


PROGRESS NOTE

RE: Jesusa Laster
DOB: 10/15/1941

DOS: 11/26/2024
Featherstone AL

CC: Hospital readmit note.

HPI: An 83-year-old female hospitalized at St. Anthony’s Hospital on 11/18 and discharged back to facility on 11/22. The patient presented to the emergency room at SSM with increased confusion. Prior to presentation in ER, patient was started on Zoloft after she had repetitive behaviors of eating her stool and drinking from the toilet. The patient otherwise had advanced dementia as baseline. She was also found to have slurred speech, which is a chronic intermittent issue. She was admitted with diagnoses of severe unspecified dementia, unspecified behavioral issues, and moderate altered mental status. The NIH stroke scale was used to evaluate patient and the score was 0, which is normal ruling out a CVA. Labs to include CBC, which was normal. CMP, which showed glucose of 409, creatinine of 1.35, BUN of 23, and alkaline phosphatase of 200. A urine drug screen was negative. An UA was unremarkable so C&S not indicated. Head CT showed increased ventricle size with ischemic change with moderate generalized volume loss. EKG showed no acute ST or T-wave changes.

PAST MEDICAL HISTORY: Unspecified dementia, severe behavioral issues with possible psychoses, mood disorder and/or anxiety and uncontrolled type II diabetes mellitus with hyperglycemia. On 11/20 repeat labs CBC WNL. BMP showed sodium of 134, magnesium of 1.8 both values low, elevated serum glucose of 505, and elevated alkaline phosphatase of 157. A repeat UA was nitrite positive so reflexed for culture. Chest x-ray no acute cardiopulmonary abnormalities. Today diagnoses are severe dementia, BPSD has been monitored and no behavioral issues have occurred, DM II poorly controlled, and hypertension.

PAST SURGICAL HISTORY: Breast augmentation, hysterectomy, and lithotripsy.

SOCIAL HISTORY: The patient is widowed and son Michael is POA. The patient is a nonsmoker and nondrinker.
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PHYSICAL EXAMINATION:

GENERAL: Petite frail appearing female who just appeared withdrawn and distant.
VITAL SIGNS: Blood pressure 140/61. Pulse 63. Temperature 97.1. Respirations 15. O2 saturation 95%. The patient is 5’2”. Weighs 101 pounds with a BMI of 18.47.

HEENT: EOMI.  PERLA. Anicteric Sclerae. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: Regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort in rate. Lung fields clear. No cough. Symmetric excursion. No DOE.

ABDOMEN: Soft, flat, and bowel sounds hypoactive. No tenderness to palpation.

MUSCULOSKELETAL: The patient is ambulatory. She has generalized decreased muscle mass and motor strength. No lower extremity edema. She has a stooped posture.

SKIN: Warm, dry, and intact. No abrasions or bruising noted.

NEURO: CN II through XII grossly intact. She just looks about randomly. She is verbal but a few words at a time random not able to answer questions or give information unclear that she understands what was asked or said. She made intermittent eye contact and smiled a few times but did not initiate conversation or contact.

PSYCHIATRIC: Mood and affect normal for situation.

ASSESSMENT & PLAN:

1. Presumptive UTI based on a followup UA that was nitrite positive. Keflex 500 mg one p.o. t.i.d. x5 days and antibiotics sent back with patient.

2. DM II poor control. Actos 30 mg p.o. q.p.m. to start. This has had been ordered on 11/14 but was not given to patient as ordered, contributing to poor glycemic control. She has been started given at 7 p.m. and will monitor FSBS with further adjustments and diabetic medication as needed.
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