


PROGRESS NOTE

RE: Victoria Bennett
DOB: 03/02/1950
DOS: 06/11/2025
The Harrison MC
CC: Hallucinations and delusions.

HPI: A 75-year-old patient with unspecified cognitive impairment which has progressed to moderate dementia and today demonstrating hallucinations and delusions. The patient has a baseline of anxiety disorder and it became more evident last week and to address it, compound of Ativan/Benadryl and that would be 1 mg/12.5 mg to be placed at h.s. and then that increased to giving it to her a.m. and h.s. due to her anxiety. In the last couple of days, she has been delusional thinking that she had something sticking out of her back such as a knife and a reason for not being able to sit up or stand and then today in the dining room, she was seated and staff are doing feet assist with her and she had a pillow on her lap and stated that she could not lean forward to feed herself because she had a baby in her lap. Actually a pillow, I was able to try and take it from her, but she did not understand that there was not a baby and was insistent. The patient’s daughter saw her this way over the weekend and was concerned that her symptoms were medication related which is a possibility. In review of her medications, it is also only the newest medication. The patient is reported to sleep through the night. She comes out for meals and is at her baseline with the exception of today and then yesterday when she had something coming out of her back. She previously could feed herself and is no longer doing that. The patient has also had a recent difficulty in the use of her right hand and she is right-hand dominant. She states that it just does not work. She has difficulty with grip and flexion extension at the wrist.

DIAGNOSES: Inclusion body myopathy which accounts for the difficulty in using various parts of her limbs, non-weightbearing and non-ambulatory, COPD/asthma, GERD, senile frailty, chronic constipation alternating with watery diarrhea due to her diet of Dr. Pepper and candy.

MEDICATIONS: Lomotil 2.5 mg tablets two q.i.d., Prilosec 20 mg h.s., Eliquis 5 mg b.i.d., Tylenol, Claritin and tramadol p.r.n. neither of three have been given to the patient over the last 72 hours.

Victoria Bennett
Page 2

ALLERGIES: NKDA.

DIET: Regular minced moist which is a recent change and a protein drink q.d.

CODE STATUS: Full code.

HOSPICE: Frontier.

PHYSICAL EXAMINATION:

GENERAL: Frail female sitting quietly in the dining room. She was alert and verbal.

VITAL SIGNS: Blood pressure 114/68, pulse 48, temperature 96.8, respirations 16, O2 sat 91%, and weight not obtained.

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

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. 

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. She is able to sit upright, but will need support after a short time. She is transported in a manual wheelchair. She is not able to propel it. She is a full transfer assist. She has had recent variable edema in her limbs. There has been no evidence of trauma or change and how she positions herself in bed as a factor. She is right-hand dominant. She has edema at the dorsum of her hand and decreased grip strength and she does have some puffiness at the dorsum of both feet right greater than left.

NEURO: She made eye contact. Her speech was clear, soft-spoken, convinced that she had a baby in her lap. She accepted feeding assist when it occurred. Orientation to self and could not tell me where she was.

SKIN: Warm, dry, and intact. Some hyperemia of her right hand in the dorsum of both feet blanches to pressure.

ASSESSMENT & PLAN:
1. Hallucinations/delusions. The only new medication which may be a factor is the addition of Ativan/Benadryl compound. We will hold that medication for the next couple of days and see whether the aforementioned behaviors stop which should be an indication that she has adverse reaction to the medication.
2. History of anxiety disorder. Daughter states in the past because of her anxiety issues that she was treated with low dose hydroxyzine by hospice when she was at home and did well on it. So, I told her that if we needed something to address her anxiety would look at that as an option.
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3. Limb edema. This is variable in extent and where it will occur or which limbs it will occur in and she has been on Lasix initially 40 mg a day for three days and now it is p.r.n.

4. Dysphagia. This has also been a recent issue and primarily to food. So, she has been changed to a mechanical soft diet and is fed by staff. She is receptive to it, but her p.o. intake eventually is poor.
5. Variable limb edema. She has Tubigrips provided by hospice which are to be placed on wherever there is swelling and that is determined daily. She also has low dose Lasix given q.d. p.r.n.

6. Diarrhea, diet related. I have talked with the patient as well as her family about altering her diet to some extent away from more than a six-pack of Dr. Pepper and amounts of candy that she eats daily and I have continued to stress with her the need for diet change. 
7. Social. I spoke with her daughter/POA Jennifer Franklin at length and she appreciated the call. 
8. General care. Labs were done on 05/28/25. The CMP is missing, so I am requesting that be found for my review next week.

CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
