PROGRESS NOTE

PATIENT NAME: Washington, William

DATE OF BIRTH: 08/04/1934
DATE OF SERVICE: 12/19/2023

PLACE OF SERVICE: Future Care Charles Village

The patient is seen today at the nursing facility. The patient denies any headache, dizziness, nausea, or vomiting. No fever. No chills.
HISTORY OF PRESENT ILLNESS: This is 89-year-old male with CKD, recurrent SVT status post ablation, diabetes, hypertension, and hyperlipidemia. He has been hospitalized with multiple medical problems. Today I saw the patient, he is sitting in the chair and family is at the bedside. The patient denies any headache, dizziness, cough, or congestion. No nausea. No vomiting. The patient was recently interval history. The patient was recently hospitalized because the patient had a fall. He was complaining of pain and possibility of syncope. The patient was sent from the nursing home to the hospital and the patient was managed in the hospital. The patient was diagnosed with acute encephalopathy, and syncopal episode possible vasovagal. The patient was also reported to be hypotensive. He has known history of SVT and first-degree heart block. He was monitor for any cardiac arrhythmia. V/Q scan was done was negative. PT/OT recommended subacute rehab. The patient was managed in MedStart Hospital. After stabilization, the patient was sent back to the facility on 12/18.

PAST MEDICAL HISTORY:
1. CKD.

2. Hypertension.

3. Hyperlipidemia.

4. Diabetes.

5. Cognitive impairment and forgetful.

CURRENT MEDICATIOANS: Upon discharge, Tylenol 500 mg two tablets every six hours p.r.n., albuterol inhaler two puffs q.6h. p.r.n., aspirin 81 mg daily, benzonatate capsule for cough 100 mg three times a day p.r.n., melatonin 6 mg daily for insomnia, nifedipine XL 30 mg daily, MiraLax 17 g daily, pravastatin 20 mg daily, Senokot 8.6 mg b.i.d. for constipation, and Flomax 0.4 mg daily.

SOCIAL HISTORY: No alcohol. No drugs.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: He is awake and forgetful.
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PHYSICAL EXAMINATION:
General: The patient is awake. He is sitting in the chair.

Vital Signs: Blood pressure 150/74, pulse 70, temperature 98.0 F, respiration 18, and pulse ox 95%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: He is awake but forgetful and disoriented. He is communicative but forgetful and family is at the bedside.

ASSESSMENT: The patient was readmitted:
1. Recent syncopal episode.

2. Acute encephalopathy with improvement.

3. Cognitive deficit with impairment.

4. History of COVID in November 2023 treated with remdesivir.

5. AKI with CKD.

6. Anemia.

7. Hypertension.

8. First-degree AV block.

9. History of SVT status post ablation.

10. History of prostatic hypertrophy.

11. Diabetes mellitus.

12. Hyperlipidemia.

13. History of gout.

PLAN: We will continue all his current medications and fall precautions. Monitor blood pressure closely. Care plan discussed with the patient, family at the bedside. Time spent with the patient was 40 minutes talking with family and talking with nursing staff.
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