


PROGRESS NOTE
RE: Carol Gremillion
DOB: 02/18/1940
DOS: 01/20/2025
Jefferson’s Garden AL
CC: Increased agitation and decreased cognition.
HPI: An 84-year-old female is seen today one of her daughter’s is present who has been with her intermittently for the past several days. The patient’s son/POA is Danny Gremillion and he has given consent for his siblings to sit with their mother and be given information. I have also just spoken with him regarding my evaluation of visit with the patient today and recommendations regarding medications including her routine medications that can be discontinued as they are no longer essential and after discussion regarding that he is in agreement with discontinuation of nonessential medications. The patient current course began with an ER visit on 01/12/2025. Family took her to the Oklahoma Heart Hospital, she is the patient there and they were thinking that maybe a cardiac event was the cause of the change in cognition and the anxiety and the patient’s inability to sit still so she was seen at OHH and they felt that she needed hospital care after they did EKG, which was at her baseline. Her vital signs were stable and they did not feel that given her current situation, there was a need to do anything further and recommended transfer to Mercy Hospital, which occurred. There at Mercy, her physician evaluation led to a UA and multiple labs that were ordered. Her UA returned negative completely unremarkable and her labs were also all WNL with the exception of a white count that was mildly elevated, but not significantly so. From there, she was sent back to the facility as there was no evidence of anything physiologic that required treatment. She was though agitated and her speech began to change. Then the patient had an ER visit back to Mercy on 01/15/2025, after they felt that she had changed cognitively and there was a question whether she had seizure like activity that only they witnessed and could not really explain and her ER visit at Mercy she was diagnosed with altered mental status and the etiology of altered mental status was acute cognitive decline. They also repeated labs to include UA all was negative. A head CT was done that showed no acute changes within the brain matter. A rapid EEG was also done given the report of seizure like activity and did not show any epileptiform changes, which are consistent when seizures have occurred. She was sent back to the facility and has remained here, family have been around they are aware that she needs a sitter at HS and they have taken turns some of them and then they have also hired sitters to sit with her throughout the night as she tends to want to get up and start wandering.
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The patient had an episode on the 01/14/2025, where she had gotten up in the morning here and was found by staff to be trying to get out of the front door she was barefoot in her nightgown it was 6 a.m. in the morning and about 25 to 30 degrees outside getting her to come back she was resistant and did not understand why she could not go out and it did not register with her being in her nightgown or barefoot. Daughter reports that her PO intake has changed. She is eating at meals but she is eating ravenously, which is not her pattern and her fluid intake is also reported to be good and reported incident this morning the patient wanted to urinate so daughter was at bedside making sure she got herself to the bathroom safely, which she did, but initially did not want to put down the second toilet seat. She did not understand that there was a seat that needed to stay down and finally she was agreeable but then sat down and started urinating with all of her cloths on and did not understand when the daughter was telling her to stop so they could take her clothes off and she continued. When I saw her, she was in bed she was awake. She was already talking though she was by herself, some of her words were clear and could be understood, but her thought pattern made no sense and then she started to have garbled speech essentially not understandable. She was cooperative to my exam, but could not give any information. On 01/16/2024, the patient had a scheduled appointment at Oklahoma Heart Hospital there was some change in her cardiac medications adding a baby aspirin a day and Imdur dose not specified daily and SLNTG p.r.n. added and they discontinued one of her antihypertensives. They X-ed out the medication so well that you can read it and that is not allowed, but they did it.
DIAGNOSES: Senile dementia of the brain with staging to severe STB, hypertension, hyperlipidemia, hypothyroid, sleep disorder, change in bowel and bladder function with new incontinence or forgetfulness of how to toilet, and change in PO intake. She is eating ravenously to the point that choking is a concern and that has been four days now and dysarthria. Her speech has changed that it is generally out of context things that were asked she is not able to give information. She is not able to make her needs known and there are added words that are nonsensical every now and then and emotional lability. She has always been somewhat quick to react, but this is different with agitation and resistance to care or redirection and clear lack of understanding of information given.
MEDICATIONS: Seroquel 25 mg q.a.m. and 4 p.m. with q.8h. p.r.n. dose and melatonin 10 mg h.s. with the caveat that if the patient is not sleeping after one hour then she is to be given p.r.n. Ativan at 0.5 mg, Plavix q.d., levothyroxine 37.5 mcg q.d., Toprol 25 mg q.a.m., MOM 30 mL q.d., torsemide 20 mg q.d., KCl 20 mEq q.d. have discontinued multiple nonessential medications.
ALLERGIES: Multiple see chart.
DIET: Regular.
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CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient seen in room. She was lying in bed alert and already just talking to herself, daughter was present in the living room.
VITAL SIGNS: Blood pressure 140/70, pulse 75, temperature 98.0, respiratory rate 16, and 157.8 pounds.
HEENT: Her hair is combed. Conjunctivae mildly injected most likely due to lack of sleep and nares patent. Moist oral mucosa. Native dentition in fair repair.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Slightly protuberant nontender. Hypoactive bowel sounds present.

RESPIRATORY: Anterolateral lung fields are clear. She has a normal respiratory effort at a normal rate. No cough. Symmetric excursion.

MUSCULOSKELETAL: Intact radial pulses. Trace pretibial edema fairly good muscle mass with slight decrease in motor strength. Moves her arms and limbs she remains weight-bearing and ambulatory with the use of wheelchair holding onto the handles, but there is spontaneous just getting up and walking and she appears unstable so there is that concern now on family.

NEURO: Orientation to self in Oklahoma. Speech can be garbled. Content random. Inability to give clear information and inability to make her needs known was generally cooperative today. It was clear she did not understand some of the things that I said to her or asked of her, but did not resist exam and her overall facial expressions ranged from confusion to mild agitation and anxiety.

SKIN: Warm, dry, and intact good turgor. No bruising or skin breakdown noted.
ASSESSMENT & PLAN:
1. Senile dementia of the brain with clear progression to severe stage and I have explained to the patient that this is a new normal that there is not generally regression of advanced dementia to a more cognitive state and they understand that though it is difficult to hear.
2. Delirium. I believe that is what they have seen going on the last few days with agitation, anxiety, and just that impulsivity of wanting to get up and move though not able to and not able to communicate need. She has had multiple hospital visits to the ER with a lot of testing to include head CT, blood work, UAs that have all been negative and again blood work that is all WNL.
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3. General care. Medications have been decreased only essential medications with multiple nonessential medications discontinued POA aware and in agreement and then the patient has a scheduled EEG for tomorrow is speaking with the son I told him that I recommended that be discontinued that there is likely anything to be gained and told him the reason for new onset seizure activity in adult is usually an acute head bleed, stroke, or mass and her head CT did not show any of those things. He states that her neurologist Dr. Shipley told them very clearly he did not think an EEG was going to be of benefit that it would not show anything different in an acute stage that her head CT was clear of any of those things and he recommended that it not be done, but would do it only at their insistence so the son states that he would call and have it discontinued and I told him that taking her out once again is going to further add to her memory deficits and agitation.
4. Social. I have spoken with POA and family who is here, but with POA specifically 75 minutes and family 40 minutes and orders are given to facility staff they have been sent off. She will receive her first dose of Seroquel on arrival in the facility and will go from there and the nitrofurantoin has been ordered as well, but will be held until we see in the effects of Seroquel.
CPT 99340 direct POA contact 75 minutes and family contact 40 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

