


PROGRESS NOTE

RE: Marina Albright
DOB: 01/20/1937
DOS: 12/18/2023
Jefferson’s Garden AL

CC: General followup.
HPI: An 86-year-old female with advanced to end-stage vascular dementia, is seen in room. She is seated in her recliner as usual. Her lunch tray was on the side table. She had eaten a few of the potatoes and just a bite of the meat it was like a beef stew deconstructed, but otherwise no significant intake. When I asked if she had had breakfast, she stated no because she had slept in. The patient is very smiley and kind of laughed a little bit today. She states that there is nothing wrong that she feels like she is doing okay. She spends her day seated in the same chair and when she is ready to be toileted, she will let staff know and they come and take her but that is usually not until the end of the day when it is almost bedtime. She has had no falls. She did go to the dentist on 12/15 and states that she now has a permanent partial in the upper area and place it looks good I told her and secured and will not be falling out. When I asked her if she was eating at each meal, she stated that just maybe lunch and dinner and she states that she knew she did not eat all of her meal. I told her about her weight today being 108 and she was 117 one month ago. She just states she knows she does not eat a lot.

DIAGNOSES: Advanced end-stage vascular dementia, atrial fibrillation, HTN, hypothyroid, depression, and OAB.
MEDICATIONS: Unchanged from 11/20 note.
ALLERGIES: Multiple. see chart.
DIET: Regular with chopped meat.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: Frail appearing elderly female who is pleasant and smiling.

VITAL SIGNS: Blood pressure 154/82, pulse 76, temperature 98.0, respirations 18, and weight 108 pounds, 9-pound weight loss in four weeks.
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HEENT: Her sclerae are clear. Nares patent. Moist oral mucosa. Oropharynx is read without exudate and she has tender cervical adenopathy on the right anterior chin. She has positive ear tug, stating that it just feels uncomfortable and that she cannot hear correctly out of both ears.
CARDIAC: Regular rate and rhythm without murmur, rub or gallop.
RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

MUSCULOSKELETAL: Generalized decrease muscle mass and motor strength. She ambulates with her walker. She needs to go slow in order to stay steady and upright. She has no lower extremity edema. Moves arms in a normal range of motion and she self transfers.

NEURO: Orientation x1-2. Makes eye contact. She will smile and laugh, generally not able to answer questions and though she cannot she just gives a brief 1 to 2 word answer. Clear short and long-term memory deficits. She keeps to herself, but when staff going to her room she will have interaction with them.

SKIN: Thin. No bruising or skin breakdown noted.
ASSESSMENT & PLAN:
1. Weight loss. BMI is 18.5 and well below low end of target weight range. The patient defers protein drinks and states she gets enough to eat.

2. Stiff neck. The patient did bring up that she is having some stiffness on right side and thinks it is because of the way that she slept but it has been bothering her for the last couple of days. Told her I will give her a low dose non-habit forming and non-sedating muscle relaxant for a couple of days routine and then if she needs it thereafter can ask for it. Tizanidine 2 mg routine q.a.m. and 5 p.m. for three days and p.r.n.
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