


PROGRESS NOTE

RE: Lucelle Vezie
DOB: 06/07/1956

DOS: 09/22/2025
Tuscany Village

CC: Hospital readmit note.

HPI: A 69-year-old female who was admitted to OUMC on 09/16 after noting that she was flushed, diaphoretic, holding onto her abdomen as though she was in pain and by physical exam her abdomen was distended with hypoactive bowel sounds. The patient could not give any information given her compromised baseline. On her first morning there she had ongoing nausea and vomiting despite anti-emetics. The patient was found to have a UTI in the setting of a ureteral stone. She required stent placement by urology as considered a complicated UTI. The patient was treated with nitrofurantoin and organism was ESBL. Her admit labs were white count of 15.1, H&H of 11.8 and 36.8, and normal platelet count. BMP showed a mild hypocalcemia and an elevated alkaline phosphatase of 164 and albumin of 3.1. The patient had a head CT that showed a small subdural hematoma and decompressed ventricles, neurosurgery consulted and no need for shunt revision, which the patient does have a VP shunt. The patient was also found to have a history of DVT but is unable to tolerate any form of anticoagulation since VP shunt placement.

DIAGNOSES: Unchanged from recent note.

ALLERGIES: ENOXAPARIN, METFORMIN, ZOSYN, and SHELLFISH.

CODE STATUS: Full code.

MEDICATIONS: Tylenol 1000 mg corrected to q.8h. p.r.n., artificial tears three drops per eye b.i.d., ASA 81 mg q.d., bisacodyl suppository p.r.n., cran cap 450 mg q.d., Lasix 40 mg q.d., Norco 5/325 mg one q.4h. p.r.n., Lantus 10 units b.i.d., and lispro insulin per sliding scale q. a.c. and h.s. Nitrofurantoin 100 mg b.i.d. x1 week, Flomax one p.o. q.d., D3 1000 IUs q.d., calcium carbonate 600 mg q.d., and artificial tears OU a.m. and h.s.
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PHYSICAL EXAMINATION:
GENERAL: The patient lying quietly in her bed. She was awake and made brief eye contact, did not speak.
VITAL SIGNS: Blood pressure 125/80, pulse 100, temperature 97.7, respirations 19, O2 saturation 97%, and FSBS 187.

HEENT: Conjunctiva clear. EOMI. PERLA. Nares patent. Moist oral mucosa. Again made brief eye contact. When asked a couple of basic questions, she would just slightly nod her head in the direction of yes or no.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Anterolateral lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Obese, nontender, and hyperactive bowel sounds present.

MUSCULOSKELETAL: The patient lying still in bed. She rubs again at the base of her abdomen and above the mons pubis and when I asked if it hurt she shook her head no so it may just simply be habit.

MUSCULOSKELETAL: She is nonambulatory in a manual wheelchair. She has fairly good neck and truncal stability. She is weightbearing for just a brief period of time, i.e., pivot transfer. No lower extremity edema. She really does not move her limbs very often at all.

NEURO: Orientation x1-2. Affect is generally flat and did not speak at all.

Head CT at OUMC during recent hospitalization showed increasing ventriculomegaly with a fractured intracranial ventriculostomy catheter and acute hydrocephalus. CMP was WNL with the exception of glucose 233 and alkaline phosphatase 247.

ASSESSMENT & PLAN:
1. Readmit from OUMC. The patient diagnosed with ESBL UTI and determined to be septic on admission.

2. Acute ventriculomegaly. The patient had a VP shunt with the catheter having fractured and the duration.

3. DM II. A1c is ordered, have been unable to find one in her current records here in facility.

4. Pain management. We will alternate between Tylenol and Norco both of which she has and discontinue ibuprofen.
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Linda Lucio, M.D.
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