


READMISSION NOTE

RE: Helen Hendricks
DOB: 02/16/1936
DOS: 01/11/2022
Rivendell MC
CC: Readmit note.

HPI: An 85-year-old readmitted to the facility today after a fall on 01/02/22 where she landed on her right hip, complained of pain. She was transferred to the hospital where she was diagnosed with a right hip fracture and underwent ORIF on the same evening. She then was transferred to Medical Park West on 01/07/22 for skilled care. The patient’s dementia was a limiting factor and benefit from skilled care, so she returned to the facility early. Today, she is seen in her room. She has clearly progressed over the last several months. I saw her a few weeks back and it was clear that she was staging. At that time, she was smaller, not talking and making eye contact, but confused and dependent for full assist on five of six ADLs. She was still trying to feed herself. At this point, she is clearly advanced beyond that. 
DIAGNOSES: Advanced Alzheimer’s disease, right hip fracture with ORIF 01/02/22, anxiety, polyneuropathy, HTN, and depression.

ALLERGIES: PLAVIX.

DIET: Puréed with thin liquid. She reported she has had no p.o. intake x 24 hours.

CODE STATUS: Full code.

MEDICATIONS: The patient returned on Norco 5/325 mg t.i.d. p.r.n., alprazolam 0.5 mg t.i.d. routine, divalproex 125 mg b.i.d., Lamictal 25 mg q.d., Seroquel 50 mg q.12h., Zoloft 100 mg q.d., Aricept 5 mg h.s., and hydroxyzine 150 mg h.s. 
PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, appears confused and afraid.

VITAL SIGNS: Blood pressure 124/62, pulse 49, temperature 97.9, respirations 22, and O2 sat 95%.
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RESPIRATORY: Unable to cooperate with deep inspiration. She has a normal effort and rate. Decreased bibasilar breath sounds. Lung fields fairly clear. No cough.

CARDIAC: She has distant heart sounds with a regular rate and rhythm. I could not appreciate M, R, or G.

ABDOMEN: Soft. No distention or tenderness. Hypoactive bowel sounds.

MUSCULOSKELETAL: Frail, unable to reposition without assist. Right hip incision site staples in place in three different areas. No lower extremity edema. Intact radial pulses. She is able to move her arms.

NEURO: She was nonverbal. She looked about. She seemed to become a bit more relaxed and was cooperative. She did not resist exam, but did want me to hold her hand throughout.

SKIN: Warm and dry. Fair turgor. Right hip: There is black bruising that remains along the length of the incision as well as the posterior area of the left hamstring. Her perivaginal area of the skin is intact. There is no redness, warmth or tenderness. No lesions noted. Perirectal area skin is intact, appears to be healthy and normal tissue. Her skin on her back is also warm, dry and intact.

ASSESSMENT & PLAN: 
1. Readmit. The patient is resuming Traditions Hospice Care. The hospice RN is here and I have spoken with him for the POC going forward. Previous medications are discontinued. We are going with comfort measures and should there be a change where she rallies, then we can look at what previous medications need to be restarted. 
2. Code status. The patient’s POA is son Jeff Brown who lives in Sonora, California. We will contact him regarding code status and update him on the care that has been given to date. A second call placed to son and voicemail left, phone immediately goes to VM. 
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Linda Lucio, M.D.
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