


PROGRESS NOTE

RE: Mary Jane Cook

DOB: 04/27/1936

DOS: 06/19/2023

Rivermont MC

CC: Followup on PT.
HPI: An 87-year-old with frontotemporal dementia, which is stable. The patient is verbal when I approach her, she is able to give yes no answers to questions regarding pain management, appetite, and sleep all of which were answered good sleep, appetite, and minimal pain. She was using her cane today and was standing up beside her. She made a joke about it and I told her as long as it got her from point A to B upright it was good and she stated that she is comfortable using it. She has ongoing PT that she is in about week #6 so it should be coming to a close soon but it has worked well for her. When asked she tells me that she is still in control of her bowel and bladder and that is backed up by staff agreement. Today, she brings up her husband, which I had not heard her do before and she is actually in independent living. Overall appears to be doing well, cooperative to care gets along with other residents and no significant acute medical events.

DIAGNOSES: Frontotemporal dementia stable, depression, gait instability much improved after PT, hypothyroid, Barrett’s esophagus, insomnia, and osteoporosis.

MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg h.s., calcium 600 mg b.i.d., Depakote 125 mg b.i.d., Aricept 10 mg h.s., Eliquis 2.5 mg b.i.d., Lexapro 5 mg q.d., Flonase q.d., gabapentin 200 mg h.s., levothyroxine 100 mcg q.d., Claritin q.d., Namenda 5 mg b.i.d., omeprazole 40 mg q.d., propranolol 60 mg q.d., torsemide 20 mg a.m. and 1 p.m., trazadone 50 mg h.s., and D3 2000 IUs q.d.

ALLERGIES: BARIUM SULFATE.

CODE STATUS: DNR.

DIET: NAS with thin liquid.
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PHYSICAL EXAMINATION:

GENERAL: Alert pleasant female, interactive, and able to give information.

VITAL SIGNS: Blood pressure 132/65, pulse 61, temperature 96.8, respirations 18, and weight 156 pounds up 8 pounds since 05/22.

NEURO: Makes eye contact. Speech is clear. Gives brief answers appropriate in content to basic questions. Affect congruent with what she is saying. She has a sense of humor and appears in good spirits.

MUSCULOSKELETAL: Ambulating with a cane today. She goes from sit to stand without assist. She has a slow but paced gait. No lower extremity edema. Moves arms in a normal range of motion.

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

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

RESPIRATORY: Normal effort and rate. Lung fields clear without cough and symmetric excursion.

ASSESSMENT & PLAN:

1. Gait instability now approximately week #6 of PT with improvement in gait stability and is using her cane more and complete a course of PT.

2. Followup on lower extremity edema. At last visit, the patient had bilateral 1-2+ pitting LEE. Torsemide was increased to 40 mg q.d. for one week and now she is at 20 mg a.m. and 1 p.m. and it appears to done the job and we will continue with that current dosing.

3. Insomnia. The patient is sleeping better with the use of trazadone. No negative next day side effects. We will continue with med.

4. HTN good control with normal heart rate. No change.

5. General care. She is due for annual labs CMP, CBC, and TSH ordered. We will review next visit.
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