


PROGRESS NOTE

RE: Jackie Fadulu

DOB: 05/05/1947

DOS: 04/29/2023

Rivendell AL
CC: Hospital followup and clarify ABH gel order and BPSD.
HPI: A 75-year-old recent hospitalization from 04/18/23 through 04/20/23. There were changes in her diuretic and pain medication. She is status post treatment for C. difficile. This was her fourth visit to Integris beginning on 03/03/23. She initially had two ER visits and the last have been two inpatient stays with no clear comment as to the diagnosis in her discharge paperwork. Since her return there have been the usual behaviors of spitting out her medications, being verbally abusive and threatening to staff and physically aggressive if they are in target range.  She is not redirectable and at this point there is really no reason for her to continue in this facility as she is more disruptive than that is acceptable for an AL and she resists any effort to either give her PT to help incorporate her activities of a larger community.

DIAGNOSES: Vascular dementia secondary to CVA x2 in 2017 and 2018, which were hemorrhagic and then a third in 2022 resulting in left side hemiparesis, atrial fibrillation on anticoagulant, HTN, HLD, FESO4, anemia, anxiety/depression, speech deficits and in general noncompliance with medical care to include medications and any assistance regarding personal care.

DIET: Mechanical soft with regular liquid.

ALLERGIES: Codeine, Zofran and PCN.

MEDICATIONS: Prescribed ABH gel 125 1 mg per half mL 0.5 mL topically b.i.d., Lipitor 40 mg h.s., BuSpar 10 mg b.i.d., digoxin 0.125 mg q.d., diltiazem 120 mg q.d., Docusate 100 mg b.i.d., Eliquis 5 mg b.i.d., FeSo4 q.d., Lasix 20 mg q.d., gabapentin 100 mg t.i.d., hydralazine 100 mg q.8, Keppra 1000 mg q.12, lisinopril 40 mg q.d., meg ox 400 mg q.d., methocarbamol 500 mg q.8, Toprol 50 mg b.i.d., omeprazole q.d., PEG solution q.d., KCl 10 mEq q.d, Zoloft 50 mg q.d., and tramadol 50 mg t.i.d.

DIET: Regular.

ALLERGIES: PCN, codeine and Zofran.
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PHYSICAL EXAMINATION:
GENERAL: The patient is lying in bed. She was awake and made eye contact and asked what I wanted.

CARDIAC: I went to listen to her and she refused that.

RESPIRATORY: She did not want me listen to her lungs and at one point she states she has been keep holding her breath if I tired so that was stopped.

MUSCULOSKELETAL: She has some edema. Trace at the ankle, but really not significant and noted right hemiparesis.

NEUROLOGIC: She is verbal. Speech is clear. She can give brief answers to basic questions when she wants to or refuses to answer in part I think she enjoys agitating other people.

PSYCHIATRIC: There is intentional inappropriate behavior and pushing at the limits. I do not think she has regard for anyone else, but wants people to keep trying to take care of her. Family has been spoken to her daughter, who lives here, has been her primary care takes her recently. She has a son who lives in Texas, is a family practice physician. He is in significant denial and lack of understanding as to how she is here in the facility and that she has dementia that is difficult to address, but it is disruptive and multiple efforts to adjust things so that she is more comfortable, cooperative, fail and so I believe that she is no longer appropriate for this facility. Nursing home would be more appropriate as she is a full assist for everything. She tries to feed herself, but otherwise needs assist five of six ADLs and on the top of it behavioral issues hitting, cursing, rational slurs and it is just no longer acceptable so I recommend notice of 30-day eviction and son can then figure out what to do.
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