HISTORY & PHYSICAL

PATIENT NAME: Deck, Marjorie

DATE OF BIRTH: 10/06/1928
DATE OF SERVICE: 07/21/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 94-year-old female. She was admitted to Franklin Care Hospital. The patient sent from the rehab to the hospital because of shortness of breath and hypoxia. The patient was evaluated in the ED. She was diagnosed with acute PE and left lower extremity DVT concern for large right atrial thrombus. She was started on heparin drip and admitted to the intensive care unit. Initially, she was maintained on IV heparin subsequently switched to the Eliquis. The patient has acute heart failure with preserved ejection fraction. Echo shows EF of 65%. She has worsening pleural effusion required BiPAP and IV Bumex. Subsequently, she was switched to oral Lasix. Cardiology consulted and she was put back on IV Lasix because she was not responding to p.o. Lasix. Hypoxia started improved and subsequently she switched to the oral Lasix and maintained on 2 liters of oxygen by nasal canula. She weaned off slowly from the oxygen. The patient also noted to have a new onset atrial fibrillation with RVR. Initially, she was given IV amiodarone tapered down subsequently she started oral amiodarone. The patient responded very well to aggressive IV diuretics, anticoagulation, hypoxia started to improve, and physical therapy consulted. The patient was sent back to subacute rehab. While in the hospital, the patient transferred as a hemorrhoidal bleed that subsequently resolved.

Today, when I saw the patient she is feeling better. No headache. No dizziness. No cough. No congestion. No bleeding. No fever. No chills. No nausea. No vomiting.

PAST MEDICAL HISTORY:

1. History of compression fracture of lumbar spine.

2. History of ambulatory dysfunction.

3. Recent atrial fibrillation with RVR.

4. Recent hypoxia with acute hypoxic respiratory failure. She has a history of right mastectomy.

5. Coronary artery disease.

6. Hyperlipidemia.

7. TIA.

8. Ambulatory dysfunction.

9. Obesity.

10. History of hypertension.
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CURRENT MEDICATIONS: Upon discharge, Tylenol 500 mg two tablets every eight hours p.r.n., DuoNeb treatment q.6h., amiodarone 200 mg daily, Apixaban 5 mg b.i.d., aspirin 81 mg daily, Lipitor 20 mg q.p.m., clonazepam 0.5 mg b.i.d. for anxiety, omeprazole 20 mg daily, Lasix 40 mg daily, hydrocortisone topical cream for hemorrhoids daily twice a day, magnesium oxide 400 mg daily, melatonin 3 mg one tablet daily, metoprolol tartrate 50 mg b.i.d., oxycodone 5 mg half tablet q.4h p.r.n., MiraLax 17 g daily, Senokot daily for constipation, and sliding scale coverage with Humalog.

ALLERGIES: Not known.

SOCIAL HISTORY: No smoking. No alcohol. No drug abuse.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Leg edema noted.
Neuro: No syncope.

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

Genitourinary: No hematuria.

Back: Chronic back pain as reported by the patient secondary to lumbar to compression fracture.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert and cooperative.

Vital Signs: Blood pressure is 137/72, pulse 65, temperature 97.6, respiration 18, pulse ox 94%, and body weight 262 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender. Right side old mastectomy scar noted.

Lungs: Decreased breath sounds lower lungs. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Bilateral leg edema. No calf tenderness.

Neuro: She is awake, alert, and cooperative.
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LABS: Lab done today at the rehab sodium 139, potassium 4.1, chloride 98, CO2 36, BUN 64, creatinine 1.19, hemoglobin 10.2, hematocrit 31.5, WBC count 9.5, and hemoglobin A1c 6.2.

ASSESSMENT:

1. The patient is admitted to subacute rehab with recent acute hypoxemia respiratory failure.

2. Acute and chronic kidney injury.

3. Pulmonary embolism.

4. Left lower extremity DVT.

5. Atrial thrombus.

6. Elevated troponin due to Demand ischemia.

7. SIS.

8. Compression fracture L2.

9. Hypokalemia.

10. Diabetes mellitus.

11. Coronary artery disease.

12. TIA history.

13. Hyperlipidemia.

14. History of heart failure.

15. Paroxysmal atrial fibrillation.

16. Right ventricle systolic dysfunction.

17. Moderate tricuspid insufficiency.

18. History of CAD.

19. Ambulatory dysfunction.

PLAN: The patient also has diagnoses of CHF with fluid overload currently improving. We will continue all her current medications. I have reviewed the labs. We will check CBC and BMP again on Monday. Monitor blood sugar and extensive PT/OT rehab. Further management of the patient on a daily basis and fall precaution. Care plan discussed with the nursing staff also.

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

