


PROGRESS NOTE
RE: Lisle Holman
DOB: 08/20/1941
DOS: 10/08/2022
Town Village
CC: Followup post SNF stay.
HPI: An 81-year-old who had a five-day stay at Bellevue SNF admitted on 09/29 for a UTI requiring IV ABX. On the routine labs on 09/22, UA obtained, returned positive for E. coli P mirabilis, K pneumoniae, enterococcus and Actinotignum schaalii, which was a subacute growth. The remaining four organisms were all sensitive to imipenem, so a SNF stay was required to administer IV ABX. While there, she stated that the stay was fine and that she was treated well, slept good, had good appetite, has returned and states that she feels good, but has noticed that she is now doing other things like twitching with her shoulder and someone told her that she was slurring when she spoke, so she stated that she thinks she may have Parkinson’s disease. The patient also mentioned that maybe it is her VP shunt that needs to be adjusted; she has normal-pressure hydrocephalus with a VP shunt placed at OU NES Dr. Bauer and she has not seen him in approximately six months. The patient’s daughter/POA Lanie Holman is a pediatrician who does research and has tried to assist in the management of her mother’s care. There was a question of wanting to get a followup UA that is not the standard of care. Reviewed labs that were done on 09/22.

DIAGNOSES: DM II, HTN, HLD, GERD, OAB, and osteoporosis.

MEDICATIONS: Fosamax q. week, Norvasc 5 mg q.d., Lipitor 20 mg h.s., Biotin 5000 mcg q.d., Cerovite q.d., Flonase nasal spray q.d., Claritin 10 mg h.s., losartan 100 mg q.d., Namenda 10 mg q.d., metformin 500 mg b.i.d. a.c., omeprazole 40 mg q.d., oxybutynin ER 10 mg q.d., Fiber-Lax tablet 500 mg p.r.n., sucralfate 1 g q.i.d., Systane OU q.a.m., D3 5000 units q.d., vitamin E 180 mg q.d.
ALLERGIES: METRONIDAZOLE, CODEINE and AMOXICILLIN.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female, cooperative, in no distress.

VITAL SIGNS: Blood pressure 122/64, pulse 73, temperature 97.8, respirations 18, O2 sat 98% and weight 164 pounds; weight gain of 5 pounds.

CARDIAC: Regular rate and rhythm without MRG.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She was seated facing me and leaning up against her left arm and would move the shoulder in a forward position intermittently and pointed out that she had no choice and doing that, no tremor noted. Gait stable and ambulates independently.
NEURO: Makes eye contact. Speech is clear. She was distracted by something on the television. She expresses her needs, appeared to understand questions asked and given information, and affect animated and appropriate to discussion.
SKIN: Warm, dry and intact with good turgor.
ASSESSMENT & PLAN:

1. Status post SNF stay for 72 hours of IV imipenem, appears at baseline; however, she appeared at baseline prior to treatment. We will do a followup UA given the number of organisms involved.
2. Unusual upper extremity movement per the patient, cannot tell me how long this has been going on. I told her the only way to evaluate what her symptoms correlate to is to see a neurologist. She thinks she has seen one in the past, but does not recall who. She brought Dr. Bauer’s name up and I told her that he is a neurosurgeon who would not evaluate her for a neurologic disorder. She can have that discussion with her daughter should she choose and I would do a referral to a neurologist local.

3. Normal-pressure hydrocephalus. Daughter has discussed having her seen by NES to check on her shunt, so that appointment set up would be per POA.
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Linda Lucio, M.D.
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