


PROGRESS NOTE

RE: Rose Nixon
DOB: 05/06/1930

DOS: 12/12/2024
The Harrison AL

CC: ER followup.

HPI: A 94-year-old female who had a fall in her room on 12/11/24, hit her head and had some facial bleeding. She was taken to Norman Regional ER where she was evaluated and received Steri-Strips to skin tears on her face. The patient had fall asleep in her living room recliner, which is common for her. She has started to have scary dreams by her report and she was reacting to the dream she was having by moving and trying to get away and that is what resulted in the fall where she went headfirst to the ground. The patient had a thorough evaluation to include a head CT. No acute changes were found and she was discharged to return to the facility later on 12/11/24. Today when seen in her apartment, she was in really good spirits, just making eye contact, talkative, and stating how she felt silly about having to go to the ER for falling out of her chair. Then, she became a little bit more serious when I asked about the bad dreams that she was having. She acknowledged that she was having these nightmares and it did not occur every time she fell asleep and was independent of time of day. Denies that she hurt herself much though; I reminded her she did have to go to the ER.
MCI which has progressed to unspecified dementia and bereavement issues. Her spouse of greater than 60 years passed away in early October. The grieving process was very difficult for her in the beginning. She had a lot of family support as well as staff here were very supportive of her and would check on her frequently. She seems to be doing much better now. She can talk about him without appearing just woefully sad and actually she does not talk about him as frequently as she used to and her sense of humor is coming back.

DIAGNOSES: Insomnia, hypothyroid, HTN, COPD, and bereavement.

MEDICATIONS: Lasix 40 mg MWF, levothyroxine 150 mcg q.d., Ativan 0.25 mg b.i.d., and trazodone 50 mg h.s.

ALLERGIES: STATINS.

Rose Nixon

Page 2

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is sitting comfortably in her recliner. She was alert, made eye contact and engaging.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: The patient is weightbearing, for transfers has a manual wheelchair that she can propel using her arms and feet. She has a walker that is used in the room. She has just trace lower extremity edema at the ankle.

NEURO: Orientation x 2-3. Speech is clear. Can voice her needs. Affect is becoming more animated with a sense of humor shown and she understands given information and asks appropriate questions.

SKIN: Warm, dry, and intact with fair turgor.

ASSESSMENT & PLAN:

1. ER followup. She hit her head as she went down from her recliner, fortunately sustained only a few skin tears; those were cleaned and dressed in the ER and she has Steri-Strips in place at the bridge of her nose and on her forehead. I told her not to pick at them; that they would come off when the skin tear was healed, and fall off on their own.

2. Bereavement. Encouraged her to start getting out for activities such as Bingo, which used to enjoy. She does come out for meals and I told her all she had to do was use her call light and staff would help her get to whatever activity was going on and that it would be good for her and she was quiet and then just nodded her head ‘yes’.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

