


PROGRESS NOTE

RE: Norma Meacham
DOB: 06/22/1925
DOS: 07/26/2023
Rivendell Highlands
CC: General decline with decrease in appetite and increase in sleeping.
HPI: A 98-year-old with advanced end-stage vascular dementia observed in the dining room and then later in the day room. The patient is always kind of had a matriarchal role among the other female residents and looking at her today she appears just tired and frail, she remains pleasant and cooperative, but is quiet and more observant. When I sat and spoke with her, she made eye contact smiled, but she is quiet. I asked a few basic questions and she just smiled either not hearing or understanding. She does not make any comments left on her own. She has had no recent falls, continues compliant with care.

DIAGNOSES: Advanced to end-stage vascular dementia, hypothyroid, CHF, atrial fibrillation, HTN, peripheral neuropathy and COPD.

MEDICATIONS: ABH gel to 2/25/2 mg/mL 1 mL topically h.s., Tylenol 650 mg 8 a.m. and 8 p.m., divalproex 125 mg q.5 p.m. and 250 mg q.a.m., Effer-K 20 mEq three days weekly, Pepcid 40 mg b.i.d., Prozac 10 mg q.d., Lasix 40 mg four days weekly, gabapentin 100 mg 8 a.m. and 1 p.m., levothyroxine 150 mcg q.d., MiraLax q.a.m. MWF, and gabapentin 300 mg h.s.

HOSPICE: Traditions Hospice.

PHYSICAL EXAMINATION:
GENERAL: Fatigued and frail appearing patient, she was just generally quiet and would just look around her stare off.

VITAL SIGNS: Blood pressure 140/81, pulse 65, temperature 97.5, respirations 16, O2 saturation is 92% and weight 148 pounds.
CARDIAC: Regular rate and rhythm. No M, R or G.
RESPIRATORY: Does not do deep inspiration. Decreased bibasilar breath sounds secondary to effort. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Soft. No distention or tenderness.
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MUSCULOSKELETAL: She had drooped to her shoulders. She appeared thinner overall, remains able to propel her manual wheelchair a little more slowly. No lower extremity edema and was able to use her utensils without difficulty and had a good grip on cup.

NEURO: She makes eye contact and smiles. She did not really speak much other than just a few words. Orientation x1.

ASSESSMENT & PLAN:
1. General decline with decreased physical activity and the patient is now no longer able to pivot for transfers as now a full transfer-assist. When she wants to stand with staff assist can do so just briefly and is wobbly. Encourage her to do what activity she can tolerate, but I think requires staff keep an eye on her with physical activity.
2. Decreased p.o. intake, weight loss. The patient’s weight has gone down 6 pounds from 05/31 when she weighed 154 pounds. There is no evidence of dysphagia. She ate slowly and finished only about 50% of her serving.
3. Neuro, clear progression of dementia, speaking less and when she does it is a bit more jumbled and she has difficulty expressing herself.
4. Medication review. The patient is on several medications likely not needed at this time and that maybe blunting her affect and decreasing her overall energy level. I am holding Depakote a.m. and p.m. and will evaluate next week as to whether they can be discontinued.
5. Pain management. Continue with Tylenol, but she is on gabapentin twice daily at 100 mg and then 300 at h.s., we will decrease the h.s. dose to 100 mg as well.
6. Diuretic and K supplementation. BMP last done showed K of 5.4, we will do followup BMP.
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