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TRANSITIONAL CARE NOTE
Patient Name: Sarah Ann Johnson
Date of Exam: 02/07/2022
History: I had just acquired Sarah Ann Johnson last month as a patient. She seemed to be chronically ill. She was admitted again to the hospital from 01/21/2022 to 01/31/2022. Apparently, her brother had come to visit her and he had COVID. The patient was originally admitted from 01/05/2022 through 01/10/2022 with acute respiratory failure with hypoxia secondary to COPD with exacerbation and diastolic heart failure with exacerbation.
Her comorbidities include:

1. Hypertension.

2. Tobacco use.

3. Chronic kidney disease stage III.

4. Macrocytic anemia.

She came in because brother also had COVID and, as soon as he left the house, she decided to come to the hospital. The patient was markedly hypoxemic. The patient has a left BK amputation. The patient was admitted with acute respiratory failure with hypoxia secondary to COVID pneumonia as well as pulmonary edema from known diastolic heart failure. Her chest x-ray is consistent with pulmonary edema, moderate parenchymal opacities consistent with COVID pneumonia and COPD, but it does not look like that this admission her COPD showed any exacerbation.
1. Acute kidney injury in a patient with known chronic kidney disease.

2. Hypertension appears to be controlled.

3. History of tobacco use.

4. History of chronic anemia.

5. History of hyponatremia most likely secondary to volume overload from acute exacerbation of diastolic heart failure.

6. Elevated liver function tests.

7. Indeterminate troponins.

8. Mild leukopenia.

9. Prolonged QT interval.
The patient was admitted, continued high-flow oxygen, admitted to IMCU and given steroids and she wants to be evaluated for use of remdesivir or baricitinib. Low dose Lasix was used and breathing state monitored. Dulera and albuterol and cough medicines continued. She was monitored for volume overload. It was felt liver functions abnormal secondary to COVID. Renal ultrasound, urinalysis and nephrology consultation obtained.
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Avoid medicines that can prolong QT interval, monitor anemia and type and screen, DVT prophylaxis using Lovenox, and GI prophylaxis using Protonix while on steroids. The patient was full code. The patient was given Zithromax and high-flow oxygen and steroids. She was given 6 mg of dexamethasone. She did not qualify for remdesivir. She did not want to go to nursing home, so she was transferred to home for home health and oxygen.
The patient’s diagnoses were:

1. COVID pneumonia.

2. Congestive heart failure.

3. Acute kidney injury.

4. Needing high-flow oxygen.

Physical Examination: Essentially normal except right AK amputation. Sclerae were anicteric.
The Patient’s Problems on this Admission were:

1. Acute kidney failure.

2. Unspecified COVID pneumonia.

3. Acute respiratory failure with hypoxia that is J96.01, U07.1, J12.82 and N17.9.

4. E87.6 is hypokalemia.

5. Hyperlipidemia.

6. Hypertension.

7. Peripheral vascular disease.

8. Tobacco use.

The Patient’s Discharge Medicines are:

1. Alprazolam 0.25 mg twice a day.

2. Ferrous sulfate 325 mg twice a day.

3. Folic acid 1 mg p.o. a day.

4. Metoprolol tartrate 12.5 mg twice a day.

5. Mometasone and formoterol, which is Dulera 200 mcg/5 mcg inhaler two puffs twice a day.

6. NicoDerm CQ 21 mg q.24h.

7. Fluticasone, Flonase Allergy Relief one spray each nostril twice a day.

8. Albuterol inhaler two puffs q.6h. p.r.n.

9. Vitamin C 1000 mg p.o. daily.

10. Cholecalciferol vitamin D3 400 units a day.

11. Dexamethasone 6 mg daily #7.

12. Zinc sulfate 220 mg p.o. daily.

The patient was advised home health and given oxygen.
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