


PROGRESS NOTE

RE: Patricia Walls
DOB: 06/05/1936

DOS: 11/19/2024
Rivermont MC

CC: Post hospitalization and SNF readmit note.

HPI: An 88-year-old female hospitalized at NRH from 09/19 to 09/25 after facility noted left-sided weakness with drooling on the right side of her face and an overall change in mental status. CT of the head showed hyperdensity in right PCA territory, small vessel ischemic change and confirming history of an old CVA. CTA showed diffuse atherosclerotic disease, chronic occlusion of left PCA, right internal carotid with bilateral vertebral artery high-grade stenosis and left subclavian stenosis. She was treated for questionable UTI and evaluated for history of hyperglycemia. She was on insulin here in the facility for DM-II and on discharge from hospital and return to facility the patient was started on hospice she is now followed by Trinity Hospice and on return the decision was made to discontinue all medications except comfort measures and she is actually done quite well. She occasionally will have a random fingerstick and readings are WNL. She has fairly good PO intake. She has a history of diffuse psoriasis and is always having flaking and inflamed skin that has really calmed down and there is no evidence of flaking when seen today.

DIAGNOSES: Vascular dementia and nonverbal at baseline, DM II no longer on insulin, HTN, CAD with history of MI, hyperlipidemia, history of CVA, and hypothyroid primarily nonverbal.

MEDICATIONS: Hydroxyzine 25 mg q.6h. p.r.n.

ALLERGIES: Multiple, see chart.
CODE STATUS: DNR.
DIET: NCS.

HOSPICE: Trinity Hospice.
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PHYSICAL EXAMINATION:
GENERAL: The patient is resting comfortably in her room. She is lying in bed awake.
VITAL SIGNS: Blood pressure 135/80, pulse 79, temperature 97.6, respirations 17, O2 saturation 99%, and weight 105 pounds and weighed 120 pounds on 10/22, we will have a followup on that recent weight.

NEURO: She makes eye contact and follows me with her eyes. While I am talking to her and then examining her she is primarily nonverbal so did not speak.

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

RESPIRATORY: Decreased bibasilar breath sounds but lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Soft. No distention or tenderness. Bowel sounds hypoactive. No masses.

MUSCULOSKELETAL: She has generalized decreased muscle mass and fair motor strength. She is able to sit up, has good neck and truncal stability, nonambulatory, transported in a manual wheelchair.

SKIN: Warm and dry. She does have red inflamed areas that are dry on her right hip and the top of her left thigh and right inner thigh. There are no vesicles. No evidence of excoriation. The patient kind of got a look on her face and she was reassured that she was still getting the creams and ointments for her psoriasis three times a day she had before and that would continue and so she nodded her head yes to that.

NEURO: She is oriented to self and Oklahoma. Nonverbal. She will make eye contact and occasionally will give a nod or head shake for no if she does not want something. She sleeps through the night. Her appetite is fair. No difficulty chewing or swallowing. She is able to feed herself it just takes some time.

ASSESSMENT & PLAN:
1. Status post hospitalization or mental status changes. She did not have an acute event, was treated for UTI but imaging showed significant cerebrovascular disease with an old CVA, stenosis carotid and posterior vertebral arteries.

2. DM II. Medications have been simplified to comfort measures and other topicals for her psoriasis.

3. DM II by history. No longer on insulin. She does have random FSBS four times a week, they are always within target range even from not eating to postprandial.

4. Psoriasis. Being managed with topicals and overall appears healthier and less flaking and we will continue with care as is.
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Linda Lucio, M.D.
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