


PROGRESS NOTE

RE: Gay Johnson
DOB: 11/17/1939
DOS: 10/12/2022
Rivendell MC
CC: Family issues.
HPI: An 82-year-old who is seen with the diagnosis of Alzheimer’s dementia that was made prior to her admission to this facility; her notes that were received from recent hospitalization do not mention a diagnosis of dementia. Her daughter Sherry Jensen who is POA provided a three-page typed note to the staff for directions on the patient’s care to include how she is to be spoon fed at least two bites of whatever she eats at every meal, three Ensure’s daily and it goes on and then mobility that she is to use her walker as much as possible, not the wheelchair, which she chooses and that there is to be a daily phone call specific time to another family member to appease that family member and then direction on her personal care and activity. I spoke to the ED regarding this handout, which he also has that it is not feasible to be done with which he agreed and stated that it was not reasonable, but there are several requests that are in the normal part of the patient’s care to include that by activities director as well. When I spoke to Ms. Jensen, I told her that it was not feasible to do the specifics of all the care she requested, but that there were parts of it, a lot of it that were normal parts of the patient’s care and activities care and that if she needed to be fed at each meal that was care that was given on the third-level care unit, which would require a move. When the patient was in her daughter’s home, she had a caregiver who gave one-on-one care and Ms. Jensen stated she was reassured that that was the type of care her mother would be receiving, that was reassured by the admissions director Kristen. The patient was seen in her wheelchair and I asked her to propel herself over to me which she did and I went over with her that she needed to use a walker if able, but we could not force her to, that if she was in the wheelchair she needed to propel herself. I also let her know that there has been discussion with family and that given the fact that her other daughter, non-POA daughter, took her out of the facility and then when brought back, the patient refused to get out of the vehicle and that it took three staff members more than a half an hour to coax her to get out and then finally the arrival of her daughter Sherry who told mother she needed to get out that she finally got out, that that was not acceptable and thus no family member would be allowed to take her off the facility grounds. Skin is warm and dry. She does have a breakout of redness, the maculopapular rash that was diffuse resulting from morphine given in the ER, which the patient was sent to at family’s request for abdominal pain.
DIAGNOSES: Mild early onset Alzheimer’s dementia without BPSD; diagnosis made on 10/03/2022 by Nestor Pinaroc, M.D., CAD, HTN, wheelchair dependent, history of hyponatremia, protein-calorie malnutrition, anxiety, hypothyroid, deconditioning, and history of PE.
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MEDICATIONS: Unchanged from admit note.

ALLERGIES: Unchanged from admit note.

DIET: Regular with thin liquid.

CODE STATUS: Full code.

HOSPICE: Russell Murray Hospice in El Reno.

PHYSICAL EXAMINATION:

GENERAL: The patient is sitting up in her wheelchair, she was cooperative to being seen.
VITAL SIGNS: Blood pressure 102/71, pulse 68, temperature 97.7, respirations 17, and O2 sat 99%.
NEURO: She makes eye contact. Her speech is clear. She asked questions regarding what she was to do and I informed her my conversation with her daughter and what they want  the patient to do, which includes using a walker as opposed to wheelchair, but that we could not make her do it, but that when in it she needed to propel herself in the wheelchair. She was sarcastic in her responses, but I did tell her that was giving her what she wanted, but what family requested, but more importantly what the patient was capable of.
SKIN: She has redness, no significant papular finding, it remains macular. The areas of rash are intact without pain or warmth.

EXTREMITIES: Lower Extremities: She has thin wall blisters that have ruptured. The patient was admitted with these skin changes and wound care is being given by hospice.

ASSESSMENT & PLAN:

1. Allergy to morphine noted since administration of morphine in ER, so we need to make a new allergy of morphine. She is receiving Benadryl 25 mg q.4h., we will change that to 50 mg x2 doses and then she will continue on hydroxyzine; she is still awake and functioning.

2. Care resistance. Depakote 125 mg to start on arrival.

3. Psychosocial issues. There is a lot of family infighting. I also told Ms. Jensen that that is not our issue, that they will have to deal with whatever their conflict is and that we provide care as we normally do for other patients and then any specific to her care needs.

Direct POA contact greater than 20 minutes

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

