


PROGRESS NOTE

RE: Evelyn Gentry
DOB: 07/20/1927
DOS: 08/11/2025
Rivermont MC

HPI: The patient is a 98-year-old female who appears younger than her stated age. She was observed in memory care. She was sitting at the dinner table, having near completed her meal and just looking about cautiously. Later when I saw her in the day area, I asked if I could speak with her and she tentatively looked at me, but I was able to examine her. She did not really speak, made limited eye contact. Staff reports that she comes to all meals and she has a good intake, feeds herself. The patient is independently ambulatory though she has a walker and is encouraged to use that, but she will generally be found walking independently. The patient had a fall within this last week, falling forward and hitting her face about her left eye which has resulted in bruising that is clearly visible. Her daughter Jill was at the facility today. She actually wanted to speak with the DON and ADON regarding things that she is having to do for her mother that she assumed would be done by the facility and they have been remiss in doing certain things that was clarified. She was also concerned that her mother was overmedicated. I found out this morning when talking to the ADON that the Ativan and Haldol compound that she was receiving topically had a paradoxical effect on her, increasing her confusion. That has been stopped and just let her know that there are times that it is very beneficial to patients and she just was not one of them. 
DIAGNOSES: Moderate to severe cognitive impairment based on an MMSE score of 12/30, BPSD in the form of care resistance and difficulty redirecting, hypertension, polyarthralgia particularly in legs, seasonal allergies, hypothyroid, cardiac arrhythmia, orthostatic hypotension, bilateral lower lid ectropion, and glaucoma.
MEDICATIONS: Going forward: amiodarone 200 mg one tablet q.d., ASA 81 mg q.d., brinzolamide suspension 1% one drop both eyes b.i.d., Coreg 3.125 mg q.d., Zyrtec 10 mg q.d., diclofenac gel to affected areas p.r.n., Depakote 125 mg b.i.d., Eliquis 2.5 mg b.i.d., erythromycin ophthalmic solution thin line to both eyes at h.s., Lexapro 5 mg q.d., Levsin 0.125 mg q.4h., levothyroxine 75 mcg q.a.m., losartan 50 mg q.d., meloxicam 15 mg q.d., midodrine 5 mg b.i.d., MVI q.d., and PEG solution q.d. 
ALLERGIES: BENADRYL and LATEX.
CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: Petite older female, appearing younger than stated age, seated quietly.

VITAL SIGNS: Blood pressure 156/75, pulse 72, temperature 97.5, respirations 18, and weight 111 pounds which is a weight loss of 4 pounds from one month ago. Her BMI is 20.3 so just within normal range.

HEENT: She has groomed short dark hair that is about shoulder length and notable bruising around the left eye going down to her cheek. Nares patent. Moist oral mucosa. 

NECK: Supple with clear carotids.

RESPIRATORY: Did not cooperate with deep inspiration, but lung fields appeared clear. No cough. Symmetric excursion. She had been observed walking up and down the hall with no evident SOB.

CARDIOVASCULAR: Irregularly irregular rhythm. No murmur, rub, or gallop noted.

MUSCULOSKELETAL: She moves limbs in a normal range of motion. No lower extremity edema. Intact radial pulses.

PSYCHIATRIC: The patient is quiet. She appears to watch. She is A little guarded. When I talk to her, she would make eye contact, but did not have much to say and she appears comfortable being with other residents. She tends to, however, be on the periphery. 
SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. BPSD. I have discontinued Ativan and Haldol compounded cream as it has a paradoxical effect on the patient. She will remain on Depakote twice daily at 125 mg. 
2. Depression/history of anxiety. Low-dose citalopram 5 mg daily and BuSpar 5 mg q.d. Daughter questioned if I was going to take her off of that and I told her it is a medication that she was admitted on, so I do not have a comparison of who she is with or without the medication. Given that she is also on citalopram, I will go ahead and hold the BuSpar and see how she does. If there appears to be any breakthrough anxiety, then I will increase citalopram to 10 mg which is generally its baseline starting dose. 
3. Social. I did speak to daughter briefly when she was with the ADON and DON so that I could understand what some of the concerns were and essentially it is staff not doing some of the things for the patient such as doing her laundry. 
4. Hypertension. The patient is on Coreg 3.125 mg q.a.m. and losartan 50 mg at 9 a.m. and midodrine 5 mg b.i.d. Reviewing the patient’s blood pressures for the first 21 days of her admission, her systolic have ranged from 115 to 156 with the lower end just accounting for four of the 24 days. I am writing that midodrine is to be held if the systolic pressure is equal to or greater than 110. 
5. Recurrent UTIs by the patient history per daughter. I am ordering D-Mannose with cranberry extract two capsules p.o. q.a.m. and will see how that works for her. 
CPT 99350 and direct POA contact 10 minutes
Linda Lucio, M.D.
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