


PROGRESS NOTE

RE: Jim Young
DOB: 08/06/1939
DOS: 01/22/2025
The Harrison Memory Care
CC: Hospital readmit note.

HPI: An 85-year-old gentleman admitted to INTEGRIS Southwest Medical Center on 01/15/25 after being found in his room on the floor. He appeared cyanotic. He was having difficulty with breathing and when EMSA arrived and began transport, his room air O2 was 78%. He was given albuterol and placed on 4 liters per nasal cannula with sats improving to 90%. On admit to hospital, he appeared to be more comfortable with O2 sats climbing into the mid 90s. Chest x-ray done which showed diffuse bilateral haziness with possible right lung pneumonia. Sputum cultures obtained were negative as were swabs for H. flu, RSV and COVID. The patient was started on ceftriaxone and doxycycline with Solu-Medrol IV. X-ray also showed mild cardiomegaly with elevation of the left side diaphragm. The patient was given IV Lasix empirically. EKG showed atrial fibrillation at a rate of 93 with PVCs. CBC that was done was completely normal including WBC count of 8.8. CMP abnormality was albumin of 3.1 The full chest x-ray on admit was increased interstitial and hazy alveolar opacities of right lung, mild bibasilar atelectasis, moderate left hemi-diaphragm elevation and mild cardiomegaly. 
ADDITIONAL PATIENT HISTORY & SURGICAL HISTORY: Bilateral blepharoplasty upper lid, cystoscopy, bilateral cataract extraction, skin biopsy of right ear melanoma with excision, left thoracotomy and plication of diaphragm and TURP with resection of prostate.

MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg q.d., MVI q.d., D3 1000 IUs q.d., Tikosyn 250 mcg b.i.d., Eliquis 5 mg q.12h., fenofibrate 160 mg q.p.m., Proscar q.p.m., Lasix 40 mg q.d., guaifenesin 600 mg q.12h. for 10 days, Toprol 100 mg q.p.m., KCl 20 mEq q.d., and Flomax b.i.d.

ALLERGIES: NKDA.

SOCIAL HISTORY: He has 1.5 packs per day for 40 years smoking history which is 60-pack-year history. No alcohol use.

FAMILY HISTORY: Father with cardiac disease died of an MI. Sister with DM-II.

Review of echo from 10/20/24 showed a grossly normal LVEF.
Jim Young
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Admission and discharge diagnoses were acute on chronic respiratory failure with hypoxia and hypercapnia secondary to pneumonia and CHF exacerbation. Other diagnoses are dementia advanced, BPH, obesity with BMI between 30 and 39.9, chronic atrial fibrillation on Eliquis, and mixed hyperlipidemia.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished gentleman seated in his room, two aides were in there assisting him.

VITAL SIGNS: Blood pressure 138/79, pulse 79, temperature 97.8, respirations 18, weight 275.6 pounds, and height 6’3”.

HEENT: Male pattern hair loss. Conjunctivae mildly injected. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

RESPIRATORY: He had a normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus as well as effort and a few scattered wheezes bilateral mid upper airfield. No cough.

CARDIAC: He had a regular rate and rhythm without murmur, rub, or gallop.
ABDOMEN: Protuberant, firm and nontender. Hypoactive bowel sounds. No masses.

MUSCULOSKELETAL: The patient is able to weight bear and assist in standing. I have seen him do that when he wants to get himself and move from chair to bed. When aides are present, he feigns inability to weight bear and he wants them to lift him with something else. I have told him he needs to either lift himself or he needs to go to a nursing home. He has trace edema bilateral lower extremities, but he is on diuretic. 
NEURO: CN II through XII are grossly intact. He makes eye contact, but it is a dull stare and does not really respond to questions. Affect is bland. He does get angry if he is not given or assisted with what he wants. He is verbal, but the content is random and at times garbled. Not able to really voice his needs or give information.

PSYCHIATRIC: He makes eye contact. He does not necessarily say anything, at times tries to be intimidating, but is clearly confused.

SKIN: Warm, dry and intact.

ASSESSMENT & PLAN:
1. Right side lung pneumonia. The patient is discharged on cefdinir 300 mg one tablet b.i.d. for a total of seven days and he will have completed that on 01/24/25 and the patient’s return to facility was on 01/18/25.
2. BPSD. ABH gel will be given t.i.d. routine at 8 am., 2 p.m. and 8 p.m. and he will continue with a q.6h. p.r.n. dose and we will do a followup CXR on 01/31/25. 
CPT 99345 and direct POA contact 20 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
