


PROGRESS NOTE

RE: Thelma Rutherford
DOB: 12/01/1934
DOS: 09/21/2022
Rivendell Highlands
CC: Family request hospice evaluation and the patient wanted to speak to me.

HPI: An 87-year-old with advanced dementia whose POA/son Craig Rutherford requests hospice evaluation. I called and spoke to his wife in his absence and she told me that they had discussion with the ED of the facility and think that it would be a benefit to her. Her family is also quite pleased with the fact that she talks more. She seems calmer and she is socializing more given the move to the Highlands instead of isolation in her room. DIL commented that she was due for her annual physical and cardiology followup at Mercy. I explained that can be done here in the facility as I am her PCP and have been and as to cardiology she has been stable in that regard, was started on Eliquis just before admission here and I told her that she continues on the medication without any adverse side effect. Today, the patient request to speak to me to vent frustrations stated that she has been waiting all day to be seen and then just went on about other things that were bothering her and she stated that why do not people just tell her that they cannot help her rather than lead her on and there was nothing specific that she could relate that to. But after a while of talking, she seemed to be more relaxed.
DIAGNOSES: Advanced unspecified dementia, incontinence of B&B, wheelchair-bound, OA, HTN, HLD, atrial fibrillation, hypothyroid, and GERD.

ALLERGIES: NAPROSYN and NORVASC.
MEDICATIONS: Citalopram 10 mg q.d., diltiazem 120 mg q.d., Eliquis 2.5 mg b.i.d., levothyroxine 50 mcg MWF, lisinopril 40 mg at 3 p.m., Protonix 40 mg q.d., melatonin 5 mg h.s., Ambien 5 mg MWF, Systane OU b.i.d.
DIET: Regular with food cut to bite-size and Ensure one can b.i.d.
CODE STATUS: Full code.
Thelma Rutherford
Page 2

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and verbal, voicing her needs.

VITAL SIGNS: Blood pressure 132/70, pulse 92, temperature 97.6, respirations 18, O2 sat 95%, and weight 127.6 pounds.
CARDIAC: An irregular rhythm with systolic ejection murmur at the left second ICS. No rub or gallop.
RESPIRATORY: Lung fields clear with the normal effort and rate. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: One person transfer assist in wheelchair that she propels with her feet. No lower extremity edema. Moves arms in a normal range of motion.

NEURO: She makes eye contact. Speech is clear. She talks about waiting all day and why people just her tell her the truth essentially going on and it made sense however it was unclear what she was referencing. She seemed to feel relieved after she finished speaking.

ASSESSMENT&PLAN:

1. Unspecified dementia moderately advanced. The patient is wheelchair-bound, weight-bearing with assist, incontinent of both bowel and bladder and disordered sleep pattern. Order for Valir Hospice to evaluate and follow as able per family’s request.
2. HTN adequately controlled with no evidence of angina. Continue with current medications to include Eliquis.

3. Depression, Citalopram 10 mg has been effective but it appears that an increase would be of benefit as her dementia has progressed, so increase to 20 mg q.d.

4. Disordered sleep pattern. I am increasing melatonin to 10 mg h.s. and will discontinue Ambien.

5. Protein calorie malnutrition in January, T protein and ALB were 5.5 and 3.3 at which point Ensure was increased to b.i.d. We will do followup of CMP and decrease Ensure as able.

6. Renal insufficiency, previous BUN and creatinine were 34 and 1.14, we will review new labs.

CPT 99338 and direct POA contact 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

