


PROGRESS NOTE

RE: Vera Hedrick
DOB: 12/01/1936

DOS: 07/24/2023
Jefferson’s Garden

CC: Medication and lab review.

HPI: An 86-year-old female with a history of vascular dementia seen in room her husband Bill was present and wanted to review her medications when at home he was her caregiver including medication administration. She is aware of some behavioral issues that have occurred requiring a medical intervention and is understanding why we had to prescribe Depakote. She was out resisting care and being somewhat verbally and then physically aggressive toward staff during personal care. I was in the building after dinner time and it was noted that about 7 o’clock patient started yelling out to help her that she needed help and it sounded like rather desperate cry looking in on her she was seated in her recliner comfortable there was nothing that needed to be done she just wanted somebody present with her. Talked to her and soon as I was gone, the behavior starts up again and it takes up unnecessary staff time and it is disturbing the residents who are out of their rooms and hearing it. I spoke to the evening staff and they stated that that type of behavior is an evening occurrence every day that goes on minimum an hour.

PAST MEDICAL HISTORY: Advanced vascular dementia, polymyalgia rheumatic, rheumatoid arthritis, hypertension, glaucoma, atrial fibrillation on Eliquis, DM II, chronic pain management, and GERD.

ALLERGIES: CODEINE, PCN, and SULFA.

DIET: NCS.

CODE STATUS: DNR.

MEDICATIONS: Going forward, metformin 500 mg with dinner, Lantus 10 units q.a.m., Depakote 125 mg b.i.d., magnesium decreased to one tablet q.d., Cozaar 25 mg q.d., dorzolamide/Timoptic two drop OU b.i.d., Eliquis 5 mg b.i.d., folic acid 1 mg q.d., Megace 40 mg q.d., melatonin 5 mg h.s., Lidoderm patch to right rib on a.m. of h.s., methotrexate 2.5 mg three tablets q.7 days, omeprazole 40 mg q.d., tizanidine 4 mg h.s., tramadol 50 mg q.a.m., trazodone 100 mg h.s., and verapamil 180 mg q.d.
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PHYSICAL EXAMINATION:

GENERAL: Petite older female and lying in her recliner. She was alert. Made eye contact and intermittently spoke a few words otherwise was quiet. She was referred to her husband for things that she did not remember, which were many.

VITAL SIGNS: Blood pressure 112/64, pulse 62, temperature 98.2, respirations 18, and weight 108.4 pounds.
NEURO: She makes eye contact. Speech was clear when she spoke. She was specific about what she was asking because she could not remember and needed her husband’s assistance. Orientation x1-2 and she relies heavily on her husband. Later in the evening, she did the random yelling and calling out for help in a distressed tone of voice when there was actually nothing that she needed once staff entered.

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

ABDOMEN: Flat, nontender, and bowel sounds present.

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

SKIN: Warm and dry. There is some just dryness about her lower extremities. No bruising or breakdown noted.

ASSESSMENT & PLAN:

1. BPSD. Depakote 125 mg b.i.d. remaining in place for aggression toward staff during personal care.

2. Sundowning. Haldol 0.25 mg at 6 o’clock. We will monitor its benefit versus side effect and if needed we will increase dose.

3. Hypoproteinemia. T-protein and albumin are 5.5 and 3.5 premier protein one carton q.d. ordered husband will provide.

4. DM II. A1c is 5.8, which is close to the nondiabetic range. I am decreasing her metformin to only one 500 mg tablet at dinner. We will monitor how she does with next A1c in three months and do further adjustment as needed remaining on Lantus 10 units q.a.m.

5. Glaucoma clarified that she is on dorzolamide/timolol eyedrops one drop both eyes b.i.d.

6. History of iron deficiency anemia. Husband states she has been unaware of this and new CBC, H&H, and hemoglobin is mildly decreased at 11.3 but indices are all well within normal. I am discontinuing FeroSul.
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7. Request of medication change. Magnesium decreased to one tablet q.d.

8. Social. Husband present for discussion and medication changes, which were at his request actually and if there are any issues he will follow up with the DON.

CPT 99350 and direct POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

