


READMIT NOTE
RE: Dixie Vanmeter
DOB: 06/15/1948
DOS: 04/03/2024
Rivendell Highlands
CC: Return from hospital readmission note.
HPI: A 75-year-old female hospitalized at INTEGRIS SWMC for generalized weakness and a UTI. While in the hospital, she was found to have an Enterobacter cloacae UTI and treated with Bactrim DS one b.i.d. for seven days, has completed the antibiotic. After being in the hospital a couple of days, she was to be sent to SNF, daughter chose the facility, which her mother had been in before at the daughter’s request and again the daughter took her out AMA stating that she did not think the care was good, yet it was her choice of SNF’s. Since her return and again she is in Highlands. Her husband spends a lot of time there with her. She is followed by Golden Age Home Health and they are doing PT with her. The patient brought up that she was getting PT every day all day long and I asked her what she was able to do. She states that they are having her use a walker and standing next to her and she just takes a few steps and then has to have help. In her room, husband is with her, she watches TV; it is essentially what she was doing in the apartment they shared. Staff tell me that she is on the call light continuously asking for one thing at a time rather than when they come in having them do the things that she wants done and then leave. I talked to her about that. She did not take it very well and wanted me give specific examples. I told her I would have the staff talk to her about that.
DIAGNOSES: Generalized weakness, status post UTI, DM II, HTN, GERD, HLD and depression.
MEDICATIONS: Medications, which were reviewed with the patient and husband. Tylenol ER 650 mg q.8h. p.r.n., magnesium 400 mg one p.o. b.i.d., metformin 500 mg one tablet q.d., Zofran 4 mg q.8h. p.r.n., hydralazine 25 mg one q.8h., Protonix 40 mg q.d., KCl 20 mEq q.12h., Pro-Stat liquid 30 mL q.d., tramadol 50 mg q.8h. p.r.n., Norvasc 10 mg q.d., ASA 81 mg q.12h., Lipitor 10 mg q.d., Lexapro 20 mg q.d. and Lasix 40 mg q.d.
ALLERGIES: NKDA.
DIET: NCS.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient leaning back on the couch watching television. She was in a nightgown with a blanket wrapped around her.
VITAL SIGNS: Blood pressure 133/76, pulse 69, respiratory rate 14 and 177 pounds.
CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to effort. No cough, symmetric excursion.

NEURO: The patient made eye contact when I spoke to her. Affect was bland. She was responsive to basic questions, but could not give me much information about her hospitalization or what happened thereafter and when I asked if she knew why they moved her to Highlands, she did not have anything to say except “I don’t know” and husband said so they could help her more and she could get exercise.
SKIN: Warm, dry and intact. She has a small pressure area on her bottom that is receiving wound care and healing.
PSYCHIATRIC: She has just an unusual affect and demeanor and when I told her that staff had stated she was using the call light frequently, she did not like that and did not understand why and wanted specific examples of what that meant. I just told her that try to have her requests grouped together when they come in, so they can handle it all at once as opposed to one thing at a time and reminded her there is a hallway full of a lot of other people.

ASSESSMENT & PLAN:
1. Generalized weakness. PT/OT via Golden Age Home Health and hopefully we will see benefit from that. I told her that in her free time that if she wants to get up and walk that a staff person will do so in the hallway with her.
2. Medication review. Oxycodone was listed, husband became upset about that and said that they do not do that anymore, so I discontinue oxycodone, order is written.
3. DM II. We will be due for A1c in two weeks, so order is written.

4. Renal insufficiency. Do a followup BMP in light given the amount of potassium that she is taking, but she has a history of hypokalemia.
5. Anemia. CBC also ordered.
6. Social. Explained to the husband the difference between Highlands and where she in AL and that the goal is that she start doing more for herself, which to me implied not being there and doing everything for her. I will address that next week.
CPT 99350 and direct POA contact 30 minutes and 60 minutes was spent in the review of records speaking with the patient, speaking with husband regarding questions about the patient.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

