


PROGRESS NOTE

RE: Peggy Wellborn
DOB: 10/07/1934

DOS: 01/20/2026
Rivermont AL

CC: Recurrence of spells.

HPI: The patient is a 91-year-old female who on Friday 01/16 patient was in the dining area and noted by the ADON to just have an episode of just staring straight out with glazed over look on her face she could not talk it first and then when she did it was just mumbling and parts of words. She did not seem to understand what was said to her and was not able to give information and that glazed over expression with difficulty speaking lasted for about 5 to 10 minutes. She also was not moving her arms but remains sitting in her wheelchair. She was sent to the emergency room had a full evaluation to include a head CT, full set of labs, and returned with no new orders stating that her labs did not have any acute abnormalities. Since that ER visit on the 16th the patient has been going about her routine, her husband as usually is right there with her in his wheelchair as well. Today, she was in the living room and the ADON looked at her and saw that same glazed over expression. She went up to her and sat next to her the patient just kept staring straight ahead did not verbally respond to questions and then finally was able to talk but again it was more mumbling and I noted that she had trouble getting her speech to be started. When I asked how she was feeling she just was not able to give any information just stared quietly straight ahead. This staring and inability to speak occurred a couple of more times not lasting as long as the initial. She seemed just confused and clearly did not understand what was going on or what was being said to her. We gave her a baby aspirin and she would not swallow it despite being given liquid etc. She managed to keep it in her mouth without swallowing it and then finally did. When asked about pain the patient denied having any otherwise was not able to give information. We ended up taking her to her room her blood pressure had been checked twice and the systolic was 170 and then 160. She was also tachycardic. I spoke with patient’s husband and then contacted her daughter-in-law informing her of the events that have gone on. She was aware of patient having been sent to the emergency room on Friday. I have spoken with patient’s husband earlier about the next course of events and told him that I thought the next step would be engaging hospice in her care that it would be an extra set of eyes and ears on her as well as more assistance with her age and frailty visually little that can be done. He is in full agreement with that and states that she does not need to be going back to the emergency room that it seemed to upset her and scare her. He then asked about continuation of physical therapy.

Peggy Wellborn

Page 2

The patient has been doing PT again in the hopes of strengthening her legs so that she can weightbear and stand and walk. However, he says she has not walked in years and it is not like she is gonna start doing it now so he requests to stop the PT with which I agreed. At dinner time, the patient wanted to stay in her room she was having some difficulty speaking and did not know if she could hold utensils so has been thought that maybe soup and grilled cheese sandwich would be something she could tolerate. I checked in on them after meal time she was sound asleep in bed and he was sitting up in his wheelchair. He said that she did not eat anything and when the staff went in to get her ready for bed that they tried to get her to stand and she was not able to hold herself up for very long.

DIAGNOSES: Severe unspecified dementia, impaired senile mobility, HTN, HLD,-hypothyroid, and GERD.

MEDICATIONS: Unchanged from 12/11 note.

ALLERGIES: CODEINE and PCN.

CODE STATUS: DNR.

DIET: Mechanical soft regular.

PHYSICAL EXAMINATION:
GENERAL: Petite female who looked distressed when I saw her initially and then just worn out at the end of the evening.

VITAL SIGNS: Blood pressure 142/75, pulse 77, temperature 97.8, respirations 18, O2 saturation is 98%, and weight 130 pounds.

CARDIAC: Regular rhythm at a regular rate without murmur, rub, or gallop.

RESPIRATORY: Does not take deep inspiration. Lungs fields relatively clear. No cough. Did not appear SOB and GI.

ABDOMEN: Soft. No distention or tenderness.

MUSCULOSKELETAL: She was able to sit up in the manual wheelchair not able to propel needing assist now with 6/6 ADLs.

NEURO: She made eye contact looked confused in just unsure what was going on. She could not speak intelligently. She did not resist care.

ASSESSMENT & PLAN:
1. New spells with altered speech and mobility occurring initially on 01/16 and then in succession about three to four episodes today given the full workup she had on 16th which showed no acute changes it is unlikely further evaluation would be done so I am recommending that her hospice spoke to patient’s husband who agrees and she will be DIL who states that she understands hospices as I was trying to explain it to her and is also agreeable with hospice.
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She stated that nobody should be sending her to the ER at her age. So order for Valir Hospice to evaluate and treat patient. A baby aspirin was started 81 mg and finally able to get her to take it today.

2. Medication review. I am holding six medications for two weeks. Discontinue two medications and monitor patient’s PO intake of both food and fluid. She does not appear to be in any discomfort but if the pain medication is needed we will have it added.

CPT 99350 and direct POA contact 30 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

