


PROGRESS NOTE

RE: Susan Brantley

DOB: 12/23/1943

DOS: 03/19/2025
The Harrison MC

CC: 90-day note.

HPI: An 81-year-old female with end-stage MS and severe vascular dementia, seen today on the unit. The patient was sitting in the dining room with other residents. She just stared at me as I talked to other residents and then when I addressed her, she had a big smile and I think she wanted to be a part of the action. The patient is cooperative to exam, but she is not able to give information and unlikely that she understands what is said to her. Staff reports that she sleeps through the night; that she has fairly good PO intake, requires feed assist at times, other times with setup and prompting she will feed herself. She has not had any falls or other acute medical issues this past 90 days. The patient’s husband no longer lives in the facility but he does come to see her periodically along with their son. Staff state that the patient seems to recognize them but does not say names or anything like that.

DIAGNOSES: End-stage MS, severe vascular dementia, neurogenic bladder with urinary incontinence, bowel incontinence, paroxysmal atrial fibrillation, HTN, GERD, and osteoporosis.
MEDICATIONS: Cymbalta 60 mg q.d., Norco 5/325 mg one tablet t.i.d., metoprolol 50 mg b.i.d., Senna Plus three tablets q.d., alprazolam Intensol 1 mg/mL 0.5 mL q.4h hours p.r.n.

DIET: Mechanical soft with thin liquid and one chocolate protein drink q.d.

ALLERGIES: Multiple, see chart.

CODE STATUS: DNR.

HOSPICE: Trinity Hospice.
Susan Brantley
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PHYSICAL EXAMINATION:

GENERAL: The patient seated in her Broda chair, just looking around at me and the other residents. She had a big smile when it was her turn and was cooperative to exam.

VITAL SIGNS: Blood pressure 153/94, pulse 65, temperature 98.2, respirations 14, and weight 158.7 pounds.

HEENT: She has full thickness hair that is combed. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa. Native dentition in good repair. Clear carotids.

CARDIOVASCULAR: The patient has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: She does not understand deep inspiration so listened to her lung fields which are clear. She had no cough. Symmetric excursion. Decreased bibasilar breath sounds secondary to effort.

ABDOMEN: Slightly protuberant, nontender. Hypoactive bowel sounds present. No masses.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. She is non-weightbearing and a full transfer assist. No lower extremity edema. She does require feet assist and at times she does try to eat using her fingers which I think is fine if it helps her to eat better.

NEURO: Orientation x 1. Primarily nonverbal and will groan on occasion. Not able to voice her needs and unlikely that she understands what is said to her.

PSYCHIATRIC: She always appears fascinated by what she is looking at and in good spirits. Smiles a lot.

SKIN: Warm, dry, and intact with good turgor. No bruising, abrasions, or breakdown noted.

ASSESSMENT & PLAN:

1. End-stage MS. It has been a continued slow progressive decline. Staff is aware of how to transfer her and position her when in bed. They do a really good job with her in that regard and she is in a Broda chair so they can position her and align her head and neck for a decent stability.
2. BPSD of anxiety and agitation that is adequately controlled with p.r.n. alprazolam Intensol or pain medication as needed.

3. Hypertension, well controlled with Toprol b.i.d.

4. Social: Husband is aware of her current status and when I am out next time will make contact him and just let him know how she is doing.

5. General care. The patient is about a year and a half out of any lab, so I am going to order CMP and CBC.

CPT 99350

Linda Lucio, M.D.
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