


PROGRESS NOTE

RE: Linda Griffin
DOB: 10/21/1946
DOS: 08/07/2025
Radiance AL
CC: Several issues.

HPI: A 78-year-old female who resides in memory care. She is followed by complete home health and her brother and sister-in-law serve as POA and co-POA. I met with both her brother and sister-in-law about five to six weeks ago and the SIL did most of the speaking about discontent with the way that home health was spending time with the patient. It was clear that they were coming to get insulin on Saturdays and leaving. There was no time spent with the patient. Other services such as bathing her, washing her hair, which were to be included were neglected and there was no time otherwise spent with the patient. I contacted the home health. I spoke with management about the discontent on the part of the family with the care given Ms. Griffin. The options were that they either start helping with the showering and washing her hair at least every other week and then spending time with her on the Saturdays when they came to give insulin. They could read to her from her Bible or from one of her books spending 15 to 20 minutes one day a week would be enough. If they were not able to do that and they would find another home health. Apparently, they have changed and they are spending time with her. Today when I went to see her, she looked clean and fresh. They had bathed her and washed her hair early this morning and it was styled and she looks like she felt good. The patient is not a behavioral problem. She is cooperative with taking her medications, goes to bed at night and sleeps through the night, interacts well with other residents.
DIAGNOSES: Advanced unspecified dementia, DM II, HTN, glaucoma, gait instability, and chronic pain.

MEDICATIONS: Unchanged from 07/03/25 note.

ALLERGIES: NKDA.

DIET: Low-carb DM II diet.

CODE STATUS: DNR.
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HOME HEALTH: Complete Home Health.

PHYSICAL EXAMINATION:
GENERAL: The patient seated comfortably in her wheelchair. She was engaged in conversation with another resident.

VITAL SIGNS: Blood pressure 130/73, pulse 72, temperature 96.9, respirations 16.

HEENT: She has short hair. It was cleaned and styled. EOMI. PERLA. Nares patent. Moist oral mucosa. She made eye contact with me and smiled.

RESPIRATORY: She has a normal effort and rate with decreased bibasilar breath sounds secondary to body habitus.

ABDOMEN: Rotund and soft. No tenderness or masses. Hypoactive bowel sounds.

MUSCULOSKELETAL: She moves all four limbs. Propels herself around in her manual wheelchair. She is weightbearing for pivot transfer and has trace lower extremity edema.

NEURO: Orientation to self, recognizes family. She can speak, soft spoken. Words are clear, just a few at a time. She can convey her need. It is unclear how much she understands of what is said to her and affect is usually a smile. She appears to be in good spirits.

ASSESSMENT & PLAN:
1. Personal care. Complete home health. As the patient scheduled for showers with hair washing every Monday and Thursday and it is evident today when I saw her that they had been here.
2. Cerumen accumulation. The patient has a history of cerumen impaction. Her sister-in-law thinks she is not hearing as well. I am not sure how that was determined, but in any event Debrox eardrops, two drops per ear b.i.d. x4 days and next Thursday I will examine her ears. If there is accumulation, the patient may benefit from a small amount of mineral oil per ear on a monthly basis.
CPT 99350 and direct POA contact spoke with the SIL to let her know the above and she was appreciative.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
