


PROGRESS NOTE

RE: Joanne Gilstrap
DOB: 03/30/1930
DOS: 06/04/2025
The Harrison MC
CC: Met with daughter and H&P obtained.

HPI: A 95-year-old female who was seated in the dining room adjacent to her daughter. The patient was in her wheelchair. She was verbal and then would just look around randomly. I met the patient for the first time last week when I was asked to see her for an acute issue. At that time she was lying diagonally in bed and holding onto her vaginal area and groaning saying that it hurt, it hurt. I empirically started her on antibiotic and that seemed to clear up her discomfort. The patient’s daughter is taking in her mother’s dementia progression in stride. She states that she has been the primary caretaker and so it does not faze her what will come next. The patient’s initial admission was to Assisted Living where the patient was pretty independent in her ADLs, ambulated independently, and was quite social. She recently had a hospitalization at Integris SWMC after a fall with injury and from there then went to Skilled Care and returned back to the facility going into AL approximately three weeks ago and then after it became clear that she was getting lost, needed increased assistance for all ADLs, started having more falls and the decision was then made to move her to Memory Care where she has now been approximately 10 days. The patient seems to have adjusted to MC and not being aware that it is not where she used to live. She was seated adjacent to her daughter. She is sitting upright in her manual wheelchair that she can propel but only for short distance. She would listen to the questions that I asked her daughter and did not seem to understand that the information being given was about her.
PAST MEDICAL HISTORY: Dementia with recent staging to severe, gait instability with increase in falls with injury, gait instability requiring wheelchair with loss of ambulation, hypertension, hyperlipidemia, menopausal with vasomotor symptoms, chronic constipation, osteoporosis, and vertebral compression fractures.

PAST SURGICAL HISTORY: Appendectomy, bilateral cataract extraction with lens implants, MOHS procedure for skin cancer to face with grafting, bilateral shoulders receiving routine steroid injection secondary to degenerative joint disease and pain. She has had vertebral compression fractures with kyphoplasty. She had rectal prolapse with surgical repair, transabdominal hysterectomy and ORIF of her right leg after an MVA in 2016.
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MEDICATIONS: Senna Plus two tablets q.a.m., MOM 30 cc p.o. q.4 p.m., Norvasc 5 mg q.d., ASA 81 mg q.d., atenolol 25 mg b.i.d., azithromycin 250 mg q.d., Os-Cal q.d., MVI q.d., and Lasix 40 mg q.d.
ALLERGIES: SULFA, ACE INHIBITORS, TRAZODONE, FLUCONAZOLE, INDOCIN and ETODOLAC.
CODE STATUS: Now DNR.

DIET: Regular.

SOCIAL HISTORY: Before coming to the Harrison initially AL, she lived in Independent Living at Village on the Park for several years and did fine. The patient has been married and widowed twice. She has three daughters. Her daughters with whom I spoke today Kathy Stapp is her POA and the patient worked outside of the home working in a machine shop along with her husband. They owned the shop and they would then leave for the winter from Oklahoma and winter in Arizona instead.
FAMILY HISTORY: Heart disease in older relatives who did have cognitive impairment.
As to the patient’s cognitive impairment, she was diagnosed with dementia during hospitalization in the ICU where she went due severe room air hypoxia. The patient has had a recent edition of delusions where she will see men in her room. She is more annoyed by them then afraid of them. There has been a quick decline in the patient’s cognition per the daughter and per staff who were familiar with her from coming in and going to AL and being very independent to her current state. The patient had been able to handle her own medications and she started forgetting them when she was in AL. She also started to have increased daytime sleepiness where she could be found sleeping any time during the day and the patient’s speech became garbled. She got treated for respiratory infection thinking maybe that was part of it, but her speech did not significantly improved. The patient is hard of hearing. She has hearing aids, but no longer wears them by choice. The patient has glasses and she has just quit wearing them recently. The patient can be toileted with staff assist. She is weightbearing for that. She remains able to feed herself and the patient’s baseline weight was about 115 pounds and the patient used to sleep soundly through the night. She did not awaken and walk around. Now she will sleep and sometimes wake up and needs staff to be with her for her to fall back to sleep.
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Since the patient’s move to the Harrison, she has had multiple off-site doctors appointments, on 01/29/25 saw her PCP Dr. Connery, on 01/28/25 saw her dermatologist Dr. Grau who has done her MOHS procedures and skin grafting and then on 02/07/2025 was seen at SSM Healthplex in Tulsa while they are visiting family with daughter, on 02/07/25 SSM ER for a fall with head injury and injury to her left shoulder and on 02/22/25 Integris SWMC seen for fall without injury, on 03/22/25 seen for fall with a closed head injury, and on 03/23/25 seen at SSM for a fall with neck injury. After the patient’s most recent hospitalization she was sent to Ignite Medical Resort admitted 04/21/25 and discharged on 05/07/2025 and additions to the patient’s medications are Mirapex 0.25 mg one tablet at h.s., two tablets in the a.m., metoprolol 12.5 mg b.i.d., Prevacid 30 mg q.d. and risperidone 0.25 mg one tablet b.i.d. and today when I spoke with the patient’s daughter we discussed DNR and a DNR form is completed and placed in chart as the patient had a durable power of attorney that was somewhat complicated, but daughter states that DNR seems the most respectful as anything aggressive would likely break her mother. So DNR form is completed and placed in chart.
ASSESSMENT & PLAN:
1. Medication review. There were medications added in the most recent hospitalization and Skilled Care so those medications were added and they include a lidocaine cream 3% to apply to the vulva q.6h. p.r.n. for pain, Prevacid 30 mg q.d., and risperidone 0.25 mg b.i.d.
2. Hypertension. I am writing order to hold BP medication if systolic pressure is less than or equal to 105.
3. General care. The patient had UA obtained on 05/30/25 that is when she was in her room crying and holding onto her vaginal area and just saying that it hurt and when I asked about could she pee and she said no it hurt. So I am requesting staff find those UA results.

4. Deconditioning. Daughter has hopes that her mother will return to walking as she was quite a walker and would request PT so order for PT and OT for strengthening and conditioning is ordered.

5. Daughter also requests home health specifically Choice to evaluate and treat her mother and so order is written.
CPT 99345, direct POA contact 60 minutes and advanced care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
