


PROGRESS NOTE

RE: Arvel White
DOB: 06/12/1945
DOS: 05/07/2024
Jefferson’s Garden AL
CC: Followup on hospice.
HPI: A 78-year-old female with unspecified moderate dementia and behavioral issues related to care resistance including taking medications and showering. The patient was seen in room today, seated as per usual in her recliner reading and she was eating McDonald’s French fries and had the empty wrapper of a Hershey’s can chocolate bar. Asked the patient how she was doing and she stated fine and as usual, she wants to get the visit over as quickly as possible. I asked her about her routine medications and if she wanted to continue on all of them, she quickly stated yes and I brought up that a hospital bed was going to be delivered and she acknowledged that, did not seem uncomfortable with the idea and I pointed out the positives about it. As per usual, she is staying in her room to include for all meals and, so far this morning, no problems with taking medications. The DON told me that she has had significantly decreased p.o. intake over the last 2 to 3 days and was very agitated when the DON was going to assist her with showering yesterday. Mission was accomplished, but with difficulty.
DIAGNOSES: Unspecified moderate dementia, BPSD in the form of care resistance and isolation, gait instability; uses walker, GERD, HLD, HTN, hypothyroid and major depressive disorder.

MEDICATIONS: Celebrex 100 mg q.d., Depakote 250 mg q.d., levothyroxine 50 mcg q.d., Protonix 40 mg q.d., Senna Plus one q.d., Zoloft 50 mg q.d., trazodone 50 mg h.s., Effexor 75 mg q.d.
ALLERGIES: AMOXICILLIN, CLINDAMYCIN and PROCHLORPERAZINE.
DIET: Regular with Ensure, chocolate one can q.d.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated in recliner, made brief eye contact when I entered.

VITAL SIGNS: Blood pressure 141/83, pulse 90, temperature 97.5, respirations 16, O2 saturation 95% and weight 147.4 pounds.

CARDIAC: Regular rate and rhythm without murmur, rub or gallop. PMI non-displaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Ambulatory with use of a walker, is slow, but steady. No recent falls. Trace lower extremity edema. Moves arms in a normal range of motion.

SKIN: Warm, dry and intact. No bruising or skin tears noted.
NEURO: Orientation x2, has to reference for date and time. Her speech is clear. She is a woman of few words, gets to the point and is done. Eye contact is limited. She can be cooperative when she wants and will make it clear when she does not want to do something, limited in information given and clear short and long-term memory deficits.
ASSESSMENT & PLAN:
1. Now, on hospice care. The patient with decreased p.o. intake, continues to stay in room with intermittent resistance to either taking medications or care and can be difficult to redirect. I am ordering Ativan gel 1 mg/mL, 0.5 mL q.4h. p.r.n. and I have spoken to the hospice nurse regarding this order.

2. General care. The patient wants to continue on all of her baseline medications and is made aware of the addition of Ativan and it is purpose, she was quiet, no response.

3. Pain management. She is on Celebrex and when asked about pain that it does not alleviate, she denied having pain. A p.r.n. order for Tylenol 650 mg ER q.6h. p.r.n. is written and we will hold right now on Roxanol.

4. General care. Hospital bed will be here in the next couple of days and hospice is seeing her two to three times weekly. She appears to be at her baseline state. Denied any need at this time.

CPT 99350

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

