


PROGRESS NOTE
RE: Norma Johnson
DOB: 01/20/1935
DOS: 10/12/2022
Rivendell MC
CC: Increased back pain, lab followup and wants to discuss diagnoses.
HPI: An 87-year-old with dementia, MMSE score of 25. Prior to admit here, the patient was at SSM Geri-Psych due to paranoia and aggression both verbal and physical directed toward husband and daughter-in-law. Since her admission here, she has been cooperative, required hospitalization for aspiration for which CPR was done until EMS arrived. The request to have copies of her medical records wanting to know the cost incurred in her stay as well as questioning why she is here, what her diagnosis is and who gave her the diagnosis and in fact wanted a second opinion. I pointed out to her what I had in my admit note as to her behavioral issues that led to Geri-Psych stay and Geri-Psych confirming her diagnoses and the need for an MC admission. She is now a bit more agitated, but not acting out on that apart from questioning things. I deferred any decision as to her remaining here back to discussion with her POA who is first her husband and then her son and it would be their decision as to whether she continued here.
DIAGNOSES: MCI with diagnosis of vascular dementia and BPSD in the form of aggression since admit treated, hyponatremia, HTN, hypothyroid, HLD, OA and cardiac arrhythmia.
MEDICATIONS: Going forward, Tylenol 650 mg will be increased to t.i.d., NaCl tablets 1 g times 2/WK 2 q.d., levothyroxine 100 mcg q.d., lisinopril 10 mg q.d., Lasix 20 mg q.d., TUMS 500 mg two tablets q.d., ASA 81 mg q.d., Zyrtec 10 mg q.d., Plavix q.d., divalproex 250 mg b.i.d., olanzapine 2.5 mg will be increased to 5 mg q.d., Mag-Ox 400 mg MWF will be increased to q.d., guaifenesin 600 mg q.12h., KCl 10 mEq q.d., PreserVision a.m. and h.s., and Zocor 10 mg h.s.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Well-groomed elderly female who requested to be spoken to.
VITAL SIGNS: Blood pressure 122/57, pulse 68, temperature 97.1, respirations 18, O2 saturation 96%, and weight 132 pounds.
NEUROLOGIC: Orientation x2. Speech clear, makes her needs known, appears agitated regarding being here and that she is deemed to have dementia; denies having it. Focus is on daughter-in-law and how she came into her life and took over and without saying so that is why she is here.

MUSCULOSKELETAL: She ambulates independently. No falls. She is treated for lower extremity edema.
ASSESSMENT & PLAN:
1. MCI with agitation regarding this diagnosis and in general being in MC. Olanzapine is increased to 5 mg b.i.d. We will continue with divalproex at 250 mg b.i.d. that may need to be increased.

2. Hyponatremia. Sodium is at 132. We will increase NaCl tablet to q.d. and recheck Na level in two weeks.
3. Hypocalcemia. We will increase calcium to 1500 mg MWF with 1 g the remaining days.
4. Increased back pain. Increase Tylenol to 650 mg t.i.d. and I am adding gabapentin 100 mg q.a.m. and h.s. We will follow up in two weeks along with labs and make any adjustments as need indicated.
CPT 99338
Linda Lucio, M.D.
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