


PROGRESS NOTE
RE: Betty Hill
DOB: 09/12/1935
DOS: 10/26/2022
Rivendell MC
CC: Fall followup.
HPI: An 87-year-old who states she was sitting in her recliner dropped something beside the recliner attempted to lean over and pick it up, she fell head forward and was not able to get herself back into a seated position until staff arrived. Sent to SSM ER for a scalp laceration and head CT showed an open fracture of the left side of the occipital bone. Today, the patient was seen at lunch time. She was eating. She was alert, gave information talked about the recliner and that it is a problem and included that her husband’s fall was related to him being in his recliner and sitting on the remote, which led to a fall. I told her I had previously discussed this with the unit nurse and unplugging the recliners is something that we have considered and she stated that she would be all for that and thinks that it would be good for her husband as well. This would also negate the need to have the chairs removed and replaced by family. Apart from this everything else is stable.
DIAGNOSES: Unspecified dementia with BPSD, care resistance, verbal aggression, insomnia, bilateral lower extremity edema with weeping right greater than left, HTN, DM II and HLD.
MEDICATIONS: Tylenol 650 mg b.i.d., alprazolam 0.25 mg t.i.d., BuSpar 15 mg h.s., Haldol 0.5 mg at 5 PM, Zoloft 50 mg q.d., atenolol 50 mg h.s., torsemide 100 mg q.d., valsartan 160 mg q.d., calcium 600 mg q.d., fish-oil 1 g q.d., Flonase b.i.d., gabapentin 300 mg h.s., glipizide 2.5 mg b.i.d. AC, lansoprazole 30 mg q.d., levothyroxine 200 mcg q.d., MVI q.d., MiraLax every two days, and KCl 10 mEq q.d.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Regular NCS.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert seated comfortably cooperative.
VITAL SIGNS: Blood pressure 131/82, pulse 69, temperature 98.1, respirations 18, and O2 saturation 96%, and weight 165.8 pounds. Weight loss of 1.8 pounds.

CARDIAC: Regular rate and rhythm with a soft SCM.

RESPIRATORY: She has a normal respiratory effort and rate. Lung fields clear. Decreased bibasilar breath sounds. No cough.

NEUROLOGIC: Orientation x2. She makes eye contact. Voices her needs. Her speech is clear. She gave a patchy recollection of what went on that led to the ER, request that staff not come over her laceration and I told her that would be relayed.
MUSCULOSKELETAL: She has intact radial pulses. Her right leg has Unna boot wrapping and her left leg has compression sock in place. No pain elicited to palpation. She is weight-bearing. She is ambulating with a walker.

ASSESSMENT & PLAN:
1. Fall followup. Scalp laceration is overlying the parietal into occipital area large in length it was glued. There is no weeping, mild tenderness to palpation of the scalp. The skin appears normal color. She also then has an open occipital fracture. Denies headache, visual or auditory changes. The head CT at SSM showed a left parietal scalp laceration with nondisplaced left occipital skull fracture.
2. Moderate to severe microangiopathy. Moderate generalized atrophy with chronic infarcts of right anterior temporal lobe and left cerebellum.
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