


PROGRESS NOTE

RE: Kay Rakestraw

DOB: 07/31/1932

DOS: 05/17/2023

Rivendell MC
CC: Followup post SNF.

HPI: A 90-year-old who had a fall on unit sent to Integra Southwest admitted 04/10/23 and she was hospitalized for four days diagnosed with closed bilateral fracture of the pubic rami, acute cystitis and noted vascular dementia. After completing treatment there the patient was sent to Jim Thorpe Rehab Facility where she was admitted 04/10/23 and discontinued and back to facility on 04/23/23. The patient received therapy and is ambulating around the facility with a walker. She does not seem to be in pain and denied as much when asked. While she was hospitalized a CT of her head done showing she has chronic microvascular ischemic change and right parietal lobe old infarct and CT of the pelvis showed a nondisplaced fracture of the mid portion of the left inferior pubic rami and nondisplaced fracture of the left lateral aspect of the left sacral ala to the probable hematoma in the anterior left pelvis. There is no comment about pain nor has there been here. Today when I spoke with her she was pleasant talking with myself and the DON, but she did seem a bit guarded. The focus was on going home that she does not live here and when can we call her family. I am told that this is a daily ongoing for her. The patient was also treated for a subacute UTI earlier this month.

DIAGNOSES: Vascular dementia with moderate cognitive impairment, BPSD, repetitive questioning, anxiety, increase in wandering, osteoporosis, peripheral vascular disease, sick sinus syndrome, recurrent UTIs, protein-calorie malnutrition.

ALLERGIES: NKDA.

MEDICATIONS: Temazepam 15 mg h.s., ASA 81 mg q.d., Lipitor 20 mg h.s, Celebrex 200 mg q.d., Norco 5/325 mg q.8 p.r.n., lorazepam 0.5 mg a.m. and h.s., and Zoloft 100 mg q.d..

DIET: Regular with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Frail elderly female who was agreeable but guarded.

VITAL SIGNS: Blood pressure 142/80, pulse 78, temperature 97.7, respirations 16, and O2 sat 96%. Weight 93.1 pounds.

CARDIAC: An irregular rhythm without M, R or G.
RESPIRATORY: Normal effort and rate. Lungs fields are clear. No cough. Symmetric excursion.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No tenderness.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. No LEE. Ambulates with her walker. She is slow but able to go from sit to stand using walker for support.

NEUROLOGIC: Orientation x1. Focus is on going home. She does not live here wanting to call her family and not understanding why she is here. This is a same conversation each time that I have spoken with her as well as other staff. She does not really seem to listen to what others tell her. Her retention is poor to none, requires a lot of redirection and has low-grade anxiety appearance.

ASSESSMENT & PLAN:
1. Anxiety/depression. The patient is on Zoloft 100 mg. We will increase to 150 mg to see if it diverts from the repetitiveness of talking about going home.

2. Insomnia. Temazepam 15 mg was recently started and appears to be effective.

3. Recurrent UTIs. Her most recent treatment was 05/02/23 with Macrobid 100 mg b.i.d. x1 week. We will start Hiprex 1 g b.i.d.

4. BPSD. Haldol 0.25 mg q.d.

CPT 99350 and 99357.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

