


PROGRESS NOTE

RE: Norma Yocum
DOB: 07/02/1931
DOS: 04/21/2022
Rivermont AL
CC: 60-day note.

HPI: A 90-year-old who had a possible seizure -like activity on the unit described as arms and legs shaking and her eyes rolling lasting for 30 seconds. Followed by a similar episode also 30 seconds. Transported to NRH. There was no additional seizure type activity. On evaluation, she was found to have atrial fibrillation with RVR rate up to 170s, received Cardizem with improvement. Review of prior EKGs showed atrial fibrillation in her past. Kept overnight for monitoring. No recurrence of atrial fibrillation. UA was unremarkable. CBC WNL. CMP: Sodium 135, otherwise normal. UA unremarkable. CT of the brain showed no acute change. Her COVID test did return positive and returned to the unit with isolation. 
DIAGNOSES: Advanced dementia without BPSD, glaucoma, peripheral neuropathy, osteoporosis, HTN, CKD III, and urinary incontinence.

MEDICATIONS: Alphagan OU b.i.d., bethanechol 25 mg q.d., BuSpar 7.5 mg t.i.d., divalproex 125 mg q.d., glucosamine b.i.d., Norco 7.5 mg one tablet q.4h., lisinopril 20 mg b.i.d., melatonin 3 mg h.s., Naprosyn 220 mg q.12h., PEG solution q.o.d., MVI q.d., and metoprolol 25 mg b.i.d. 
ALLERGIES: CLINDAMYCIN and MEPERIDINE.

DIET: Regular thin liquid.

CODE STATUS: DNR. 
PHYSICAL EXAMINATION:

GENERAL: Frail elderly female seated in a wheelchair, no distress. 
VITAL SIGNS: Blood pressure 139/72, pulse 61, temperature 97.6, respirations 18, and weight 110 pounds, a weight gain of 2 pounds in two weeks. 
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HEENT: Conjunctivae are clear. Nares are patent. Moist oral mucosa.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Intact radial pulses. No LEE. She moves her arms in a normal range of motion. She is weightbearing and two-person assist for transfer.
NEURO: Orientation x 1. She makes eye contact. Infrequently speaks, only saying a word or two, unable to voice her needs. She does not understand any given information. At times, she can be difficult to direct. She is total moderate assist for 4 of 6 ADLs.

SKIN: Warm and dry. Fair turgor. A few scattered bruises on her forearms and a small area of healing skin tear on same.

ASSESSMENT & PLAN: 
1. Dementia with progression, not unexpected. The patient has fall with minor injury and returned. We will just monitor her for safety in that regard.
2. Resistance to personal care. After I saw the patient, I spoke with the aides who take care of her who all reported that she is resistant to being dressed every morning and being redirected though most difficult and prolonged time is shower time which is two to three times a week, but with her it is difficult to even complete one time per week. So we discussed giving her something to decrease her agitation. We will increase divalproex to 125 mg b.i.d. and we will decrease her buspirone to twice daily.

3. General care: The patient had labs during her 03/07/22 ER visit. CBC, CMP and UA all WNL with the exception of a NA of 3.5 which is a 10th of a point below normal. We will simply monitor. 
4. Nutritional status. Her TP and ALB are WNL at 6.4 and 3.7. Continue.
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