


READMIT NOTE
RE: Rose Nixon
DOB: 05/06/1930
DOS: 02/20/2025
The Harrison AL
CC: Readmit from hospital.
HPI: A 94-year-old female in residence in AL. She now lives in an apartment by herself with her husband’s passing approximately four months ago. Since then, the patient has been a bit more reclusive and there has been clear decline. On 02/14/2025, the patient had an unwitnessed fall in her room, but was able to call for help. There was a camera that family were able to access and her fall occurred at 1 a.m. with staff coming in at 3 a.m. to put her back to bed. Family was called at 5 a.m. and notified about this event and at their request, she was sent to the emergency room. The patient’s baseline is advanced dementia with difficulty in giving information. In the ER, EKG was done that showed NSR with a rate of 100. CT of the head showed no acute change. CT of the thoracic spine showed severe osteopenia, kyphosis and at T7 there was fracture of the vertebral body without compression deformity or retropulsion. There was evidence of an old T12 compression fracture. The patient also has diffuse spondylosis with calcification throughout the thoracic spine. The patient was treated for pain in the ER as her pain appeared significant. She was also anxious and tearful, given lorazepam. Family did make it to the ER and were present with her throughout all her evaluation. Labs were done including a CBC; her WBC count was 20,000 with H&H normal at 14.6 and 45.0 and platelet count of 155,000. UA unremarkable. CMP WNL. The patient was kept overnight for observation and pain management was established. She then returned back to the facility on 02/14/2025.
DIAGNOSES: Gait instability with falls, new vertebral fracture of T7 occurring approximately 02/13/2025, severe dementia, anxiety, hypothyroid, HTN, and insomnia.
MEDICATIONS: Unchanged from a note on 01/15/2025.
ALLERGIES: STATINS.
DIET: Regular.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Frail elderly female lying in bed. She appeared distressed and confused, but I was able to examine her.
VITAL SIGNS: Blood pressure 109/73, pulse 89, temperature 97.5, respiratory rate 18, and weight 148.2 pounds.
HEENT: She opened her eyes just a couple of times. Sclera clear. No drainage or matting. Nares patent. Slightly dry oral mucosa.

RESPIRATORY: Anterolateral lung fields were clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She had a regular rate and rhythm.

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

MUSCULOSKELETAL: Evidence of weight loss, decreased generalized muscle mass and motor strength.

NEURO: Orientation to self and knew that she was as she called at the nursing home and overall the patient was examined in bed. She did not feel well enough to get up and her back was bothering her. I reassured her that she would get adequate pain medication as we understood what has gone on with her.
ASSESSMENT & PLAN:
1. T7 acute vertebral fracture without compression. Norco 7.5/325 mg one-half tablet p.o. a.m. and h.s. routine with one-half tablet b.i.d. p.r.n. We will have our staff assess adequacy of this pain medication coverage and, if needed, we will increase the dose and/or the frequency. Then, Roxanol 20 mg/mL 0.25 mL (5 mg) to be given SL q.4h. p.r.n. for breakthrough pain and then Ativan Intensol 2 mg/mL 0.25 mL SL q.6h. p.r.n. for anxiety.

2. Advanced to severe dementia with staging occurring post husband’s death in October 2024. She had been married about 72 years.
3. Gait instability. I have requested the patient has a call light, she knows how to use it, so that we can assist her with transfers from bed to chair etc., and so far she has followed through with that though she does have an independent streak in her.
4. Social. Family aware of what has gone on with her and agreed with the treatment plan as discussed.
CPT 99345 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

