


PROGRESS NOTE

RE: Wanda Fillmore

DOB: 03/07/1934

DOS: 06/19/2024

Rivendell AL

CC: Readmit from hospital.

HPI: A 90-year-old female seen in the room. She was propped up in her recliner. She was alert, making eye contact and able to give some information. The patient was admitted to Integris Southwest Medical Center on 06/09/24 and treated for pneumonia and returned to Rivendell on 06/13/24. The patient was treated with IV antibiotic and returns with oral Levaquin 500 mg one p.o. q.d. started on 06/14/24 to continue x 10 days, completing antibiotic on 06/24/24. The patient reports a clear nasal drainage that has a yellow expectorant. She has a mild intermittent cough that does not keep her awake at night. Since return, she has gone to the dining room for meals and sleeps through the night. No constipation, having her last BM today. Reports her p.o intake good.

DIAGNOSES: Status post hospitalization for community-acquired pneumonia, OSA – uses CPAP, dysphagia, DM II, chronic pain management, peripheral neuropathy, gait instability – uses a walker.

MEDICATIONS: Levaquin 500 mg one p.o q.d. x 10 days completed 06/24/24, Eliquis 2.5 mg q.12h., Coreg 25 mg b.i.d. a.c., Creon one cap t.i.d. a.c., Flonase nasal spray per nostril q.d., melatonin 5 mg h.s., Prilosec 40 mg q.d., MiraLAX MWF, KCl 10 mEq b.i.d., Zoloft 50 mg q.d., Symbicort two puffs b.i.d., torsemide 120 mg q.d.

ALLERGIES: Multiple – see chart.

DIET: Regular with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Elderly female seated in a recliner. She was alert and interactive.

VITAL SIGNS: Blood pressure 166/61, pulse 68, temperature 98.2, respirations 19, and weight 141 pounds.

RESPIRATORY: She has a normal effort and rate. Lung fields are relatively clear to bases. No cough. Symmetric excursion. No expectorant during visit.

CARDIAC: She has an irregular rhythm at a regular rate and a systolic ejection murmur heard throughout the precordium.

ABDOMEN: Slightly protuberant, nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. Repositions self without assist and goes from sit to stand and vice versa using a walker and outside of room uses a manual wheelchair that she propels.

NEUROLOGIC: She makes eye contact. Her speech is clear. She can give information She understands given information and had specific questions related to medications. Able to express needs.

ASSESSMENT & PLAN:
1. Status post hospitalization for community-acquired pneumonia. She will complete Levaquin 500 mg q.d. x 10 days on 06/26/24. Encouraged the patient to practice deep inspiration and reassured her that the yellow expectorant would decrease and clear up post completion of antibiotic.

2. DM II. A1c on 06/09/24 was 7.8, which is well within target range for the patient’s age. No change in current glipizide 5 mg b.i.d. a.c.

3. Afib/HTN. BP and heart rate will be monitored daily and I will review it in two weeks with any needed adjustments in BP meds made.

4. New dysphagia to food. This has occurred on the unit with chicken and not previously noted. I am ordering mechanical soft diet with chopped protein and gravy on the side. We will monitor and if she does well and wants her diet returned to what it was previously, we will do so.
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Linda Lucio, M.D.
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