


PROGRESS NOTE

RE: Bettye Pruette
DOB: 08/04/1929
DOS: 08/16/2022
Council Road MC
CC: X-ray review and general followup.
HPI: A 93-year-old who looked somewhat frail and tired, seated in the day room. She was next to another resident who was energetically speaking to the patient with the patient not making eye contact, but just staring straight ahead and keeping her eyes open. When I approached the patient, she did make eye contact, there is no sense of familiarity, then I told her who I was and she seemed to relax and was cooperative. She spoke minimally saying just a word or two and her affect was bland throughout. The patient’s daughter who visits frequently has been here less frequently as her husband had an MI, seemed to do well, then was re-hospitalized and died unexpectedly during his hospitalization and staff report that she is having difficulty in that grieving process and has expressed that it is difficult with her mother now going through this to lose her as well. The patient is not aware that he passed. Staff report that she is compliant with care, sleeps through the night, has no difficulties with chewing or swallowing, but that she is generally quiet.
DIAGNOSES: Dementia, thrombocytosis, GERD, IBS, history of UTIs and anxiety.
ALLERGIES: OXYCODONE.
MEDICATIONS: Tylenol 650 mg t.i.d., BuSpar 10 mg t.i.d., docusate b.i.d., Haldol 1 mg t.i.d., Lamictal 25 mg at 5 p.m., and torsemide 20 mg q.d.
DIET: Regular with chopped meat.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: Frail elderly female seated quietly.

VITAL SIGNS: Blood pressure 105/56, pulse 81, temperature 97.2, respiratory 18, O2 sat 96% and weight 99.2 pounds.

HEENT: Her hair was combed. Dry oral mucosa.

NECK: Supple.
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MUSCULOSKELETAL: Generalized decreased muscle mass and adequate motor strength and she ambulates independently. No lower extremity edema.
NEUROLOGIC: Orientation x1. Affect generally flat. Staff state though she has a lot of days where she is up and about more so than she is today.
SKIN: Thin, dry and decreased integrity. She has two areas on her right forearm where she has skin tears that are both dressed and covered.
ASSESSMENT & PLAN:
1. Delusions. This was an issue with the patient previously, hence the Haldol that has stopped them. My concern now is whether she is medicated to a point of blunting her affect and her personality. I am going to follow up again later this week to see how she has been and may change the dosing of Haldol to one 0.5 mg and then 1 mg a.m., afternoon and h.s.

2. HTN. I am going to clarify torsemide order. I am not clear whether they are giving it to her more than once a day, but will make sure because of her blood pressure today, I am going to have it monitored routinely for the next couple of weeks, I will check in on it and, if it remains low, we will further address.
3. X-ray review. The patient had fallen and landed on her left hip with evidence of pain both expressed and favoring that. X-ray showed osteoporosis, degenerative hip disease with mild joint space narrowing with total knee replacement also seen. However, there was no evidence of fracture or dislocation.
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