READMISSION HISTORY AND PHYSICAL
PATIENT NAME: Siaca, Louise

DATE OF BIRTH: 02/08/1946
DATE OF SERVICE: 02/16/2024

PLACE OF SERVICE: Autumn Lake Arlington West Nursing Rehab.

HISTORY OF PRESENT ILLNESS: This is a 78-year-old female. She was at the nursing home. She was noted to have sacral decubitus ulcer at the facility. She was being treated and was followed by wound team, but apparently the wound was not healing. There was more discharge noted malodorous. Wound team recommended transfer the patient to the hospice for further evaluation. The patient was brought to the emergency room. The patient was evaluated by ED and she was noted to be septic. They did CBC, BMP, and debridement at the bed side initially and subsequently she underwent debridement with the surgical team. The patient was started on IV antibiotics. Lab in the emergency room revealed leukocytosis. WBC count up to 14,000. The patient was monitored. She has known history of diabetes. Blood glucose was monitored and initially she was started on vancomycin and Zosyn, but after culture report came back the patient was switched to ertapenem. The wound culture grew Providencia and E. Coli resistant to the third generation cephalosporin so she was switched to ertapenem. Infectious Disease consulted. They recommended antibiotic to be given till 02/15/24.  Today when I saw the patient, she is doing well. No nausea. No vomiting. No fever. She completed the IV antibiotics. She is lying on the bed.

PAST MEDICAL HISTORY

1. Sacral decubitus ulcer.

2. Hypothyrodism.

3. History of CHF.

4. Schizophrenia.

5. CKD.

6. Ambulatory dysfunction.

7. Cognitive deficit with dementia.

ALLERGIES: The patient is allergic to LISINOPRIL, NIFEDIPINE, RISPERDAL, and THORAZINE.

MEDICATION: Upon discharge reviewed.

SOCIAL HISTORY: Nursing home resident.

REVIEW OF SYSTEMS: 

Constitutional: No headache. No dizziness. No ear or nose drainage.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea
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Musculoskeletal: Sacral decubitus ulcer.

Genitourinary: No hematuria.

Neurologic: No syncope. The patient is forgetful and disoriented.

PHYSICAL EXAMINATION:
General: The patient awake, alert, but forgetful and disoriented.

Vital Signs: Blood pressure 133/80. Pulse 66. Temperature 97.3 F. Respiration 20 per HEENT: Atraumatic and normocephalic. Eyes: Anicteric. No ear or nasal discharge. Throat no exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2. Irregular.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: No edema.

Neurologic: The patient is awake, alert, but forgetful and disoriented. Memory impairement.

Skin: Sacral decubitus ulcer.

ASSESSMENT: 

1. The patient is admitted with sacral decubitus ulcer with chronic osteomyelitis.

2. Status post debridement at the hospital in Midtown Campus by surgical team.

3. Sepsis.

4. Hypertension.

5. Hypothyrodism.

6. History of schizophrenia.

7. History of Afib.

8. History of diabetes mellitus type II.

PLAN OF CARE: We will continue current medications. She has as per discharge summary Tylenol 650 mg q.4h p.r.n, ertapenem completed the course, Lovenox 40 mg subcutaneous daily, DVT prophylaxis, HCTZ 25 mg daily, losartan 50 mg daily, multivitamin one tablet daily, atorvastatin 20 mg nightly, Depakote 250 mg three times a day for mood disorder, glipizide 10 mg daily, levothyroxine 100 mcg daily, mirtazapine 22.5 mg at night, Zyprexa 10 mg at night. The patient will be continued on all her current medications. Local skin care, wound team to follow the patient for sacral decubitus ulcer and also we will monitor CBC, BMP and diabetes will be monitored. We will check fingerstick and follow lab. Care plan discussed with nursing staff.
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