


PROGRESS NOTE
RE: Ronald Delia
DOB: 08/28/1947
DOS: 10/17/2025
CC: Admit note.
HPI: A 78-year-old gentleman, hospitalized at Integris Baptist Medical Center on 10/16/2025. MC was contacted after the patient had had several days of watery stools with poor PO intake of both food and fluid and was growing increasingly, more confused. In the emergency room, the patient’s BMP showed BUN and creatinine of 46 and 2.34. Baseline creatinine is 1.15, H&H were 9.4 and 29.0, platelets WNL, UA showed moderate bacteria and positive nitrites. CT of chest ruled out PE showed chronic occlusion of the left vertebral artery at the level of C7. There is also mild mucus plugging of bilateral lower lobes. The patient was started on Zosyn for presumptive sepsis with UTI. CT of abdomen showed proctocolitis accounting for the diarrhea, cultures returned positive for C. difficile and he was started on vancomycin 500 mg p.o. q.6h. Acute encephalopathy began to decrease the *________* focal deficits. The patient was on a full liquid diet and remains on that at this point.
PAST MEDICAL HISTORY: CVA, hypertension, hyperlipidemia, CABG, DVT on Eliquis, history of CVA, history of thrombosis of the inferior vena cava, generalized lower extremity weakness. The patient’s labs began to normalize with creatinine now 0.61, potassium was 4.5 and he was discharged from Integris to Tuscany Village Skilled Care Facility on 10/15/2025. On presentation, the patient continued to have diarrhea here in the facility. His PO intake has been liquid both meals and in between fluid. The patient has been gradually becoming more alert and verbal.

DIAGNOSES: C. difficile proctocolitis, UTI with sepsis, and acute kidney injury.
MEDICATIONS: Vancomycin 250 mg capsule two capsules p.o. 8 a.m., noon and 4 p.m., valsartan 80 mg q.a.m., Voltaren gel to both knees a.m. and h.s., gabapentin 300 mg b.i.d., Norco 5/325 mg one tab t.i.d., melatonin 3 mg one tab h.s., Remeron 15 mg h.s., MVI with minerals one p.o. q.d., omeprazole 20 mg one q.d., Crestor 20 mg q.d., Zofran q.6h. p.r.n., amlodipine 5 mg q.a.m., Eliquis 5 mg q.12h. ASA 81 mg q.d., calcium citrate 950 mg one q.d., vitamin D 400 units two tabs q.d., B 12 2000 mcg one tab q.d., Zetia 10 mg q.d., and folic acid 400 mcg one p.o. q.d.
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ALLERGIES: NKDA.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:
GENERAL: Elderly gentleman it is clear he has lost some weight. He is awake and alert and recalled that I was his doctor previously.
VITAL SIGNS: Blood pressure 123/67, pulse 78, temperature 97.4, respiratory rate 19, O2 sat 98% and 150.1 pounds,
HEENT: He has short hair. EOMI. PERRLA. Nares patent. Moist oral mucosa.

NECK: Supple.

CARDIAC: He had regular rate and rhythm with a soft systolic ejection murmur right lower chest wall.

ABDOMEN: Soft. Bowel sounds hypoactive but present. No distinction, tenderness or masses.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.
MUSCULOSKELETAL: Intact radial pulses bilateral lower extremities with edema left greater than right. No redness, warmth or tenderness. This is a finding reported in the hospital.

NEURO: He makes eye contact. His speech is clear. He is oriented to person and place. He knows the day but not the date, able to give information. Affect was appropriate to situation and he repeated that he was hungry and wanted to have food that he is just having liquids and he needs to have food.

ASSESSMENT & PLAN: C. difficile. Continue on vancomycin 500 mg q.6h. and will monitor number and quality of stools. The patient is to have lab done on 10/22/25 and will watch for that as well. And if he has a fever it is to be documented and I am to be contacted.
CPT 99345
Linda Lucio, M.D.
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