


PROGRESS NOTE
RE: Joyce Walker
DOB: 03/06/1930
DOS: 08/21/2024
Rivendell AL
CC: Readmit from hospital.
HPI: A 94-year-old female admitted to St. Anthony Hospital on 08/14/2024 after I saw her for increased weakness and SOB and she showed me tissue that she had just wiped her bottom with as she sat on the toilet and was clearly having an upper GI bleed. On admission, the patient’s H&H were 6.8 and 21.5. She was transfused two units of packed RBCs. She had prerenal azotemia with creatinine 1.26 and BUN 53. After being given IV fluids and blood, creatinine decreased to 1.16. Troponin levels were WNL. Chest x-ray showed infiltrate and pleural effusion left lower lung presumptive for lower lobe pneumonia and/or atelectasis. UA was negative. CMP showed total protein and albumin low at 5.8 and 3.0. Recheck of her H&H showed a further drop in her hemoglobin to 5.7 so she was transfused another unit of packed RBCs. The patient also had an EGD that showed unspecified GI hemorrhage.
The patient returned to the facility on 08/19/2024. She is now on Suncrest Hospice, which she told me she was started on by the hospital and she seemed a little surprised by that. Today, when seen in the room, a friend from Kansas who had also been a former caretaker for the patient was present. She tells me that she is coming up during the week to give the patient’s granddaughter time so that she can work and then on weekends the granddaughter will take care of her grandmother, stay with her and then next week they will have paid caretakers to come and sit with her during the day, so they are alternating so that someone is always with her. Suncrest Hospice actually just accepted the patient under service today.
DIAGNOSES: Status post upper GI bleed with transfusion 3 units of packed RBCs. hiatal hernia, macrocytic anemia, hemoglobin at time of discharge was 10.4, generalized weakness – the patient is in a hospital bed; she appears comfortable and was able to position herself in a way that she could also read her iPad.
Joyce Walker
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PHYSICAL EXAMINATION:
GENERAL: Frail early female who was alert and bubbly.
VITAL SIGNS: Blood pressure 110/60, pulse 60, temperature 97.6, respiratory rate 16, and weight 103 pounds.
CARDIAC: She has a regular rate and rhythm. No murmur, rub or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

RESPIRATORY: She has normal effort and rate. Lung fields are clear. Decreased bibasilar breath sounds secondary to positioning. No cough.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is stretched out and appears comfortable. No lower extremity edema.

NEUROLOGIC: She is oriented x 3. Clear coherent speech. Can give information. Asks appropriate questions. Affect congruent with situation. She is fully aware of what went on.
SKIN: Thin, dry, and intact. She has some scattered ecchymosis on her forearms.
ASSESSMENT & PLAN:
1. Status post upper GI bleed and transfused 3 units of packed RBCs. Unspecified GI bleed. She is off Eliquis and we will just continue to monitor. Talked to her about followup CBC in a week or two and the friend who is here with her made it a quick point that it is up to her what she wants to do. I just hope the patient would discuss it another time.

2. General care. Encouraged her to drink whatever she feels like it.

3. Pain management. She is just using Tylenol. She does have Norco; it was taken from her. She previously – up until this event – self-administered her meds. So, she can have the Norco or hospice provide something else, i.e. Roxanol; she can have that p.r.n. for pain.

4. Note for Suncrest Hospice nurse to contact me as I will give orders regarding the patient and provided my phone number and will just go forward.
CPT 99345 and direct POA contact 30 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

