


READMIT NOTE
RE: Joanne Gilstrap
DOB: 03/30/1930

DOS: 06/18/2025
The Harrison MC

CC: Hospital readmit note.

HPI: A 95-year-old female who was readmitted to the Harrison on 06/17 from Mercy Hospital where she was hospitalized for three nights after presenting with abdominal pain and was subsequently diagnosed with C. difficile. The patient’s white count was 14.6 and lactic acid was 2.3. CT of abdomen and pelvis showed mild to moderate ascites, but no other acute process.

PAST MEDICAL HISTORY: CHF with reduced EF, atrial fibrillation, restless legs syndrome, coronary artery disease, GERD, HTN, bronchiectasis, and osteoporosis.

PAST SURGICAL HISTORY: Appendectomy, hemorrhoidectomy, hysterectomy, right leg surgery x3, nasal reconstruction after Mohs procedure, rectal prolapse repair, melanoma excision from left cheek, and lumbar kyphoplasty.

MEDICATIONS: Eliquis 2.5 mg b.i.d., DuoNeb q.i.d., Prevacid 30 mg q.d., Lopressor 12.5 mg b.i.d., Mirapex 0.25 mg at 2 a.m. and 1 p.m., risperidone 0.25 mg at a.m. and h.s., tramadol 50 mg h.s., and vancomycin 125 mg capsule one p.o. q.6h. for a total of nine days, which will be through 06/23.

ALLERGIES: INDOMETHACIN, SULFASALAZINE, FLUCONAZOLE, ACE INHIBITORS, INDOMETHACIN, NAPROSYN, SULFA, and TRAZODONE.
SOCIAL HISTORY: The patient is widowed. Nonsmoker. Rare social EtOH use.

FAMILY HISTORY: Noncontributory.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female seated in her wheelchair watching television with evident lunch spilled on the floor beside her.
VITAL SIGNS: Blood pressure 131/93, pulse 82, temperature 97.1, respirations 16, and O2 saturation 95%. The patient is 5 feet tall, weighs 87.6 pounds, BMI of 17.07.
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HEENT: Her hair is short and combed. Conjunctiva are clear. She made direct eye contact. Nares patent. Moist oral mucosal.

CARDIAC: She has an irregularly irregular rhythm with a prominent heart sound. No rub or gallop noted.

ABDOMEN: Scaphoid. Bowel sounds present. No distention. No tenderness.

RESPIRATORY: Decreased respiratory effort at a normal rate. Lung fields clear. No cough.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She has fair neck and truncal stability, seated in a manual wheelchair. She does not really attempt to propel it. No LEE.

SKIN: Warm and dry. She has bandages in two places on each arm where she has had blood draws and continued bleeding, so a compression wrap. She has just some purpura scattered, but skin is intact.

NEURO: The patient made eye contact. Her speech was clear. She just started talking about everything she has been going through and how God has helped get her out of every pickle she has been in.

ASSESSMENT & PLAN:

1. C. difficile. The patient will continue vancomycin 125 mg capsule q.6h. through 06/23. I have written that she is to be checked q. shift x2 and offered fluid and assisted with drinking water as she is not able to hold a glass on her own due to strength and hand deformity.
2. Medication review. I have discontinued MOM and put Senna Plus on hold x2 weeks and we will assess when she may need a stool softener after her recovery from C. difficile.

3. General care. The patient will require feed assist. She is not able to balance food on her lap as she was given today and needs to be assisted in eating; however, she finds it most comfortable for her and then offering her water at least twice daily on each shift.

4. Anemia and electrolyte abnormalities. She is to have a CMP and CBC drawn on 06/26/25.

5. Social. I spoke with her daughter/POA __________ Gilstrap regarding all of the above and she is glad to know that her mother was talkative, in good spirits and the orders that we are writing were reviewed with her.

CPT 99345 and direct POA contact 30 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

