


PROGRESS NOTE

RE: Kay Rakestraw

DOB: 07/31/1932

DOS: 02/08/2023

Rivendell MC

CC: Behavioral issues.
HPI: A 90-year-old who has been in residence one week. Today, I observed her sitting in the dining room with other female residents. She appeared comfortable. They were engaging, smiling and occasionally laughing with one another. The patient, when I first saw her, had eaten at least 50% of her meal and she is well groomed. She immediately in the dining room started talking about she feels good and stronger and is ready to go home, so how does she get that done. I told her that it is something she has to discuss with her family and her power of attorney would be the one to make that decision. She focuses on her husband and how he is not able to take care of their dog and then later she came up knocking on the window, but she had another female resident talking for stating that she needed to go home because her husband was sick and having some high blood pressure problems and she need to go home and take care of them. I redirected her that that is something she would have to talk about with her daughter. She said okay and said, “then, I will call her.” When seen, she said she was sleeping okay and denied any pain. Staff report that she comes out for meals and is cooperative with care. I spoke with daughter and daughter said that her mother focuses on leaving, advises that she get her out of here and that there is some agitation and wishes that her mother would interact with her as she does with the other women in the facility.

DIAGNOSES: Dementia unspecified with new BPSD of perseveration on leaving, insomnia addressed, sick sinus syndrome deferred pacemaker, history of UTIs, asymptomatic CHF and protein-calorie malnutrition.

DIET: Regular with thin liquids.

ALLERGIES: NKDA.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female observed enjoying lunch with other female residents.

VITAL SIGNS: Blood pressure 143/88, pulse 82, temperature 97.5, respirations 18, O2 sat 95% and weight 96.016 pounds consistent with admit weight.

RESPIRATORY: Lungs fields clear. Symmetric excursion. No cough.

MUSCULOSKELETAL: She is frail, but she remains independently ambulatory. Mild stoop to her posture. No LEE. Moves arms in a normal range of motion.

NEUROLOGIC: When I spoke with her, her focus immediately went to leaving and what needed to be done and later picked up the same way now focussing on her husband being sick and she needs to go home to take care of him. She is difficult to redirect away from that and has engaged other residents in helping her with going home. Orientation is to self and occasionally Oklahoma. Her speech is clear, voices her needs and has perseveration with anxiety when it is not addressed.

ASSESSMENT & PLAN:
1. BPSD in the form of focusing on getting out with perseveration. Zoloft 50 mg q.d. and we will evaluate need for dose adjustment in one to two weeks.

2. Hypoproteinemia. T-protein is 5.5 with remainder of CMP WNL. I spoke to daughter regarding this and Carnation Breakfast Shakes which the patient liked will be started q. morning.

3. Mild anemia. Hemoglobin is 11.5. Remainder of CBC is WNL to include indices. No treatment indicated. Screening TSH WNL.

4. Social. In speaking with POA, she asked if it was better for them to not visit for a period of time as it seems to agitate the patient for not being taken home by family and she continues to focus on this issue once they are gone. I did recommend that they take time away. This was discussed during admission and they agreed to it; however, they have been here frequently and today she is bringing her mother’s sister in to see her as well, but I told her that not seeing her for a few days would be helpful and give the antidepressant time to work.
CPT 99350 and direct POA contact 10 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

