


PROGRESS NOTE

RE: Winifred DelBridge (Bee)
DOB: 07/12/1931
DOS: 02/21/2023
Rivermont MC
CC: Assume care.
HPI: A 91-year-old in residence since 01/03/2022 who has been seen by Community Physician Dr. John Robertson, daughter states that it is difficult to get her in to be seen when things occur, so she would like me to follow patient. When I was in MC earlier seen patients, I observed patient sitting at a table having lunch. She was well groomed, made eye contact was polite, hesitantly said a few words, she looked about and was not particularly engaged with anyone at her table. She seemed pleasant and cooperative. Staff state that she generally is at times can get stubborn about some things, but is redirectable. The patient’s daughter/POA, Kathy Kilpatrick came in to speak with me and was able to provide mother’s history. The patient is on multiple supplements and then prescription medications, daughter states that patient has always believed that Shaklee products are what made her healthy and kept her alive as long as she has been and would spend $500 a month on her supplements. Daughter agrees that her mother is on too many supplements and would like to review them, as I said I am going to do and in an attempt to minimize the number of medications daughter states that she has got orders of those coming in or A stash of that at home that she is going to bring in, so it does not look like there is going to be much of a decrease for many and many months. Code status was also discussed as daughter said her mother revised her trust in 2017 and stated that she wanted not be DNR and that was prior to her dementia onset. Daughter who is an RN states that she knows that her mother likely would not do well in a code situation and that if she survived what the quality of her life would be poor and compromised. I continued to press on the point that a decision needed to be made and that it was clear that at her age that it would be harm without benefit being done, but she is going to discuss it with her brother.

PAST MEDICAL HISTORY: Dementia unspecified diagnosed in 2018 by Dr. Robertson was started on Aricept, which did not tolerate secondary to diarrhea, but remains on Namenda, HTN, HLD, osteoporosis, and urge incontinence.

PAST SURGICAL HISTORY: Varicose vein stripping, appendectomy, ankle fracture with casting, left upper extremity fracture on 05/20/2022, and esophageal dilation on 08/20/2021.
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ALLERGIES: NKDA.
MEDICATIONS: Fosamax 70 mg q. Friday, ASA 81 mg q.d., Lipitor 80 mg h.s., calcium 600 mg two tabs q.d., COQ10 two caps q.d., CranCap q.d.,. probiotic q.d., MVI q.d., Restore eye tablet q.d., vitamin D 2000 IUs q.d., vitamin C with Rose Hips q.d., verapamil ER 180 mg h.s., Toprol 50 mg q.d., and enalapril 5 mg q.d.

SOCIAL HISTORY: Married 50 years, widowed in 2002, two children daughter Kathy and son Jim. Brief period of being smoker, but had secondhand exposure per husband. Taught first and second grade and retired at the age of 62. Lived at home alone until it was clear that she was not handling home maintenance or her own personal care was agreeable to moving into independent living where she was approximately 2.5 years and daughter noted that she needed more assistance than was appropriate for IL, but had a male friend who actually prompted her for mealtime and taking her medications and it was during the COVID quarantine. So they spent time together so that she was not by herself. Moved to MC 01/03/2022, no behavioral issues, daughter still takes her for subspecialty appointments such as dermatology, ophthalmology, and GI.

FAMILY HISTORY: The patient’s father had late age Alzheimer’s disease and no other unknown history of dementia.

DIET: Mechanical soft.

CODE STATUS: Full code.

REVIEW OF SYSTEM: 

CONSTITUTIONAL: Baseline weight 92 to 100 pounds.

HEENT: She wears corrective lenses. He is hard of hearing wear hearing aids, but has lost three sets in the last couple of years, so daughter is not replacing them. Native dentition in good repair and had some dysphagia secondary to esophageal stenosis, but improved since dilation on 08/20/2021, history of cerumen impaction for which Debrox has been used, HTN well-controlled. No chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB.

GI: Occasional incontinence of bowel, but can be toilet it.

GU: History of UTIs has not had them since being on CranCap. Incontinent of urine wears anywhere from adult brief with a pad to two briefs and a pad.

MUSCULOSKELETAL: Independent ambulation, which daughter states is slow. Last fall was when she broke her left arm on 05/20/2022 trying to get out of MC the doors were open and she tried to hurry out along with some other residents, but got caught by the door hitting her left arm and she is right-hand dominant.

NEURO: Clear progression of dementia over the last couple of years. Her voice has become softer. She speaks less frequently and it is not always clear what she is referencing. Daughter states that she can get upset if things are not done when she wants them done.
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PHYSICAL EXAMINATION:

GENERAL: The patient well groomed, alert and seated quietly at the dinner table.
VITAL SIGNS: Blood pressure 177/96, pulse 65, temperature 97.6, respirations 17, O2 sat 96%.and no recent weight.
HEENT: Hair is groomed. Corrective lenses in place. Conjunctivae clear and moist oral mucosa.

NECK: Supple. She appeared to be hearing adequately to answer questions with just yes and no answers.

CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Took her a moment to understand deep inspiration, but was able to do so. Lung fields clear. No cough with symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

SKIN: Warm, dry and intact with good turgor. She does have a few scattered bruises unclear how they occurred on her forearms.

NEURO: Makes eye contact appeared hesitant in interaction initially. Orientation to self, soft-spoken, appeared to hear question and appeared a bit shy/hesitant, but allowed exam just said a few words at a time that were appropriate to basic question.
ASSESSMENT & PLAN:

1. Dementia unspecified advanced MMSC will be administered prior to my next visit and assess what her needs are and share with family approaches that functionalize.
2. Medication review with polypharmacy, while daughter agrees that she is on a lot of medication and probably does not need all that she is on. The reality is that she has herself several month supplies of the supplements and so patient will continue to take them until the cache supplements is depleted, which may be the end of the year. I did tell her that if they are started to evidence pill dysphagia that things would be discontinued.
3. History of cerumen impaction. Debrox can be used say three nights out of the week just for maintenance of preventing impaction and daughter has supply of Debrox at home that she will bring.
4. Code status. This was discussed and she will get back with me after she has spoken with her brother.
5. HTN, BP, and HR b.i.d. x2 weeks will be taken and will see if medications need to be adjusted. Today’s BP is elevated.
6. UTI history on CranCap and hopefully I can keep that away, we will encourage patient also increase water intake.

7. General care. CMP, CBC, and TSH ordered.
CPT 99345 and direct prolonged POA contact 30 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

