


PROGRESS NOTE
RE: Margie Henderson
DOB: 06/16/1938
DOS: 06/26/2023
Jefferson’s Garden
CC: Hospital followup.
HPI: An 85-year-old who had a CXR done on 06/15 in facility after complaining of cough and SOB, showed a right basilar opacity questionable for infectious process. She was started on Levaquin 750 mg q.d. for seven days on same day. As her symptoms continued, she requested to go out and was sent to INTEGRIS Edmond, hospitalized from 06/17 to 06/22. It was noted that the patient had been hospitalized there on 05/05/23 with a left basal ganglia stroke and was on Eliquis at that time. On presentation this time, heart rate was 117, WBC count 13.9 with H&H of 5.7 and 19. The patient was transfused two units of PRBCs with increase in H&H to 8.1 and 26.1. CMP showed volume contraction. She was started on IVF and Rocephin. Blood cultures and urine cultures obtained at the time of discharge, both blood and urine had no growth to date. She was diagnosed with pneumonia with swallow study done showing some age-related changes with silent aspiration and she did receive speech therapy. A CXR done showed interstitial pulmonary opacities bilateral and left basilar atelectasis or pneumonia, felt to be aspiration in nature and she had a full panel of viral and bacterial possible URIs all negative. The patient received PT during hospitalization and PT and OT are now continuing on return. A CT of the abdomen and pelvis showed a distended bladder with moderate stool burden, no obstruction. She was treated for constipation with relief and dysphagiogram was done on 06/19 and formally reads as premature spillage with multiple consistencies. H&H at discharge were 8.8 and 30.3, a significant improvement. BUN and creatinine at discharge WNL at 13/0.78. Since her return, the patient states she has had difficulty sleeping; in the past, she had temazepam and requested it be restarted, so order is written. She is now followed by Universal Home Health for PT and has shown prior to PT a progression of generalized weakness and unsteadiness using her walker. She has had injury falls in the past and of course wants to prevent that; she needs to learn to navigate the corners and distance of the hallway in her room. She limits her activity due to unsteadiness of gait and decreased endurance in walking from room to the dining room. She states she is motivated and wants to become stronger and less reliant on assistance to get up from her recliner and back into it.
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DIAGNOSES: Gait instability with a fall history despite using walker, anemia status post 2 units PRBCs, constipation; now, on new regimen for bowel care, insomnia; temazepam to be restarted, HTN, HLD, hypothyroid, GERD, fibromyalgia, depression, urinary stress incontinence and asthma.

ALLERGIES: Multiple, see chart.
MEDICATIONS: ASA 81 mg q.d., Breo Ellipta q.d., Zyrtec 10 mg q.d., Eliquis 5 mg q.12h., FeSO4 q.d. a.c., Flovent MDI b.i.d., Lasix 20 mg q.d., levothyroxine 175 mcg q.a.m., Singulair q.d., Protonix 40 mg q.d., Zoloft 200 mg q.d., Zocor 40 mg h.s. and KCl 10 mEq with Lasix 20 mg q.d. p.r.n.
DIET: Regular.
CODE STATUS: DNR.

HOME HEALTH: Universal.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, seated in her recliner, able to give information.

VITAL SIGNS: Blood pressure 114/72, pulse 98, temperature 98.0, respirations 22 and weight 165.2 pounds, which is a weight loss of 4.6 pounds from 06/05.
CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.
RESPIRATORY: Normal effort and rate. She had decreased basilar breath sounds on the right. No wheezing or cough.
ABDOMEN: Protuberant, nontender. Bowel sounds hypoactive.

MUSCULOSKELETAL: Ambulated in room with her walker, she is steady and upright and is at baseline. She has trace lower extremity edema at the ankle. Moves arms in a normal range of motion and can go from sit to stand slowly, standby assist until she is able to use the walker to get up and then to sit back down. She is not as stronger or steady as she was previously. Weight bears, can walk with a walker. It takes time to go from sit to stand and vice versa using walker for support. She does have lower extremity edema as mentioned earlier at the ankle and distal pretibial.

NEURO: Oriented x2 to 3. Speech is clear. Voices her needs. Requested review of studies that were done in the hospital, so that was done and states that she understands the results and can ask for help when needed.
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ASSESSMENT & PLAN:
1. Aspiration pneumonia status post hospitalization and treatment, completed IV Rocephin and on return an additional treatment time with Levaquin to complete 10 days of antibiotics.
2. Aspiration. A dysphagiogram showed this and it was reviewed with the patient in the hospital. She was given exercises to do which she explained to me, so we will have her continue that here and if needed we will have speech therapy work with her.
3. Gait instability with decreased strength and endurance. PT to work with the patient to bring that up and help her to return to being able to get around her room as well as then out of her room either using the walker or propelling a wheelchair for distance. The patient is motivated for therapy.
4. Insomnia. Temazepam 30 mg h.s. is restarted and we will monitor benefit.
5. Pain management. We will continue with Tylenol and I am working out how the patient feels, she would most benefit as far as schedule timing.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

