GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Judith Kirby

Mrn:

PLACE: ProMedica

Date: 11/14/22

ATTENDING Physician: Randolph Schumacher, M.D.

medical History:
Patient profile: Ms. Kirby is a 75-year-old female who came from Hurley on 11/11/22.

CHIEF COMPLAINT: She is hospitalized for encephalopathy and is know to have ascites, but had evidence of acute confusion and hypervolemia and abdominal pain. She is here for subacute rehab.

HISTORY OF PRESENT ILLNESS: Ms. Kirby was living with her daughter and granddaughter. Daughter who was the caregiver was on cruise and her granddaughter was caring for her. Over the few days before admission to Hurley, she had poor appetite and generalized weakness and has not been taking much in. The day of admission, she woke up and covered in the urine and stool and was sent in by the visiting nurse. She is known to have chronic diarrhea due to dumping syndrome from previous bariatric surgery many years ago. She estimates about 17 years ago. She has had diarrhea since around that time frame. There was no associated abdominal pain and the diarrhea is described as watery and this comes like buckets of water. It is chronic; however, she is dry on arrival. She is known to have cirrhosis due to non-alcoholic steatohepatitis, but her liver enzymes were only mildly elevated. Pneumonia was level. CT of the abdomen showed mural wall thickening and she is treated with antibiotics for colitis. However, the thickening was there on previous admission.

She now still complains of diarrhea. She is much less confused and was oriented today. She denies having dementia, but she had been on donepezil 10 mg daily. There might be some mild memory issues, but she seemed fairly well today.

PAST MEDICAL HISTORY: Positive for TIA five years ago, no clear-cut deficits, COPD, depression, fibromyalgia, gastroesophageal reflux disease, hypertension, and she once had hypokalemia, osteoarthritis, osteoporosis, lumbar radiculopathy and back pain, rheumatoid arthritis was diagnosed in the past, possible stroke history but she definitely had a TIA at least. She is not aware of any lateralizing deficits except that she has shoulder pain from a fall in the past, and ventral hernia noted.

PAST SURGICAL HISTORY: Abdominal surgery, back surgery, carpal tunnel release, cholecystectomy, loop recorder which is disconnected and she no longer monitored, Roux-en-Y gastric bypass and she did lose quite a bit of weight, and toe surgery.
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SOCIAL HISTORY: She is former smoker, but quit a few years ago. No alcohol excess.

FAMILY HISTORY: Her mother had diabetes mellitus. Her father had COPD.  Her sister has breast cancer and had a mastectomy. She has a son with diabetes mellitus.

MEDICATIONS: Cholestyramine one pack daily, loperamide 2 mg four times a day as needed, which is now stopped, pregabalin 75 mg twice a day, Norco 5/325 mg one every six hours as needed, ciprofloxacin 250 mg twice a day for five days and that should be only a couple days left, Depakote EC 250 mg every eight hours, donepezil 10 mg nightly, duloxetine 60 mg daily, furosemide 40 mg daily, metronidazole 250 mg three times a day for fiver more days so she had about two days left, potassium chloride 10 mEq daily, primidone 100 mg twice a day, spironolactone 100 mg daily, vitamin B with C 0.8 mg one daily, and Zestril 10 mg daily.

Review of systems:
Constitutional: Not feeling feverish or having chills.

HEENT: Eye – She thinks from a fall few weeks ago she had decreased vision in the right eye, however she can see adequately. ENT – No earache, sore throat, hoarseness, or major hearing problems.

RESPIRATORY: No dyspnea, cough, or sputum.

CARDIOVASCULAR: No angina or palpitations.

GI: No abdominal pain, but she did have when she came to the hospital. She has significant diarrhea. No nausea or vomiting.

GU: No dysuria or hematuria.

MUSCULOSKELETAL: She admits to back pain and some arthralgias. There is diagnosis of rheumatoid arthritis in the past, but I do not see any synovitis. There is a bit of slight thickening of the metacarpophalangeal joints.

SKIN: Intact, warm, and dry without major lesions. She denies rash or itch.

NEUROLOGIC: No headaches, fainting or seizures. She has some neuropathic pains.

ENDOCRINE: No polyuria or polydipsia. She does not have diabetes mellitus and no alternation in temperature tolerance. No excessive thirst.

HEMATOLOGIC: No excessive bruising or bleeding.

GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

HISTORY AND PHYSICAL

Name: Judith Kirby

Mrn:

Page 3

Physical examination:

General: She is not acutely distressed or ill appearing at present.

VITAL SIGNS: Blood pressure 120/61, temperature 98.5, pulse 92, respiratory rate 18, and O2 saturation 9%.

HEAD & NECK: Pupils equal and reactive to light. Eyelids and conjunctivae are normal. Extraocular movements are intact. Oral mucosa is normal. Ears are normal on inspection. Hearing was good. Neck is supple. No mass. No palpable thyromegaly. No nodes.

CHEST/LUNGS & BREASTS: Clear to percussion and auscultation without labored breathing.

CARDIOVASCULAR: Normal S1 and S2. No gallop. No murmur. No edema. Pedal pulses palpable. 

ABDOMEN: Soft and slightly distended a bit tympanitic. No mass. No palpable organomegaly.

CNS: Cranial nerves are normal. Sensation is intact. Motor is grossly normal in all limbs.

MUSCULOSKELETAL: She did have a bit of decreased shoulder range of motion on the right due to pain, but strength in the upper and lower extremities is symmetrical. There is no significant edema. No cyanosis. No active synovitis or joint inflammation anywhere.

SKIN: Intact, warm and dry without rash or major lesions. There is a very old tiny burn mark in the dorsum of the left foot.

MENTAL STATUS: Oriented to time, place, and person except she forgot the exact date. Affect was normal.

ASSESSMENT AND plan:
1. Ms. Kirby had evidence of colitis and we are completing some antibiotics mainly metronidazole and Cipro. However, it is unclear it is it acute because she had similar CT findings in the past.

2. She had cirrhosis due to non-alcoholic steatohepatitis and this appears to be stable. There is no ascites and pneumonia was level. It is not felt that the confusion is due to hepatic encephalopathy. Continue spironolactone and Lasix.

3. She had encephalopathy not seemed to be hepatic encephalopathy and was a bit hypovolemic on admission and was likely metabolic of multifactorial causes.
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4. There is history of dementia and she was on donepezil, but we were holding that for now and watching her because she seemed to be coherent.

5. She has essential hypertension. I will continue lisinopril 10 mg daily.

6. She has chronic back pain and we will continue Lyrica 75 mg twice a day and Norco 5/325 mg one every six hours as needed. 

7. For the diarrhea, I will add Lomotil back again to the cholestyramine and increase the cholestyramine to twice a day.

Randolph Schumacher, M.D.
Dictated by:

Dd: 11/14/22

DT: 11/14/22

Transcribed by: www.aaamt.com
