GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

NURSING HOME HISTORY AND PHYSICAL

Name: Jami Santee

Mrn:

PLACE: Mission Point in Flint

Date: 08/04/23

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Ms. Santee is a 40-year-old female who returned from hospital and she had been residing here.

CHIEF COMPLAINT: She was hospitalized with severe dyspnea and found to be in heart failure. She has diabetes mellitus II and chronic kidney disease stage III.

HISTORY OF PRESENT ILLNESS: She presents to McLaren in ER in respiratory distress and placed on non-invasive mechanical ventilation. She is hypertensive on admission. The systolic blood pressure 180s/120s diastolic. She had mild carbondioxide retention. Her BNP was elevated at 13,000. She was seen by cardiology and pulmonology. She was given IV Lasix 40 mg IV daily and she did improve. Her chest x-ray was repeated and showed improved pulmonary edema.

It is noted that she has wound on the plantar aspect of the left foot now is debrided by vascular. They used Xeroform in the hospital and she is now here on a dry dressing. She denies severe pain there. 

She is improved with regards to her congestive heart failure and renal status is baseline. Her blood sugars fluctuate and they are in the high 100s and they vary quite a bit. 

She has a wound on the bottom of the foot that appears not infected at the moment.

She reports chronic pain in the past. She had a fall today and was on Xanax. They increased her Xanax to 2 mg twice a day, but she seems a bit fatigued and groggy today. In the hospital was ordered p.r.n. Before this hospitalization, she was on 1 mg three times a day. She insists that her problem is not the Xanax. She has been on Norco p.r.n for pain as well and now is on tramadol. She had been reporting back pain in the past. She is not short of breath when seen today, but has significant edema.

PAST MEDICAL HISTORY: Positive for diastolic heart failure, diabetes mellitus type I and she had high ketoacidosis before, chronic kidney disease stage III, hypothyroidism, and asthma. She has had metabolic encephalopathy in the past and is said to have nephrotic syndrome and followed with nephrology. She had gastroparesis in the past, anxiety, major depression, morbid obesity, and hypertension.
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FAMILY HISTORY: Her mother with diabetes mellitus and was blind. Her mother had heart disease. Her father had diabetes mellitus.

SOCIAL HISTORY: She denies smoking or alcohol excess. There is a previous note from the past that indicates cocaine use in the past.

MEDICATIONS: Protonix 40 mg daily, Pristiq 25 mg daily, NovoLog 8 units three times a day before meals, detemir 30 units in the morning, Bentyl 20 mg two times a day p.r.n, Carvedilol 12.5 mg twice a day, Voltaren gel to the right knee four times a day for pain, atorvastatin 20 mg daily, tramadol 50 mg three times a day, gabapentin 300 mg every eight hours, Imodium 2 mg every two hours as needed, furosemide 40 mg twice a day, Xanax 2 mg every 12hours., which is an increase, amitriptyline 50 mg at bedtime, Tylenol 650 mg every six hours as needed.

ALLERGIES: TORADOL, MORPHINE, PENICILLIN, FISH, CATS and DYE.

Review of systems:
Constitutional: She does not feel feverish or report chills.

HEENT: EYES: She had decreased vision. ENT: She hears adequately. No sore throat or earache.

RESPIRATORY: She is not dyspnea at the present time or coughing.
CARDIOVASCULAR. No chest pain.

GI: No abdominal pain, vomiting or bleeding.

GU: No dysuria.

MUSCULOSKELETAL: She has had back pain, but she did not seem to have much pain when seen today. She has various diffuse pains and is somewhat stiff.

ENDOCRINE: No polyuria or polydipsia, but she has diabetes mellitus.

SKIN: She has a lesion of the left foot as noted. No itch or rash right now.

HEME: No excessive bruising or bleeding.
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Physical examination:

General: She is not acutely distressed and appeared comfortable. He did not show any signs of labored breathing or fever or sweating.

VITAL SIGNS: Blood pressure 132/70, pulse 76, respiratory rate 16, temperature 97.5.

HEAD & NECK:  Pupils equal and react to light. Eyelids and conjunctivae normal. Extraocular movements intact. Oral mucosa normal. Ears normal on inspection. Neck has no mass or nodes. Otherwise supple.

CHEST/LUNGS & BREASTS: Slightly diminished breath sounds, but no wheezes or crackles are heard. Percussion is normal. No accessory muscle use for breathing was observed.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. She has about 2-3+ edema of the legs.

ABDOMEN: Soft and it seems to be edema of the abdominal wall. No palpable organomegaly. She is obese. No hernias.

NEUROLOGIC: Cranials are grossly normal. Sensation intact. She is weak and very groggy. She did speak and answer questions, however, speech is a bit slurred. Upper extremity strength was normal. It is about 5/5. Lower extremities seemed weak and she made little effort though to elevate her thighs. She cannot walk due to poor balance and she is in wheelchair and is being made a Hoyer lift for transfers.

MUSCULOSKELETAL: There is thickening of the knees. There is no acute joint inflammation. There is no cyanosis or clubbing.

ASSESSMENT AND plan:
1. She had acute hypoxic respiratory failure and that improved and she was diuresed and she is now being discharged and is back in the nursing home. 

2. She has acute on chronic systolic heart failure and she still has edema, but is less short of breath and lungs are clear. I will continue Lasix 40 mg daily. Her ejection fraction was 35-40 and an echo done in May.

3. She has chronic kidney disease stage III and we will monitor this periodically. Her last creatinine was 1.3. 

4. She has evidence of confusion and lethargy and I will cut the Xanax to 1 mg twice a day and stop the nightly amitriptyline. 
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5. She has diabetes mellitus type II with variable sugars and periods of hyperglycemia and I will continue Levemir 30 units daily plus NovoLog 8 units three times a day.

6. She has osteoarthritis especially of the knees, but some pain in the back and I will continue Voltaren gel to the right knee four times a day. I will continue tramadol for pain for now.
7. She will get OT and PT. We will consult wound care and for now she is getting dry dressing to her left foot.

Randolph Schumacher, M.D.
Dictated by:

Dd: 08/04/23

DT: 08/04/23

Transcribed by: www.aaamt.com
