


PROGRESS NOTE

RE: Bettye Pruett

DOB: 08/04/1929

DOS: 05/18/2022
Council Road MC

CC: First followup since move.

HPI: A 92-year-old who I followed in AL at Jefferson’s Garden with the advancement of her dementia and memory care became necessary and she has been in residence here since 04/11/22. The patient is seen in her room seated on the edge of her bed just looking about somewhat forlorn. She recognized me and she began talking, some of it randomly. She seemed lost in thought would look out of the window. She no longer wears a wig. She continues to get around with the use of her walker and has had no falls and she remains verbal, but it can be random comments that are clear. She had a bruise of skin tear on her hand and I asked her how she did that and she looked at it as though she has not seen it before and had no comment. After she moved here, she was noted to have some redness and edema of both legs. She was started on diuretic and appeared to develop cellulitis so Unna boots were placed and she was started on p.o. antibiotic, which she has completed. Valir Hospice follows her and will contact me as needed regarding any issues. The patient’s family does come to visit her unclear with what frequency. The patient is cooperative with medications and assistance with personal care.

DIAGNOSES: Dementia without BPSD, anxiety disorder, GERD, IBS with intermittent diarrhea, hallucinations/delusions controlled with medication and musculoskeletal pain.

DIET: Regular with chopped meat.

ALLERGIES: OXYCODONE.

MEDICATIONS: Tylenol 650 mg t.i.d., BuSpar 10 mg t.i.d., Haldol 1 mg t.i.d., Lamictal 25 mg q.d., Colace b.i.d., and tramadol 50 mg q.6h. p.r.n.
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PHYSICAL EXAMINATION:

GENERAL: Well groomed elderly female seated on the side of bed in her room was conversant.

VITAL SIGNS: Blood pressure 116/86, pulse 86, temperature 98.1, respirations 16, and O2 saturation 96%. The patient is 5 feet and weighs 100 pounds. BMI of 19.5.

NEURO: Orientation x1. She makes intermittent eye contact, looks about the room, looks out the window, and seems pensive at times. She did not appear to distress and difficulty voicing what she wanted to say but was pleasant and wanted to remain in her room when I left.

MUSCULOSKELETAL: Observed her ambulating with her walker. She is slow but upright and stable. No LEE.

LOWER EXTREMITIES: On her right lower extremity, there was decreased edema and there was a right band below the knee that was seen pink in color where there were some remaining edema, but no warmth or tenderness. Her left lower extremity, there is no edema, warmth, or tenderness. No weeping noted. She does have a fine motor tremor of both upper extremities.

SKIN: It is thin, but good moisture intact. She has redness on the right inner aspect of her wrist.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop.

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

ASSESSMENT & PLAN:

1. Initial visit on new unit. She appears to be adjusting. Today, she seemed a little quiet and in thought but no behavioral issues have been seen in the last few days. We will have staff continue to monitor her and when appropriate will order lab work not due at this time.
2. Hallucinations/anxiety, these are addressed with medication without compromising her baseline cognition or alertness so no change in those meds.
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Linda Lucio, M.D.
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