


READMIT NOTE

RE: Walter Palmer
DOB: 07/19/1940

DOS: 10/27/2022
HarborChase AL

CC: Readmit Note.

HPI: An 81-year-old seen in room today. He returned to the facility on 10/22 after being out for hospitalization beginning 07/16/2022. The patient was lying in bed. He now has a hospital bed. His son Mark was present and able to give me information updating the past few months’ events. The patient has a sitter that is with him from 9 a.m. to 9 p.m. and then patient is checked on by staff from 9 p.m. to 9 a.m. The patient has a history of hyponatremia and prior to hospitalization for family’s request the patient was started on an SSRI for depression. The patient when admitted to the hospital in July was found to have sodium of 122, which was attributed to the SSRI. He was hospitalized at OU for 10 days, one day in the ICU the remainder of time on the floor. He was hydrated but they were not able to get his sodium to a normal level. From OU he then went to Valor Rehabilitation Hospital where he was approximately three weeks and then to Ignite Rehab Hospital where he was an additional three weeks. During hospitalization, his sodium improved from 122, but did not normalize with his last sodium check at Ignite of 131, which per the patient is quite good. The patient had made some improvements, was able to walk 30 feet with his walker. He then white at Ignite developed a UTI and he was recovering from that then came down with COVID. During that time, he was not able to stand and that has remained his baseline sense. With COVID he also had transaminitis and increase in his creatinine. Overall, per son’s report his cognition has remained good. He has not lost ground in that regard. He has no difficulty with chewing or swallowing. His appetite has decreased to about 50% of his previous baseline. He is sleeping without difficulty and when I spoke with the patient he states that all he wants to do is sleep as he is always feeling tired. The patient has a history of chronic low back pain for which he received Norco prior to hospitalization, remains on it and his back pain while decreased, has never fully resolved. His most recent weight was 207 pounds one week ago in part affected by lower extremity edema.
PAST MEDICAL HISTORY: Vascular dementia, loss of ambulation, ASCVD, HTN, atrial fibrillation, history of hyponatremia, glaucoma, chronic low back pain, depression, normal pressure hydrocephalus with shunt, generalized weakness, and lower extremity edema.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.
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CODE STATUS: Full code.
HOME HEALTH: Select.
MEDICATIONS: Clonidine 0.1 mg q.12h., melatonin 5 mg h.s., Norvasc 10 mg q.d., Wellbutrin 100 mg b.i.d., Dulcolax q.d., latanoprost OU h.s., Norco 5/325 t.i.d., omeprazole 20 mg h.s., rivaroxaban 20 mg h.s., NaCl 1 g tablet q.d., sotalol 80 mg b.i.d., lidocaine patch to lower back q.d., and Tylenol 650 mg t.i.d.
PHYSICAL EXAMINATION:
GENERAL: The patient lying quietly in bed. He makes eye contact and speaks so he is appropriate.
VITAL SIGNS: Blood pressure 118/66. Pulse 82. Temperature 97.7. Respirations 18.

HEENT: Conjunctivae clear. Moist oral mucosa.

NECKL: Supple.

CARDIAC: An irregular rhythm without M, G or R. PMI nondisplaced.

RESPIRATORY: Anterolateral lung fields clear with normal effort and rate. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. He has +1 to 2 distal pretibial edema.

NEURO: He makes eye contact. He is soft spoken, states that he just feels tired. Affect flat.
ASSESSMENT & PLAN:
1. Generalized weakness with loss of ambulation. PT and OT have already seen the patient this week and following up with him on Tuesdays and Thursdays with skilled nursing care to be on Monday and Wednesdays. We will see whether he is able to maintain standing and then if ambulation is a possibility again. Currently, he requires a Hoyer lift.

2. HTN. B.i.d. BP and HR checks with parameters for when to hold blood pressure medication.

3. Pain management. We will continue with Norco t.i.d. and then Tylenol 500 mg in between first and second and second and third Norco dose.

4. Medication review. Several medications were discontinued considered nonessential or redundant orders.

5. Transaminitis and elevation in creatinine and hyponatremia. CMP and CBC ordered for 11/02.

6. General care. Select Home Health to follow the patient for therapy and skilled nursing and all of the above reviewed with son who is in agreement with plan.
CPT 99338 and prolonged direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

