


PROGRESS NOTE

RE: Wanda Hayes
DOB: 09/16/1934
DOS: 05/04/2022
Rivendell MC
CC: Fall followup and increased tremors.
HPI: An 87-year-old with vascular dementia who ambulates independently. The patient had a fall on 04/24/2022; she was taking a shower by herself at 4:30 in the morning and fell in the shower and fortunately staff were able to get to her in a timely fashion; because she hit her head, she was sent to IBMC and returned with no new orders. Her ASA 81 mg q.d. is held. I am informed by the unit nurse that the patient was kept at IBMC two overnights, as she did have a small brain bleed and sequential followup imaging did not show extension of that bleed, but the holding of ASA. Today, it was noticeable that she has had an increase of bilateral upper extremity tremor and it also includes movement of her head, which had not been significant before. Trying to feed herself, she was having difficulty using a fork, I gave her a spoon and that continued. I spoke to the dining staff about getting her weighted utensils that may facilitate feeding herself. Later, I saw the patient out in the day room, she was talking to the activities director and just having really a conversation with herself, but directed at the activities person.

DIAGNOSES: Benign essential tremor, bilateral upper extremities, increased, vascular dementia staging secondary to recent fall, HTN, BPSD in the form of care refusal, and a history of delusional thinking.

MEDICATIONS: BuSpar 10 mg b.i.d. and 5 mg at 2 p.m., Haldol 0.5 mg one-half tablet 11:00 a.m. and 6:00 p.m., levothyroxine 75 mcg q.d. MVI q.d., primidone will be increased to 100 mg t.i.d., propranolol 20 mg 8:00 a.m. and 8:00 p.m., torsemide 40 mg q.d. MWF, trazodone 25 mg h.s. and Zinc 220 mg q.d.

PHYSICAL EXAMINATION:

GENERAL: Somewhat disheveled-appearing female, cooperative, but appeared slightly confused.
VITAL SIGNS: Blood pressure 133/67, pulse 91, temperature 97.6, respirations 20, O2 sat 97%, and weight 157 pounds.
HEENT: Her hair had not been combed. She complained of tenderness to palpation of her scalp, but there were no bumps or bruising evident, but positive for tenderness to palpation.
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CARDIAC: An irregular rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Cooperates with deep inspiration. Symmetric excursion. Clear lung fields. No cough.

MUSCULOSKELETAL: Significant increase in the amplitude and frequency of her upper extremity tremor with some mild tremor of her neck. Ambulates independently. No edema.

NEURO: Orientation x1-2. Speech is clear, but it is random and tangential, limited information given and requires direction to activities, meals.

ASSESSMENT & PLAN:

1. Increase in upper extremity tremor. Primidone 100 mg t.i.d., we will monitor for benefit versus any side effect.
2. Status post fall. Imaging showed a multilevel DDD of the C-spine and moderate spinal canal stenosis most severe at C3 and C4 as well as C6 to C7 and a well-circumscribed soft tissue density felt to be a benign neurofibroma or schwannoma. Given the increase in tremor, until the patient is more stable, ASA is discontinued.
3. General care. Family will be contacted to bring a specific type of cup, so that she can drink as she is not drinking fluids unable to hold a glass safely and weighted utensils are required and will be provided by kitchen.
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