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* Final Report * 
 

       HISTORY AND PHYSICAL 

Estimated Arrival Date:  

Admit Date: 05/24/09 

Registration Date: 05/24/09 

 

CHIEF COMPLAINT:  Weakness and falls 

 

HISTORY OF PRESENT ILLNESS: 

The patient is a 66 year-old woman with history of high cholesterol and high blood pressure.  

She has been having diarrhea for two months, started as some small bowel movements then 

gradually became liquid. The bowel movements have become completely liquid like water. She 

has 3 or 4 a day.  She had a complete GI work up including colonoscopy and they haven’t found 

anything. She has not received any medication to treat the diarrhea except when she first started 

she received some medication from  her gastroenterologist has not given 

her anything. She continued to have the symptoms was due to see him on Wednesday. The last 3 

or 4 days however she has begun to have more frequent bowel movements, now 7 or 8 per day. 

They are watery, yellow. There are no cramps but there is a lot of gurgling.  There is no nausea 

or vomiting but she is reluctant to eat or drink as she is afraid that may cause a bowel movement 

so her appetite is down.  Overall she has lost 20 pounds. She has begun to get weak and 

somewhat dizzy. She has fallen 3 times, once on Thursday, once on Friday, and once today.  She 

has not lost consciousness has just gotten very weak going to the floor gently without any kind of 

injury.  There are no palpitations or focal neurologic symptoms just a generalized weakness and 

dizziness. She has been able to get up promptly and carry on with her activities.  Because of the 

3rd episode, she presented to the emergency room. Blood pressure was low. The patient was 

thoroughly evaluated and found to be in acute renal failure,  mild to moderate, with low blood 

pressure and evidence of dehydration. She received aggressive intravenous hydration, feels much 

better. Her dizziness is gone.  She is referred to the hospitalist service for admission.  

 

She’s had no fevers, chills or sweats.  She did not remember eating or drinking anything, or 

eating anywhere that she considered unusual back when this started. She did not travel.  No one 

else has been sick.  There is no previous history of similar episodes. 

 

PAST MEDICAL HISTORY: 

1. Hypertension  

2. Hypercholesterolemia  

 

No history of diabetes mellitus, lung trouble, liver trouble, kidney trouble, cancer or stroke.   

 

PAST SURGICAL HISTORY: Right ankle fracture and surgical repair. 

 



FAMILY HISTORY:  Is notable for father with colon cancer. Her mother is 91 and quite 

healthy. She has a brother and sister who are quite healthy.   

 

MEDICATIONS:  Are Lipitor which she believes is 20 mg daily and Benicar which she believes 

is 40 mg daily.   

 

CODE STATUS:  This patient is a full code.   She does not have a living will.  

 

FOOD ALLERGIES:  None 

 

MEDICATION ALLERGIES:  None. 

 

SOCIAL HISTORY:  .  No one around her has been ill.   

 

REVIEW OF SYSTEMS:  The patient denies fevers, chills or sweats. There is no chest pain or 

chest congestion.  There is no nausea and vomiting. There is decreased appetite.  There is 

decreased urination without burning or cloudy urine. Urine has been somewhat dark.  There are 

no focal neurologic symptoms.  Review of systems is otherwise negative in detail times 10 organ 

systems reviewed. 

 

PHYSICAL EXAMINATION: 

GENERAL:  The patient is seen lying on stretcher in the emergency department. She is alert, 

comfortable, cooperative, in no distress and accompanied by her daughter-in-law.  

VITAL SIGNS:  On presentation temperature was 96.7, pulse is 126, respiratory rate 20, blood 

pressure 83/46,  pulse oximetry 98% on room air.  Blood pressure dropped as low as 72/49. She 

has been hydrated, has received 3 or 4 liters of fluid. Feels much better.  Last vital signs showed 

blood pressure 100/56 with a pulse of 93 and 100% oxygen saturation on room air.   

HEENT:  Pupils are equal, round, and reactive to light. Extraocular movements intact.  Sclera 

nonicteric, mouth and throat without lesions.   

NECK:  Supple. Carotids 2+ no bruits.  NO adenopathy. 

CARDIAC:  Normal S1, S2, no murmurs, gallops or rubs. 

LUNGS:  Clear to auscultation bilaterally. 

ABDOMEN:  Normal bowel sounds, no hepatosplenomegaly.  No masses, no tenderness. 

EXTREMITIES:  No ankle edema, no cyanosis or clubbing. 

NEURO:  The patient was alert, appropriate, cooperative. Cranial nerves are intact. Strength in 

the arms and legs is normal.  Sensation is intact to light touch.   

 

DIAGNOSTIC TESTING:  EKG shows normal sinus rhythm with a rate of 100 with possible 

anterior infarct suggested by slow poor R-wave progression.  This is similar to previous EKG 

from 4/17/09.  Chest x-ray is performed, showing no abnormality.  CBC showed significant 

abnormalities consisting of white count of 20,000 with 67% segs, 10 bands, hemoglobin 15.1, 

platelets are 392, sodium 140, potassium 3.1, chloride is 109, CO2 of 16, anion gap of 15, 

glucose is 149, troponin is normal.  BUN 78, creatinine 1.98, ALT is 64, AST, alkaline 

phosphatase, total bilirubin normal. Urinalysis unremarkable.  We have no old creatinines on the 

patient’s chart but have no reason to suspect that her previous renal functions were abnormal.   

 



ASSESSMENT AND PLAN: 

1. Hypotension.  This is likely due to severe dehydration. The patient has lost 20 pounds 

with this diarrhea and has had increased diarrhea frequency over the last 3 or 4 days and 

her symptoms have worsened in terms of weakness, falls and dizziness.  She will be 

hydrated aggressively.  She will be placed on Telemetry and will have serial cardiac 

markers.  I do not suspect a cardiac cause at this time.  The patient has had no chest pain.   

2. Acute kidney failure. The patient will be hydrated aggressively and her BUN and 

creatinine will be followed closely.  Her Benicar will be held.   

3. History of hypertension.  The patient’s Benicar will be held at this time.  

4. Hypokalemia.  This will be replaced aggressively orally and intravenously. 

5. Elevated white count.  The patient does not appear septic as the cause for her low blood 

pressure. She is responding to fluid resuscitation. Blood cultures have been performed.  

The patient will be monitored closely on Telemetry. 

6. Diarrhea.  The patient has had a prolonged course, worsened lately. The etiology is 

unclear.  Will repeat stool studies with occult blood, check for O&P, check for white 

cells, check for Clostridium difficile, check for bacteria. The patient will be on a gluten 

free no diary diet at this time.  GI consultation with Dr.  will be requested.   

7. Prophylaxis.  The patient will be on subcutaneous Heparin.   

8. Disposition:  The patient will likely be able to return home following her acute hospital 

stay, hopefully that will be over the next 24 to 48 hours.   
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