


PROGRESS NOTE

RE: Peggy Kiehl
DOB: 04/18/1940
DOS: 05/16/2022
Quail Creek AL
CC: Hospital followup.
HPI: An 82-year-old female seen in the facility on 04/29/2022, it was clear that she was over the line of being unwell and I sent out, she went to Mercy Hospital where she was admitted, sent to the ICU, diagnosed with sepsis due to UTI. The patient returned to the facility on 05/05/2022, with minor adjustments in her medications. Admit notes show that the patient denied any SOB, chest pain or other discomfort. The patient was bradycardic with desaturation on room air that quickly recovered with 3 L/NC. Only lab abnormality was a creatinine of 1.3. My review of the patient’s notes indicates that diagnosis was COPD exacerbation, has caused her move to ICU for short period of time. PT and OT were initiated, felt to be in the patient’s best interest to continue on return, which they are. There was elevation in her BUN and creatinine, which we will do followup on. Initial anemia resolved.
DIAGNOSES: COPD with exacerbation, HTN, hypothyroid, GERD, depression and anxiety disorder.
MEDICATIONS: Breo Ellipta q.d., prednisone taper completed 05/12/2022 or 05/13/2022 depending when it was started in facility, lorazepam 0.5 mg q.6h. p.r.n., Tylenol 650 mg t.i.d., levothyroxine 50 mcg q.d., metoprolol 25 mg q.d., omeprazole 20 mg q.d., and Paxil 40 mg q.d.
ALLERGIES: SULFA, REGLAN and CODEINE.
DIET: Regular with Ensure b.i.d.

PHYSICAL EXAMINATION:
GENERAL:  Frail elderly female in no distress.
VITAL SIGNS: Blood pressure 138/51, pulse 88, temperature 97.4, respirations 18, oxygen saturation 91% and weight 85 pounds.
RESPIRATORY: She has a normal respiratory effort and rate. Cleared at bases. Symmetric excursion. No cough.
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CARDIAC: She had a prominent heart sound without MRG. PMI nondisplaced.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: She has got massive generalized decreased muscle mass, but fair motor strength. She was standing the whole time that I was talking to her and I told her we could sit down which she finally agreed to at the end of things, but she seemed steady and upright and was able to sit without assist. She has no lower extremity edema. Intact radial pulses.
NEURO: She makes eye contact. Her speech is clear. She remembered who I am. While she could not give me information about her hospital stay, she was telling me about having therapy and walking with a guy using her walker. She acknowledges not going down to meals yet because she does not feel strong enough and defers the use of a wheelchair. She does not want anyone to see her in a wheelchair.
SKIN: Decreased integrity, but no significant bruising. No skin tears.
ASSESSMENT & PLAN:
1. Generalized weakness. PT and OT. We will continue. She wants to do it, feels that she will be able to continue using her walker as per her previous baseline. So, for now, no wheelchair requested. We will continue with therapies.
2. COPD exacerbation. She has O2 at 3 L/NC, which I was told she sometimes noncompliant with. Today, when I saw her, she did not have it in place, but she seemed comfortable and I encouraged her to use it whenever she was going to exert herself.
3. Decreased appetite with weight loss. Megace 200 mg b.i.d. The patient is agreeable to an appetite stimulant and was excited about it as she acknowledges that she just does not feel like eating.
4. Pain management. We will continue with Tylenol three times daily.
5. Anxiety that appears to be very minimal at this point, but she has the oral lorazepam and the discontinuation of the gel.
6. General care. Staff spoke with me regarding her decline and the question of hospice evaluation at this point. I want her to be able to complete her therapy. I also think she is not of a mindset for hospice and would be upset with the suggestion as well as refusing it, so not at this time, that will be followed through on.
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Linda Lucio, M.D.
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