


PROGRESS NOTE

RE: Anna Arvel White
DOB: 06/12/1945
DOS: 03/28/2023
Jefferson’s Garden
CC: Assume care.

HPI: A 77-year-old in resident since 11/07/22 seen in room. I was told that the patient tends to want to be left alone. She comes out for meals and she only eats cereal with milk. I did review labs with her that it shows a low protein and albumin. She is willing to take in a protein drink daily.
DIAGNOSES: Dementia unspecified with BPSD which is decreased, hyperlipidemia, hypothyroid, history of orthostatic hypotension, GERD, depression, and anxiety both of which she brought up today.

PAST SURGICAL HISTORY: Status post colon resection secondary to CA underwent chemo. She has been cancer free and unclear who she follows up with over the last time she was seen, partial hysterectomy, and right knee replacement.

MEDICATIONS: Lipitor 10 mg h.s., Celebrex 100 mg q.d., Depakote 250 mg q.d., Cymbalta 30 mg q.d., Remeron 15 mg q.d., midodrine 5 mg t.i.d., levothyroxine 50 mcg q.d., Protonix q.d. 40 mg, KCl 20 mEq ER q.d., Seroquel 50 mg q.d., Senna Plus q.d., and azelastine eyedrops b.i.d. p.r.n.

ALLERGIES: AMOXICILLIN, CLINDAMYCIN, and PROCHLORPERAZINE.
SOCIAL HISTORY: She is widowed. Chart paperwork says since 1999, she corrected it to 1997. Son Ed is POA and he is an attorney. She tells me that he is difficult to get a hold of. She is a retired librarian. She was a pack per day smoker for about 30 years.

FAMILY HISTORY: Her father had Alzheimer’s disease and died at the age of 89. Her mother had a CVA and poorly controlled hypertension died at the age of 54.

DIET: Regular.
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CODE STATUS: Currently full code.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her baseline weight was 170 pounds. She has lost weight since admission.

HEENT: She wears corrective lenses, but did not have them in place as she wears a pair of regular glasses and readers. She is HOH, but does not have hearing aids. No difficulty chewing or swallowing with native dentition.

RESPIRATORY: No cough expectoration or SOB.

CARDIOVASCULAR: History of orthostatic hypotension. She does not know much about it and has been followed for here where it has not been evident that she needs midodrine.

MUSCULOSKELETAL: She ambulates with a walker. She demonstrated to me how she gets herself up about the chair and can walk to the walker and then uses it around her room and outside.

GI: No dyspepsia and continent of bowel.

GU: History of UTIs. She was treated for same. On 03/09/23, she was E. coli positive and I gave an order for Cipro 500 mg b.i.d. for five days which was started on 03/14/23 and she has completed treatment.

NEURO: She has some short long-term memory deficits part of it is I think showing she is going to do what she wants do and we will answer, but some of that started to change as the time spent with her went on and she was able to give more information, but there on the MMSC which was 17/30 a clear memory deficit.

PSYCHIATRIC: When questioned about depression due to some of the medications that she is on, she acknowledged that she is depressed and does not think the medications that she is on are necessarily having a big impact and I asked about anxiety and she stated that she clearly has had anxiety for a long time and that has not been helped with the medications.
PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female seated in her recliner somewhat begrudgingly turned off her television without my asking, but then pulled a magazine that she had on the side table and was looking through that as I was talking to her. 
VITAL SIGNS: Blood pressure 158/92, pulse 86, temperature 98.1, respirations 16, O2 sat 94%, and weight 159.8 pounds.

HEENT: She has short hair. Conjunctivae clear, not wearing glasses. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple with clear carotids.
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RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

ABDOMEN: Slightly protuberant abdomen and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. She has fair muscle mass and motor strength and showed me how she repositions herself and then can self transfer and had upright posture when using her walker. No LEE.

NEURO: Orientation x2. References for date and time initially would give a one or two word answer questions without looking in my direction. She started to make eye contact and offer a little more information that it was clear that she had memory deficit. Affect remained guarded.

PSYCHIATRIC: The patient acknowledged depression and anxiety which she feels is the component that she really is not getting benefit from with any of the medication she is on. She also stated one thing she did need help with was sleep and what could use something for that. She states that she lies there for a long time before she starts to fall asleep and then will sleep a couple of hours and then awaken and it starts over. So she does not feel rested. 
SKIN: Warm, dry and intact. Fair turgor. No breakdown noted. Bilateral heels were soft and I told her we would order skin prep and explained what that was. She has toenails that could be clipped, but no fungal change.

ASSESSMENT & PLAN:
1. History of orthostatic hypotension. Review of blood pressures for the past two weeks without the use of midodrine range from 110 to 164 and pulse rates 68 to 90. She has not had midodrine in the time that she has been here and there have been clear parameters for checking her BP and went to dose it. So I am going to discontinue midodrine.
2. Hyperlipidemia. Labs done on 03/09/23 reviewed with the patient show T-cholesterol of 133 in target range, HDL of 48 which is close to target range and LDL 56 well within target range of less than 100. Discussed the use of Lipitor and she is willing to take a break from it. So when current supply is out, I will discontinue medications.

3. CMP and CBC review all WNL with the exception of T protein and ALB which are 5.9 and 3.5. I am writing for protein drink minimum one q.d. and she is agreeable. Family will be contacted.
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4. Depression/anxiety. I think she would be better served by Zoloft I am going to start it at 100 mg q.d. given that she is already on other medications to include SSRIs and I will discontinue Remeron and Cymbalta.

5. History of BPSD. I am going to discontinue Seroquel and we will hold Cymbalta to rule out that there is neuropathic pain issue that she does not seem aware of.
6. Code status. The patient has an advanced directive indicating no heroic measures. I talked her about a DNR and the fact that she does not have one. She stated she thought her son had it, but after discussion she is in agreement with me signing the physician certification of DNR and put it on chart and understands DNR.
7. Social. Family is to be contacted. 
8. Insomnia. Trazadone 50 mg h.s. to start and we will adjust dose as needed.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
