


PROGRESS NOTE
RE: Opal Wade
DOB: 07/12/1929
DOS: 06/15/2023
HarborChase MC
CC: Followup.
HPI: A 93-year-old with end-stage vascular dementia, she is now dependent for full assist 6/6 ADLs, no longer able to feed self. The patient is also no longer weightbearing, Hoyer lift is required for transfers. The patient is seen after noted decline in all arenas approximately one week ago. I have spoken with the ED regarding patient inappropriate for AL given the 6 of 6 full ADL assist, loss of weight bearing and inability to voice her needs, she would be better suited for memory care or nursing home. This was discussed and her granddaughter/POA will be contacted once she returns from a cruise that she is currently on. The patient was in bed. She tends to raise her legs and kind of lies leaning either to the right or the left with her legs up in a fetal type position, she is able to straighten her legs out. I have been contacted this weekend that family wanted a muscle relaxant given what they saw is contractures of her legs, she was given tizanidine 2 mg q.12. she had a dose today along with pain medication and subsequently had decreased responsiveness. She was monitored by the DON and she had normal heart rate and low in normal BP and given time she started to wake up and come round. The patient had lab work 02/17/23, H&H were 9.5 and 29.4 and CMP was unremarkable, A1c was 5.9 which is normal for her age and TSH WNL at 2.9. So there is no metabolic or infectious etiology factoring into the change of scene but rather progression of her vascular dementia.

DIAGNOSES: End-stage vascular dementia, legal blindness, BPSD in the form of anxiety and random calling out, loss of weight bearing, incontinent of bowel and bladder, end-stage senile frailty, CAD, CHF, DM-II, and hypothyroid.

ALLERGIES: CODEINE and MORPHINE.
MEDICATIONS: Alphagan right eye b.i.d., latanoprost right eye h.s., Lotemax right eye b.i.d., olanzapine 5 mg q.p.m., Haldol 0.5 mg one half tablet b.i.d., lorazepam 0.5 mg q.6, Protonix q.d., Senna b.i.d., and Tylenol 650 mg liquid t.i.d.
DIET: Is going to be puréed.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Frail elderly female lying in bed, just staring out, legs raised up in a fetal position.
VITAL SIGNS: Blood pressure 100/78, pulse 56, temperature 96.1, respirations 18 and unable to obtain O2 sat.
CARDIAC: Distant heart sounds and a regular rhythm. No M, R or G.

ABDOMEN: Scaphoid, hypoactive bowel sounds. No distention or tenderness.
MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She can straighten her legs out but chooses to pull them up. Muscle relaxant is not going to make a difference so will change to p.r.n.
NEURO: Did not speak, did not make eye contact, just looks about randomly with a blank expression. No verbalization, unable to give information and unclear that she understands whatever is said to her.

SKIN: Is thin, translucent, decreased integrity.
ASSESSMENT & PLAN: End-stage vascular dementia, the patient dependent on full assist for 6/6 ADLs and is unable to voice needs, transfer to nursing home or to a memory care facility, which could be here, but she is inappropriate for AL. Family has the option of full-time sitters to assist her in her care, which would allow her to stay in AL they are aware of that option. I have not had any contact with them regarding her changes and their decision making. I have been informed by ED that they are looking to move her to NNH secondary to finances, but that she has six more weeks to go if she is to remain here it needs to be in memory care.
CPT 99350
Linda Lucio, M.D.
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