


PROGRESS NOTE

RE: Eva Griffin
DOB: 08/01/1939

DOS: 02/27/2025
Featherstone AL

CC: Medication administration times issue with concerns about increase in memory deficits.

HPI: Staff reports that she becomes irritable and argumentative if she does not like the way that she perceives that they are speaking to her which is condescending or letting her have her medications that she believes had been worked out by myself or her former PCP. I sat with her today the patient spent the first 10 minutes just complaining and that is atypical for her. She is alert. Speech is clear definitely voicing her need when respond in accordance when I asked her to just hold what she was saying so that I can clarify what she was telling me she did so. She was not rude or sarcastic at any time but it was clear that she was upset and why remains an issue because as we reviewed her medications she got three medications that are OTC that she request to be able to keep on person that order was written and there was nothing taken. The patient told me that she sleeps okay but she has a lot of pain which fractures into her quality of sleep. She goes to the dining room for meals feeds herself and interacts with other residents but generally stays to herself staying in her room. The patient is always well groomed and hair makeup done. Overall, the staff feel that there has been dementia progression as I see irritability and anger that is new for her and has been consistent. She misconceives what is being said to her and hence feeling not listen to.

MEDICATIONS: Voltaren cream that she can keep a bedside for t.i.d. use, Visine eye drops one drop her eye to be q.i.d. or q.6h and can keep it bedside, tramadol 50 mg two tablets q.a.m. and two tablets h.s., routine and then tramadol 50 mg at 3 p.m., trazadone 150 mg h.s., Tylenol 650 mg two tablets p.o. q.d., melatonin 5 mg two tablets h.s., B12 will complete what remains in the discontinue order, docusate 100 mg one capsule b.i.d., MVI q.d., Claritin 10 mg q.d., ASA EC 81 mg q.d., Protonix 20 mg q.d., Premarin 0.3 mg one tablet q.d. for 25 days then hold for five days and restart, Lyrica 75 mg one capsule t.i.d., spironolactone 25 mg q.d., Os-Cal one p.o. q.d., Flonase nasal spray b.i.d., and Coreg 6.25 mg b.i.d..

ALLERGIES: No known drug allergies.

CODE STATUS: DNR.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed and alert but looks angry.
VITAL SIGNS: Blood pressure 157/85, pulse 79, temperature 97.2, respirations 18, and weight 178 pounds.

MUSCULOSKELETAL: Observed her walking using her walker back to her room from the DR. She was steady and upright at time she does lean into the walker stooping over it. She has no lower extremity edema. Moves arms in a normal range of motion goes from sit to stand and vice versa without assist.

SKIN: Warm, dry, and intact with good turgor.

NEURO: She is alert. She is oriented x2. She has to reference for date and time. Speech is clear. She definitely communicates her need. She is defensive and quick to find fault with people not present regarding some changes that are being made and explained to her they are minimal it is the same medication just at different times and that is in her best interest. She was able to agree on how the medications were given because that is what the way you want it and I told her no it is the way that is best for you. She states that her previous physician Dr. Andrus had done a little test on her and told her that she did not have the dementia and so she said she knows that people had been talking about her that way and that she has got the test to prove that did not occur. I asked her how long ago that was and she told me it is about a couple of months ago. I have been seeing patient’s here now for about four months and I remember her telling me that story and it had occurred like some time prior.

CARDIAC: Regular rate and rhythm. No MRG.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

SKIN: Thin but dry, warm and intact with fair turgor. No breakdown noted.

ASSESSMENT & PLAN:

1. Medication adjustments they are the first five medications that were mentioned that have been adjusted in the time the doses of medications are the same.

2. Question of cognitive decline. I am going to request an MMSC be done next week and available for my review.

3. Weight issues. The patient had requested that I seek Wegovy for her as an adjunct for her weight loss. I did do the form in front of her showing her that I would fill it now it was a prior authorization form. She read what I wrote she was happy believing that she would qualify and return outside of the realm of FDA approved use.
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4. Chronic pain management. She wants to try Lyrica and tramadol around the same time right now they are hour apart but she states that she does not always get him even in hour apart but longer than that so we will try together and see what happens. I did tell her if she starts to become drowsy or it affects her gait stability then we will adjust it in a different way.

5. Social. I spoke to her granddaughter Darla regarding the patient and the events that happened today so she would have an understanding if the patient called upset. She stated that that would not be uncommon and that she will call her and just kind of vent, but she brought up that she sees a psychiatrist Dr. Andrus and she states that patient has told Darla that he said she does not have dementia though she has never talked to him or seen any paperwork so I just told her that it is the POA she has a right to know what the changes may have been including cognitive but I would also let her know what the test results are next week.
CPT 99350 and direct POA contact 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

