GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Brenda Bowen

Mrn:

PLACE: Mission Point of Flint

Date: 08/04/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Mrs. Bowen is a 66-year-old female who came from Hurley. She was living at home with her husband and her husband is now at Regency according to what she tells me.

CHIEF COMPLAINT: Weakness and bedbound and she had an infected right foot with osteomyelitis and comes to us after having a right above knee amputation.

HISTORY OF PRESENT ILLNESS: Ms. Bowen had debility, weakness, and bedbound not feeling well. She had been walking though before. She had some intermittent nausea, vomiting and fevers. In the ER, she had a white count of 28.1, temperature 37.8, and procalcitonin of 28.2 and hemoglobin A1c of 8.7. She does have diabetes mellitus and hypertension. A CAT scan of the right lower extremity showed an alteration in right great toe with a fracture of the first metatarsal consistent with osteomyelitis. There is also gas noted to be ascending within the leg with mild fasciitis and necrosis. She went to the OR and had excision and debridement of the right foot and right first toe amputation as well as anesthesia. She is put on antibiotics including clindamycin and later had the amputation above the knee. She comes here for rehab. I am told that she is going to a different nursing facility tomorrow.

Her blood pressure is stable at the present time. There is no headache, chest pain or any cardiac complaints. She denies any heart disease. She has diabetes mellitus and had a sugar of 191 today. Other sugars here are 180, 166, and 179.

She comes to us on Lantus 30 units twice a day plus aspart 10 units at bedtime. She is also on vancomycin 1050 mg IV daily and she comes with a wound on the right stump site and a wound VAC.

PAST MEDICAL HISTORY: Positive for diabetes mellitus type II with hyperglycemia, gangrene of the right foot, hypertension, she states she thinks she had a small stroke with intermittent dysphagia.

FAMILY HISTORY: Her mother died of cerebellar aneurysm rupture. Her father has a pacemaker and heart disease. She has aunts and uncle with diabetes mellitus.

SOCIAL HISTORY: She denies smoking or ethanol abuse.
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MEDICATIONS: Vancomycin 1250 mg IV daily, Flomax 0.4 mg at bedtime, Senna 8.6 mg two tablets nightly, Phos-NaK 280-160-250 mg which includes potassium and sodium phosphate one pack before meals and bedtime, MiraLax 17 g daily, oxycodone 5 mg every four hours p.r.n, metoprolol 50 mg twice a day, magnesium oxide 250 mg daily, lactulose 30 mL daily, Lantus 10 units at bedtime, aspart is to scale, gabapentin 100 mg q.8h, Nexium 20 mg daily, docusate 200 mg daily, calcium carbonate 1250 mg daily, simethicone 5 mg daily, atorvastatin 40 mg nightly, aspirin 81 mg daily, amlodipine 5 mg daily, acetaminophen 650 mg daily

ALLERGIES: None known.

Review of systems:
Constitutional: She does have fever now. No chills.

HEENT: Eye – She has decreased vision. ENT – No earache, sore throat, or hoarseness. 

RESPIRATORY: No dyspnea, cough, or sputum. She has history of asthma, but is not short of breath now.

CARDIOVASCULAR: No angina or palpitations. No dizziness.

GI: No abdominal pain, vomiting, or bleeding.

GU: No dysuria or hematuria.

MUSCULOSKELETAL: No acute joint pain now.

HEMATOLOGIC: No bruising or bleeding.

ENDOCRINE: No polyuria or polydipsia.

SKIN: No rash or itch, but she has wound on the right stump. Remaining systems negative.

Physical examination:

General: She is not acutely distressed.

VITAL SIGNS: Blood pressure 122/58, temperature 97.9, pulse 68, respiratory rate 18, glucose 191 and O2 saturation 97%.
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HEAD & NECK: Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucous membranes are normal. Ears are normal on inspection. Neck is supple. No mass or nodes or palpable thyromegaly.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. Slight edema on the left foot. Pedal pulses palpable.

ABDOMEN: Soft and nontender. No palpable organomegaly.

CNS: Cranial nerves are normal. Sensation is intact.

MUSCULOSKELETAL: She has right above knee amputation. There is wound with wound VAC in place. Shoulder range of motion is pretty good. There is no acute joint inflammation.

SKIN: Apart from the wound and the skin intact, warm and dry without major lesions.

ASSESSMENT AND plan:
1. Ms. Bowen has infected wound and is getting wound care. Her wound is cleansed with saline with Colace and she is on vancomycin 1250 mg daily.

2. For pain she is on oxycodone 5 mg every four hours as needed plus Tylenol 650 mg daily.

3. She has diabetes mellitus and I will observe on Lantus 10 units daily plus scale. Sugars are in the mid 100s.

4. Hypertension. It is controlled with metoprolol 50 mg daily plus amlodipine 5 mg daily.

5. She has difficulty with urination and I will continue Flomax 0.4 mg nightly. She does have retention and has Foley in for now as well.

6. She has neuropathy and I will continue gabapentin 100 mg q.8h.

7. She has had possible stroke and I will continue atorvastatin 40 mg daily and aspirin 81 mg daily.

8. I believe she is here only briefly and I will follow her while she is at Mission Point.

Randolph Schumacher, M.D.
Dictated by:

Dd: 08/04/22
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Transcribed by: www.aaamt.com
