


PROGRESS NOTE

RE: Shirley Fleener
DOB: 07/24/1933

DOS: 03/19/2025
The Harrison AL

CC: Lab review and met with son and DIL.

HPI: A 91-year-old female seen in room, her son/POA Brett Fleener was present along with his wife. The patient was wide-awake and in good spirits. She was very talkative. She is hard of hearing and needed to have things repeated and loudly. I reviewed the labs with family present as well as her medications. Son asked me if she was still on an antidepressant I looked at her admission medication orders and there was no antidepressant listed, but looking at her most recent MAR Paxil 10 mg daily is listed and there were no other behavioral medications included. Son asked if the patient could get used to the dose and need to have it increased and I stated that is very possible and/or whether there was an additional medication Dr. Wall had been giving his mother that was not listed. He states that he and his wife had talked amongst themselves the past several months because they noticed her aggression and her behavior that she would be yelling out in the afternoon; I have heard that when I am rounding, so I knew what he was talking about and there is no satisfying her in going and calm her down and then as soon as you are out of the room a minute it starts up over again. He states that phone calls with her she is agitated and again trying to calm her down and reassure her was no longer working. He stated before she was put on the Paxil and they had the good benefit, that she was very difficult to deal with a lot of agitation, anxiety and yelling out. So, I told him that I would increase the Paxil if that is not a problem and then we went on to reviewing her labs. Looking at her CBC, digoxin levels, things were within normal. She is a diabetic on insulin 30 units of Lantus daily. Her A1c is 5.7, which is in the nondiabetic range and I told him that she is receiving more insulin than she needs and for an older patient that is not beneficial and he is okay with me adjusting the insulin. I spoke to him when I saw the patient on 03/07 regarding a DNR and he wanted that done. so it is signed and in her chart.

DIAGNOSES: DM II on Lantus 30 units q.d., depression/anxiety, impaired ambulation; recommended to use wheelchair, fall history secondary to walker use, hypertension, CAD, urinary incontinence, hyperlipidemia, GERD, lumbar disc disease, and atrial fibrillation.
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MEDICATIONS: D3 5000 units q.d., Zinc 220 mg q.d., Lantus 30 units q.d., hydralazine 50 mg b.i.d., Mag-Ox b.i.d., Toprol 25 mg q.d., Nitro-Dur 0.1 mg/hour one patch q.a.m. off at h.s., Paxil 10 mg q.d., KCl 20 mEq t.i.d., VESIcare 10 mg q.d., B12 500 mcg MWF, ASA 81 mg q.d., Lipitor 80 mg h.s., Dulcolax 5 mg q.d., digoxin 0.125 mg q.d., Eliquis 2.5 mg b.i.d., Lasix 40 mg q.d., and docusate 100 mg b.i.d.

ALLERGIES: NKDA.

DIET: Low carb.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in her recliner. She is alert and engaging, but hard of hearing noted quickly.
VITAL SIGNS: Blood pressure 129/75, pulse 69, temperature 97.5, respirations 17, and weight 154.6 pounds.

HEENT: She has short hair that is combed. EOMI. PERLA. Anicteric sclera. Noted to be HOH and hearing aids in place. Nares are patent. Corrective lenses in place. Moist oral mucosa.

NECK: Supple. No LAD.
CARDIAC: She has an irregular rhythm at a regular rate without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She has good neck and truncal stability observed only in a seated position.

SKIN: Warm, dry, and intact. On the right side of her forehead going down under her cheek, there is evidence of a laceration that was quite large requiring sutures and it was from a fall that she had approximately three weeks ago; she was getting up out of her recliner and trying to walk to her wheelchair and fell hitting her head as she was going down to the ground. She made light of it by stating that somebody came and took the remaining scab off and she stated it hurt like heck.

NEURO: The patient is alert. She makes eye contact. She is very jovial and engaging. Clear speech. She is hard of hearing, so things have to be repeated. She makes comments about what she needs or what is going on. Affect is congruent with situation. She is oriented to person and Oklahoma, knows her son and DIL, but month, date, and year are not her concern. When we reviewed labs, etc., I just reassured her that things were good and she was very happy about that. Evident both short and long-term memory deficits.

PSYCHIATRIC: She appears to be happy when I was seated at the time she was being seen and I have heard her doing the calling out, yelling out for help and there is no consoling her because addressing it once and then leaving the room it starts up again and hopefully that will change.
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ASSESSMENT & PLAN:

1. Major depressive disorder. Continue with Paxil, but I am increasing to 20 mg q.d., we will give it a couple of weeks and then assess whether it is of benefit or requires additional increase in dose. Son is happy to hear that. I am also going to call Dr. Louie Wall, her previous PCP and see if there was any other behavioral medication she was receiving that did not get conveyed in her admission here.

2. DM II on 30 units of Lantus q.d. Her A1c is 5.7, which is in the nondiabetic range. I am decreasing her Lantus to 20 units q.d.; following next A1c, it is likely that I will be able to decrease it further.

3. CBC review. All values are WNL, variance in her differential, but at this point in time defer any further workup.

4. Atrial fibrillation on digoxin 0.125 mg for rate control, level is 1.4, which is WNL.

5. Hypertension. Unclear, what her heart rate and blood pressure have been doing over a prolonged time period. So, I am ordering that BP and heart rate be measured daily for the next three weeks and we will go from there.

6. Insomnia. The patient is on trazodone 50 mg h.s. and it appears to be working well for her, no changes.

7. Urinary incontinence. This is not full-time incontinence, there are times that she can get herself to the toilet, but it is probably a 60% incontinence and 40% makes it to the bathroom. We will just follow this for the next month and, if she is more incontinent than not, then we will discontinue VESIcare.

8. Lab questions. I ordered a CMP that did not present itself with the labs that were seen today, so I am requesting that be made available on the chart or drawn if needed.

9. Gait instability with falls. The walker has been removed as the patient was having falls every time she tried to use it, she was pushing it out too far in front of her and going face down, so Traditions Home Health was ordered on 03/07 and they have initiated care and PT and OT should be starting very soon.

10. Social. Answered son and DIL’s questions, reviewed some of her past and history and how she has done here in the facility.

CPT 99350 and direct POA contact 40 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

