


READMIT NOTE

RE: Doris Jones
DOB: 03/27/1937
DOS: 04/19/2022
HarborChase MC
CC: Readmit note.

HPI: Admitted to facility on 03/21/2022, when I went to see her initially, she had been admitted to the hospital, so she has returned and this is my initial contact with her. Her daughter Linda Bowles, also POA, is present and assists in giving information. On 04/06/2022, the patient was noted to have a change in her responsiveness, she was sitting in her wheelchair with her head leaning forward, was unable to hold it up and she was leaning at the waist unable to sit up straight, given the change in her orientation, she was sent to Norman Regional ER and admitted. A head CT in the ER showed subtle foci of hypodensity suspicious for acute infarct and UA grew out Enterococcus faecium. She was treated initially with vancomycin and then linezolid. An MRI was also done that did rule out acute CVA. The patient required a dysphagia 2 diet and her metabolic encephalopathy, which was multifactorial, took some time to resolve. Her baseline is still noted for advanced dementia. CBC showed an H&H of 8.3 and 26.9. BMP: BUN and creatinine were 17 and 0.61. She did require potassium replacement and her sodium bordered on hyponatremia at 135. Blood cultures were negative. Today, she was in the wheelchair being pushed by her daughter. She was very confused about what was going on. She was verbal, but it was random and out of context. She was unable to give any information. She stated that she had pain, but could not be specific as to where. When we went to her room, she was put into bed by the nurse assisting me, she is a full one-person assist. She did seem to relax once in bed though she would occasionally call out and needed reassurance.

PAST SURGICAL HISTORY: Appendectomy, TAH, cholecystectomy, and Lasik eye surgery.

ALLERGIES: PCN, DOXYCYCLINE, SULFA, and LEVAQUIN.

MEDICATIONS: Norvasc 5 mg q.d., bethanechol 10 mg t.i.d., BuSpar 10 mg b.i.d., CoQ10 q.d., divalproex 125 mg b.i.d., docusate b.i.d., levothyroxine 100 mcg q.d., Ativan 0.5 mg b.i.d., Namenda 5 mg b.i.d., olanzapine 2.5 mg b.i.d. to restart, MiraLAX q.d., progesterone 100 mg h.s. for menopausal symptoms, Senna q.d., Effexor 37.5 mg q.d., and Ambien 5 mg h.s.
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DIET: Regular.

CODE STATUS: DNR.

FAMILY HISTORY: Notable for brain tumor and CVA. The patient has a sister with dementia.

SOCIAL HISTORY: The patient has been married twice; the first ending in divorce and the father of her two children. She then remarried and this husband passed away three years ago. Her daughter states that she grieved heavily for him and, at that time, there was noted to be overall some change in her. She had support groups, but none of that seemed to help. She has gotten better from that perspective as dementia has progressed. She has two children. Her daughter Linda is her POA. Prior to admission here, the patient had lived at home with 24-hour care. Her daughter would come and be with her from 6 p.m. to 9 a.m. and then a CMA would come in from 9 a.m. to 6 p.m. After doing that for over a year, fatigue and inability to continue meeting care needs resulted in admission here.
REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient is unable to give information. She uses a wheelchair that due to frailty has difficult propelling. She is weight-bearing for a brief period of time. She has limited continence of bowel and bladder, is in briefs. She has had some disordered sleep, requires a sleep aid.

MUSCULOSKELETAL: Pain is an increasing issue.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female when seated in her wheelchair still has her head bent forward.
VITAL SIGNS: Blood pressure 105/67, pulse 99, temperature 96.8, and respirations 18.
HEENT: Decreased cervical neck stability leaning forward. Conjunctiva clear. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm. No MRG.

RESPIRATORY: Decreased effort with decreased bibasilar breath sounds. Mid to upper lung fields are clear. No cough.

ABDOMEN: Scaphoid. Bowel sounds present.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She sat in her chair most of the time with resting her left elbow on the chair and holding up her head. She has no edema.
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SKIN: Thin and dry. No skin tears or bruising noted.

NEURO: Orientation x1. She knows daughter. She speaks infrequently just saying a word or two. She appears to get agitated quickly, but then will speak more asking what is going on etc. She voices her discomfort.

PSYCHIATRIC: Agitated, anxious and difficult to redirect.
ASSESSMENT & PLAN:

1. Readmission note post hospitalization. From the hospital, she did transfer to NRH Rehab, was there a week and then returned here. She still continues to be frail and unsteady, difficulty propelling her manual wheelchair and decreased cervical neck stability. At this point, I do not think that further rehab right now would be of benefit. I think she is too frail and would likely not comply. We will give her acclamation time back to the facility.
2. Pain management. Her pain right now is inadequately managed with meloxicam. I spoke with daughter and she is in agreement with the addition of Norco. She wants her mother comfortable, so Norco 7.5/325 mg one-half tablet a.m. and h.s. and t.i.d. p.r.n. We will assess benefit and need to adjust the schedule dosing.
3. Agitation. Olanzapine 2.5 mg b.i.d. and divalproex 125 mg b.i.d. restarted; they had been discontinued at the hospital.
4. Hypoproteinemia. A protein drink q.d. recommended with family to provide.
5. General care. We will follow up with the patient next week just to assess any progression or regression. I think at this point we need to discuss code status and the patient is a hospice candidate in my opinion, but we will address that next week.
CPT 99338 and prolonged direct contact with POA 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

