


PROGRESS NOTE
RE: Emma Potter
DOB: 03/19/1932
DOS: 08/01/2024
The Harrison MC
CC: 90-day note.
HPI: A 92-year-old female with unspecified dementia, which is stable and no behavioral issues noted. The patient was observed sitting in her wheelchair in the dining area after lunch. She was napping and then awake and cooperative to being seen. When asked how she was feeling. She was quiet and looked at me clearly seemed confused by the question. The patient has a history of generalized pain addressed with Norco it had been scheduled routine until mid April when Norco 5/325 mg was changed to q.8h. p.r.n., Tylenol 650 mg b.i.d. was started routine. I asked her if she had any back pain, knee pain, or hip pain. She smiled and then just said that she did not think so. I am checking with the Med aide she has had very limited use of Norco so apparently the Tylenol is addressing her pain issues. The patient comes out for meals. She is cooperative with activities or things going on, on the unit, compliant in taking medications as directed and sleeps through the night. Early June, the patient was having right lower extremity pain with swelling. She had no fall that we were aware of, no trauma such as wheelchair hit running into her leg and the pain did not decrease with pain medication nor the swelling was not alleviated with elevation of leg. A Doppler ultrasound of the right lower extremity with an x-ray was done. The x-ray showed no acute fracture dislocation. There was decrease mineralization and degenerative changes of the knee and ankle. Given that it was limited to x-ray only ultrasound not done. Within a couple of days, the swelling was gone and the patient had no pain by physical exam to the extremity.
DIAGNOSES: Unspecified dementia moderate stage BPSD managed medically without compromise to the patient’s alertness or cognition, HTN, HLD, atrial fibrillation on Eliquis, chronic back pain, hypothyroid, and gait instability uses a rolling walker or wheelchair. She has both.
MEDICATIONS: Tylenol 650 mg b.i.d. routine, Voltaren gel to affected areas q.d. p.r.n., Eliquis 2.5 mg b.i.d., Lasix 40 mg MWF, Haldol 0.25 mg q.d., levothyroxine 25 mcg q.d., PreserVision two caps q.d., D3 1000 IUs q.d., midodrine 10 mg one p.o. b.i.d., and Megace 40 mg q.d.
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ALLERGIES: LATEX.
CODE STATUS: DNR.

DIET: Regular.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert. She is looking around and she engages during exam.
VITAL SIGNS: Blood pressure 141/86, pulse 63, temperature 97.7, respiratory rate 16 and 139.8 pounds, which is 6.2 pounds weight loss since May.
HEENT: She has thick short gray hair that is clean and combed. Wears corrective lenses in place. EOMI. PERRLA. Anicteric sclera. Nares patent. Moist oral mucosa.
NCEK: Supple. No LED.

CARDIOVASCULAR: She has a regular rate and rhythm with a systolic ejection murmur right and left second ICS. No rub or gallop noted.

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

MUSCULOSKELETAL: Intact radial pulses. No LEE. She has good neck and truncal stability seated in a high-back wheelchair. The patient is an one-person transfer assist and she has limited weight-bearing ability.
NEUROLOGIC: She makes eye contact and spoken to she states few words at a time. They are clear. Not necessarily in context. She is not able to give information. Clear memory deficits, but she appears comfortable and no evidence of distress.
SKIN: Warm, dry and intact. No bruising abrasions or skin tears noted.
ASSESSMENT & PLAN:
1. Hypertension managed with Lasix, MWF for both edema and HTN. Her BPs are generally in good control and has no LEE. Midodrine actually was added by her cardiologist in May 2024, so she takes 10 mg b.i.d. and there are parameters for when to hold the medication.
2. Atrial fibrillation on Eliquis. Rates controlled by review of vital signs and she has no increased bruising or evidence of bleeding.
3. Unspecified dementia appears stable. There has been some progression that shows primarily with word apraxia. She has a word finding and sentence formation difficulty and difficulty expressing her needs or making them known. She is generally even-tempered.
4. BPSD. She had some delusional behaviors and we ruled out infectious etiology with the negative UA and low dose Haldol 0.25 mg q.a.m. Since initiation have not seen or heard of any kind delusional thinking or action on her part. So, we will continue it does not compromise her alertness or baseline cognition.
5. Weight concerns. Her current weight as stated is 139.8 pounds previously 146 pounds. BMI will be added later.
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