


READMIT NOTE

RE: Emma Potter
DOB: 03/19/1932
DOS: 05/09/2024
HarborChase MC
CC: Readmit from Skilled Care.
HPI: The patient is a 92-year-old female readmitted on 05/03 from Skilled Care Facility Accel at Crystal Park where the patient was admitted 04/17 after hospitalization from 04/06 to 04/17 for metabolic encephalopathy. The patient was in facility at her baseline and she had complained of pain 4-5, was given a narcotic pain medication for pain complaints after Tylenol was ineffective. As the day progressed, she started becoming confused, being off balance and the next day did not want to get out of bed, was not eating, daughter contacted, the patient was taken to ER and subsequently hospitalized and then sent to Skilled Care for restorative therapy. The patient who was independently ambulatory at baseline, was having difficulty standing without assist on return. She is now being transported in a wheelchair, but is stable and upright. The patient was seen in room today. Her daughter/POA Suzanne Wilson was present getting her mother ready for an outside appointment. The patient was well groomed. She was alert. I reminded her of who I was and just wanting to check in on her and see how she was doing. She stated that she felt better than she had before. I asked if she is eating, she stated “yes,” but did not know what her last meal was. She remains able to chew and swallow and feeds herself; staff now have cuing and prompting needed. Of note, the patient was in assisted living prior to this recent hospitalization; on return, she is now in memory care due to her increased care needs and noted cognitive decline. When I was in the room, daughter was trying to toilet the patient prior to taking her out of the facility, but she was unable to void and then there was the question of constipation and when she had had her last bowel movement; the patient stated that she thought it was three days. She denied pain when asked, stated that she slept good and staff confirmed that she does sleep through the night.
DIAGNOSES: Unspecified dementia with recent staging; the patient now with moderate dementia, gait instability; now, transported in a wheelchair, HTN, HLD, atrial fibrillation on Eliquis, CKD, chronic back pain and hypothyroid.

MEDICATIONS: PreserVision one tablet q.d., D3 1000 IU q.d., levothyroxine 25 mcg q.d., Voltaren gel b.i.d. to right shoulder, Lipitor 20 mg h.s., Norvasc 5 mg q.d., Tylenol 325 mg two tablets b.i.d., Megace 40 mg q.d., Eliquis 2.5 mg b.i.d.
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ALLERGIES: LATEX.
CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Older female, well groomed and alert, was cooperative.

VITAL SIGNS: Blood pressure 118/84, pulse 65, temperature 97.3, O2 sat 95% and weight 146 pounds.

HEENT: She has short hair. Glasses in place. Sclerae clear. Nares patent. Moist oral mucosa.

CARDIAC: Irregular rhythm without murmur, rub or gallop. PMI non-displaced.

RESPIRATORY: She has decreased respiratory effort at a normal rate. Lung fields are clear. Bibasilar breath sounds decreased. No cough.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.
MUSCULOSKELETAL: Intact radial pulses. She has bilateral lower extremity edema trace, dorsum of feet, ankle and distal pretibial area. Legs have compressive wrap.

ASSESSMENT & PLAN:
1. Readmit from Skilled Care Facility where the patient was in residence 16 days returning here on 05/03. Some medications have changed as noted above, POA aware and in agreement.

2. Muscle weakness with change in mobility. The patient is no longer using a walker; she does have one and when daughter is present, with assist, she can stand, but ability to get around is limited, so wheelchair is the safest ready transport.
3. Dementia. There has been clear progression. She needs assist with 5/6 ADLs. At mealtime, she can feed self though slowly, but requires setup and cuing.

4. CKD and status post acute kidney failure. We will do labs next week to assess renal function, electrolytes, etc.

5. Pneumonia. She was hospitalized and treated for this. No antibiotic required at this time.

6. Social. Spoke with her daughter at length. Daughter was more in a hurry to get her to the appointment. She had an ophthalmology appointment for Avastin injection in one eye for macular degeneration.

7. Weight concerns. The patient was started on Megace either during hospitalization or SNF. This time, in looking at her, her weight prior to hospitalization was 143, her current weight is 146. She has no significant edema. BMI is 25.1, which is just over the high end of her target range. I am putting Megace on hold for two weeks. We will see what her weight and her p.o. intake is like at that time and most likely be able to discontinue the medication.
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8. Gait instability. Daughter would like the patient to have therapy so that she is able to stand and pivot for transfers and I know that that was worked on in SNF and she is still not able to do, but at the daughter’s insistence, I will order three sessions under hospice coverage and we will see whether the patient is able to participate in that therapy.

9. Lower extremity edema. The patient is on amlodipine, which causes ankle edema and the patient’s blood pressures run generally systolic less than 120. She is on 5 mg of amlodipine, so I am going to hold it to see if there is a decrease in the edema over time and monitor her blood pressures, which will let me know whether it needs to be restarted and along with the edema, I am starting Lasix 40 mg q.d. x5 days, then q.a.m. MWF.

10. Sundowning. This is something that is new for the patient occurred during hospitalization and continued in SNF and daughter has noted it here. After discussion, she is in agreement with Haldol 0.25 mg given at 3 p.m. routine and I am writing for an additional q.d. p.r.n. dose.
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

