


PROGRESS NOTE

RE: Armenta Hunter
DOB: 11/21/1931
DOS: 02/28/2022
Autumn Leaves
CC: Followup on medication change at last visit.

HPI: A 90-year-old with dementia and some initial behavioral issues for which she was given lorazepam gel 2 mg/mL a quarter mL b.i.d. it was effective however sedating. Staff stated that she would sleep sitting up during activities and occasionally during meals. Medication was changed to p.r.n. She has not required it since then and observed her in an activity where she was participating and awake. Staff reports that she is now more alert and interactive without behavioral issues. The patient also appears to have pain that is managed. She has a diagnosis of colon CA and p.r.n Tylenol has been adequate. I did ask her about pain and if she had any and she had a blank expression on her face. Apparently it is not an issue for her. She is also receiving PT/OT and speech therapy through Select Home Health. We were also following her she has had benefit from that. Staff reports that she is able to do much of her personal care with standby assist for showering and for putting on certain items of clothing and that she just appears stronger, overall now she is less sedate.

DIAGNOSES: Dementia, HTN, GERD, CAD, hypothyroid, colon cancer stage III, anemia secondary to colon CA.

MEDICATIONS: Unchanged from 01/31/2022 note.

ALLERGIES: PCN.
DIET: Regular with protein drinks q.a.m.

CODE STATUS: Full code.

HOSPICE: Traditions.
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PHYSICAL EXAMINATION:
GENERAL: Thin older female seated in dayroom, observed doing an exercise activity.
VITAL SIGNS: Blood pressure 110/74, pulse 76, temperature 98.1, respirations 18, and O2 sat 96%, weight 104.8 pounds, and height 5’ 2”.
ABDOMEN: Soft. Bowel sounds present. No tenderness. Mild distention without palpable ascites.
MUSCULOSKELETAL: She ambulates independently, does have a walker, which she generally does not use, has no lower extremity edema, moves limbs and a normal range of motion.

NEURO: Orientation x1-2. She makes eye contact, is distractible. Speaks it slow and she will give a one to two word answers to basic questions otherwise is unable to give information.

SKIN: Warm dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Dementia with decreased BPSD. There is no need at this point for any change in the behavioral meds. She is on Depakote 125 mg b.i.d. which appears effective.

2. Weight loss. Her current weight of 104.8 it is down 11.2 pounds from January of 116. BMI is 19.58. Not unexpected weight loss given the colon CA. She does have reported good PO intake per staff and she is also on Megace, which will be reviewed at next visit given the fact that she continues to lose weight on the medication brings up whether or not it should be continued.

3. HTN. BP is well controlled. Discontinued metoprolol and has done well without it.
4. History of edema. This is resolved. We will change Lasix to MWF and have ordered labs, which again facility has not obtained. We will reorder them again and I have spoken to DON.

5. Medication review. I am discontinuing Lipitor not essential at this point.

CPT 99338
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

