HISTORY & PHYSICAL

PATIENT NAME: Coldwell, Donna Jean
DATE OF BIRTH: 08/10/1943
DATE OF SERVICE: 06/13/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 79-year-old female. She was admitted to Franklin Square Hospital. The patient has known history of sacral wound. She came to the emergency room with leg pain and worsening for the last few days. She lives at home with her daughter and her brother. She also had history of uterine prolapse and urinary incontinence secondary to cystocele status post COVID infection with recovery. She has hypoxemic respiratory failure requiring oxygen 2 liter by nasal canula due to active atelectasis and also QT prolongation sepsis and non-STEMI in 2021, history of COPD and CKD stage III. The patient came with sacral decubitus, leg pain, and they did CT scan of the abdomen and pelvis with contrast on June 6th that showed sacral decubitus ulceration and with sacrococcygeal abscess. No evidence of gas were suspicious of sacrococcygeal osteomyelitis .She was also noted to have cystitis, ascending infection pyelitis, and suspected pyelonephritis. She has a chronic left ureteropelvic junction obstruction noted on multiple bilateral nonobstructing renal calculi and she has a chronic Foley catheter. The patient was evaluated by surgical team, sacral wound excision debridement done by surgery deep wound culture taken there were positive for Providencia rettgeri. The patient was given oral Augmentin, wound care was consulted and local wound care as per wound team was done in Santyl. Repeat CT of the abdomen and pelvis with IV contrast done on 06/08/2023 was noted by postsurgical changes with I&D and sacral decubitus ulceration standing into the osseous surface of the sacrum underlying osteomyelitis were unable to be excluded. A CT scan of the abdomen, pelvis, and post I&D, infection disease was consulted. She advised one week of oral Augmentin and discontinue IV antibiotic. She was initially given intravenous antibiotic vancomycin and Zofran. The patient has stage IV sacral ulcer status post bedside debridement. They have recommended diverting colostomy and comprehensive wound care plan in the near future and follow closely at wound care center. Plastic surgery outpatient followup and wound team followup within one week. The patient was scheduled appointment for followup at MedStar Wound Center June 19th for cystitis and ascending infection, chronic Foley catheter and outpatient urology followup was advised for acute on chronic leg pain. She was given p.r.n. oxycodone and COPD nebulizer treatment p.r.n. because of generalized weakness and ambulatory dysfunction PT/OT evaluation done and they recommended subacute rehab and patient was sent to rehab. Today when I saw the patient, she is lying on the bed. She has no headache. No dizziness. No cough. No congestion. No fever. No chills. She is feeling weak.
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PAST MEDICAL HISTORY:

1. History of sacral wound.

2. Uterine prolapse.

3. History of urinary incontinence.

4. History of rectocele.
5. History of COVID infection with recovery.

6. History of COPD.

7. History of QT prolongation.

8. Transaminitis.

9. Secondary sepsis secondary to UTI.

10. Non-STEMI in 2021.

11. CKD stage III.
CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg every six hour p.r.n., DuoNeb treatment q.6h p.r.n., Augmentin 875 mg b.i.d. for seven days, Collagenase local ointment for the wound, Benadryl 25 mg q.6h p.r.n. for itching, docusate/Senna 50/8.6 mg two tablet b.i.d., oxycodone 5 mg q.4h p.r.n., and MiraLax 17 g daily.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse. Lives at home with her daughter and the brother they are helping her on daily basis. She does have a history of smoking in the past but no more.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain. No palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: Sacral wound. No leg edema.
Neuro: No syncope.

Endocrine: No polyuria. No polydipsia. No heat or cold tolerance.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert and oriented x3. She is lying on the bed.

Vital Signs: Blood pressure 112/70. Pulse 96. Temperature 98.0. Respiration 18. Pulse ox 95%. Body weight is 131 pounds.

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

Neck: Supple. No JVD.
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Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No leg edema. No calf tenderness. Sacral decubitus with dressing in place.

Neuro: She is awake, alert, oriented x3, and generalized weakness with ambulatory dysfunction.

ASSESSMENT:

1. The patient was admitted to the subacute rehab with sacral wound status post I&D.

2. Suspected osteomyelitis as per CT scan report has been evaluated by infectious disease at the Franklin Care Hospital they recommended seven days antibiotic and she was initially given IV antibiotic in the hospital.

3. Stage IV sacral ulcer.

4. Cystitis with ascending infection and pyelitis.

5. Acute and chronic leg pain.

6. COPD.

7. Ambulatory dysfunction with generalized weakness.

8. History of urinary incontinence.

9. Status post COVID with recovery.
10. History of CKD.
11. History of nonobstructing calculus.
12. History of chronic Foley catheter.

PLAN: We will continue all her current medications at local skin care. Wound team to follow with patient and patient would be outpatient followed up wound clinic as they have recommended June 19th. Code status discussed with the patient. The patient wants to be full code. Care plan discussed with the patient and the nursing staff.

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

