


READMIT NOTE
RE: Betty Hill
DOB: 09/12/1935
DOS: 12/28/2022
Rivendell MC
CC: Readmit note.
HPI: An 87-year-old readmitted to Rivendell MC now going from Sequoia to Sycamore, which is the third level of care assist. The patient had a fall on 12/22/2022 where she hit her head and was then sent to SSM ER. The patient’s behavior was reported as quite disruptive and uncooperative after being given IM medication. There was no decrease in her acting out. She required restraints and was subsequently admitted to the floor for a CT, which revealed a subdural hematoma. The patient returned to Rivendell MC 12/27/2022 reported to continue with behavioral issues, verbally assaulted and rude to staff, which was her baseline behavior. Her husband is now on Magnolia. They have been able to see each other since her return. There had been a move to try and get the patient into Geri-Psych that fell through and she has not returned with any additional BPSD meds. She has observed in the dining room. She is sitting in a wheelchair being fed. When I spoke with her, she spoke but it was random and out of context. There has been clear staging of her underlying dementia.
DIAGNOSES: Unspecified dementia with progression requiring staff assist with 6/6 ADLs, BPSD in the form of verbal abuse directed to staff primarily but other residents. Bilateral LEE, HTN, DM II, HLD and insomnia.
HOSPICE: Suncrest Hospice, which followed the patient prior to recent events.
MEDICATIONS: BuSpar 15 mg b.i.d., divalproex 125 mg b.i.d., gabapentin 300 mg h.s., Haldol 0.5 mg h.s., Prevacid 30 mg q.d., levothyroxine 200 mcg q.d., MVI q.d., MiraLax q.d., Zoloft 50 mg q.d. and valsartan 160 mg q.d. that is a lot of medication in the morning.
ALLERGIES: NKDA.
DIET: Regular NCS.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Elderly female seated in wheelchair, initially quiet then verbal but content random.
HEENT: Conjunctivae clear. Corrective lenses in place. Moist oral mucosa.

MUSCULOSKELETAL: She has fair neck and truncal stability in a manual wheelchair and +1 nonpitting edema bilateral LE.

NEUROLOGIC: Orientation x1, possibly 2. She makes eye contact. There is a decreased volume to her speech saying only a few words at a time. Content is random. Affect is flat. Not able to give information just mumbles a couple of words at a time that are not in context. She is a staff assist for all ADLs. No longer weight-bearing and a standard wheelchair that she is not able to propel.
SKIN: Dry on her lower legs. There is scaling of dry skin.

ASSESSMENT & PLAN:
1. Unspecified dementia with progression. She is at a new baseline and essentially end stage requiring staff assist. We will see where she is behaviorally as time goes on.

2. BPSD. She has divalproex and Haldol in place and will make adjustments in medication if needed as time goes on.
3. Subdural hematoma that is just going to take time to resolve. Currently not on any anticoagulant and prior to her fall not on anticoagulant.
4. DM II. Recent changes to her medications based on A1c. We will follow up with into February 2023 A1c.
5. Social. Family is aware of the decline in the patient and care that is being provided. Daughter/POA does not want her parents to be able to see each other. Ms. Hill appears to be less affected by seeing her husband and nonchalant about when she returns to her room or he leaves whereas Mr. Hill is quite upset in any event. We will continue to monitor.
CPT 99338
Linda Lucio, M.D.
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