


PROGRESS NOTE

RE: Melba Cordell
DOB: 04/02/1925

DOS: 10/14/2024
Jefferson’s Garden AL

CC: Decline due to dementia progression.

HPI: A 99-year-old female seen in room. She has a caretaker with her from 10 a.m. until 8 p.m. when she is sound asleep. Valir Hospice was recently started after family acceptance of patient’s overall dementia progression and senile debility progression. The caretaker then tells me that the hospice people have been wonderful the patient and family realizes that it has been a good move both for patient and them due to the improved communication regarding patient issues. When I entered the room, the patient was sleeping in her living room side chair and caretaker was sitting next to her. CT states that patient is now sleeping on and off throughout the day and has to be encouraged at each meal repeatedly and often only eats 25%. She has fair fluid intake. Her favorite consumption now are malts from Brahms and she sometimes drinks two a day.

DIAGNOSES: Advanced vascular dementia, advanced senile frailty, HTN, atrial fibrillation, and depression.

MEDICATIONS: Digoxin 0.125 mg q.d., diltiazem ER 120 mg q.d., Eliquis 2.5 mg b.i.d., Lasix 20 mg q.d., KCl 10 mEq q.d., lorazepam 0.5 mg Monday and Friday premed for shower, lidocaine patch 4% to both knees q.a.m., tramadol 50 mg 2 p.m. and 9 p.m., Zoloft 50 mg q.d., Senna one tablet b.i.d., and fluocin acet oil 0.01% SC to both ears q.d. Monday and Thursday.

ALLERGIES: NKDA.

DIET: Regular with Ensure one can MWF.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female well groomed, but no longer wears makeup or has her hair done. Seated quietly and napping.
VITAL SIGNS: Blood pressure 136/86, pulse 67, temperature 98.0, respirations 14, O2 saturation 95%, and weight 108 pounds, which is stable from last month.
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NEURO: When patient did awaken, she made eye contact with me and it was clear she was not sure who I was to reintroduce myself and there started to be some familiarity and directed towards me. She is soft spoken and just said a few words limited in information she can give and clear short-term memory deficits. She is also very hard of hearing, which affects communication.

CARDIAC: Heart sounds are distant, irregular rhythm and rate with a soft systolic ejection murmur. PMI nondisplaced.

RESPIRATORY: She did cooperate with deep inspiration. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Flat, nontender, and hypoactive bowel sounds.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She moves her arms. She is able to weightbear for transfers. No longer self-transfers and decrease upper extremity strength holding a utensil is difficult.

SKIN: Very thin and fair turgor. She has scattered pink bruises and caretaker states that they happen with barely touching things.

ASSESSMENT & PLAN:

1. Vascular dementia. There is progression of the advanced state. She sleeps more, speaks less, eats less, and now requires much more assistant from the caretaker.

2. Transition to hospice. This has been a good move on the part of family, which they acknowledge. It also indicates a decrease in the denial of the inevitable and that has been a big hurdle for family. They are happy with care given so we will encourage that to continue.

3. HTN/atrial fibrillation. Review of blood pressure and HR. She has good control and both arenas and will continue with all of her cardiac medications at this point.

4. Pain management. She is doing well on b.i.d. tramadol and the lidocaine patch. Family has been reluctant to have her beyond pain medications but hopefully as time progresses and should the need arise for increased pain medications that they will allow it.

CPT 99350 and direct family contact 20 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

