GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Vedis Napier

Mrn:

PLACE: ProMedica in Flint 

Date: 09/22/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Ms. Napier is a 71-year-old female who resides in senior apartment in Davison.

CHIEF COMPLAINT: Leg edema and she is also treated for ESBL urinary tract infection.

HISTORY OF PRESENT ILLNESS: Ms. Napier presented with severe leg edema and redness. She was weaker and she had numbness in her feet and had pain with walking. The edema was 3+. She also had some sharp substernal chest pain that included numbness in left arm and lasted 30 minutes before improvement. She did get Lasix and that had improved her breathing. Her chest x-ray showed no acute abnormalities though. Initial troponin was negative. It is felt that her chest pain was likely musculoskeletal, but she did have significant dysuria and she is found to have urinary tract infection by E-coli that was highly resistant. There was an ESBL producing E. Coli. She was treated with meropenem and now comes to the ECF because she needs a week of meropenem until the 09/28/22. She was seen by Infectious Disease. Her dysuria has improved though.

She was considered for cellulitis as there was redness in the legs. It could be cellulitis or could be stasis dermatitis. In any case, the antibiotics for the urinary tract infection would likely cover the cellulitis. There was no evidence of deep venous thrombosis on venous Dopplers. She was felt to have acute on chronic congestive heart failure due to the edema and dyspnea. She was treated with IV Lasix 40 mg b.i.d and now comes to us ertapenem 1 g IV daily.

She is feeling a bit better now. She has diabetes mellitus, but that has been relatively controlled with her current insulin dose. Her coronary artery disease is stable. She had percutaneous coronary intervention in August 2022 and remains on Plavix 75 mg daily and Crestor 10 mg daily. Her COPD is also at baseline and Symbicort and albuterol as needed.

PAST MEDICAL HISTORY: Positive for anxiety, arthritis, asthma, atrial fibrillation, bipolar affective disorder, congestive heart failure, COPD, depression, diabetes mellitus, hypertension, peripheral neuropathy, obstructive sleep apnea, and osteoarthritis.

PAST SURGICAL HISTORY: She has had appendectomy, cholecystectomy, hysterectomy and joint inflammation.

FAMILY HISTORY: She does not know much about her father. Her mother had similar illness including diabetes mellitus, COPD, and heart failure.
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SOCIAL HISTORY: She smokes about a pack a day. She is trying to cut down. No alcohol excess.

Review of systems:
Constitutional: She denies feeling feverish or having chills.

HEENT: Eye – Denies major visual complaints. ENT – Denied earache, sore throat, or major hearing problems.

RESPIRATORY: Denies current dyspnea, cough or sputum.

CARDIOVASCULAR: No angina or palpitations. She has chest wall pain that is much improved.

GI: No abdominal pain, vomiting or bleeding.

GU: Her dysuria is resolved. No hematuria.

MUSCULOSKELETAL: She has arthralgias of knees and back and she had leg and foot pain when she presented to the hospital.

CNS: She has numbness in her feet. No syncope or seizures.

HEMATOLOGIC: She has a bit of ecchymosis in some point, but she has been getting IVs.

ENDOCRINE: No polyuria or polydipsia.  Her diabetes is relatively controlled 

Physical examination:

General: She is not acutely distressed or ill appearing. She appears adequately nourished and she is doing better.

VITAL SIGNS: Blood pressure 144/85, temperature 97.3, pulse 69, respiratory rate 18, and O2 saturation 99%. Last blood sugar is 144.

HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucous is normal. Ear normal on inspection. Hearing was adequate. Neck is supple. No mass. No palpable thyromegaly. No nodes. 
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CHEST/LUNGS & BREASTS: Slightly diminished breath sounds, but I did not hear the crackles today. No accessory muscle use for breathing. Percussion is normal.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. She has mild edema 1+ in both lower extremities. Pedal pulses palpable.

ABDOMEN: Soft and nontender. No palpable organomegaly.

CNS: Cranial nerves are normal. Sensation is diminished slightly in both feet.

MUSCULOSKELETAL: No acute joint inflammation or effusion. No clubbing or cyanosis. Shoulder range of motion is relatively normal. There are some arthritic changes of the knees.

SKIN: Intact, warm and dry. There is slight redness of both lower limbs, but better than when she was admitted to the hospital. Slight tenderness over shins and calves not too bad now. Skin shows a few areas of ecchymosis, but otherwise no major rash or lesions. It was dry in general.

ASSESSMENT AND plan:
1. She is here because she needs IV ertapenem 1 g daily for acute urinary tract infection with resistant E. Coli. I anticipate that she is here till about the 09/28/22 or 09/29/22 of this month.

2. She had atypical chest pain, but she did not show evidence of myocardial infarction. She is seen by cardiology. An echocardiogram showed a normal ejection fraction.

3. She has chronic diastolic heart failure and that is better. She will continue with Lasix 40 mg orally daily. She is also on losartan 50 mg daily.

4. For hypertension, she is on losartan plus atenolol 25 mg daily.

5. She has atrial fibrillation and I will continue atenolol 25 mg daily for this and Apixaban 5 mg twice a day for anticoagulation.

6. She has coronary artery disease and I will continue Plavix 75 mg daily.

7. She has COPD and I will continue Symbicort 160/4.5 mg two puffs twice a day.

8. She has diabetes mellitus controlled with metformin 1000 mg twice a day.

9. She has anxiety and she is on clonazepam 0.5 mg twice a day. She also has bipolar disorder and continues with bupropion XR 200 mg every 12h plus quetiapine 50 mg in the morning and 75 mg in evening plus Paxil 40 mg daily.

10. Overall, I will continue the current plan.

Randolph Schumacher, M.D.
Dictated by:

Dd: 09/22/22
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