


PROGRESS NOTE

RE: Patricia Walls
DOB: 06/05/1936
DOS: 06/18/2024
Rivermont MC
CC: Followup on NRH admission with cardiac stent placement.
HPI: An 87-year-old with advanced unspecified dementia and a history of HTN, HLD, and CAD. She is status post three-vessel CABG approximately five years ago with complaints of chest pain. When EMSA received the patient, EKG tracking showed inferior wall infarct. The patient was taken to the Cath Lab, diagnosed with NSTEMI. She underwent left heart cath. The patient received a stent to the left IMA and to the LAD and from her previous three-vessel CABG, she was found to have 2/3 grafts patent. Medical treatment is recommended with Brilinta added for 12 months. The patient was seen in room. She was lying in bed after lunch, but awake and was cooperative to examining her. She was quiet, made limited eye contact, and did not speak. She did not seem in discomfort.

DIAGNOSES: Status post NSTEMI with left heart catheterization and stents x 2 and LIMA and LAD and 2/3 graft vessels patent with Brilinta added for medical management. Advanced unspecified dementia, we will monitor for staging. Widespread psoriasis, DM-II, HTN, HLD and hypothyroid.

MEDICATIONS: ASA 81 mg q.d., Brilinta 90 mg b.i.d., metoprolol 12.5 mg b.i.d., lisinopril 2.5 mg q.d., Lipitor 40 mg h.s., Lantus 24 units q.d., lispro sliding scale, and glipizide 5 mg b.i.d.
ALLERGIES: PCN and STRAWBERRY EXTRACT. 
CODE STATUS: DNR.

DIET: NCS.
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PHYSICAL EXAMINATION:

GENERAL: Elderly female lying in bed. She appeared frail and withdrawn.

VITAL SIGNS: Blood pressure 134/78, pulse 77, temperature 97.7, respirations 17, O2 sat 98%, and weight 115 pounds which is a 15-pound weight loss from 05/13/24.

HEENT: Her conjunctivae are clear. Nares patent. Slightly dry oral mucosa.

RESPIRATORY: Normal effort and rate. Lung fields are clear. Decreased bibasilar breath sounds secondary to effort.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

NEURO: She was awake and orientation x 1. She did not speak or give any information.

SKIN: Warm, dry and intact. Resolving bruises from needlesticks, but skin is intact.

LABS: Prior to discharge CBC showed an H&H of 8.1 and 27.5, platelet count 187k, CMP WNL with the exception of albumin low at 3.3, sodium 133, and calcium 7.9.

ASSESSMENT & PLAN:
1. CAD status post LIMA and LAD. Heart stents on 05/30/24. The patient also sustained NSTEMI.

2. Electrolyte abnormality. She has both hypocalcemia and hyponatremia. We will just recheck CMP in three weeks giving time for equilibration.
3. DM-II. She remains on her Basaglar insulin and glipizide. However, we will see if glipizide continues to be needed. She does get fingerstick check every other daily and then we will make decision as to change in her DM-II medications. Her last A1c was on 05/14/24 at 7.5 which is well within target range for her age.

4. UA followup. After return to facility from hospital on 06/12/24, UA was collected. Culture positive for E. coli UTI. She has not been started on antibiotics. I am starting Cipro 500 mg b.i.d. x 7 days given her baseline state.

5. Dementia. We will see with little more time where she settles out. Most likely, she has staged and has more advanced dementia than hard issues.
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