CONSULTATION

DATE OF SERVICE:  06/24/2010

REASON FOR REFERRAL:  Colonoscopy.  

HISTORY:  The patient is a 70-year-old white female, who presents for screening colonoscopy.  She had her last colonoscopy greater than five years ago.  She has a prior history of polyps, which were benign.  Her gastrointestinal review of systems is negative.  She initially has no complaints of change of bowel habits, diarrhea, constipation, blood in her stool or abdominal pain.  

PAST MEDICAL HISTORY:  Significant for kidney stones and hypertension.  

PAST SURGICAL HISTORY:  Includes removal of an embedded kidney stone, hysterectomy, cesarean section x3, removal of her right adrenal gland – this was done laparoscopically 10 years ago and this was found to be benign, it was a tumor that was followed, she states for 10 years prior to surgery. 

SOCIAL HISTORY:  Denies tobacco or alcohol use. 

FAMILY HISTORY:  Noncontributory. 

CURRENT MEDICATIONS:  

1.  Atenolol.

2.  Atacand.

3.  Hydrochlorothiazide.

4.  Evista.

5.  Simvastatin. 

6.  Baby aspirin. 

REVIEW OF SYSTEMS:   

GENERAL:  The patient denies fever, chills or night sweats.  

EARS/NOSE/THROAT:  Denies poor vision, earache or vertigo.  She admits to some hearing loss. 

RESPIRATORY:  Denies cough, shortness of breath or wheezing. 

CARDIOVASCULAR:  Denies chest pain, pressure or palpitations.  She admits to some edema. 

GASTROINTESTINAL:  See HPI for details. 

GENITOURINARY:  Denies dysuria, frequency or incontinence. 

MUSCULOSKELETAL:  Denies joint pain or joint swelling.  She admits to neck pain and back pain. 

NEUROLOGIC:  Denies headaches or seizures. 

INTEGUMENT:  Denies mole changes or ulcerations. 

BREASTS:  Denies breast lumps, skin change or nipple discharge. 

PSYCHOLOGICAL:  Denies depression or sleep disturbance. 

ENDOCRINE:  Denies excessive thirst or urination.  She admits to some weight gain. 

HEMATOLOGIC:  Denies easy bleeding or bruisability. 

PHYSICAL EXAMINATION:  

GENERAL:  The patient is a very pleasant, well-nourished, well-developed white female in no acute distress. 

ENT:  Within normal limits.  Eyes show PERLA, EOMI.  Ears show tympanic membranes clear.  Throat without erythema. 

NECK:  Supple without thyromegaly or cervical adenopathy. 

HEART:  Regular rhythm and rate without murmur. 

LUNGS:  Clear without wheezes, rales or rhonchi. 

ABDOMEN:  Soft, benign without any palpable masses or tenderness. 

GU/RECTAL:  Deferred.

EXTREMITIES:   Full range of motion.  Inguinal exam does not reveal any hernias. 

NEUROLOGICAL:  No focal neurologic deficits are noted.  

IMPRESSION:  A 70-year-old white female, who states of history of colon polyps in the past, who presents now for screening colonoscopy.  She is currently asymptomatic. 

PLAN:  The patient is scheduled for colonoscopy on 08/16/2010. 

The patient would like copies of her medical records sent to her son. 

 DOCPROPERTY "PRMC-Type of Discharge" \* MERGEFORMAT DISCHARGE SUMMARY

HOSPITAL COURSE:  Patient was admitted with marked psychosis, agitation.  Patient, initially, was very uncooperative and difficult to manage.  He did start taking medications and did clear up slightly, but continued to be very delusional, paranoid, pacing a lot in the hallways, holding a towel over his head a lot, responding to internal stimuli, and mostly unpredictable as far as his behavior and response.  Patient did participate with some of the groups and activities, but was reluctant to engage very much.  He continued to talk about marrying someone and how his family did not have a place for him to go, but would stay with him, and other very inconsistent delusions.  Patient was felt that given his severity of condition and chronicity, as well as lack of response to agents, that he would be better treated in a longer term facility, so transfer to Rusk was arranged.

DISCHARGE MEDICATIONS:  Per Newtown State Hospital.

ACTIVITY:  Ad lib.

DIET:  Ad lib.

PROGNOSIS:  Poor.

AXIS I:  
SCHIZOPHRENIA.

AXIS II:  
DEFERRED.

AXIS III:  
SEE ADMISSION PAST MEDICAL HISTORY AND REVIEW OF 



SYSTEMS.

AXIS IV:
SEVERE.

AXIS V:
GLOBAL ASSESSMENT OF FUNCTIONING ABOUT 25.

