HISTORY & PHYSICAL

PATIENT NAME: Pugh, Karen

DATE OF BIRTH: 04/11/1947
DATE OF SERVICE: 08/22/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

HISTORY OF PRESENT ILLNESS: This is a 76-year-old female. She was admitted to Franklin Square Hospital and MedStar Hospital because she came with shortness of breath and bilateral leg edema getting worse for one week. The patient has known history of CHF. She was taking Lasix. She was evaluated in the emergency room because of dyspnea, short of breath, worsening leg edema, and lower extremity bilateral. The patient was admitted with acute exacerbation of CHF for further evaluation and management. The patient has multiple medical problems hypertension, diabetes, coronary artery disease, CHF, atrial fibrillation on anticoagulation, COPD, asthma, and previously smoking history. While in the hospital, the patient was started on IV Lasix along with other medications. She has chronic pain both legs. She has excoriation pain and pain medication given and adjusted. She was maintained on Xarelto. She has been taking for atrial fibrillation. X-ray showed pulmonary edema and atelectasis versus consolidation. CT abdomen and pelvis did not show any acute abnormality and positive stool guaiac. CT scan abdomen and pelvis with no acute abnormality noted. Doppler study bilateral negative. The patient has seen GI and cardiology consultation. The patient has ABG done that showed acute and chronic hypercapnia due to CHF exacerbation. The patient was given BiPAP 12/5 overnight and mental status significantly improved and came to baseline after diuresing well. They give her Lasix 80 mg IV b.i.d. subsequently they were switch to Lasix 80 mg for maintenance and Xarelto put on hold due to GI bleed because of heme positive stool. The patient underwent DJD and colonoscopy on August 14th showed gastritis and multiple eight polyps status post removal sigmoid diverticular noted but no active blood seen and also previous colonoscopy done. The patient was started having episode of blood in the stool and multiple episodes. However, hemoglobin remains stable if that was felt to be secondary to polypectomy and she was restarted on Xarelto with no further episode of bleeding. The patient was seen by physical therapy. She was recommended for subacute rehab. After stabilization, the patient was managed for CHF, GI bleed was monitored, anemia was monitored, and subsequently patient was transferred to subacute rehab. Initially, she required BiPAP at 12/5 setting. She was also given Lyrica for pain. Today when I saw the patient, she is sitting on the chair with leg elevated. She denies any headache or dizziness. She still has a leg edema but no shortness of breath. No chest pain. No cough. No congestion. No vomiting.

PAST MEDICAL HISTORY:

1. CHF.

2. Atrial fibrillation.

3. Coronary artery disease.
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4. CHF with ejection fraction 55-60%.

5. COPD.

6. Asthma.

7. Obesity.

8. Cellulitis of the lower extremity.

9. Anemia requiring blood transfusion.

10. Pulmonary hypertension.

11. Mitral regurgitation.

ALLERGIES: NEURONTIN, PERCOCET, SPIRIVA, NONSTEROIDAL, SULFA DRUGS, and SULFONAMIDE.
SOCIAL HISTORY: No alcohol. No drug abuse. She had a history of previous smoking.
CURRENT MEDICATIONS: Upon discharge, Tylenol 650 mg q.6h. p.r.n., albuterol inhaler two puffs q.6h p.r.n., DuoNeb treatment four times a day, aspirin 81 mg daily, calcium carbonate supplement two tablets three time a day, vitamin D 2000 units daily, vitamin B12 1000 mcg daily, diltiazem 300 mg p.o. daily, Trelegy Ellipta 100/62.5 mcg/75 mcg inhalation daily, Lasix 80 mg daily, glargine insulin 10 units daily at night, lispro insulin for sliding coverage, Victoza 1.8 mg subcutaneous daily, lisinopril 40 mg daily, nystatin powder for skin rash, Omega-3, fish oil one capsule daily, Protonix 40 mg daily, Pregabalin 50 mg twice a day, Xarelto 20 mg daily, lovastatin 5 mg daily, sertraline 50 mg daily, and zafirlukast 20 mg daily.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain. No palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: Bilateral significant edema both legs.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Genitourinary: No hematuria.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert and oriented x3.

Vital Signs: Blood pressure is 111/62, pulse 60, temperature 98.0, respiration 18, pulse ox 96%, and body weight 195.2 pounds.
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HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat: No exudate.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and obese. Bowel sounds are positive.

Extremities: Bilateral 2-3+pitting edema. No calf tenderness.

Neuro: She is awake, alert, and oriented x3.

ASSESSMENT:

1. The patient has been admitted to the subacute rehab status post recent acute hypoxemic respiratory failure secondary to acute CHF exacerbation.

2. CHF on oxygen.

3. Acute symptomatic anemia status post 1 units of blood transfusion.

4. History of chronic atrial fibrillation.

5. Status post colonoscopy noted to have multiple polyp status post polypectomy.

6. Ambulatory dysfunction.

7. History of remote DVT.

8. COPD.

9. Cellulitis.

10. History of hypoglycemia associated with diabetes mellitus.

11. Diabetes mellitus.

12. Coronary artery disease.

13. Pulmonary hypertension.

14. History of pneumonia.

PLAN: We will continue all her current medications. CODE status discussed with the patient and she wants to be DNR/DNI. All the patient questions answered. We will followup BMP and electrolytes closely. Further management of the patient condition on daily basis.

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

