


PROGRESS NOTE

RE: Lenora James
DOB: 04/14/1950
DOS: 09/19/2024
The Harrison AL
CC: Lab review.

HPI: A 74-year-old female seen in room. She was in her bedroom. She has a hospital bed. She was lying in it. Her legs were half off and she was in a T-shirt in her adult brief. She was alert, made eye contact. She knew who I was and I told her I wanted to review her lab work with her and she was in agreement. I received a call from the DON yesterday 09/18/24 regarding the patient. The nurse states that overall she and staff have noted that the patient has increased confusion. When she leaves her room, she has lost as to how to get to the dining room where the activities area or to then returned to her room. If she gets in the elevator by herself, she does not know that she is to push buttons or where to get off. She has been in it and just gone up and down, up and down and staff has had to intervene and get her off. She requires assist now with getting dressed and getting ready for bed which before she would manage to do it herself. The patient generally spends the day in bed having her meals brought to her. For a period, she was coming out for meals, but now staying in room. The consensus per the DON is that the patient would be more appropriate for memory care then she is for AL. I was a bit surprised, but in agreement with that she may get along better and memory care have more social interaction and activities and be more like the people around her then different as she is at this time.

DIAGNOSES: Moderate unspecified dementia with progression, depression, osteoporosis, hyperlipidemia, and peripheral vascular disease.

MEDICATIONS: Lipitor 20 mg q.h.s., Wellbutrin 100 mg q.d., Aricept 5 mg h.s., Boniva 150 mg q. 30 days, Ativan 0.25 mg b.i.d., Mag-Ox q.d., Trental 400 mg t.i.d., Zoloft 50 mg q.d., trazodone 50 mg h.s., and Megace 400 mg q.d.
ALLERGIES: NKDA.

DIET: Regular.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient was alert and cooperative.

VITAL SIGNS: Blood pressure 164/97, pulse 93, temperature 98.5, respirations 16, and weight 115.4 pounds.

RESPIRATORY: She has a normal effort and rate. Lungs fields are clear. Symmetric excursion, but decreased bibasilar breath sounds secondary to effort.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: The patient can ambulate with the use of a walker. No lower extremity edema. She has a wheelchair that she can propel for distance.

NEURO: She makes eye contact, soft spoken, just randomly started talking. Orientation is to self in Oklahoma. She is interactive, initially a bit standoffish until she is comfortable with the person or the environment. Affect is congruent with situation. She can voice her needs, but generally does not.

SKIN: Warm, dry and intact. A sore on her right upper chest wall. She had an EKG lead that had been removed in the ER and they just removed it quickly and it took out skin with it and that is near healed at this time.

ASSESSMENT & PLAN:
1. Hyponatremia. On 08/21/24 lab, potassium was 3.0. The patient is not on a diuretic. She was started on KCl 20 mEq q.d. for five days then 10 mEq q.d. thereafter. So, it is well into three and half weeks of the 10 mEq potassium daily and her level is now 3.5 which is the low-end cutoff point or normal. I will continue with KCl 10 mEq q.d. and recheck in a couple of months.

2. Dementia with progression. The patient will be moved to memory care unclear when that will occur most likely next week. She is not aware of it and I told administration that is going to be their responsibility to explain to her why move is being made and contact the family as well.

3. Chest wall wound. It is receiving wound care and is kept covered. It is healing appropriately and it does not bother the patient, it is not uncomfortable or painful.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
