


PROGRESS NOTE

RE: Lavonne Raymond

DOB: 02/12/1929

DOS: 07/08/2025
Rivermont AL

CC: The patient is a 96-year-old female with mild cognitive impairment and occasional behavioral issues with irritability that she directs toward other residents or staff.

HPI: The patient has also started yelling out from her room “Help! Help!” and will continue to do that until someone comes into the room; she does not use the call light nor does she come out of the room to seek assist which she is capable of doing. Generally, when staff do go in, she is just sitting in her manual wheelchair in the middle of the room and at times does not really have anything specific that she needs help with. ABH gel was recently started and has been of benefit in decreasing this behavioral issue. Today, the patient’s son came to visit, spent a fair amount of time with this mother; about an hour and she seemed to enjoy the visit. I went in to speak with him and he denied having any questions or concerns.

DIAGNOSES: New behavioral issues of agitation or irritability and wanting help, but not using call light or going through appropriate channels, wheelchair bound due to polyarthritis, HTN, HLD, insomnia, anxiety/depression, atrial fibrillation on Eliquis, and hypothyroid.

MEDICATIONS: Align 10 mg q.d., ASA 81 mg q.d., Lipitor 20 mg h.s., Eliquis 2.5 mg b.i.d., levothyroxine 125 mcg q.d., lidocaine patch to lower back on a.m. and off h.s., magnesium 250 mg one tablet b.i.d., Toprol 100 mg ER q.d., Remeron 30 mg h.s., PEG solution q.d., KCl 10 mEq 8 a.m., 2 p.m., and 8 p.m., torsemide 20 mg 8 a.m. and 2 p.m., and trazodone 150 mg h.s.

ALLERGIES: CLINDAMYCIN, ENALAPRIL and CELEBREX.

DIET: Regular with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Elderly female with her hair in a turban as per usual, seated in wheelchair and propelling herself around. Earlier, she sat in the middle of her room with the door open calling out for help, but no attempt to use the call light. I stepped in when the patient’s son was visiting and she seemed to be enjoying his company.
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VITAL SIGNS: Blood pressure 142/73, pulse 77, temperature 98.0, respirations 18, O2 saturation 98%, and weight 150 pounds, which is a weight loss of 16 pounds from 06/03.

MUSCULOSKELETAL: She has good neck and truncal stability, can propel her manual wheelchair without difficulty. She often self-transfers. She is encouraged to ask for help if needed. She is weightbearing. Trace lower extremity edema despite having been up most of the day with her legs in a dependent position.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

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

ABDOMEN: Slightly protuberant, nontender. Bowel sounds present.

NEURO: She makes eye contact. Her speech is clear. She voices her needs. She can be demanding and irritable if she does not feel people are attending to her quick enough. Her orientation is to self and place, has to reference for date and time. Speech is clear.

SKIN: Warm, dry, and intact. Senile keratoses scattered. No significant bruising and no breakdown noted.

PSYCHIATRIC: Today, she appeared a little bit agitated, but could not tell me why. Denied being upset and did not seem aware of how she was presenting herself when I talked to her about it. Later, she was in an activity and then went into the dining room and seemed to be more her baseline self.

ASSESSMENT & PLAN:

1. Increase in irritability and agitation that she takes out on others. ABH gel 1/12.5/1 mg/0.5 mL with 0.5 mL b.i.d. routine. I am discontinuing lorazepam tablet at 8 p.m.

2. Lower extremity edema. The patient is on torsemide 40 mg q.a.m. and 20 mg at 2 p.m., but is on generous KCl at 20 mEq q.a.m. and 10 mEq q. 2 p.m., which was started on 04/09 and 05/12 with a CMP on 04/08 showing a K of 4.1 and a normal BUN to creatinine ratio. We will check a BMP given the recent increase in diuretic and KCl. Adjustments or changes will be made as needed.

3. Followup on bilateral lower extremity edema. The patient has had Unna boot placed to both legs by home health. She had a shower this morning, so the Unna boots were removed and they were scheduled to be changed today, so I was able to look at her legs. There were small areas of breakdown due to ruptured vesicles etc., but the skin was warm and dry. There was some mild pinkness but nontender and the patient denied any pain. There was minimal active drainage. She is being followed by Amedisys Home Health.

4. Chronic hip pain. This was discussed last month on the visit. She was complaining of hip pain, but did not want to try anything stronger than Tylenol, so she has p.r.n. Tylenol that she can ask for as she needs.

CPT 99350 and social direct POA contact 10 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

