


PROGRESS NOTE

RE: Melba Cordell
DOB: 04/02/1925

DOS: 11/21/2023
Jefferson’s Garden AL

CC: Met with two daughters and family request for anxiety medication.

HPI: A 98-year-old female in residence since 10/11/2023. Since that time, a family member or two has been here every day throughout the afternoon or into the evening. The patient also has a caretaker who comes four days a week from 9:00 to 3:00. The patient’s daughters had questions as to anxiety and whether there were something she could be given that would help her with that, that is part of why they do not want to leave her alone. In speaking with the staff, they state that they have never seen any evidence of anxiety in the times when family is not here; when they go in to do any care or check on her that she will interact with them and that she seems comfortable. The two daughters then asked to speak with me privately and we met in the patient’s room and they just had a caretaker keep the mother in the back. Both of them wanted to know whether they should stay here as much as they are staying I asked them how they felt about doing it and both feel that she is not interacting with the facility staff or any of the residents like she should by this time. I told them that they do for her what she needs and they spend most of the days here so she does not need to come out of her room. I encouraged them to start staying home and that if one is going to come up that it is only one a day and not every day and not all day. Told them on the days that her caretaker is here they do not need to be here at all as she is here for six hours, she knows the resident well and the resident is comfortable with her. I just pointed out that the patient can most likely do more for herself and she is doing as she has learned that they will jump and do whatever she wants when she wants it. I told them that also keeping her from realizing what she can do for herself from venturing out onto the unit and doing activities that she may find she enjoys or that are good for her and she may find another resident who she has a lot in common with and feels comfortable talking to, but at this point she stays in her room, does not come out and everything is done for her by family or the caretaker in the room. I think they both just needed the permission that they do not have to be here every day. There are also two sons that come up and spend the same amount of time. When the patient came and joined us, she looked around at the three of us and we just continued talking. I asked her if she had any sense of depression or anxiety, she did not say yes, but she also did not say no, just looked at me.
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DIAGNOSES: Anxiety/depression, atrial fibrillation, periprosthetic left hip fracture with conservative healing measures, CKD, and mild cognitive impairment.

ALLERGIES: NKDA.
MEDICATIONS: Digoxin 0.125 mg q.d., diltiazem ER 120 mg q.d., Eliquis 2.5 mg q.12h., Lasix 20 mg q.d., lidocaine patch to left knee on 12, off 12, melatonin 6 mg at 7 p.m., and KCl 10 mEq q.d.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert when she came to see us, her hair was groomed, she had makeup, jewelry, and was dressed to include a jacket and I am told that this is how she presents every day; she wants full makeup, hair done, and jewelry. The patient again looked at myself and her two daughters somewhat suspiciously and she did not look pleased, but did not say anything. When she did speak, it was quick into the point, took a while before she gave partial smile.
VITAL SIGNS: Blood pressure 131/68, pulse 55, temperature 98.3, respirations 18, and weight 123 pounds.

MUSCULOSKELETAL: She is transported in a manual wheelchair. She does not generally try propelling it herself. She has no lower extremity edema.

CARDIAC: Regular rate and rhythm. She does have a systolic ejection murmur throughout the precordium. No rub or gallop.

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

NEURO: Orientation x2, could not assess date and time, soft-spoken, a few words at a time, is stoic and lets her expression convey how she is feeling and gave very brief answers.

ASSESSMENT & PLAN:

1. Depression. I talked to them about an SSRI that would target anxiety/depression, which I think may also be a component that is harder to see, they are in agreement, so Zoloft 25 mg q.d. for two weeks and then increase to 50 mg q.d.

2. Anxiety. Ativan 0.5 mg one-half tablet b.i.d. p.r.n. anxiety.

3. General care. CMP, CBC, digoxin level ordered and we will review with family next visit.

4. Insomnia. I have changed time of melatonin dosing to 7 p.m. versus 9 p.m. and explained to family that it takes two hours for it to be metabolized into its active component and effective for sleep.
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5. Family reviewed everything about with them, they are in agreement with the orders and they will try to take some time off to take care of themselves and that their mother will only start to interact with other people when she does not have her family there with her all day.

CPT 99350 and direct POA contact 30 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

