


PROGRESS NOTE

RE: Nancy Hare
DOB: 10/21/1957
DOS: 05/11/2026
Windsor Hills
CC: Facial asymmetry.
HPI: A 68-year-old female was seen in her room with the hall nurse present. Before I got to see her, an aide had asked me if I was going to see her because it was something different about her face over the past day. The nurse had the same information stating that it just began today that they noticed left-sided facial drooping. The patient has had no recent viral illness. No falls. She stated she was not in any pain and was cooperative to exam. Staff report that over the past preceding few days that she has had decreased oral intake and the question is, was it difficult for her to get food into her mouth or to chew and swallow. Overall, there has also been some cognitive decline noted. The patient was recently hospitalized from 04/17 to 04/22 with diagnosis of acute renal failure, felt to be due to volume depletion. She was given IV fluids and creatinine returned to normal. The patient was also treated for a UTI as a UA obtained on admission was positive for pyuria and then at 72 hours grew out Enterococcus and was treated with Zosyn for a total of five days. The patient was found also to have had rhabdomyolysis and again the IV fluid helped with that and her CK levels continued to improve. She did require pressors initially due to the hypovolemia. A head CT showed no acute change. She was treated for agitation. The patient was placed on 4 liters per nasal cannula during hospitalization and they were able to wean her off the oxygen. She had a couple of p.r.n. DuoNeb’s, which were helpful.
PAST MEDICAL HISTORY: History of CVA, HTN, GERD, chronic pain syndrome, anxiety, COPD, DM II, HLD and BPSD. In the course of her hospitalization on arrival to the ER, she was placed on BiPAP and started on pressors i.e. Levophed. CT of the abdomen showed diffuse bladder wall thickening with mild esophageal dilation, colonic stool burden, diverticulosis and bilateral pulmonary emphysema. She was admitted to the ICU on 04/17 and was transferred to the floor on 04/20. Admit creatinine was 2.18 and it was normal by the time of discharge. She also had diarrheal stools, was tested for C. diff, which came back positive and was started on oral vancomycin. Blood cultures were negative. Urine culture positive for Enterococcus and was treated with Zosyn. On discharge, the patient was recommended for SNF and I am going to follow up with physical therapy to see if they are actually seeing the patient; staff have let me know that it is questionable.
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MEDICATIONS: ASA 81 mg q.d., vancomycin 125 mg capsules one q.6h. and that was done for a total of 32 doses, which has been completed and followup culture is negative, albuterol MDI two puffs q.4h. p.r.n., Lipitor 80 mg h.s., BuSpar 10 mg t.i.d., Zyrtec q.d., Plavix q.d., coal tar shampoo three times weekly, Depakote 250 mg EC tablet t.i.d., Pepcid 20 mg q.d., gabapentin 100 mg two capsules t.i.d., Norco 5/325 mg one tablet b.i.d., lidocaine patch to left knee q.d. off at h.s., lisinopril 10 mg b.i.d., Ativan 0.5 mg b.i.d., metoprolol 25 mg b.i.d. and Zoloft 75 mg q.d.
PHYSICAL EXAMINATION:

GENERAL: The patient was seen in her bedroom. She was lying in bed in the afternoon; initially, a bit fussy and then I told her that I wanted to just take a look at her with the nurse present and why and then she relaxed and was compliant to exam.

VITAL SIGNS: Blood pressure 128/66, pulse 71, temperature 97.5, respirations 18, O2 sat 92%, FSBS 103 and weight 126.5 pounds, which is a weight loss of 9 pounds in the past two weeks.

NEURO: She is able to scrunch her face with the exception of the left corner of her mouth. She cannot bring her upper lip up against her lower lip. I asked her to hold her lips together tightly and then blow and then she just blows out her upper lip with the right lip remaining sealed. She is able to stick her tongue out with no excessive deviation and there is some slackening of the left nasolabial fold. She denies any discomfort. She is able to eat, but states that sometimes the food will come out on the left side, so she feeds herself on the right side. Denies any visual change on the right or on the left side.

RESPIRATORY: Anterolateral lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
EXTREMITIES: No edema. She can move her limbs. She is a little weak. She can put her legs over the edge and side of the bed and then has staff assist to get into a wheelchair and they transport her. She is compliant with that.

ASSESSMENT & PLAN: Left side facial drooping began today as first noted by staff, diagnosis of left side Bell’s palsy. Prednisone 50 mg p.o. q.d. x5 days, then decrease to 40 mg p.o. q.d. x2 days, then 30 mg p.o. x2 days, then one tablet q.d. x1 day and discontinue further prednisone. We will follow up with her next week.
CPT 99310 that this is not an excessive case.
Linda Lucio, M.D.
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