


READMIT NOTE
RE: Jim MacKaill

DOB: 01/11/1935

DOS: 07/29/2024

Rivermont AL

CC: Hospital readmit note.
HPI: An 89-year-old gentleman, wheelchair dependent, seen. He had been sitting in the day room earlier and I watched him kind of propelling himself back and forth using his feet, but when he needed to come in to see me, he requested being transported. The patient was admitted to NRH on 06/27 and readmitted to facility on 07/04 post hospitalization for UTI with AMS. The patient had a Foley during hospitalization; after it was discontinued, he had some delayed urinary capacity, so I have been contacted and started him on Flomax one p.o. b.i.d. Organism and treating antibiotic not identified. He also had an acute kidney injury and we will do a followup BMP. He is sleeping good. He has got a good appetite and contact with family and he does come out for meals and activities. He is encouraged to try to start physically doing a bit more for himself because he has to either use his arms and legs or he will lose any strength that he already has.

DIAGNOSES: Incontinence of bowel and bladder, frequent UTIs, wheelchair bound in a patient who can walk with a walker, OSA with O2 ______ at h.s., chronic dermatitis/eczema improved, hypertension, and hyperlipidemia.

MEDICATIONS: Boudreaux’s Butt Paste to left abdominal fold t.i.d., doxazosin 4 mg q.d., Fibrolax q.d., hydroxyzine 25 mg b.i.d., ketoconazole cream to affected areas a.m., h.s. and 3 p.m., Claritin-D q.d., magnesium 64 mg q.d., and metoprolol 75 mg b.i.d..

ALLERGIES: NKDA.

DIET: Regular with thin liquids.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Obese male seated in wheelchair. He is alert and cooperative.

VITAL SIGNS: Blood pressure 119/67, pulse 72, temperature 97.1, respirations 20, O2 saturation 98%, and weight 243 pounds, which is a weight gain of 4 pounds since 05/15.
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RESPIRATORY: Normal effort and rate. Lung fields relatively clear. Decreased bibasilar breath sounds. No cough.

CARDIAC: He has distant heart sounds. He has a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Protuberant, soft, nontender. Bowel sounds present.

NEURO: He makes eye contact. His speech is clear. He goes kind of from one topic to the next requiring redirection and limited in information he can give. He does not always comprehend given information and things have to be repeated. Orientation is x2. He has to reference for date and time. Affect was generally like confused or blunted.

MUSCULOSKELETAL: He is an obese gentleman seated in a manual wheelchair that he has the capacity to propel and staff are making him do that for himself instead of being transported. He also is able to walk with a walker when pushed to do so. He has trace LEE, but much better than it has been. Moves arms and legs in a normal range of motion from a seated position and is weightbearing for transfers.

SKIN: Warm, dry, and intact with fair turgor. He does have eczema scattered throughout his body in various states of progression. There is no skin breakdown and no noted excoriations.

ASSESSMENT & PLAN:

1. Status post hospitalization for UTI. He had some initial urinary hesitancy status post Foley. Flomax one p.o. b.i.d. routine is ordered and we will monitor any issues related to stream flow.

2. Obesity. I have talked with him about just moving his body more and not relying on other people to do his transport when he is capable of doing so.
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