


PROGRESS NOTE

RE: Ruth Upchurch
DOB: 12/19/1932
DOS: 12/21/2022
Rivendell, MC

CC: ER followup and hospice discussion.

HPI: A 90-year-old patient with endstage vascular dementia who has family that are very involved in her care. One of her son spends a lot of time here. He was contacted last night by a med aide who reported that the patient was not acting right. No nurse was notified and given the situation that the son was put in, he elected to have her sent to the ER. In the ER, she had an extensive workup. The CT of the abdomen showed thickened enhancing bowel wall loops of the jejunum and duodenum suggesting enteritis and she returned with scripts for Cipro 500 mg b.i.d. for seven days and Flagyl 500 mg t.i.d. for seven days. Today, she has been in bed. The majority of the time, she did get up for breakfast, ate a small amount and then wanted to return to bed where she has remained. Antibiotics have not yet been started. I spoke to son/POA, Mike Upchurch who was present in the room regarding the multiple ER visits, the stress that it puts on the patient, physically and emotionally affecting her cognition and brought up hospice. After a lot of talking and discussion about things that have happened to date. When hospice was brought up, he asked who was recommended, two names were given and the benefits and that care continues to go on for things we just do not go outside of the facility i.e. to the ER. 
DIAGNOSES: Endstage vascular dementia dependent for full staff assist 6/6 ADLs, diastolic CHF wheelchair bound with neck and trunk stability fairly good, history of UTIs and new diagnosis of proximal small bowel enteritis, and chronic pain management.

MEDICATIONS: Roxanol 10 mg q.4h. routine and q.2h. p.r.n., Lexapro 10 mg q.d., Pepcid 20 mg q.d., Flonase b.i.d., Haldol 0.5 mg 10 a.m., Toprol 25 mg q.d., Systane OU h.s.

ALLERGIES: NAPROSYN.
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CODE STATUS: DNR.

DIET: Mechanical soft with ground meat.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female sleeping soundly for the entire time before I talked to her son. When I talked her son and afterwards, did not resist exam.

VITAL SIGNS: Blood pressure 112/62, pulse 55, temperature 98.2, respirations 18, and O2 sat 93%.
RESPIRATORY: Of course, she is sleeping. So there is decreased bibasilar breath sound secondary to effort. Lung fields are relatively clear with a normal effort and rate. No cough.

CARDIAC: Regular rate and rhythm without MRG.

ABDOMEN: Hyperactive bowel sounds. No distention or tenderness. Previous taut abdominal tissue is now laxed.

MUSCULOSKELETAL: Generalized sarcopenia. No LEE. She has fair neck and truncal stability in a manual wheelchair and is weightbearing after transfers.

NEURO: Dependent for staff assist 6/6 ADLs. Orientation x 1 to 2.

ASSESSMENT & PLAN:
1. Endstage vascular dementia. Hospice Traditions was elected order written for them to evaluate and follow the patient. They will hopefully see son this afternoon.
2. Enteritis. I have stated that we will go ahead and follow through with antibiotic as they have not been started.
3. Medication review. I have discontinued some medications at this point are not essential.
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This report has been transcribed but not proofread to expedite communication
