


PROGRESS NOTE

RE: George Nixon
DOB: 10/27/1927

DOS: 07/13/2023

HarborChase AL
CC: Readmit note.

HPI: A 95-year-old who returned to facility on 07/11/23 after spending 10 days at his daughter’s home to receive IV ABX. The antibiotic administration required a PICC line in the ED conceded that he could receive it here, but if he pulled the PICC line out that would change and he did that shortly after arriving in the facility and family deferred sending him to an SNF thus going to daughter’s home. The patient was admitted to NRH on 06/22/23 after noting altered mental status here in the facility. In the ER head CT ruled out acute change. CT of the C-spine showed severe degenerative disc disease. CT of abdomen and pelvis, gallbladder wall thickening with mild distention. CXR bilateral atelectasis with left lower lobe pneumonia not excluded. EKG Afib with RVR with ventricular rate of 131. CMP creatinine of 2.28 and CBC H&H of 8.8 and 28.6 with normal indices and platelet count of 130. The patient was admitted for left lower lobe pneumonia started on vancomycin and piperacillin/tazobactam was influenza A positive. Treated for metabolic encephalopathy secondary to #1 required IV hydration. Overall required supplemental O2, but was weaned prior to discharge. The patient completed 10 days of Zosyn via PICC line. He returned on 07/11/23 was seated in his recliner watching television. He was alert and made eye contact. The patient was initially a bit quiet. When I asked how he was feeling he stated he felt good. His wife who was sleeping did not wake until the end and she appeared quite happy to have him back and surprisingly she remained here in the facility as opposed to joining him at their daughter’s home.

DIAGNOSES: Status post influenza A, respiratory infection with left lower lobe pneumonia, metabolic encephalopathy resolved, atrial fibrillation with RVR resolved, but has Afib at baseline, CHF, HLD, HTN, significant hearing loss despite hearing aids, and hypothyroid.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.
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MEDICATIONS: Lipitor 20 mg h.s., Eliquis 2.5 mg b.i.d., Lasix 40 mg b.i.d, Imdur 30 mg q.d., Xyzal 5 mg q.d., levothyroxine 50 mcg q.d., Mag-Ox b.i.d, metformin 250 mg q.a.m., metoprolol 50 mg b.i.d, Remeron 7.5 mg h.s., omeprazole 40 mg q.d., K-Dur 20 mEq q.d., Sucralfate 500 mg b.i.d., and vitamin C 250 mg q.d.

PHYSICAL EXAMINATION:
GENERAL: The patient awake, made eye contact and appeared at baseline.

VITAL SIGNS: Blood pressure 112/53, pulse 67, temperature 98.2, respirations 20, and 

weight 133 pounds.

CARDIAC: An irregular rhythm at a regular rate. No M, R or G.

MUSCULOSKELETAL: He has fair neck and truncal stability in his recliner. He has no lower extremity edema. The patient is transported via wheelchair, which he propels just for very short distance.

NEUROLOGIC: He is hard of hearing and will answer questions when he is able to hear or understand. Speech is clear. He just states a few words at a time giving what sound like appropriate answers. He appears to understand information given. His orientation is x2-3.

ASSESSMENT & PLAN:
1. Status post treatment for influenza A and left lower lobe pneumonia. He appears at baseline reminded him of hydration and rest along with good nutrition and hopefully he will comply.

2. General care. We will check a BMP to assess his electrolytes and renal function as his last renal function was somewhat elevated from his baseline.
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