HISTORY & PHYSICAL

PATIENT NAME: Wilkins, Palstine

DATE OF BIRTH: 03/02/1949
DATE OF SERVICE: 11/04/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

HISTORY OF PRESENT ILLNESS: This is a 74-year-old female. The patient was admitted to Mercy Hospital. The patient has a multiple medical problems including atrial fibrillation, hypertension, mitral regurgitation, severe peripheral vascular disease, and history of occlusion right superficial femoral artery status post left common femoral artery stent placement, history of venous insufficiency, DVT, PE, and history of syphilis treated. The patient was admitted to Mercy Hospital because of the left foot wound. The patient reported foot wound has been not feeling good. She came to the emergency room. CT scan was done and x-ray of the foot was done. The patient findings consistent with osteomyelitis involving the first distal phalanx and first metatarsal head second toe, second phalanx also suspicious for osteomyelitis. Chest x-ray opacity in the lower lobe. The patient has left common femoral artery consistent of 50-75% stenosis. The patient has a left foot infected wound. The patient was admitted because of peripheral vascular disease. She has left common femoral artery stent placement. No status post left lower extremity BKA *__________* foot wound surgery done on 10/24/2023. The patient came to the ER because of left foot wound swelling. The patient admitted to the hospital for osteomyelitis in the setting of peripheral arterial disease started on *__________*. The patient previously had been seen and has been on Eliquis because of right posterior tibial occlusion. *__________* revealed multi-segmental arterial occlusive disease. Aortic duplex shows 50-75% stenosis and left iliac stent was patent. She does have left popliteal artery 50-75% stenosis because of evidence of gas gangrene to the great toe with extension *__________* osteomyelitis by MRI left foot. The patient underwent surgery that was the best option for that patient at this time. She underwent BKA and tolerated the procedure well. The patient was managed and she has change in mental status with dementia, history of previous CVA. After stabilization, the patient was managed *__________* with Apixaban and metoprolol. After stabilization, the patient was sent to subacute rehab. Today, when I saw the patient, the patient is lying on the bed. She denies any headache, dizziness, nausea, or vomiting. No nausea. No chills. No cough. No congestion.

PAST MEDICAL HISTORY:

1. Peripheral vascular disease status post left common femoral artery stent placement.

2. Hypertension.

3. Hyperlipidemia.

4. Atrial fibrillation and flutter.

5. History of CVA.

6. History of anemia.

7. History of anxiety disorder.

8. Atherosclerotic cardiovascular disease.
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9. Depression.

10. History of dizziness.

11. Leiomyoma of the uterus.

12. Mitral regurgitation.

13. History of PPD positive treated.

14. Recent left leg below knee amputation.

15. History of colonoscopy with polypectomy in 2021.

16. History of knee arthroplasty bilateral.

SOCIAL HISTORY: She does have chronic smoking history. She denies alcohol or other drugs. The patient told me she has a sister who is involved in her medical decision making.

CURRENT MEDICATIONS: Upon discharge, DuoNeb treatment q.6h as needed, melatonin 3 mg at night, metoprolol XR 50 mg daily, lisinopril 10 mg two tablets at night, nifedipine XR 60 mg daily, Tylenol 500 mg two tablets every six hours, aspirin 81 mg daily, Eliquis 5 mg b.i.d., Lipitor 80 mg daily, vitamin D 50,000 units once a week, folic acid 1 mg daily, thiamine 100 mg daily, and vitamin A 10,000 units daily.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain at present.

Genitourinary: No hematuria.
Neuro: No syncope.

Endocrine: No polyuria or polydipsia.

Hematology: No bleeding. No bruising.

PHYSICAL EXAMINATION:

General: The patient is awake and alert. She is forgetful and memory is impaired. She is disoriented. Her sister in the hospital and oriented x1-2 only.

Vital Signs: Blood pressure is 104/60, pulse 53, temperature 97.3, respiration 18, and body weight 186 pounds.

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.
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Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Left leg BKA stump with dressing in place and right leg dark skin palpable pedal pulse. No leg swelling. No calf tenderness.

Neuro: The patient is awake, alert, and oriented x3.

ASSESSMENT:

1. The patient has been admitted status post recent left foot infection with osteomyelitis.

2. Severe peripheral vascular disease status post left BKA.

3. Hypertension.

4. Anemia.

5. ASCVD.

6. Depressive disorder.

7. Dementia.

8. Hyperlipidemia.

9. Arthritis.

10. History of PPD positive has been treated as per hospital note.

11. History of vitamin D deficiency.

12. History of bilateral knee arthroplasty.

13. History of chronic smoking.

PLAN: We will continue all her current medications reviewed. Code status discussed with the patient. The patient has memory deficits. She wants her sister to make decision. I have called the patient sister and spoke to her and sister wants her to be full code. I have sign the MOLST form. Code status full code. IV antibiotic yes, transferred to the hospital yes, blood transfusion not decided yet, IV fluid and IV antibiotic yes, G-tube feeding yes, hemodialysis yes, MOLST form signed and placed in the chart and also detail discussion with the patient sister about the patient condition and the status. We spent time talking to the family and MOLST discussion 20 minutes.

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

