


PROGRESS NOTE

RE: Dortha Fenter
DOB: 02/03/1935
DOS: 02/16/2023
HarborChase, AL
CC: Several issues.

HPI: An 88-year-old seen in room. She has dementia with BPSD in the form of aggression and care refusal. Today, she was quiet, subdued, attentive when being taught to and able to give some information. The patient is in a wheelchair and staff have questioned whether PT would be of benefit helping her to become more stable. When I raised this with the patient, nurse present, the patient stated that she had had PT for 30 days while at Jim Thorpe during a recent hospitalization prior to admission here. When asked specifically about PT for her now to help maintain her mobility, she stated she did not think that would help, but did not refuse it. She also has insomnia. Staff reports that she is up through the night. She was started on trazodone 50 mg at h.s. about 10 days ago and that has not been effective in maintenance of sleep. When I asked her about sleeping, she states that she sleeps through the night, does not have any problems. She has been in the past on diuretic with KCl supplement. She does not like taking it due to the taste, requests the pills. I asked her if she was aware of the size of them and when she was made aware then she backtracked wanting to take the pills. Overall, she seems calmer, less agitated and resistant to care what others suggest. She does spend most of her time in her room. She will come down for meals occasionally and has not yet really participated in activities.
DIAGNOSES: Dementia with BPSD, chronic pain management, anxiety disorder, HTN, CAD, and insomnia.

MEDICATIONS: Unchanged from 02/02/23 note. Biotin 300 mcg q.d., trazodone increased to 100 mg q.d., Megace 200 mg q.d., ASA 81 mg q.d., Os-Cal q.d., Lexapro 10 mg q.d., Climara 0.1 mg patch one q. week, Toprol 25 mg q.d., MVI q.d., Protonix 40 mg q.d., Crestor 40 mg q.d., and vitamin E 180 mg q.d.
ALLERGIES: NKDA.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female well groomed and seated in her living room.
VITAL SIGNS: Blood pressure 101/69, pulse 70, temperature 97.9, respirations 18, and weight 93.4 pounds.
NEURO: She makes eye contact when speaking or being spoken to. Initially, her affect was somewhat rigid, did relax a bit during visit.

MUSCULOSKELETAL: She remained seated but she had good neck and truncal stability, generalized decreased muscle mass and motor strength. No LEE. She moved arms in a normal range of motion.

CARDIAC: An irregular rhythm. No M, R. or G. PMI nondisplaced.

ASSESSMENT & PLAN:
1. Medication review. The patient is not on diuretic so question the need for KCl. I am checking CMP and we will assess renal function and electrolytes prior to the KCl administration.

2. Pain which the patient brings up as an issue. Tylenol 650 mg one q.6h. p.r.n. We will see if she is able to ask for medication.
CPT 99350
Linda Lucio, M.D.
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