


READMIT NOTE
RE: Nancy McClintock
DOB: 09/05/1930
DOS: 02/06/2024
Jefferson’s Garden AL
CC: Readmit note.
HPI: A 93-year-old hospitalized at Integris from 01/31/2024 to 02/05/2024, with diagnosis of right lower lobe pneumonia due to infectious organism. I spoke to the patient son who brought his mother back last night stayed with her until she was asleep this morning. When I saw her, she was sitting up in her living room rocker. She was in a nice gown and was quite talkative. When I asked her about her hospital stay and how she felt now, she stated that she got a full night sleep last night, which is the first time since she laughed and she has not coughed all night or this morning and that is the first time that she remembers not coughing. She ate breakfast later when I was asking her about anything that she needs that she wants to ask about she wanted to know if it was okay to request fruit juice with her breakfast every morning and I told her that absolutely so she was happy about that. Before the patient laughed, I had been contacted regarding cough with congestion and x-ray was ordered. The results were sent to me and it showed a mild retro cardiac infiltrate that favors pneumonia. So, I ordered Levaquin 750 mg one p.o. q.d. x7 days and there is apparently a problem between the pharmacy either getting the order or sending the order so two days lapsed from the time. Order was given until family took her to Integris Edmond on the 31st and she was admitted at Integris Edmond. On admit, the patient was placed on 4 L per nasal cannula to bring her O2 sat up to 93%. Creatinine was 1.90, her baseline is 0.7 to 1.0, albumin was 2.8, WBC 13.6 and hemoglobin 11.4. An x-ray at that time revealed bilateral pulmonary opacities representing edema and infection with an asymmetric prominence of the right hilum that may represent lymphadenopathy or right hilar mass or engorged pulmonary vessels. EKG showed normal sinus rate, but no ischemic changes. Blood cultures were negative on 02/01. The patient had a dysphagiagram that showed with use of straw. No aspiration and follicular residue noted throughout on return to facility. The patient had a script to start taking Augmentin 875/125 mg one tab b.i.d. for seven days and other readmit.
MEDICATIONS: Amiodarone 200 mg q.d., vitamin C 500 mg q.d., ASA 81 mg b.i.d. x30 days then q.d., Tessalon Perles 100 mg one p.o. t.i.d. p.r.n., OsCal b.i.d., Zyrtec 10 mg q.d., CranCap 400 mg b.i.d., Omega 3000 mg q.d., magnesium 200 mg h.s., MVI q.d., KCl 10 mEq q.d., Senna two tabs q.d., vitamin A & D q.d., and vitamin D q.d.
ALLERGIES: NKDA.
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DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient is seen in room. She was seated comfortably. She had O2 in place per nasal cannula at 2 L. The patient was alert and interactive.
VITAL SIGNS: Blood pressure 102/65, pulse 74, temperature 97.0, respiratory rate 18, and 116 pounds.
HEENT: Her hair is pulled back. Corrective lenses are in place. Nasal cannula worn with O2 at 2 L.

RESPIRATORY: She has a normal effort and rate. Lung fields are relatively clear. There was some rhonchi on the left midfield. No cough.

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

ABDOMEN: Her abdomen is flat and nontender. Hypoactive bowel sounds present.

SKIN: Warm and dry intact. No bruising. There is a bruise on her right forearm secondary to needle stick, but remainder skin is warm, dry and intact and her skin on her chest and back she had remaining EKG stickers so those were removed as well as her hospital ID tags and then a Coban wrap that was over her right antecubital area unclear how long that has been there, but she said that it was uncomfortable.

NEURO: She made eye contact. She became brighter and more interactive commenting that she had not coughed all day and all night as much as she can remember and that is the first time she slept through the night. As to whether she felt benefit from the O2 when I asked, she could not really say I think she finds it awkward wearing it. I reassured her that it would just be temporary it was not going to be forever.
ASSESSMENT & PLAN:
1. Status post hospitalization from pneumonia with return to facility on 07/05. She will complete seven days worth of Augmentin 875/125 one p.o. b.i.d. for seven days. The last day will be on 02/12/2024.
2. Question of silent aspiration. Speech therapy is requested to evaluate the patient and do therapy.
3. Social. I spoke at length with her son about his concerns and things that occurred within the hospital setting.
CPT 99350 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

