


PROGRESS NOTE

RE: Gillian White
DOB: 07/23/1937

DOS: 
HarborChase MC

CC: Baseline lab review.

HPI: An 86-year-old female who is status post hospitalization for right lower lobe aspiration pneumonia, new DVT with PE on Eliquis, late onset of moderate Alzheimer’s dementia, new behavioral issues of randomly yelling out causing agitation and difficult to redirect, DM II, HTN, and ischemic cardiomyopathy. The patient was seen in memory care and staff was walking me to her room. She tells me that the patient has started just randomly yelling out in the middle of the day, is not redirectable and is distressing to the residents around her. The patient was seen in her room, she was napping in bed after lunch. She was alert, made eye contact, I reintroduced myself to her, she had no recollection of meeting me. When asked how she was doing, she said okay and wanted to know when she was going to be getting out of here and that was a question that she continued to repeat during my visit with her. I told her that that would be up to her daughter who put and the healing that she is having from having had pneumonia, a wound on her bottom etc., and she was quiet, but said okay.

DIAGNOSES: Late-onset moderate Alzheimer’s dementia, DM II, BPSD of yelling out and then speaking with sister this behavior was also occurring while at Baptist Village that she would just continuously yell out for help just saying that “help me! help me!”
MEDICATIONS: Unchanged from admit note.

HOSPICE: Trinity Hospice.
POA: Daughter, Kerry McAig.

PHYSICAL EXAMINATION:

GENERAL: Petite older female who was well groomed, lying in bed covered up, and cooperative.
VITAL SIGNS: Blood pressure 105/57. Pulse 104. Temperature 97.9. Respirations 18. Weight 133 pounds.

HEENT: Hair is combed. Sclerae clear. Nares patent. She has moist oral mucosa.

CARDIOVASCULAR: Irregular rhythm at a regular rate. No murmur, rub, or gallop.

ABDOMEN: Flat. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: Generalized decreased muscle mass and fair motor strength. She gets around in a manual wheelchair that she can propel. She has no lower extremity edema.

SKIN: Warm, dry, and intact with good turgor.

NEURO: Orientation x1. Speech is clear. She voices her need, seems to understand basic information given. There were no behavioral issues when I saw her.

ASSESSMENT & PLAN:

1. Weight loss. Per daughter, the patient’s baseline weight was 170-200 pounds and she is currently 133 pounds.

2. Pulmonary embolism on Eliquis and per daughter the patient had been on Eliquis prior to this hospitalization for cardiac issues and had quit taking the medication unbeknownst to her daughter.

3. Anxiety. This is a new diagnosis made at Baptist Village and started on BuSpar; it helps some, but there is breakthrough yelling.

4. CBC review. WBC count normal at 8.0, H&H WNL with normal indices and then mild thrombocytosis with platelet count 400,000 and this is consistent as an inflammatory marker status post pneumonia.

5. Hypoproteinemia. T-protein and ALB are 4.8 and 2.6, so quite low. Recommended protein drink daily; daughter will provide and staff will make it available to the patient in the afternoon.

6. BPSD. I am adjusting hydroxyzine 25 mg to be routine at 10 a.m. and 2 p.m. and continues with p.r.n. dose and spoke to staff about using it as needed that it is not habit forming and more calming effect.

7. Code status. I spoke with daughter. The patient has an advance directive indicating no heroic measures that is not available in the chart. I spoke to her about DNR and she is agreeable with my completing the physician’s certification of DNR. Form is completed and placed in chart.

CPT 99350, direct POA contact 20 minutes and advance care planning 83.17

Linda Lucio, M.D.
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