


PROGRESS NOTE

RE: Helen Murphy
DOB: 08/21/1926
DOS: 12/07/2022
Rivendell AL
CC: Fall followup.

HPI: A 96-year-old who had falls x2 on 02/06/22. Fortunately, there was no injury. The patient was not able to get herself up off the floor. She has a history of a wound on her right lower extremity as well as fracture of the same hip and knee with extensive repair surgery some time ago, but limited movement. It took five people to get her up off the floor. She slept all day today because she felt worn out per staff report. The patient is seen in the room today. She was in bed. It was 6:30. She was irritable, asking why I was in seeing her and wishing that people would stay out of her business which is just how she interacts. I told her that I was just checking to see that she was okay. I was aware she had not eaten and she did have water adjacent to bedside and I encouraged her to drink fluid. Son/POA Larry Murphy has also requested referral for Suncrest Hospice to evaluate his mother as appropriate and he and his wife will be looking at the Highlands component of the AL building tomorrow to see if there is a room available for her. Spoke with POA and told him that I was writing the order and they would be calling him to get consent for them looking at her chart and seeing her. I also highlighted the reasons I thought Highlands would be of benefit for her and that there is an aide with whom she has a good relationship who works back there. The patient denied any pain this evening and actually did not even remember the fall. 
DIAGNOSES: Advanced unspecified dementia, BPSD in the form of care resistance, irritability and impatience demonstrated toward staff, lower extremity wound – receives wound care at NRH, hypothyroid, and anxiety.

MEDICATIONS: Depakote 250 mg q.a.m. and 500 mg 5 p.m., Haldol 0.5 mg q.a.m., Norco 10/325 mg one tablet b.i.d., levothyroxine 50 mcg MWF, nystatin powder to peri-area, Eucerin cream to legs q.a.m. and h.s. and D3 5000 units MWF.

ALLERGIES: NKDA.
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CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient lying in bed, awake, 6:30 in the evening. 
VITAL SIGNS: Blood pressure 101/56, pulse 90, temperature 97.2, respirations 18, and O2 sat 93%.

MUSCULOSKELETAL: Repositions self in bed using her arms. She is weightbearing with standby assist. No LEE. Transported in a wheelchair. She can propel it very short distances, otherwise is transported.

NEURO: She was her usual gruff manner about not wanting to be seen. Orientation x 1 to 2. Significant short and long-term memory deficits. She had no recollection of the falls yesterday. Speech is clear. She makes her needs known. She does not realize her own limitations.

SKIN: She has a few scattered bruises on her forearms that appear to be old and dressing on her right lower extremity wound.

ASSESSMENT & PLAN:
1. Fall followup, no injury. The patient is wheelchair bound and is able to use call light.

2. Right lower extremity wound. Refused going to wound care today with her son and DIL transporting. We will see how she is next week. 
3. Dementia, advanced. The patient refuses care of all type 90% of the time. POA looking into placement in Highlands. I did speak with him this evening and encouraged him to consider it and highlighted the benefits of that unit as opposed to the larger AL unit. 
4. General care: Son Larry/POA requests Suncrest Hospice to evaluate the patient. I let him know that order was written, to be expecting a call from them and she may meet criteria and hopefully she will let them see her. 
CPT 99308 and direct POA contact 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
