


PROGRESS NOTE

RE: Ronald Delia
DOB: 08/28/1947
DOS: 09/15/2025
Tuscany Village SNF
CC: Routine followup.

HPI: The patient is a 78-year-old gentleman admitted to Tuscany Village SNF on 08/28/2025. The patient was hospitalized at INTEGRIS on Northwest Expressway on 08/23/2025 with diagnosis of thrombosis of the inferior vena cava. On admit, the patient had bilateral lower extremity swelling and complained of back pain that was present after a fall that had occurred two weeks prior to his hospital admission. Studies done venous Doppler of bilateral lower extremities. Right lower extremity, occlusion of the right proximal and mid femoral vein, partial occlusion of the right external iliac and moderate right lower extremity subcutaneous edema. There was occlusive thrombosis of the right proximal and mid femoral vein and non-occlusive thrombosis of the right external iliac. CT of the lumbar spine, no acute fracture or dislocation of the lumbar spine, advanced lumbar spondylosis with spinal canal stenosis at L3-L4 and L4-L5 and severe left neuroforaminal stenosis at L4-L5. He also had unchanged mild chronic compression fracture deformity of L1. CT of the abdomen and pelvis, filling defects within the lower IVC and bilateral iliac veins and femoral veins that were compatible with acute thrombosis. There was a free-floating thrombus present in the distal IVC. There was visualized significant coronary artery atherosclerosis. EKG showed normal sinus rhythm with right bundle-branch block.

PAST MEDICAL HISTORY: Coronary artery disease, diabetes mellitus type II, GERD, hyperlipidemia, hypertension and history of prior CVA.
ICD-10 DIAGNOSES ON ADMISSION TO TUSCANY VILLAGE: Acute embolism and thrombosis of inferior vena cava, cerebral infarct unspecified, coronary artery dissection, DM type II, HTN, HLD, GERD, unspecified pain and generalized muscle weakness, chronic kidney disease unspecified, spondylosis without myelopathy, cardiomegaly, right bundle-branch block, and wedge compression fracture of L1 chronic.
PAST SURGICAL HISTORY: Five-vessel CABG on 08/10/2021, cholecystectomy, coronary artery bypass graft, ERCP with sphincterotomy, left knee surgery and left heart catheterization 07/29/2021.
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MEDICATIONS: ASA 81 mg q.d., calcium citrate 950 mg one tablet p.o. q.a.m., diclofenac gel 2 g topically b.i.d. to bilateral knees, Eliquis 5 mg q.12h., Zetia 10 mg q.d., gabapentin 300 mg one tablet b.i.d., Humalog insulin b.i.d. per sliding scale, Norco 5/325 mg one tablet q.6h. p.r.n., Remeron 15 mg h.s., MVI q.d., omeprazole 20 mg q.d., Protinex nutritional supplement b.i.d., and D3 10 mcg two capsules q.d.

ALLERGIES: No known drug allergies.

DIET: Regular with thin liquid level 7 and NAS.

CODE STATUS: Full code.

SOCIAL HISTORY: Negative for smoking and smokeless tobacco use. Alcohol use is reported as no.

FAMILY HISTORY: Father had coronary artery disease and hypertension. Mother had lung cancer.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient is alert, engaging and able to give information.

HEENT: He has short but fair hair thickness. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Carotids clear.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 123/78, pulse 64, temperature 98.6, respirations 17, O2 sat 98%, and FSBS 90.

HEENT: NCAT. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa. Pupils are equally reactive to light. No facial drooping noted.

RESPIRATORY: He has a normal effort and rate. Lung fields relatively clear. No cough. Symmetric excursion. Absence of wheezing, rales or rhonchi.

CARDIOVASCULAR: He has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft and nondistended. Bowel sounds present. No tenderness to palpation.

MUSCULOSKELETAL: The patient is seated in a manual wheelchair that he can propel. The patient has adequate upper body strength to also propel the wheelchair using both arms and legs. He is able to weight bear and states that he self-transfers from his manual wheelchair. He uses the walker during PT in the morning. He tells me today that he took 28 steps using his walker. Prior to admission, he stated that he did not require an assistive device for ambulation or transport.
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NEURO: The patient is alert and oriented x3. Speech is clear and coherent. He makes eye contact. He asks appropriate questions and states that he understands questions and given information. Affect is congruent to situation. I did not observe gait or weightbearing.

SKIN: Warm, dry and intact. No significant bruising, abrasions or breakdown noted. Benign senile keratosis on sun-exposed areas of face, neck and nape of neck.

ASSESSMENT & PLAN:
1. Thrombosis of inferior vena cava. The patient received anticoagulation during hospital stay and now remains on Eliquis 5 mg b.i.d. as well as ASA 81 mg q.d. MRI of the brain ruled out an acute stroke or acute intracranial abnormality. There are chronic infarcts of the brain in left occipital lobe. We will continue with therapy as prescribed by PT and no needed changes in medications at this time.
2. Lower extremity weakness. The patient has a manual wheelchair that he propels around using arms and feet and is able to walk with a walker during therapy and states that in the evenings, he will use the walker in room or in the hallway for short distance. He denies any significant pain untreated.
3. Hyperlipidemia, on two variations of statins and we will continue.

4. Coronary artery disease status post five-vessel CABG. The patient denies chest pain or shortness of breath with exertion and at rest.
5. Hypertension. The patient’s BP is monitored daily and if needed p.r.n. medication given.
6. DM II. The patient has FSBS checked b.i.d. with lispro insulin per sliding scale.
CPT 99310
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
