


PROGRESS NOTE

RE: Rose Kyrk
DOB: 09/11/1927

DOS: 01/19/2024
Rivendell AL

CC: Fall followup.

HPI: A 96-year-old female who had a fall in her room on 01/11/24, sent to OUMC ER, diagnosis fall with compression fracture of thoracic vertebrae, closed fracture of sacrum and closed fracture of right femur trochanter and hematoma of the right hip; all of these fractures are chronic in nature. The patient is seen in room, she is lying on her couch in living room which is where she usually sleeps. She was alert, made eye contact, and was interactive. I asked her about the fall and it was she tried to get up on her own and did not make it to the kitchen, so fell. She does not remember much about the ER. She denies pain now and, as I was leaving, her daughter and co-POA Kellye came in and she ended up spending like three hours with her mother. I have previously spoken to Kellye and not had success, been able to talk to her two brothers regarding hospice for the patient and they still want her sent out regardless of what happens. The patient’s baseline is she is very frail, requires assist with 5/6 ADLs, spends most of her time in room lying down; when spoken to, she is pleasant, but memory deficits eliminate information given.

DIAGNOSES: Senile frailty advanced, advanced to end-stage vascular dementia, paroxysmal atrial fibrillation, gait instability with injury falls, hard of hearing, visual impairment, CKD and chronic fractures as mentioned above to include right side pubic ramus, vertebral compression fractures, fracture of greater trochanter right femur and sacrum.

MEDICATIONS: Cymbalta 30 mg q.d., levothyroxine 50 mcg q.d., Toprol 100 mg q.d., PEG solution b.i.d., prednisone 10 mg q.d., and Xarelto 15 mg q.d.

ALLERGIES: ACE INHIBITOR, CELEBREX, CODEINE, SULFA, and TETRAHYDROZOLINE.
DIET: Regular.

CODE STATUS: DNR.

Rose Kyrk

Page 2
PHYSICAL EXAMINATION:

GENERAL: Frail, chronically ill-appearing female lying quietly on couch.
VITAL SIGNS: Blood pressure 129/75, pulse 76, respirations 14, and weight 102 pounds.

NEURO: She makes eye contact. She says a few words that are clear, content is coherent, limited in information she can give, but she is able to give brief basic answers as to right now how she feels. Affect is blunted.

MUSCULOSKELETAL: Generalized sarcopenia with decreased muscle mass and motor strength. She requires full assist to stand and weightbear. If she is given her walker, she can then go short distance within her room that is becoming increasingly more difficult. She has no lower extremity edema. Overall limited range of motion of all four limbs.

RESPIRATORY: Anterolateral lung fields relatively clear. Decreased bibasilar breath sounds.

CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop. Heart sounds are distant.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No tenderness.
ASSESSMENT & PLAN:

1. ER followup. This was post fall with injury. She appears to be doing okay now and daughter who arrived as I was leaving stated that she looked like she was doing good. I did not have broached the subject of hospice as it is clear this family is not interested and wants to go to all measures.

2. General care. Continues with ongoing care of peri-area; she had cutaneous candida that was fairly significant three weeks ago and treated.

CPT 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

