


PROGRESS NOTE

RE: Connie Bartling
DOB: 07/08/1952
DOS: 01/28/2023
Rivermont MC
CC: Decline in mobility with multiple falls and senile debility increase.

HPI: A 70-year-old with end-stage vascular dementia who had an unusual gait, but she managed to get around without falling that has changed that she has had difficulty standing and then coordinating her gait resulting in falls fortunately with minimal injury such as a small skin tear and those have healed. She also went through a period of refusing her eye drops that has resolved. Review of changes indicates hospice evaluation is indicated. I contacted her daughter Lisa Finlay who is POA. The patient’s son Tim Bartling had been POA, but he recently passed. I had a discussion with daughter who states that she has noted the decline, had taken her mother out for an extended period over Thanksgiving and then came to see her the beginning of this month and noticed a significant difference between November and January in the patient. I did bring up hospice and explained the benefits to her as well.

DIAGNOSES: Unspecified dementia end-stage, history of CVA, HTN, HLD, osteoporosis and BPSD.
ALLERGIES: NKDA.
MEDICATIONS: Alprazolam 0.25 mg 9 a.m. and 2 p.m., Seroquel 50 mg 9 a.m. and 9 p.m., Zoloft 75 mg q.d., benazepril 40 mg q.d., Citracal 200 mg q.d., D3 10 mcg q.d. and Systane Gel OU q.a.m.
DIET: Regular finger food as she cannot hold utensils with Ensure, we will decrease to b.i.d.
CODE STATUS: Now DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in day room. She looked about cautiously without verbalization.

VITAL SIGNS: Blood pressure 129/69, pulse 64, temperature 97.4, respirations 17, and weight 124 pounds.
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HEENT: She has full-thickness hair, it was combed. Conjunctivae clear. Moist oral mucosa.

NECK: Supple.

CARDIOVASCULAR: She had a regular rate and rhythm without MRG.

RESPIRATORY: Does not do deep inspiration, but lung fields clear with symmetric excursion and no cough.
NEUROLOGIC: No longer ambulatory and nonverbal. Made eye contact. Appeared a bit guarded, but allowed exam, unable to give information. She is now dependent for staff assist 6/6 ADLs and diet has been changed to finger foods as she is no longer able to use utensils.
SKIN: Warm, dry and intact. Fair turgor. No bruising or skin tears noted.
ASSESSMENT & PLAN:

1. Vascular dementia with progression to end-stage. Spoke with POA who gives consent for hospice evaluation. Ordered for Traditions to evaluate and follow and I think it will be of benefit to the patient as well as to the family and some of that was explained as well. Daughter has noted progression in January stating that it is exactly what I had presented to her.

2. Code status. There was discussion with daughter regarding DNR and states that her mother has previously expressed to her that she did not want to have all that, the aggressive treatment, if she was not breathing or her heart was not beating, so she agrees to DNR; form is signed and placed in chart.

3. Medication review. Oxybutynin discontinued as the patient remains incontinent and we will continue with behavioral medications as they are, would like to streamline them, but we will address that at next visit.
4. Weight issues. There was concern as she had previously been losing weight; her last BMI was 21.1 when she was 123 pounds. She is now 124 pounds, so now remains her BMI range.
CPT 99350 and advance care planning 83.17 and direct POA contact prolonged 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

