


PROGRESS NOTE

RE: Betty Buchanan
DOB: 02/12/1929
DOS: 07/21/2022

HarborChase MC
CC: Decreased PO intake and then fall.
HPI: A 92-year-old with end-stage unspecified dementia who has had decreased PO intake. Her family will bring foods that they know she likes and today was a case in point where she ate what they brought her from Charleston’s. Did not complete the whole meal, but it is saved. The patient was seated quietly. She did not recognize who I was. She looked frail, recognized her daughter and DIL, but she did not initiate conversation with either. She is transported in a manual wheelchair will occasionally get up and walk around in her room and staff intervene and get her to sit before she falls. She comes out for meals. She cannot feed herself when she chooses to eat. She is incontinent of bowel and bladder and she has difficulty voicing her needs.

DIAGNOSES: End stage unspecified dementia as described above, BPSD in the form of care resistance improved, atrial fibrillation on anticoagulant, seizure disorder, insomnia, depression, and HLD.

ALLERGIES: SULFA.
MEDICATIONS: Coreg 6.25 mg b.i.d., divalproex 250 mg b.i.d., Eliquis 2.5 mg b.i.d., Klor-Con 10 mEq q.d., Keppra 250 mg b.i.d., torsemide 100 mg Monday and Thursday and trazodone 100 mg h.s., lorazepam Intensol 2 mg/mL 0.25 mL b.i.d. routine and Roxanol 5 mg q.6h. p.r.n.

DIET: Regular within liquid.

CODE STATUS: Full code. She has an advanced directive but requires DNR.
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PHYSICAL EXAMINATION:

GENERAL: Thin elderly female seated with family.
VITAL SIGNS: Blood pressure 143/80, pulse 76, respirations 16, and O2 sat 92%.
CARDIAC: Irregularly regular rhythm with an SEM.

NEURO: She has a blank expression on her face she looks around with some confusion, but does not seem distressed. Her son-in-law did get a word or two out of her. Orientation is x1.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is in a wheelchair that she can propel using her feet and at times was just spontaneously stand and try to walk. No LEE.

ASSESSMENT & PLAN:

1. Sore throat issue. I omitted this from the HPI. Earlier this week, I was contacted that one of patient’s daughters wanted her to have a strep throat swab and lab did not have them so was not done and there were no known exposures. The family would not ask today because the patient said her throat hurt that they said oh we need to check for strep throat and then when no testing was done wanted to have lozenges and then they decided they are afraid she would choke on those and then chose Chloraseptic spray, which she hates using and commented about it today, so it is discontinued.
2. Gait instability with falls. Again, the patient has had a fall. She was standing in the doorway of the med room in MC and then fell there was no sound made, as it was on carpet, so unclear if she struck her head, but she is also on Eliquis and given that I am documenting the number of falls in a certain point we will stop the anticoagulant.
3. Code status: This has to be addressed with family and I will do so with POA.
CPT 99338 and prolonged direct POA contact 20 minutes.
Linda Lucio, M.D.
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