


PROGRESS NOTE

RE: Glennell Pickett
DOB: 01/21/1934
DOS: 08/10/2022

Rivendell MC
CC: Lab review and increased anxiety.
HPI: An 88-year-old who was just recently moved in 08/01/2022. The patient’s son Mike Pickett was on the unit today. The patient had had increased anxiety for which he was called over the weekend to come and sit with her. It was a call that most likely could have been handled by staff. Since then he has been concerned about his mother and is here more, but he has got other issues that he has to deal with that are stressful. When he was present the patient kept referencing him to stay with her and that she did not know who she was and could not find herself, which was distressing to him. When she was redirected to go sit and have dinner she sat with another resident be engaged in conversation and ate her meal. We were able to get him out before she noticed and she did not ask staff later and again was engaged in conversation with another resident. In speaking with him, he has a lot of anxiety about his mother being here even though he states he likes the facility and he picked it out it seems that there is some underlying having to let go of the mother he knew and her inability to be that person anymore. He also related that the patient’s POA was his sister Kathy who passed away about three weeks ago and this is another thing that he had told his mother about and in retrospect wishes it does not seem to have stayed in patient’s memory because it has not been an issue per staff.

DIAGNOSES: Unspecified dementia with progression, anxiety/depression, HTN and hypercalcemia by history.

MEDICATIONS: Norvasc 5 mg q.d., Celebrex 100 mg b.i.d., Citracal  two q.d., Centrum Silver q.d., Ziac 2.5/625 mg q.d., melatonin 5 mg h.s., joint health one q.d., and Aricept 10 mg b.i.d. We will discontinue medication when current supply out.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert, initially distressed and quite anxious, but she was redirected and seems fine thereafter.
VITAL SIGNS: Blood pressure 151/72, pulse 69, temperature 97.7, respirations 17, O2 sat 95%.and weight 134.8 pounds.
MUSCULOSKELETAL: She ambulates with the use of her walker. She is a bit slow and cautious with some unsteadiness. No lower extremity edema.

NEURO: She makes eye contact and her speech is clear. Today, she was almost child like saying that she did not know who she was, can we help her find herself, which is all new and it was in front of her son and it seemed to impart be guilt inducing for him. Her orientation is x1 to 2. It was at 2 when I initially saw her. She makes her needs known and voiced how she felt.

SKIN: Thin and dry with decreased integrity. No breakdown or bruising noted.
ASSESSMENT & PLAN:
1. Anxiety. Zoloft 25 mg q.d. x2 weeks then increase to 50 mg q.d. in the interim alprazolam 0.25 mg b.i.d. p.r.n. available.
2. Gait instability. The patient is currently using a quad cane is slow but steady with that. Son has purchased and it is in her room walker that she has not used and requires training in the appropriate use. PT and OT, VA Select are ordered.
3. CMP review. BUN 29 with remainder of labs WNL. The patient encouraged to increase fluid intake.
4. Screening TSH. WNL at 4.94. No thyroid disease.
5. CBC review WNL.
CPT 99338 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