FOLLOW UP:  Per Newtown State Hospital.  

See nursing discharge summary and discharge planner’s note for further details.

 DOCPROPERTY "PRMC-Type of Discharge" \* MERGEFORMAT DISCHARGE SUMMARY

HOSPITAL COURSE:  Patient was admitted with bipolar disorder and inappropriate behaviors.  Patient had done, in the nursing home, some inappropriate sexual-type interactions and behaviors during patient’s hospitalization.  He was confronted about these issues and really did not understand anything that he had done wrong but did acknowledge that he may have had some behaviors that were perceived differently, and actually felt pretty bad about that difficulty.  Patient did need some reminding of limitations and barriers but overall was very responsive to recommendations and boundaries that would be set.  Patient had no aggression, no outbursts and took medications without any difficulty.  Once his stability was felt to be maximized and he did not present any additional inappropriate sexual behaviors, the nursing home that he had originally come from had asked for alternative placement, that was secured, and discharge was completed.

DISCHARGE MEDICATIONS:  Include:

1.  Casodex 50 mg a day.

2.  Synthroid 0.137 once a day.

3.  Provera 10 mg at night.

4.  BuSpar 15 mg twice a day.

5.  Asmanex inhaler each day.

6.  Depakote 1000 at night.

7.  Os-Cal.

8.  Nexium.

9.  Paxil 30 mg a day.

10.  Hytrin 2 mg at night.

11.  Restoril 15 mg at night.

ACTIVITY:  Ad lib.

DIET:  Ad lib.

PROGNOSIS:  Fair.

AXIS I:  
BIPOLAR.

AXIS II:  
DEFERRED.

AXIS III:  
SEE ADMISSION PAST MEDICAL HISTORY AND REVIEW OF 



SYSTEMS.

AXIS IV:  
SEVERE.

AXIS V:  
GLOBAL ASSESSMENT OF FUNCTIONING ABOUT 50.

FOLLOW UP:  With nursing home physician.

See nursing discharge summary and discharge planner’s note for further details.

OPERATIVE NOTE

Date of Procedure:  07/08/2010

Pre-Operative Diagnosis:  Torn meniscus, right knee.  

  
Post-Operative Diagnoses:

1.  Torn medial meniscus.  

2.  Torn lateral meniscus.  

3.  Chondromalacia of the lateral femoral condyle.    
Procedure:  Arthroscopy, right knee, with shaving of medial and lateral meniscus, and shaving of lateral femoral condyle.    
Operative Note:  The patient was given a satisfactory general anesthetic.  A tourniquet was wrapped around the right proximal thigh.  The right leg was exsanguinated with an Ace bandage, and the tourniquet was inflated to 300 mmHg.  The leg was attached to the leg holder.  The knee was prepared with a Chloraseptic solution and draped in a sterile manner.  The arthroscope was inserted through the standard anterolateral portal.  A moderate amount of synovium was noted, and this was shaved to facilitate visibility.  It was an area of about 2 cm in diameter along the lateral femoral condyle which was then shaved with an ArthroCare radiofrequency wand and with a motor shaver.  The inner rim of the lateral meniscus was irregular and was trimmed, and the inner rim of the medial meniscus was irregular and was trimmed.  The trochlea showed some mild degenerative changes but probably not deep enough to shave.  It appeared that all areas of pathology had been addressed.  Fluid was then drained from the knee, 30 mL of 0.25% Marcaine with epinephrine was injected into the knee.  The instruments were then withdrawn.  Each portal was closed with one suture of 4-0 nylon.  Sterile dressings were applied. The tourniquet was released.  Tourniquet time was 70 minutes. The patient was taken to the recovery room in good condition.  

OPERATIVE NOTE

PREOPERATIVE DIAGNOSIS:   Upper gastrointestinal bleed.

POSTOPERATIVE DIAGNOSIS:  Duodenitis, early ulceration, duodenal bulb.

PROCEDURE:  Esophagogastroduodenoscopy.

SURGEON:  XXXX XXXX, MD

ASSISTANT:  None.

ANESTHESIA:  Conscious sedation using Demerol and Versed.

COMPLICATIONS:  None.

ESTIMATED BLOOD LOSS:  None.

SPECIMENS:  None.

