


PROGRESS NOTE

RE: Mary Jane Cook
DOB: 04/27/1936
DOS: 05/13/2024
Rivermont MC
CC: Dementia progression, left hip pain and transition to hospice care.

HPI: An 88-year-old female with advanced frontotemporal dementia exacerbated by acute left hip pain starting approximately a month ago. The patient has a history of left hip fracture post ORIF and daughter had thought that there was pain related to the hip fracture or prosthesis. Left hip x-ray showed intact orthopedic hardware with no new femoral neck fracture, but moderate bilateral hip joint OA. She was treated with pain with Norco 7.5/325 mg one tablet 9 a.m., 1 p.m. and 5 p.m. and two tablets at h.s. There was some benefit, but she still remained very uncomfortable with any positional change. I contacted daughter and spoke with her about what was going on with the patient and this pain that seem difficult to alleviate. I recommended that she make an appointment to have her mother seen by the orthopedist who did the replacement that he would be able to order imaging that is difficult to order as outpatient. She did not make that appointment and after he examined her, he diagnosed her with possible bursitis and treated her with steroids which seemed to help some, but not fully alleviate her pain. Along the way discussion occurred regarding hospice, she was evaluated and started on Traditions Hospice on 04/29/24. I spoke with hospice regarding her pain. They were able to observe the following day and so the decision was made to start her on MS ER 30 mg at 8 a.m. and 8 p.m. and that has done great job of managing her pain to the point that she is not crying with any positional change that she allows them to get her up and take her into the dining room for meals. The low-grade agitation that she would display has been treated with p.o. Ativan and it may at times make her a bit drowsy, but not excessively so and she is able to stay awake for personal care meals and occasionally coming into activities room, but she primarily wants to stay in bed stating that her hip does not hurt that way. 
DIAGNOSES: Advanced frontotemporal dementia with recent staging, left hip pain etiology unclear, prosthesis intact no evidence of infection or fracture, recent orthopedist visit diagnosed with possible bursitis, pain management, hypothyroid, GERD, and chronic seasonal allergies.
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MEDICATIONS: Going forward. Gabapentin 100 mg 9 a.m., 1 p.m., 5 p.m. and 300 mg h.s., levothyroxine 100 mcg q.d., omeprazole 40 mg q.d., propranolol 60 mg q.d., Senna q.d., trazodone 100 mg h.s., Claritin and Flonase changed to p.r.n.

ALLERGIES: Barium sulfate.

CODE STATUS: DNR.

DIET: NAS with thin liquid.

HOSPICE: Traditions.

PHYSICAL EXAMINATION:

GENERAL: The patient was resting comfortably when seen. She briefly opened her eyes, but did not speak.

VITAL SIGNS: Blood pressure 124/60, pulse 72, temperature 97.5, respirations 17, O2 sat 99%, and weight 143 pounds.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has regular rate and rhythm. No murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: No lower extremity edema. Did not observe gait or weightbearing. She is transported in manual wheelchair that I am told is about 1 to 2 person assist for transfers.

NEURO: Orientation to person in Oklahoma. She speaks less frequently. Affect is generally flat.

ASSESSMENT & PLAN:
1. Left hip pain, etiology unclear, but pain is now managed with MS ER 30 mg q.12h. She has Norco that remains available, but is not being given routinely, but rather p.r.n. for breakthrough pain and gabapentin as well.

2. Bowel regimen. Given the pain medications she is now on, I am adding MiraLax q.a.m. to Senna at h.s. and MOM 30 mL q.d. p.r.n. If the patient has no BM greater than two days then the MOM is to be given in 6 ounces of warm prune juice which will stimulate a BM.
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3. Dysphagia. This is per staff report for both food and medications. I have discontinued several nonessential medications and changed others that are possibly needed p.r.n. to p.r.n. status.

4. Depression. She is on Lexapro 10 mg q.d. and changing that to MWF only with goal to discontinue. She has Ativan which will take the place of SSRI.

5. History of insomnia. She receives trazodone 50 mg h.s. I am holding that for a week given the MS ER at 8 p.m. She likely does not need anything more for sleep. If after a week she is found to be sleeping without a problem then we will discontinue medication.
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
