


READMIT NOTE
RE: Bonita Albaugh
DOB: 07/26/1948
DOS: 12/03/2025
Tuscany Village
CC: Hospital readmit note.
HPI: A 77-year-old female admitted to AMG Specialty Hospital on 11/18/2025 after a hospitalization from 10/04/2025 through 10/08/2025 for a complicated UTI, severe sepsis and acute respiratory failure requiring mechanical ventilation. Nursing home staff had noted altered mental status. Hospital imaging with CT of chest, abdomen and pelvis showed bronchial mucus plugging of the right main stem bronchus with atelectasis. She had bilateral staghorn renal calculi with megaureter and a distended gallbladder and severe fecal impaction. The patient at baseline has a suprapubic catheter and attempted exchange was unsuccessful with possible bladder injury thus a urethral Foley was placed. Course of IV antibiotic. Head CT showed no acute pathology. The patient had repeat suction bronchoscopy for recurrent mucus plugging. She also underwent bilateral stent placement.
DIAGNOSES: The patient’s diagnoses at baseline are multiple sclerosis and neurogenic bladder, hypertension, diabetes mellitus, hypotension after a period of intubation at AMG, she was extubated successfully, placed on nasal cannula, discharged back to Tuscany Village on 11/23/2025.
DISCHARGE MEDICATIONS: Humalog insulin per sliding scale, MiraLAX q.d., omeprazole 20 mg q.d., ASA 81 mg q.d., Lovenox 40 mg SC h.s., Glucerna 40 mL per hour per PEG with 25 mL H2O flush, chlorhexidine to be used twice daily for oral care, miconazole powder to peri-area and sacrum b.i.d., amiodarone 200 mg b.i.d., guaifenesin 400 mg t.i.d., Alphagan ophthalmic drops one drop left eye b.i.d., folic acid 1 mg q.d., MVI q.d., thiamine 100 mg q.d. and Zoloft 12.5 mg q.d.
ALLERGIES: NKDA.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient is awake, lying quietly in bed, made eye contact and knew who I was. Overall, she appears a bit frail.
VITAL SIGNS: Blood pressure 93/57, pulse 68, temperature 97.7, respirations 18, O2 sat 97% and FSBS 144. The patient is 5’6”, weighs 127.8 pounds and BMI is 20.6.
HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

RESPIRATORY: Anterolateral lung fields relatively clear. It was too difficult to move her to listen to her posteriorly. She had no cough.

CARDIOVASCULAR: She had regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

ABDOMEN: Soft. Hypoactive bowel sounds present. No distention or tenderness.

SKIN: Warm and dry with fair turgor. Did not again check her sacrum. Intact radial pulses.

NEURO: She looked at me when she spoke, which was just a few words, soft-spoken, content coherent. She gave brief answers to basic questions.

PSYCHIATRIC: While she appeared weak, she still could smile and was cooperative throughout the time that I spent with her. Reassured that I would be checking in on her and anything that she needed we would try to figure out what it was and then see what we could do for her. She did squeeze my hand at that point.

ASSESSMENT & PLAN:
1. Status post hospitalization for UTI with sepsis. The patient was initially hospitalized and then when she went into acute respiratory failure that would require intubation. She was transferred to AMG Hospital where she remained until return to facility. She is on, I believe, 3 liters.
2. Dysphagia. The patient had a PEG placed and received tube feedings with Glucerna and that we will continue here if she is not able to maintain a nutritional status.
3. Anemia. On 11/17/2025, H&H were 10.6 and 33.4 with normal indices.
4. Electrolyte management. Looking at her labs on 11/23/2025, her labs were all WNL, so we are going to just give her time before a recheck of those values.
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