significant infection. No abscess or osteomyelitis was found. The patient was started broad-spectrum IV antibiotic admitted with sepsis secondary to infected sacrum and ischial wound. Surgery was consulted. The patient underwent bedside débridement for the wound. Wound VAC was done. Foley was inserted because of incontinence. The patient required daily dressing changes, local skin care. The patient has UTI that was treated with ceftriaxone subsequently switched to cefdinir to complete the course. The patient has some leakage in the Foley catheter. Urology was consulted. Foley catheter was changed. She was maintained on oxybutynin. The patient was hospitalized with sepsis secondary to infection on the sacral and ischial wound. She underwent bedside débridement. She tolerated well. She was treated for UTI, hypokalemia, hypothyroidism, maintained on medication, potassium supplemented after stabilization PT/OT done and they recommended subacute rehab. The patient transferred to subacute rehab. Today when I saw the patient, no shortness of breath. No chest pain. No nausea. No vomiting. Complaining of leg weakness, difficulty walking, and ambulatory dysfunction.
PAST MEDICAL HISTORY:
1. Hypertension.

2. Hypothyroidism.

3. Aortic dissection.

4. Sacral decubitus ulcer.

5. Anxiety and depression.

6. Hyperlipidemia.

7. Recent débridement.

ALLERGIES: DEMEROL and OXYCODONE.

MEDICATION: Upon discharge:

1. Tylenol 650 mg q.6h.
2. Albuterol inhaler q.6h. as needed for wheezing.

3. Aspirin 81 mg daily.

4. Dulcolax 10 mg suppository daily p.r.n.
5. Calcium with vitamin D supplement daily.
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6. Cefdinir 300 mg b.i.d. for seven days.

7. Vitamin D 2000 units daily.

8. Chondroitin glucosamine supplement daily.

9. Vitamin B12 1000 mcg daily.

10. Colace 100 mg b.i.d.
11. Escitalopram 20 mg daily.

12. Ferrous sulfate 325 mg b.i.d.
13. Fluticasone nasal spray daily.

14. Lasix 20 mg daily.

15. Labetalol 100 mg b.i.d.
16. Levothyroxine 75 mcg daily.

17. Lidocaine patch 5%, topical daily.

18. Omega-3 fish oil daily.

19. Zofran 4 mg q.6h. p.r.n. for nausea and vomiting.

20. Oxybutynin 5 mg three times a day.

21. Pravastatin 80 mg daily.

22. Saliva substitute for oral solution.

23. Trazodone 50 mg at night.

24. Incruse Ellipta 62.5 mcg inhalation daily for asthma COPD for wheezing.
SOCIAL HISTORY: No smoking. No alcohol. No drug abuse.

PAST MEDICAL HISTORY: History of abdominal aortic aneurysm, anxiety disorder, asthma, hyperlipidemia, and hypothyroidism.
PAST SURGICAL HISTORY: Aortic dissection surgery and tubal ligation.
REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness. No sore throat. No ear or nasal congestion.
Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting.
Musculoskeletal: Complaining of pain in the legs and difficulty ambulation. Lower extremity weakness.

Neurologic: No syncope. Complaining of lower extremity weakness with generalized weakness and ambulatory dysfunction.
Hematology: No bleeding or bruising.

Endocrine: No polyuria. No polydipsia.
Genitourinary: No hematuria.
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PHYSICAL EXAMINATION:
General: The patient is awake. She is alert and oriented x3. When she talks she does have some facial asymmetry may be chronic, but the patient is not aware of that.
Vital Signs: Blood pressure 106/76. Pulse 84. Temperature 97.8. Respiration 18. Pulse ox 100%.

HEENT: Head – Atraumatic, normocephalic. Eyes – anicteric. No ear or nasal discharge.
Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing. No rales.
Heart: S1 and S2 regular.

Abdomen: Soft, nontender. Bowel sounds positive.

Extremities: Trace edema. There is no calf tenderness.
Neuro: She is awake, alert, and oriented x3 complaining of both lower extremity weakness. Gait not tested. She is feeling weak. Sacral area dressing in place.
ASSESSMENT/PLAN:
1. Sepsis secondary to infectious sacral decubitus ulcer.
2. Sacral ulcer.

3. Ischial ulcer.

4. E. coli UTI.
5. Hypothyroidism.
6. History of aortic dissection.

7. Hypertension.

8. Generalized weakness.

9. Ambulatory dysfunction.

10. History of chronic anemia.
11. Anxiety and depression.

12. Asthma/COPD.
PLAN OF CARE: We will continue all her current medications. Follow CBC, CMP, extensive PT/OT rehab, wound team consultation and local skin care as recommendation from the hospital.
Liaqat Ali, M.D., P.A.
