


READMIT NOTE

RE: George Reed
DOB: 10/21/1930

DOS: 04/15/2024
Jefferson’s Garden

CC: Readmit from Skilled Care Facility.

HPI: A 93-year-old gentleman with gait instability, had a fall in his room on 03/01, was sent to Mercy Hospital for evaluation, showed a pelvic fracture. On 03/10, the patient was transferred to Oklahoma City Rehab Hospital and remained there until return to facility on 04/01. Admitting diagnosis to SNF was multiple fractures of pelvis with stable disruption of the pelvic ring. Discharge summary from SNF stresses that the patient is now standby assist for all mobility and recommends supervision for the patient’s mobility to reduce fall risk. The patient’s endurance and bilateral lower extremity strength was greatly improved in his time at SNF. He ambulates slowly with decreased step length and decreased foot clearance increasing his fall risk. His balance is fair and he requires the use of his four-wheeled walker and stressed that they recommend supervision for the patient’s mobility due to his cognitive level. Today, when seen in room, the patient was seated in his recliner, he was alert, he began talking and he starts with his hip fracture that occurred prior to coming here and then falls since he has been here. I told him that we just needed to focus on the fall that was the most recent landing him in the emergency room, the hospital and then skilled care. He enjoys talking, so it was hard for him to follow direction and stay focused. When I read the recommendations on discharge such as supervision with mobility and transferring, he told me that he does it himself and told me that when he comes in the room with his walker he just sits himself down and pushes the walker away from him and gets up on his own and starts walking again when he needs to. To date, since return, he has had no falls. When asked, he denied any untreated pain. He is sleeping good at night. He states his appetite is pretty good, but he is not always fond of the food here. Family fortunately brings him snacks, so he has that when he does not feel like eating what is served. The patient told me that he was having pain and he would say back down there and it was not until I was able to examine his backside that it was identified as discomfort around the tailbone and then he identified it hurts most when he leans back into it or he sits in a certain way. I reassured him that his skin there looked good and that there was no breakdown.
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DIAGNOSES: Cognitive impairment unspecified without BPSD, DM II, CAD, HTN, hyperlipidemia, CHF, atrial fibrillation, GERD, and prior to recent pelvic fracture, the patient is status post right femur fracture with ORIF on 12/28/23.

MEDICATIONS: Amiodarone 50 mg q.d., Norvasc 2.5 mg q.d., Lipitor 80 mg h.s., Plavix 37.5 mg q.d., Eliquis 2.5 mg b.i.d., FeSO4 q.d., Lasix 20 mg q.d., lidocaine patch to affected areas h.s., lisinopril 10 mg q.d., Mag-Ox q.d., Megace 200 mg b.i.d., metoprolol 100 mg b.i.d., Neuriva supplement q.d., Protonix 40 mg q.d., KCl 10 mEq q.o.d., PreserVision q.d., and terbinafine 250 mg q.d.

ALLERGIES: MORPHINE, STEROIDS, SHELLFISH, and STRONTIUM.

DIET: Regular NCS.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert. He is very hard of hearing, so yelling almost has to happen for him to hear what is said and he has a response for every question and wants to give his full fall with injury history and subsequent surgeries and it was effort to redirect him to stay on task. Answers that he gives at times are out of context as he did not hear correctly, so it took most questions repetition before he understood what was asked and then he was cooperative with exam.
VITAL SIGNS: Blood pressure 120/68, pulse 78, temperature 96.8, respirations 16, O2 saturation 98%, and weight 135.8 pounds, much improved from 116.3 pounds six weeks ago.

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

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Flat, nontender. Bowel sounds present.

MUSCULOSKELETAL: The patient is weightbearing. It was a one-person assist getting him from a seated position to upright and weightbearing using his walker and he was steady during the exam of his backside and was able to be re-seated without difficulty. He also has no lower extremity edema, but generalized decreased muscle mass and motor strength.

SKIN: In looking at his backside, his skin is warm, dry, and intact. There is no redness. There is tenderness to palpation either side of the coccyx and tenderness to direct palpation of coccyx.
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ASSESSMENT & PLAN:

1. Returned from Skilled Care Facility. The patient post fracture of right side pelvis at two months out, we will do x-ray of area AP and lateral to assess the healing. He denies any pain not managed with Tylenol and is aware that he needs to ask for assist with transfers.

2. Anorexia. The patient has been on Megace 200 mg b.i.d. times approximately seven weeks. His starting weight was 116.3 pounds. He has gained 19.5 pounds in that time with his baseline weight being 150 to 160 pounds and his current BMI is 18.6, so he does have a little waist to go to catch up, but his PO intake is good and he is able to get around without difficulty.

3. Hypoproteinemia with electrolyte abnormalities. I am ordering CMP to assess previous abnormalities and what further may need to be done.

4. Anemia. January H&H were 9.0 and 27.7 with normal indices. I am also rechecking CBC to make sure that his anemia is stable.

5. Cognitive impairment. It definitely affects judgment as to his own safety and also wants to maintain independence, but he is very well aware of the number of falls he has had and the injuries that have been incurred.

6. Coccyx discomfort. Given his thinness and the protruding coccyx hitting up against the back of his recliner, barrier protectant three times daily is ordered.

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

This report has been transcribed but not proofread to expedite communication

