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Age __83__
Sex _Male__
Height 66 in____
  Weight   69 kg___       BMI __24.6__
Code Status __DRNCC-A______  Allergies _No Known Allergies___________________________  
	Admission Date & Diagnosis(es):

	History of present illness:
Patient 83 comes to the ER (3/10) due to weakness.  He and family state that two weeks ago he fell at home due to tripping over an article of clothing that was hanging from the walker. He went to Margurder Hospital and had x-rays of lumbar spine which demonstrated no fracture.  However he continues to have pain.  He also reports about 3 to 4 days of right ankle pain but there was not a second fall.  Last night they went to Margurder again, received ankle x-rays but apparently these were not conclusive.  He also reports 3 days of being unable to control his bladder and has been incontinent, which is new for him.  He states that he has also been having diarrhea that he cannot control.  He gets a buildup of gas and then is unable to control his bowels.  He denies any blood and mucous in stools which are black, but this is not new because he takes iron.  In the ER he was checked for occult blood and apparently it was weakly positive. 



	Past medical history/surgeries:
History: Atrial fibrillation, coronary artery disease, aneurysm, angina, chronic kidney disease, hyperlipidemia, hypothyroidism, arthritis, cataracts, kidney failure, CHF.
Surgery: Pacer defibrillator, Epidural injections, TURP,  CABG




	Baseline VS
	T 98.2
	P 81
	R 16
	BP 143/84
	SaO2 99

	Baseline I&O
	Intake 300ml
	Output 370ml
	IV Saline Lock/ Left forearm
	BM 3/13
	Misc


	LABS
	Initial: 3/11
	Current: 3/12
	Normal
	Evaluation of Lab Data

	WBC
	7.0
	7.8
	4.5-10
	WNL

	RBC
	2.27   L
	2.84   L
	4.7-6.1
	Related to anemia (reduced RBC survival)

	Hgb
	8.0   L
	9.8   L
	13.8-17.2
	Related to anemia (overall decrease in RBCs and corresponding decrease in Hgb)

	Hct
	23.6   L
	28.4   L
	40.7-50.3
	Related to anemia (overall decrease in RBCs and corresponding decrease in Hct)

	Platelets
	176
	164
	150-400
	WNL

	Na
	136
	136
	135-145
	WNL

	K
	5.4   H
	4.4
	3.7-5.2
	Related to acute renal failure(potassium excretion is diminished and accumulates in blood)

	Cl
	105
	104
	95-120
	WNL

	Co2
	25.9
	24.2
	20-29
	WNL

	Glucose
	137   H
	152   H
	70-120
	Related to liver disease (damaged liver tissue releases glucose into circulation)

	BUN
	73   H
	72   H
	7-20
	Related to acute renal failure (decreases renal excretion)

	Creatinine
	3.41   H
	2.93   H
	0.8-1.4
	Related to acute renal failure (decreases renal excretion)

	Ca
	8.5 
	8.7
	8.5-10
	WNL

	Total protein
	5.7   L
	5.5   L
	6.3-7.9
	Related to damaged liver (cannot synthesize enough protein)

	Albumin
	2.7   L
	2.6   L
	3.9-5
	Related to damaged liver (cannot synthesize enough protein)

	PT
	138   H
	
	10-13
	Related to a decreased liver function

	INR
	1.3
	
	2.0-3.0
	WNL

	PTT
	23.7
	
	25-35
	WNL
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	Pertinent Diagnostic Test Results/Procedures/Surgeries/Cultures:

Bone Scan: (3/13)

No asymmetrical hyperemia in the distal right or left lower extremities.  Blood pool images demonstrated no suspicious accumulation of rapid isotope in the pelvis, hips or in the ankle or foot.  The delayed images demonstrated intense radioisotope uptake consistent with a relatively acute compression vertebral body compression fracture at L4.  No abnormality seen in pelvis and hips at the first carpal-metacarpal joint On left.  There is an interdeterminate nonosseous focus of mild increased activity in the anterior chest on the right.  No significant physiologic activity is visualized in either kidney.  However, there is activity in the urinary bladder.

Ankle X-Ray: (3/10)
No acute fracture or dislocation id identified.  No other bony abnormality seen.  There is generalized soft tissue swelling.  Vascular calcification is noted.
ECG: (3/10)

Atrial fibrillation with rapid ventricular response with premature ventricular or aberrancy conducted.  Complexes: Left axis deviation, incomplete right bundle branch block, ST, A. fib has replaced electronic ventricular pacemaker.  

Colonoscopy: (3/10)

There was diffuse diverticular disease with the most severe involvement of sigmoid colon.  No neoplastic lesion.  There is nonspecific inflammation in the rectum.  There is no neoplasm.  The endoscope was then slowly removed.



	Multidisciplinary Reports (PT, OT, ST, RT, CM, Dietary):
PT: Pt. was WBAT.  Minimal assist supine to sit and sit to stand.  Pt. ambulated with wheeled walker with minimal assist and flexed posture.  
PT: Pt. evaluated on bed transfer ability, char transfer ability, car transfer ability and sit to stand.

CM: Nursing home Edgewood was chose for after discharge.  They are reviewing the referral.  State they can provide transportation if given notice ahead of time.

CM: Pt. approved for Edgewood SNF and planning to discharge 3/14.  
Consultations:
N/A

	Teaching/Discharge Needs:

Patient will be discharged with a back brace to help compressed lumbar fracture heal. Physical therapy will be provided at nursing home.  Patient also discharged with information and reading on maintaining a renal diet.  


Hearing Aid ⁯
NO

Feeding: Dependent ⁯ Independent ⁯
Foley ⁯NO
Glasses ⁯YES


Hygiene: Dependent ⁯ Independent ⁯
SCD ⁯ TED Hose ⁯

Fall Risk: Low ⁯ High ⁯
Diet __Renal Diet__________

Oxygen 2L __

Bed Alarm ⁯YES

Fluid Restriction _N/A     _________
     Incentive Spirometry ⁯NO
Activity _W/ Assistance___
FSBS_N/A__________________
            Flutter ⁯NO
Assistive Device _Walker_
IV Fluids N/A___________________
Telemetry  Yes or  No
Wound Care _______N/A____________________________________________________________         Other __________________________________________________________________________
ABNORMAL  ASSESSMENT:
	Neurological:  WNL
ENT: Hard of hearing, cataracts                            
Cardiovascular:  Murmur, irregular rhythm, Nonpitting edema on right ankle
Respiratory : WNL                                       
GI/GU: Bowel incontinent
Musculoskeletal: Mild weakness bilateral lower extremites, unsteady gait
Integumentary:  Redness on bottom, bruise on lower back
Psychosocial : WNL                            
Pain:  Reported 7/10 pain on right ankle


	


