


PROGRESS NOTE

RE: Mary Pat Snyder
DOB: 02/22/1938
DOS: 11/15/2023

Rivendell AL
CC: Hospital followup and met with the patient’s daughter/POA Tammy Weathers.
HPI: An 85-year-old hospitalized on 11/07/2023 to 11/10/2023, at SSM after a fall with a left knee injury and found to have a UTI. The patient returned on Cipro 500 mg q.12h. for five days, which is completed today and on Percocet 5/325 one p.o. q.8h. p.r.n. The patient was previously not on pain medication with the exception of gabapentin 100 mg daily. The patient’s pain medication is ordered p.r.n. and it is unlikely that she will remember to ask for it. When I went in to see her initially, she was sitting on the couch her left leg in a splint, she had bruising around her left eye and just a blank expression on her face, she looked at me, seemed to know who I was, began talking, she talked slowly in a monotone voice and just had a flat expression throughout. I spoke to the patient at about 2:30 and asked her if she had had lunch today, she could not tell me and she did not know what time of day it was. When I asked if she was in pain, she said she was just uncomfortable because she wanted this thing off meaning the splint. She had been sitting on the couch most of the day, did not try to get up and walk on her own fortunately. Later, her daughter joined us at the facility as I had called her to let her know that I wanted to decrease the patient’s medications as there were some that were no longer necessary and others that could be decreased in dosing. She was in agreement and told me she was en route to come visit her mother, so I waited until she got here. I went ahead and saw other people, returned after the patient was with her daughter for about 15 to 20 minutes visiting, I have enjoying them and we talked about her hospital visit and what she had returned with. Due to the patient’s daughter’s questions, reassured her that she had been receiving the Cipro and was completing it today. The patient had not asked for pain medication; it is unclear whether she was in pain, I do not think she was able to tell whether she was or not. The first thing was to review the patient’s medications, discontinuing or decreasing doses where able. Daughter was in agreement. After we reviewed her medications, she asked me if I thought there was a change in the patient and what her recovery would be. I told her that there has been a cognitive decline in the making for the past several months; she acknowledged that she had seen that as well and that an acute medical event such as the one she has just had is enough to cause progression of dementia with further decline. Daughter acknowledged looking at her mother that she seems like something different is going on with her now. The patient sat quietly with a blank expression. She only said a few words here and there. She denied having any pain just to make sure that that was settled.
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DIAGNOSES: Vascular dementia with recent progression to advanced, gait instability with falls, left knee now with bleeding into the joint space is in splint, depression, peripheral neuropathy, coronary artery disease, urinary incontinence, hyperlipidemia, and sundowning medically managed.
MEDICATIONS: Going forward, Plavix q.d., Colace 100 mg q.d., gabapentin 100 mg q.d., Haldol decreased to 0.25 mg 10 a.m. and 8 p.m., hydralazine 25 mg b.i.d., Imdur 30 mg q.d., metoprolol 12.5 mg b.i.d., nitrofurantoin 50 mg h.s. prophylaxis UTI and Percocet 5/325 mg one p.o. 10 a.m. and h.s.
ALLERGIES: NKDA.
DIET: Mechanical soft with chopped meat.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient is sitting quietly staring blankly. She appears frail and different than her previous baseline. There has been a clear staging that has occurred.
VITAL SIGNS: Blood pressure 139/74, pulse 72, respirations 14, and 143 pounds.
HEENT: Her hair is short. It is unkempt sticking up. Her sclerae are clear. She has some purple bruising under her left eye. Nares patent. Dry oral mucosa.

CARDIAC: She has an irregular rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Decreased effort at a normal rate. Decreased bibasilar breath sounds secondary to effort and mid to upper lung fields clear.

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

MUSCULOSKELETAL: She moves her arms. She has her left leg extended with the splint in place. She is picking at it stating that it is uncomfortable and it hurts her knee and she makes no attempt to move from the couch.

NEUROLOGIC: Oriented x 1. She recognizes her daughter and knows who I am. She says a few words that are clear, soft volume and appropriate in context. She does not ask any questions, but she does state what she needs. She has a blank expression when it was just her and then, she and I, she just stared straight ahead.
ASSESSMENT & PLAN:
1. Fall with knee injury. There is swelling and clear bruising of the knee. The splint was removed at bedtime. The patient stated it was just making her knee hurt more having to keep it straight; tomorrow morning, it will likely be replaced for a period of time and hopefully she will be able to tolerate it, but I am writing order that the splint can be put on for a couple of hours in the morning and then removed.
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2. Pain management. The patient’s granddaughter who is a PA told staff here that she does not want her grandmother to have the Percocet. She has nothing else for pain, so I am going to order Tylenol 650 mg ER one p.o. b.i.d. and additional p.r.n. dose.
3. Vascular dementia. Explained to POA that the patient as she has noticed has had progression in the making and with this acute medical event there is staging and she is now at advanced vascular dementia and likely requires assist with at least 5/6 ADLs. She may be able to feed herself, but will still need her food to be cut up so that she can eat it. I also told daughter that the current level of care that she has does not cover the level of care she is now needing. She asked me about the Highlands, so I took her back there and she then went around and looked on her own at the empty rooms to see what they were like. She also asked me about what I thought of nursing homes and told her that it varied depending on the nursing home and the only way to know is to go in unannounced and ask if you could look at the facility. She would like to have her mother somewhere closer to her; she lives east of Choctaw, so I do not know how far that is away, but at distance, so we will see if she takes any action on moving her, but she is aware that she needs more care and, if she wants it, she may need to move to the Highlands.
4. Medication review. I discontinued eight medications and decreased the dosing and/or frequency of three other medications.
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Linda Lucio, M.D.
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