


PROGRESS NOTE

RE: Tillie Absher

DOB: 03/14/1924
DOS: 08/09/2022
Jefferson’s Garden

CC: Arthralgias and followup on genetic testing regarding med use.

HPI: A 98-year-old seen in room. She is alert and pleasant. When I initially went in, she was in the toilet and told me so. She said I could come in, but I told her I would be back. We sat in the couch in her living room and she began talking freely, started in about her knee, in particular her right knee that it really just bothers her and sometimes she feels like it wants to just give out because it aches. Asked about having a knee brace such as a soft brace, she cannot tell me whether she has and looking at her medications she has no topical analgesics and just b.i.d. Tylenol. She states that it does help when she takes it, but it does not last long enough. She is sleeping good and appetite good. She had pharmacogenetic testing to determine responsiveness to different behavioral medications. Seroquel had been used for behavioral issues and it is found to have poor absorption so really not being effective. Haldol was started at low dose and appears to be effective for the patient along with initiation of Zoloft and discontinuation of citalopram. The patient comes out for meals. She has the same table of women that she has sat with for a long time and if her behavior starts to stray, they are able to get her back on track and she responds to them without any irritability. She is sleeping through the night, is engaged in her own preparation for the day and is well groomed and is social, gets around with her walker despite having knee pain.
DIAGNOSES: Alzheimer’s disease with BPSD which is decreased, polyneuropathy, OA of both knees right greater than left, major depressive disorder, COPD and asthma.

MEDICATIONS: Tylenol 1000 mg 8 a.m. and 8 p.m., albuterol nebulizer q.d., citalopram 20 mg q.d., Mucinex 600 mg b.i.d., Os-Cal q.d., and D3 3000 units q.d.

ALLERGIES: PCN, SULFA, ASA, CODEINE and BENADRYL.
CODE STATUS: DNR.
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DIET: Regular with chopped meat.

PHYSICAL EXAMINATION:

GENERAL: Well groomed elderly female, pleasant and engaging.

VITAL SIGNS: Blood pressure 130/80, pulse 79, temperature 97.7, respirations 18, O2 sat is 96%, and weight 122.7 pounds.

HEENT: She makes eye contact. Moist oral mucosa. Her hair is groomed.

RESPIRATORY: Normal effort and rate. Lungs clear. No cough. Symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

MUSCULOSKELETAL: She has fairly good muscle mass and motor strength. Crepitus bilateral knees right greater than left. No redness or warmth. No effusion. She weight bears and ambulates, but intermittently appears to favor her right leg.

NEURO: She is alert. She makes eye contact. Her speech is clear. She is random and tangential in her speech and HOH. When asked specific questions, it is clear she has difficulty addressing those questions and then just finds something else to talk about. There was no irritability noted.

ASSESSMENT & PLAN:
1. OA bilateral knees right greater than left with left hip pain as well. Voltaren gel t.i.d. to both knees and left hip and a soft brace, size – adult small, for her right knee. Recommended for family to pick up for her to see if that helps. I am adding ibuprofen 800 mg at 2 p.m. between 1 g doses of Tylenol.

2. BPSD medications. I am titrating her off Seroquel and we will leave her on 0.25 mg b.i.d. of Haldol which is of benefit without compromising her alertness or baseline cognition.

CPT 99338
Linda Lucio, M.D.
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