


PROGRESS NOTE
RE: Sharron Roach
DOB: 03/28/1953
DOS: 01/26/2026
Tuscany Village
CC: Hospital readmit note.
HPI: A 72-year-old female admitted to the hospital. The patient was admitted to Integris Hospital on 01/07 with respiratory failure and treated for right lower lobe pneumonia with MSSA bacteremia. The patient was in septic shock required IV pressors in the ICU with blood cultures then positive for the MSSA bacteremia. The patient was on IV cefazolin from the time of admit and will continue to receive it on return to the facility until 01/22. While she was hospitalized, the patient had dysphagia to the point that an NG tube was placed for enteral nutrition. Eventually, she was encouraged with oral intake and there was improvement with the NG tube and her 75% of her nutrition was through that means. She was encouraged to eat prior to discharge and has been able to tolerate PO intake. Megace was added during hospitalization. Again, she had right lower lobe pneumonia due to MSSA bacteremia. Had septic shock requiring IV pressors while in the ICU, was blood culture positive cefazolin given from 01/08 to continue to 01/22.

DIAGNOSES: COPD, DM II, HTN, history of CVA, hypothyroid, and history of respiratory failure upon arrival can be received EMSA, she was intubated in the field and on 01/12, the patient was discharged from the ICU to the floor. The patient was started on a modified diet as she passed the swallow study, so NG tube was pulled. PT/OT began working with patient for restorative therapy. Anorexia, status post septic shock with respiratory failure secondary to MSSA bacteremia, on nicotine dependence uncomplicated and dry eye syndrome.
PAST SURGICAL HISTORY: Anal fistulotomy, appendectomy, breast biopsy negative, oophorectomy, breast implant, thyroidectomy partial and lumbar steroid injections.

FAMILY HISTORY: Positive for arthritis, breast cancer, ovarian cancer, DM II, HTN, CHF and depression.
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MEDICATIONS: On discharge, Eliquis 10 mg q. 12, cefazolin 2 g q. 8h. IV for total of 12 doses, Dronabinol 5 mg one capsule q. a.m. and q. p.m. for seven days, so that would be through 01/25, Prozac 10 mg q.d., gabapentin 200 mg t.i.d., Lipitor 40 mg h.s., Breo Ellipta one puff q.d., buprenorphine 8 mg SL q.8h, docusate one capsule q.d. p.r.n., Norco 5/325 mg one q. 8h p.r.n., lisinopril 2.5 mg q.d., metformin 500 mg q. a.m., nystatin powder infra memory and peri area t.i.d., oxybutynin 5 mg t.i.d. and Protonix 40 mg q.d. During hospitalization, the patient’s A1c was 5.9.
ALLERGIES: INDERAL AND INDOCIN.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:
GENERAL: Frail chronically ill appearing female, lying quietly in bed, eyes closed and minimal response to rousing her.
VITAL SIGNS: The patient is 5’5”. Hospital weight was 187 pounds. CBC was WNL. CMP 7, serum glucose was 183, potassium 3.4 and albumin 2.8 otherwise WNL. Chest x-ray, no cardiopulmonary abnormalities. Blood pressure 141/84, pulse 95, temperature 97.8, respiration 18, O2 sat 95% RA. She is 5’5” and weighs 185.64 pounds with BMI of 30.9.
HEENT: She is long hair. Eyes closed. She later did just barely open them did not seem to focus on anything. Nares patent. Slightly dry oral mucosa. I offered her something asked her if she wanted something to drink there was a small cup of tea at bedside. She did slightly open her mouth took the straw and was able to suck and get fluid up and then started to cough, so that was stopped.

CARDIAC: She has regular rate and rhythm. Strong heartbeat. Carotids were clear.

ABDOMEN: Soft. Slightly protuberant. No evidence of tenderness to palpation.

GU: She has Foley catheter in place that is secured contents of her bag are clear with light orange tinge secondary to medication.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She has general decrease in overall muscle mass and motor strength.

SKIN: Warm dry and intact with fair turgor.

NEURO: She does not speak. Makes minimal eye contact not necessarily with who speaking to her and no indication of response to questions.

ASSESSMENT & PLAN:
1. Status post hospitalization for respiratory failure due to MSSA bacteremia has completed two weeks of IV cephazolin with later four days done here in the facility.
2. Anorexia. The patient has lost 1.8 pounds since hospitalization. Her PO intake is poor. She has to be fed and unable to feed herself. She is receiving dronabinol 5 mg liquid form or liquid cap 8 a.m. and 8 p.m.
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3. Musculoskeletal. The patient is bedbound. She does not have the grip strength to hold utensils or a cup to feed herself and requires repositioning is unable to do so herself.

4. GU. Indwelling Foley in place clear urine output, coloration is almost a light orange in part due to medication.

5. GI. She has had stool output. Skin she has healing needlesticks on both arms. She has an IV in place and she does have an IV remaining and that will be pooled as she is completed IV antibiotic. The skin is warm, clean and dry does not appear red or tender to touch.

6. General care. Hospice group is evaluated patient today. I am not aware of their name. I contacted patient’s son/POA Sean Roach left a voicemail with him. He has contact information for me if he has any questions or concerns that he wants to air. I will follow patient as the attending while she is on hospice.

CPT 99345
Linda Lucio, M.D.
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