


PROGRESS NOTE

RE: Rose Kyrk
DOB: 09/11/1927
DOS: 09/14/2023
Rivendell AL
CC: Readmit note.

HPI: A 96-year-old initially seen on 08/23/23 and from that visit, she was sent to the hospital. The patient was hospitalized at Integris SWMC from 08/23/23 with return on 09/08/23. The patient treated for bacterial pneumonia. She was COVID negative. She required O2 at 4L per nasal cannula, as hypoxic on room air at 85%. Clinical study: CT of chest, large left-sided pleural effusion with atelectasis of left lung and numerous compressive fracture deformities at T8, T9 and L1 with anterior wedging of T4 and vertebroplasty of T12. EKG: Atrial fibrillation. Echocardiogram: LVEF WNL, 60-65%, moderate to severe tricuspid regurgitation and mild to moderate aortic valve regurgitation. Esophagram: No evidence of aspiration. Next was ultrasound thoracentesis left lung with 900 cc of clear amber fluid removed. Next is x-ray of pelvis: ORIF changes of the right hip. No cute fracture or dislocation. No significant joint space narrowing. Labs on 08/23/23: CMP: Albumin 2.2, T-protein WNL at 6.8, and CBC WNL with the exception of WBC count of 17.5. UA unremarkable.

PAST MEDICAL HISTORY: CKD, disease with thyroid gland, HTN, and visual impairment.

PAST SURGICAL HISTORY: Appendectomy, cholecystectomy, and right hip ORIF.

MEDICATIONS: Norvasc 5 mg q.d., Cymbalta 30 mg q.d., flaxseed oil 1200 mg q.d., levothyroxine 50 mcg q.d., lubricating tears eye drops p.r.n., Toprol 100 mg q.d., Remeron 7.5 mg h.s., MiraLax b.i.d., PreserVision b.i.d., Xarelto 15 mg q.d. and Augmentin 500/125 mg one p.o. q.12h. x5 days.

SOCIAL HISTORY: The patient is widowed. She is a Jehovah’s Witness. Her POA is between her three children.

FAMILY HISTORY: Noncontributory.
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CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION

GENERAL: Frail elderly female seated upright on her couch waiting for me.

RESPIRATORY: She has a normal effort and rate and decreased bibasilar breath sounds. Lung fields are relatively clear. She has no cough and symmetric excursion.

CARDIAC: She has in a regular rhythm. There is systolic ejection murmur throughout the pericardium.

ABDOMEN: Scaphoid. Bowel sounds present. No tenderness. Last BM yesterday.

MUSCULOSKELETAL: Generalized sarcopenia. Decreased muscle mass and motor strength. She requires full assist to stand. She is nonambulatory with full assist. She has a walker that she states she used, but could not tell me when approximately three months ago was what she think/s.
NEURO: She makes eye contact. She is soft-spoken. She is mildly hard of hearing. She understands given information and puts effort into conveying her need. She expressed wanting to have physical therapy and stated that she thought someone came today, but had no more information. She acknowledges that she cannot stand unless somebody is holding her and I explained what our realistic goals for therapy would be.

ASSESSMENT & PLAN:
1. Status post hospitalization for bacterial pneumonia and is completing p.o. ABX, but she has had a full two weeks of antibiotic therapy.
2. Generalized frailty. PT and OT ordered at the patient’s request and we will get that through Select Home Health who is also requested to follow her for generalized healthcare needs.
3. Atrial fibrillation. We will monitor heart rate and BP.
4. Weight loss. I am writing for a protein drink to be given two times daily along with her routine meals. She stays in her room and aids there brought to her given her mobility difficulties.
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Linda Lucio, M.D.
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