


PROGRESS NOTE

RE: Geneva Brooksher

DOB: 10/26/1928

DOS: 12/12/2024
Featherstone AL

CC: Decline and daughter requests medication review.

HPI: A 96-year-old female seen in room she was in her same rocker dressed and napping. Daughter and I were able to talk without her awakening. She is very hard of hearing, but also has bilateral hearing aids in place. Her daughter seems to have come to some acceptance that her mother has progressed to kind of the upcoming end-of-life segment. She recognizes that while she is on a lot of medications many of them are likely not needed anymore and not a benefit and this is significant for her. She wanted her on everything afraid that changing something would cause her to decline. She is also concerned that her mother just is not eating very much. She has to be prompted repeatedly when daughter is around to get her to eat something meals are taken to her in room and she is able to feed herself and her intake is variable but low. She has had no falls or other medical events.

DIAGNOSES: End-stage unspecified dementia, GERD, MDD, ASCVD, generalized weakness, unspecified polyarthritis, and bladder prolapse.

MEDICATIONS: Unchanged from 11/14.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Frail elderly female who kept her eyes closed and napping throughout discussion with daughter. When she was awake, she looked at her daughter recognized her but did not speak and she was cooperative to exam. When I asked if she had any pain she said no she did not have pain so I knew she heard me otherwise I did not press it.
VITAL SIGNS: Blood pressure 141/87, pulse 76, temperature 97.6, respirations 16, and weight 129.8 pounds.

Geneva Brooksher

Page 2

HEENT: Combed. EOMI. PERLA. Glasses in place. Nares are patent. She has bilateral hearing aids in place that she takes out for ear exam. The external canal there is some dry flaking skin cells and a small amount of cerumen along the anterior wall but I am able to see the tympanic membrane.

CARDIAC: She has an irregular rhythm. No murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: She makes some effort at deep inspiration. Lung fields are clear. No cough. Symmetric excursion and decreased bibasilar breath sounds secondary to effort.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

NEURO: Orientation to self, daughter, and Oklahoma, she speaks very little is soft spoken just a few words at a time that are comprehensive difficulty voicing her need. Her affect is generally bland.

ASSESSMENT & PLAN:
1. Medication review. We looked at all medications and evaluated their benefit to her at this point in time with many of them not being of benefit and we then discussed UTI prophylaxis as the patient has a tendency to UTIs. I also stressed the hygiene component of that. She should be showering three times weekly and it does not happen that frequently due to staffing issues however I told her that with hospice we could have them come in and do assist so that we could improve her hygiene.

2. Medication review. I have discontinued six nonessential medications.

3. UTI prophylaxis. Trimethoprim 100 mg p.o. h.s. that will be used till gone. She does have a supply of that and then will switch to nitrofurantoin 100 mg h.s.

4. Pain management. Use remaining meloxicam and discontinue when out and then make a decision as to whether she needs something other than the current Tylenol that she receives 1 g b.i.d.

5. Potential agitation/sundowning. We will discontinue hydroxyzine and use Ativan 0.25 mg q.d. that she already has in place.

CPT 99350 and direct POA contact 30 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

