


PROGRESS NOTE

RE: Peggy Harriman
DOB: 09/23/1932
DOS: 08/25/2022
HarborChase, MC
CC: Change in gait stability.

HPI: An 89-year-old with unspecified dementia end-stage. She has had noted progression. She spends time in her room by herself just looking around and when she comes out on to the unit for meals, she is generally quiet and does not really interact. She has used a walker for getting around. She has had some change in her stability. She had PT work with her. They feel like they have reached max benefit and the recommendation was that a wheelchair be provided for distance transport and the occasional getting around on the unit. Family in particular the patient’s daughter/POA Robin Schrader was concerned about her falling and hurting herself so she was agreeable to a wheelchair being used to get her around. The patient has two sons who will visit, one of them has his own anxiety issues and he became very angry at the idea that we were putting his mother in a wheelchair and not allowing her to walk. Today, I spent time with him and explained that is not what the issue is it is wanting her to be safe and getting around so that a walker used is fine if there is somebody with her, but to go out and about on her own with the walker is not in her best interest. He then acknowledged that when they were using the walker that he noticed she started getting wobbly and he was concerned so they cut their walking to an end. The patient seemed to become agitated as her son became agitated and had to explain to her that is a safety issue. At this time, she has both the wheelchair in the room which is folded in the corner and then a walker that she was using today.
DIAGNOSES: Unspecified dementia end-stage, anxiety, gait instability, sleep disorder, HTN, and dry eye syndrome.

MEDICATIONS: Unchanged from 07/28/22 note.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Frail elderly female seated quietly but attentive.

VITAL SIGNS: Blood pressure 110/67, pulse 70, temperature 97.4, and respirations 18.

MUSCULOSKELETAL: She is quite fatigued. Generalized decreased muscle mass and disequilibrium noted after walking for a period of time. No LEE. She moves arms in normal range of motion.

NEURO: Orientation x1, occasionally x2. She will make eye contact. She is soft spoken. She will say a word or two in response to questions. She is tentative when giving answers, not sure if she is correct, but smiles, is pleasant and cooperative to care.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Gait instability. For now, walker can be used if she is with somebody for standby assist. Otherwise distance transport most likely wheelchair is safest as she fatigues and then becomes unsteady.

2. Anxiety. Ativan 0.5 mg was started for bedtime and daughter noticed that it had a benefit. She would like to have it also in the morning thinking that she tends to become more anxious than she previously had been. So, Ativan 0.5 mg a.m. and h.s. p.r.n. rather than routine and we will see if it works on a p.r.n. basis.
3. Social. I spoke with the son at length and got him to hopefully have some understanding that no one is trying to wheelchair bind her but rather have her safe.
CPT 99338 and prolonged direct contact with family member 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
