


PROGRESS NOTE
RE: Betty Sewell
DOB: 08/10/1937
DOS: 08/14/2024
Rivendell AL
CC: Behavioral issues.
HPI: An 87-year-old female seen in room. She was quiet and actually without company. She then tells me that her and the gentleman who would spend time with her in her room that they are no longer a couple. She had complained about not having time in her apartment by herself, but never took any steps to let this other person know that she needed to have some space. I then told her that I thought that some of that frustration was coming out sideways, directed toward people who did not know what was going on with her and understand why she was talking to people as she had done. I was informed that last week and over the weekend, she has been very abrupt with staff and just very rude. She does not take redirection well and does not see what she is doing. So I was very direct with her about that, which seemed to take her aback. She then started saying that she thought she might not be taking the alprazolam like she is supposed to, like some days she may have taken too much. I explained to her how that could affect her behavior. She also got new furniture, had a nice of hers order it, did not talk to her son who is her POA and he then had to come and get the furniture and dispense of it and she never thanked him or considered that he would have to do that. Then, this evening when staff – the unit nurse – went to take her alprazolam from her to place on the cart to be dispensed, she became very agitated and verbally abrupt with the staff though she knew that it was to be taken and admitted as much.
DIAGNOSES: Anxiety disorder, depression, and new behavioral issues which may be related to mild cognitive impairment but accelerated. She also has hypothyroid, seasonal allergies, asthma and GERD.
MEDICATIONS: Unchanged from 07/31/2024 note.
ALLERGIES: PCN and CELEBREX.
CODE STATUS: Full code.
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DIET: Regular.
PHYSICAL EXAMINATION:
GENERAL: Obese female, seated comfortably in her apartment.
VITAL SIGNS: Blood pressure 149/72, pulse 78, temperature 96.3, respiratory rate 16, and weight 195 pounds which is stable.
CARDIAC: Regular rate and rhythm. No murmur, rub or gallop.
MUSCULOSKELETAL: Her left leg she points to is still really bothering her. She was evaluated at Integris SWMC. She has a Baker’s cyst in the left popliteal area. She wants to know what can be done about it. I said that a possible orthopedist referral could result in having it drained and she would like to have that done. I told her I could write an order for it, but will have to make sure that it is someone in her insurance coverage. Her leg is slightly increased in size from her right, but there is no tight or hard edema.
NEUROLOGIC: Orientation x 2. She has to reference for date and time. Her speech is clear. She has no insight or I think some decreased recollection of when she has been verbally abusive or abrupt with staff and it has been on several occasions over this past week and appears to be accelerating.
SKIN: Her skin is warm, dry, intact and with good turgor.
ASSESSMENT & PLAN:
1. Left popliteal fossa Baker’s cyst. Referral to orthopedist for possible treatment, i.e., drainage.

2. Increased aggression, primarily verbal and somewhat threatening at times. Depakote 125 mg q.a.m. and h.s.

3. Medication administration. This will be now moved to the staff. They will be administering all of her medications. My concern is with the evident slight decline or change in her cognition, that it be given the way it is supposed to be. So orders written for facility to administer medications.
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Linda Lucio, M.D.
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