


PROGRESS NOTE

RE: Phyllis Dow
DOB: 01/24/1943
DOS: 10/13/2025
Rivermont AL
CC: New patient.

HPI: The patient is an 82-year-old female admitted from Grace Skilled Nursing & Therapy as she was admitted there on 08/04/25 and admitted to Rivermont on 09/04/2025. The patient was hospitalized for a right thalamic intracranial hemorrhage complicated by multiple myeloma and stage III colon cancer.

PAST SURGICAL HISTORY: ORIF for left femur fracture and she had an ocular stroke and there was some ophthalmic intervention.
PAST MEDICAL HISTORY: Multiple myeloma diagnosed approximately 10 years ago. She has had chemotherapy being treated by Dr. Todd Kliewer. The patient’s last chemo was during this hospitalization at St. Anthony’s that subsequently led to skilled care and admission here. Colon cancer which is stage III. No ongoing treatment for that.
MEDICATIONS: Medications on admit albuterol HFA two puffs q.4h. p.r.n., acyclovir 200 mg one cap b.i.d., loperamide 2 mg one cap b.i.d., Protonix 40 mg q.d., calcium carbonate 600 mg q.d., ropinirole 0.5 mg tablet one tablet q.d. Senna Plus one q.d., Metamucil two cap q.d., Centrum Silver one tablet q.d., Klor-Con 20 mEq one tablet b.i.d., amiodarone 200 mg one tablet q.d., Lipitor 40 mg h.s., dexamethasone 4 mg one tablet q.d. for two days, trazodone 50 mg one half tablet h.s., Zyrtec 10 mg q.d., colestipol 1 g one tablet b.i.d., and Azelastine nasal spray two sprays q.d.
ALLERGIES: ATIVAN, OXYCODONE, HYDROXYZINE, and HYDROCODONE.

SOCIAL HISTORY: She lived at home alone after becoming a widow 19 years previously. She has four children. Her oldest being Lee who is also her POA and her daughter Lisa who has been her primary caretaker for several years. The patient was a homemaker, a remote smoking history. No significant ETOH history.

DIET: NCS with thin liquid.
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REVIEW OF SYSTEMS: Prior to the CVA, the patient was ambulatory. She is now wheelchair bound.

RESPIRATORY: No recent history of respiratory infections.

CARDIAC: History of hypertension and atrial fibrillation. Both BP and heart rate are well controlled.

GI: The patient used to be able to feed herself and chew and swallow without difficulty. At this time, she has difficulty feeding herself. She eats a normal diet as per family and that will be monitored by staff with any needed changes made. The patient is incontinent of bowel.

GU: Family states the patient is continent of bladder, but in facility she has been incontinent and of note the patient has been treated for UTI empirically with Macrobid 100 mg b.i.d. for seven days and today 10/13/25 is the last day of treatment; so we will see if treating the UTI makes a difference in her urinary incontinence.
MUSCULOSKELETAL: The patient is transported via wheelchair. She is unable to weight bear without full assist. She is not strong enough to propel her manual wheelchair. She has a history of restless leg syndrome for which she is treated. It is also a symptom or an issue that daughter has been very reactive to and was the one who administered all her medications and has been very reactive to seeing her mother move her legs and what she calls her untreated RLS.
Hypertension well controlled.

Chronic kidney disease stage IIIB.

Hypertensive heart disease without heart failure.

Generalized anxiety disorder.

History of colon cancer stage III status post resection and a few rounds of chemotherapy and per family cancer markers are in the normal range.

NEURO: The patient has a history of TIAs which changed her from independent ambulation to require in walker use and that is prior to the CVA and the patient has peripheral neuropathy lower and upper extremities per family.

PHYSICAL EXAMINATION:
GENERAL: The patient was in hard sleep when I initially saw her daughter who was present. Attempts to awaken her were unsuccessful.

VITAL SIGNS: Blood pressure 141/61, pulse 65, temperature 97.0, respirations 18, O2 sat 98%, and weight 121 pounds.

HEENT: Eyes closed. Nares patent. Dry oral mucosa, but not mouth reading.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.
ABDOMEN: Scaphoid and nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength throughout. She was sleeping on her right side, did not attempt to reposition herself.

SKIN: Thin and dry. Senile keratosis present. No significant bruising. No breakdown noted.

PSYCHIATRIC: Unable to assess as the patient is sleeping.
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ASSESSMENT & PLAN:
1. Status post right thalamic intracranial hemorrhage. This affected a significant area. It was felt to be secondary to hypotension with Eliquis on board.

2. Multiple myeloma. She recently during this St. Anthony’s Hospital received two rounds of chemotherapy and was covered prophylactically with acyclovir and steroids and those have been completed.
3. Hypertension. BP adequately controlled since admit.

4. DM II. Actually the patient has had a history of hyperglycemia during hospitalization, but no prior diagnosis of DM II, so no treatment was started.
5. Social. I spoke with the patient’s daughter initially. There was some conflict about her speaking for the patient wanting to dictate what she needed and at what times and the question of what she is giving her mother some medications that she had been giving her at home without letting staff know. Staff reported that she would give her mother a pill in the dining room when she would take her there.
CPT 99345 and family contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
