


READMIT NOTE

RE: Norma Farnon

DOB: 11/16/1950

DOS: 05/06/2025

Rivermont MC

CC: Readmit from Norman Regional.
HPI: A 74-year-old female with severe frontotemporal dementia, had a fall in her room today injuring the area where she had a fall last week that required an ER visit with staples being placed. Today, fall re-injured the area that was stapled causing a lot of bleeding and then extended the skin tear more. The patient returned with evidence of a lot of bleeding into her hair and additional staples. She did not seem to be uncomfortable. She was up standing in her room looking at her closet and putting clothes in different places, unsure what she was trying to do. She did want to come out and went into the dining room to eat and then later just walking around randomly in the hallways. The patient does get around a lot, she has to be monitored as she will go into people’s rooms, she likes to sleep in other people’s beds, which they do not care for.

DIAGNOSES: Severe frontotemporal dementia, BPSD in the form of wandering and going into others’ rooms and going through their things, HTN, GERD, HSV-2 suppression, and disordered sleep pattern.

MEDICATIONS: Unchanged from 04/14 note.

ALLERGIES: SULFASALAZINE.
DIET: NCS with Ensure one can b.i.d.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite female wandering around her room standing in her closet putting things here and there. When I asked if she had socks because she was barefoot, she reaches in and knew right where they are and handed them to me and then I am told she does not wear socks that when they put them on she probably takes them off, she prefers to be barefoot. She was also looking for her pajamas, so they would be ready when she wanted to go to bed. Then, she just joined the rest of the residents and seemed to be enjoying herself.
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VITAL SIGNS: Blood pressure 127/71, pulse 67, temperature 97.6, respirations 16, O2 saturation 97%, and weight 100 pounds, which is up 3 pounds in four weeks.

NEURO: Orientation x1. She will make eye contact, it is short-lived. She cannot answer questions for the most part, but then she will surprise and she will give a very clear answer to a basic question. She can have affect congruent to the situation. She does seem to enjoy other people.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields were clear. She had no cough. Symmetric excursion. It was a challenge getting her to not talk and just let me listen to her, which finally I was able to do. She does have symmetric excursion.

MUSCULOSKELETAL: She ambulates independently. Moves arms in a normal range of motion. No lower extremity edema. She has decreased muscle mass, but adequate motor strength. She is right-hand dominant.

SKIN: Thin, dry, and intact with the exception of her scalp where at the vertex she has got four staples and this is the older injury and then to the right of that there is another laceration that they did not staple. It is no longer bleeding and it is a little beefy in appearance.

ASSESSMENT & PLAN:

1. Gait instability with x2 injury falls within less than a week. The patient does not use a walker, trying to get her to do that has not been successful and she will not stay in a wheelchair, so we have to just watch her and try to catch her before she hits the ground. She does not complain about being uncomfortable or in pain.

2. BPSD. She is on low dose Depakote b.i.d. and on Zoloft 25 mg a day. I am going to increase that to 50 mg hoping that that will kind of settle her down a little bit.

3. Scalp laceration. She should be due for staple removal on Monday upcoming.
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