


PROGRESS NOTE

RE: Charlene Reynolds

DOB: 10/25/1927

DOS: 01/12/2023

HarborChase AL

CC: MMSC administration, family request to speak with me and declined.
HPI: A 95-year-old with cognitive impairment and MMSC was administered today. She scored 17/30, which is severe cognitive impairment. The patient was seen in her room. She is in her manual wheelchair slowly propelling herself around her room. She was tearful as she needed help but did not know how to get anybody to come and help her. She has a call pendant, which she knows has been instructed to use does not remember to do it. The patient was using her wheelchair today, which previously she would walk around and she is now using her WC more. Given her cognitive and auditory deficits she is limited in interactions with others. She is able to voice her needs. She has some understanding of what I said to her and she is cooperative. After seeing her last week it was clear that memory care is more suited for what her needs are. Family then had some second thoughts and rather than moving her as had been planned she remains in AL. I called her son and POA Randy Reynolds he has two sisters he states they are out of town but will be back tonight and he needs to talk with both of them prior to any decision. He asked if it is what I recommended I said yes and told him why that specifically she would have interaction with other residents who were like her and so the sense of isolation would be much less. There are increased care needs that are met by staff as opposed to what occurs in AL. He was concerned about what to move so that it felt like it was home told them she just needed the minimum work not to try to recreate the current room she has which is much larger.

DIAGNOSES: Severe cognitive impairment without BPSD, bilateral knee OA with change in ambulation now using wheelchair, insomnia, HTN, HLD, CKD III, and GERD.

MEDICATIONS: Tylenol 650 mg b.i.d., icy-hot to right leg and knee, melatonin 10 mg at 7 p.m., Depakote 125 mg q.d., MVI q.d., and MiraLax q.d.

ALLERGIES: CODEINE, ALLEGRA, and CHOCOLATE.

DIET: Regular.

CODE STATUS: Full code.

Charlene Reynolds

Page 2

PHYSICAL EXAMINATION:
GENERAL: The patient seated in wheelchair. She was intermittently tearful and I did not want staff to leave her.

VITAL SIGNS: Blood pressure 137/97, pulse 93, temperature 97.9, respirations 17, and weight 128.8 pounds.

NEURO: Orientation x1-2. She makes eye contact. She has some hearing deficits of things have to be repeated. Her speech is clear. She repeats herself.

MUSCULOSKELETAL: She had good neck and truncal stability, seated in manual wheelchair, propelling herself around the room without difficulty and no LEE. Moved arms in a normal range of motion.

CARDIAC: Regular rhythm without M, R or G.

RESPIRATORY: Normal effort and rate. Lung fields clear. Symmetric excursion. No cough.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

ASSESSMENT & PLAN:
1. Cognitive impairment now defined as severe cognitive impairment scored a 17 of 30 on MMSC. The patient requires repetition in direction and likes to be around other people with whom she can engage. Memory care is much better suited to her needs where there are residents who are like her that she can spend time with converse and while they may all be saying something different it is shared. I told son that I recommended the move to memory care there are rooms already available and that it is a decision that needs to be made sooner than later.

2. Code status. The patient is currently full code. Once she is settled into MC, I will then address this with her family.

3. Dysphagia. I am adjusting medications to those that can be liquid and removing those that cannot be crushed. Changing melatonin and MVI to gummy form.

CPT 99350 and prolonged direct POA contact 15 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