INDICATIONS FOR PROCEDURE:  The patient is a pleasant 87-year-old woman who presented to the emergency department on the morning of 07/07/2010 with syncope, hematemesis and melena.  Patient was diagnosed three months ago with atrial flutter and has been on anticoagulation with Plavix, aspirin and Coumadin.  Patient’s INR was greater than 3.  Patient thought to be seriously anemic.  She was admitted to the intensive care unit.  She has been hemodynamically stable, however, hemoglobin has been dropping and patient has been passing bright red blood per rectum.  She has a history of peptic ulcer disease.  With the patient having persistent drop in hemoglobin requiring approximately 6 units of packed red blood cells in the last 12-24 hours (as well as several units of fresh frozen plasma and platelets), I proceeded with upper endoscopy for evaluating the source of bleeding.  Upper endoscopy was held off until patient’s coagulopathy had been reversed, with INR coming down to 1, and patient was given platelet therapy to reverse aspirin or Plavix effects.  Patient has been feeling recently well with the exception of mild epigastric pains.  

PROCEDURE IN DETAIL:  After informed consent was obtained from the patient, we proceeded with upper endoscopy at the bedside.  This was done in the ICU.  Pharynx was anesthetized with Cetacaine spray.  The upper endoscope was passed into the pharynx.  Vocal cords visualized and appeared normal.  Pictures taken.  The scope was passed into the esophagus and into the stomach.  Within the stomach, mild to moderate amount of blood was found with clots.  This was washed out.  No active bleeding was found in the stomach and the stomach wall appeared normal.  The scope was passed to the pylorus and antrum.  No abnormalities noted here. Pictures taken.  Scope was passed through the pylorus.  Scope was advanced into the third portion of the duodenum.  Distal duodenum appeared normal.  Scope was gradually pulled back with irrigation.  In the duodenal bulb there was an area consistent with an erosion that had a bright red clot on it.  This was washed out and no active oozing noted.  This was consistent with duodenitis and early ulceration.  After the stomach and duodenum had been irrigated a few times, this was the only persistent site accumulating any blood and, therefore, I suspect the source of patient’s bleeding.  No evidence of any tumor.  This certainly is not a deep ulcer.  Multiple pictures taken. The scope was retroflexed, visualizing body and fundus of the stomach.  A very small hiatal hernia noted.  No other abnormalities.  Air desufflated.  The scope gradually withdrawn and retroflexed in the proximal esophagus, which was normal.  

The patient tolerated the procedure without complications. Patient’s source of bleeding appears to be from the duodenal bulb (duodenitis and early ulceration).  Patient will have serial hematocrits today.  She remains stable.  She will be started on a clear liquid diet at dinnertime.  

HISTORY AND PHYSICAL

DATE OF ADMISSION:  06/29/2010
CHIEF COMPLAINT:  Pelvic pain. 

HISTORY OF PRESENT ILLNESS:  The patient is a 72-year-old man who has no history of stomach illness based from the medical records.  The patient is unable to give good information, a poor historian, probably he is under the effect of medication given in the emergency room. The patient has difficulty hearing and it is difficult to obtain adequate information.  Most of the information is taken from the medical record.  The patient apparently had a fall last night and injured the hip.  He was having pain in the left hip and CT scan done on admission showed that he had a nondisplaced hip fracture.  I was called to admit the patient.

ALLERGIES:  NONE.

MEDICATIONS:  Apparently no medications at this time. 

SURGICAL HISTORY:  Unknown.

FAMILY HISTORY:  Noncontributory for the patient’s problems.

SOCIAL HISTORY:  The patient lives with family.  Denies alcohol, illicit drugs or smoking.

PAST MEDICAL HISTORY:  Unknown.

REVIEW OF SYSTEMS:  Apparently no fever, no chills, no general malaise, no shortness of breath.  He does have a chronic cough.  

PHYSICAL EXAMINATION:
GENERAL:  The patient is awake, has difficulty hearing.  Looks mildly ill.  The patient is probably under sedation because of medication given in the ER.

HEAD, EYES, EARS, NOSE AND THROAT:   Head:  Normocephalic, atraumatic.  Eyes:   Pupils are equal, round and reactive to light.  Extraocular movements are intact.  Moist oral mucosa.

NECK:  Supple.  No jugular venous distension.  No masses.

THORAX:  Symmetrical expansion.

LUNGS:  Bilateral coarse rhonchi.

HEART:  Regular rate and rhythm.  No murmurs.

ABDOMEN:  Soft and depressible.  Bowel sounds are present.  No guarding or rebound.  No tenderness.

EXTREMITIES:  No edema.  No cyanosis.

NEUROLOGICAL:  There is some lethargy.  No motor or sensory deficit.

IMPRESSION:
1.  Left pelvic fracture, nondisplaced.

2.  Old age.

3.  Severe hypoxia.

PLAN:  The patient is to be admitted to medical/surgical.  The patient is on IV medication, bedrest.  Orthopedic evaluation will be requested.  The patient will be followed up closely.

