


PROGRESS NOTE
RE: Joy Cooper
DOB: 01/03/1931
DOS: 02/21/2023
Rivermont AL
CC: Decline.
HPI: A 92-year-old seen a week ago. At that time, she was quiet, but cooperative. There was cough going around the facility. She did not have issue with that. Memory deficits are clear in talking with the patient. She has no recollection of ever having met me and wants information as to who I represent; essentially, the same conversation she started with when seen last week. Hospice nurse was present who is also able to give information. She related the patient has new cyanosis to fingers in her hands and appears more lethargic, but responsive when asked questions. She has wanted to stay seated in the day room with other residents though there is no activity ongoing. I was contacted on 02/15/2023, where it was reported that the previous three days the patient had been eating at most 1 to 2 bites per meal and sleeping more. She had been on 50 mg of tramadol b.i.d. routine, which was effective for pain, which now is no longer effective. Vital signs were WNL with the exception of pulse rate of 120. UA was obtained and negative for UTI. Her son/POA Tom Cooper was contacted and stated that he just wanted his mother to be comfortable and treat symptoms as they occur. Comfort meds were also then ordered.
DIAGNOSES: Lymphoma, anxiety disorder, pain management and insomnia.
ALLERGIES: NKDA.

MEDICATIONS: Roxanol 20 mg/mL 5 mg SL q.6h. p.r.n., Ativan Intensol 2 mg/mL 0.5 mL (1 mg t.i.d. p.r.n.) and tramadol 50 mg change to one tablet q.a.m., one at 3 p.m. and two at h.s. and that seems to be effective.
DIET: Regular with thin liquid.

CODE STATUS: DNR.

HOSPICE: Lifespring Hospice.
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PHYSICAL EXAMINATION:
GENERAL: Frail elderly female seated in day room appeared comfortable.
VITAL SIGNS: BP unable to obtain. Pulse rate 118. Temperature 96.9. Respirations 16. Unable to obtain O2 sat.

CARDIAC: She has regular rate and rhythm without MRG.

RESPIRATORY: Normal effort and rate. Decreased bibasilar secondary to effort. No cough. Symmetric excursion.

MUSCULOSKELETAL: Bilateral lower extremities, there are soft compression wraps and a dressing to the shin area on one leg secondary to weeping. No redness noted. She is transported in a wheelchair, requires assist to go from sit to stand.
NEUROLOGIC: Alert and oriented x1. Speech is clear. She asks specific questions and repeats them despite answer being given and no recollection of having met me previously or my relationship to her. She is a very formal asking who I represent and if I had a business card. She makes eye contact. Speech clear. Orientation to self and sitting in the day room among other residents, but not interacting with them.
ASSESSMENT & PLAN: Generalized decline; PO intake has decreased, sleep increased, evidence of cyanosis/mottling evident in fingers of both hands and does not appear uncomfortable for the patient. We will allow her to do whatever activity she feels comfortable. She is now tending to observe more than participate and she is able to ask for what she needs. Staff are doing checks on her and hospice has been in today to see her as well. Family aware of her current state.
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Linda Lucio, M.D.
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