


PROGRESS NOTE

RE: Emma Potter

DOB: 03/19/1932

DOS: 02/13/2025
The Harrison MC

CC: Lab review.

HPI: A 92-year-old female seen in the day room memory care, she was cooperative to being seen. Overall, staff report that she is cooperative to care, takes her medications without difficulty, she can be quiet but observant. Annual labs were drawn and are reviewed. The patient denies any pain. She states that she sleeps when she goes to bed, appetite is fair to good. Staff report she feeds herself without difficulty. The patient has a history of orthostatic hypotension, it has not been a problem fortunately in the last few weeks.

DIAGNOSES: Severe unspecified dementia without BPSD, further decline in gait stability; the patient is now in wheelchair, HTN, HLD, atrial fibrillation on Eliquis, chronic back pain improved, and hypothyroid.

MEDICATIONS: Tylenol 650 mg p.o. b.i.d., Eliquis 2.5 mg b.i.d., levothyroxine 25 mcg q.d., midodrine 10 mg b.i.d. with parameters of when to hold, PreserVision two tablets q.d., Haldol 0.5 mg one-half tablet at 3 p.m., and Lasix 40 mg p.o. q.a.m.

ALLERGIES: LATEX.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient seated comfortably in her wheelchair. She was alert and cooperative.
VITAL SIGNS: Blood pressure 134/82, pulse 70, temperature 97.6, respirations 16, and O2 saturation 92%.

NEURO: She makes eye contact and is soft-spoken. Initially, I do not think she knew who I was, but after I told her who I was, she then smiled and seemed more receptive. The patient did not voice any specific need, so I asked specific questions to which she gave answers and essentially she seems to be doing okay. Sleeping good. No pain and states that people always ask her if she has any pain.
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MUSCULOSKELETAL: She has fairly good neck and truncal stability in her manual wheelchair. She can propel it with her feet for short distance. She moves her arms in a normal range of motion, but has decreased upper body strength. She had no lower extremity edema. Bilateral ankles, there is some fatty tissue in the lateral area, but no significant edema.

CARDIAC: An irregular rhythm without murmur, rub, or gallop.

RESPIRATORY: Not able to take a deep breath in and out, but her normal breathing pattern sounded clear with slight decrease in bibasilar breath sounds. No cough. No evident SOB with speech.

NEURO: Oriented to self and it took her a minute as she was not sure if she thinks it was Oklahoma and I told her that was correct. She speaks a few words at a time. She has a soft volume speech. She can give bits of information and basic information given she appears to understand. Affect, she has a slight smile or can appear confused, but overall cooperative.

ASSESSMENT & PLAN:

1. Renal insufficiency. Creatinine is 2.78 and this lab value since her admission has been trending upward; 02/20/24 1.93 and 07/20/24 2.70. Prior to admission, the patient was followed by Dr. Gigi Toma, nephrology, for chronic kidney disease stage IIIB. The value indicates need to monitor when dosing certain medications.

2. Volume contraction. BUN is 87.8; 02/20/24 was 37.1 and 07/20/24 64.0. Goal is keeping the patient’s serum glucose and BP within normal limits or as close to as possible also acknowledging that the patient is 92 years old and has lived with several chronic illnesses. She continues to make urine and no recent UTI.

3. Hypoproteinemia. T-protein is 5.8, albumin is 3.4, and these are just a slight decline. I spoke to the patient about protein drinks and she stated that she would drink them if they were recommended and I told her that I would order it for Monday, Wednesday, and Friday and see how she likes it and then go from there.

4. Hyperkalemia. Potassium is 5.6. The patient is not on a potassium replacement, does not take NSAIDs or ACE inhibitors. We will continue to monitor for now and consider using Kayexalate.

5. Macrocytic anemia. MCV and MCH are 100.8 and 32.5 while H&H are WNL. I am ordering a B-complex MVI.

6. Severe unspecified dementia. The patient does not in any way appeared distressed. She is generally cooperative with care and sleeps through night, has fairly good PO intake and seems comfortable being in her current setting.

7. Social. Spoke with daughter Suzanne Wilson to update her on the patient’s labs and the changes or additions that are being done and she is in agreement with them.

CPT 99350 and direct POA contact 10 minutes.

Linda Lucio, M.D.
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