


PROGRESS NOTE
RE: Shirley Anderson
DOB: 06/18/1937
DOS: 02/10/2025
Rivermont AL
CC: Behavioral issues and contact son.
HPI: The patient is an 87-year-old female in residence since 01/02/2025. The patient has noted medical issues, but has also had a lacunar infarct in 2019 and a CVA then diagnosed a month later of 2019. There have been noted behavioral issues that both sons speak of, which have led to placement in long-term care. In the time that she has been here, there have also been several issues that I have gotten attention and raised concerns on the part of sons. The patient has a Life Alert as opposed to using the call system of the facility. The patient has used it at least three times calling EMSA and the fire department, being taken to the emergency room and returning back with no findings that required treatment. She states that who is a better judge of her and how she feels than her and so until she was taken to the ER she did not know that everything was okay. Staff state that she had also been very rude and abrupt with EMSA because they arrived here without a fire department preceding them and she clearly stated that she was expecting the fire department to come. Reviewed with her the use of the call light available to her in her room, which notifies the staff and the overnight nurse and/or med aide who then come and check on her and assess whether or not anything needs to be done such as sending her out. I also made her aware that if there is anything that goes on they know that they can contact me and I can order labs and medications etc., that may be indicated and she did not have any comment about that. She is verbal. She does a lot of justifying and explaining and does not really see any other perspective, but her own. She states that she is sleepy. She states that she does have some discomfort, but nothing that is not manageable. She does go to the dining room for meals, but has not participated in activities. Falls, as she claims that have happened in her room, staff will find her lying on what appears to be a pallet of pillows or blankets, so she does not hit the floor, but hits those things instead and she denies that anything was intentional.
DIAGNOSES: Vascular dementia given history of CVA and lacunar infarct, BPSD; she can be manipulative and insight and judgment is decreased, paroxysmal atrial fibrillation on Eliquis, HTN, hyperlipidemia, history of vertigo, anemia, polyosteoarthritis with chronic pain management, history of breast cancer and history of supraventricular tachycardia.
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MEDICATIONS: Unchanged from 01/14 note.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: Now, DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient is seen in room. She is alert and quite talkative.
VITAL SIGNS: Blood pressure 137/81, pulse 66, temperature 97.8, respirations 19, O2 saturation 97% and weight 140 pounds; loss of 2 pounds since admit.
NEURO: She is oriented x2-3, she has to reference for the date and time. Speech is clear. She goes on about how she has been doing and she responds to questions with long answers; initially, does not respond to questions about calling EMSA, then she does and reasons that she did not know that everything was okay until she went to the emergency room. Reviewed again that what she can do to get assist here initially before any need determined for ER. At times, she seems flippant, but she does stand her ground. She does spend most of the time in her room. She comes out for meals on occasion.

MUSCULOSKELETAL: The patient ambulates with a walker. She is steady and upright. Moves arms in a normal range of motion. No lower extremity edema. She has slight decrease in generalized muscle mass, but motor strength is improving.

CARDIAC: She has an irregular rhythm without murmur, rub or gallop. PMI nondisplaced.

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

SKIN: Warm, dry and intact with good turgor.

ABDOMEN: Soft. Bowel sounds hypoactive. No distention or tenderness.

ASSESSMENT & PLAN:
1. Falls with ER visits. Fortunately, there was no injury or illness detected and the patient after evaluation returned with no new orders.
2. Insomnia. The patient when asked states that she is just not sleeping well, difficulty getting to sleep and staying asleep, so a trial of trazodone 50 mg h.s. is ordered and we will see how she does with it and hopefully it is effective. I told her that we can always increase the dose if needed.
3. UA with C&S review. This was ordered on 01/21 shortly after her admission and there were noted behavioral issues thought to be contributing factors, but UA returned completely unremarkable, no evidence of UTI, so no treatment indicated.
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4. Hypoproteinemia. T-protein and ALB are 5.4 and 3.3. I told the patient that that is not uncommon when patients are new if they have not been eating routine meals at home, but we will give her time and if needed a protein drink maybe three times a week would also be of benefit.
5. CBC review. Hemoglobin slightly low at 11.4 not of concern at this time. Hematocrit WNL at 36.0. Normal platelet count and indices are all normal.
6. Screening TSH also WNL.
7. Advance care planning. There is a completion of the partially filled out DNR that the patient had signed for, so she is now of DNR status and order is written in chart.

8. Social. I spoke with her son David Carmack who lives in Boston and went over questions that he had, concerns wanting to know how she is doing, so things were repeated more than once and told him that anytime he has questions or concerns he is welcome to call. His concern was that she was having delusions or hallucinations, which were leading to her doing things like planned falls or going to the emergency room and he told her that one of his concerns was that, she states the ER doctor told her that it was all in her head and he wonders if that is the hallucination. The patient is not on any psychotropic medication. We will begin though with low-dose Seroquel 12.5 mg b.i.d. and we will monitor the next couple of weeks adjusting dose as needed.

CPT 99350, advance care planning 83.17 and time spent with POA 45 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
