


PROGRESS NOTE

RE: Alan Lee

DOB: 01/14/1939

DOS: 12/28/2023

HarborChase AL

CC: Lab review.
HPI: An 84-year-old female seen in room for lab review. She was sat in her same chair watching television. There is also less noticeable odor of urine than last week. When I saw her last week the issue of her refusing to shower with staff standby assist and she stated that she took her own showers and that was really just to stand at the sink and splash water up on her and then with the washcloth dress any other areas. She is diabetic and has had issues with yeast infections and personal hygiene has been previously addressed. Last week they did get her to shower on Thursday evening and she tells me she does not like to shower at night but in the mornings before she gets dressed and goes about her day.

DIAGNOSES: Mild cognitive impairment with progression, DM II, HTN, OA of both knees, and history of DVT with PE on Xarelto.

DIET: Mechanical soft and NCS with chopped meat.

ALLERGIES: NKDA.

CODE STATUS: Full code.

MEDICATIONS: Unchanged from 12/21 note

PHYSICAL EXAMINATION:
GENERAL: The patient seated in her same chair and like a caftan watching television in good spirits.

VITAL SIGNS: Blood pressure 170/92, pulse 79, temperature 98.1, respirations 18, and refused weight.
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NEURO: Orientation x2-3 referencing for date and time. Her speech is clear. She will just talk about the different things and has to be redirected. She does voice that she does not like to shower at night and that she was not happy about having to do it because she does it already and I explained to her the difference. Also pointed out that if she is already showering she still getting the issues with the yeast and so to try to give this a chance.

MUSCULOSKELETAL: She ambulates with her walker. She has had no falls. She does have +1 pitting edema tops of both feet, ankles, and the distal pretibial area. She sits with her legs in a dependent position all day and she only gets up one or two times to walk downstairs.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

ASSESSMENT & PLAN:
1. CBC review. Normal H&H and normal indices. No intervention required.

2. Protein calorie malnutrition. T-protein is 5.9, on 09/21 it was 6.4 and albumin is 3.4, on 9/21 it was 3.8. The patient states that she is eating as she usually does. I asked her if she had protein drink she does not but stated that she always liked Boost so I told her I would contact her son to provide and she is okay with that.

3. DM II. A1c is 8.3. She is currently on no DM II medication. I am starting glipizide 5 mg p.o. with one tablet at breakfast, lunch, and dinner and will follow up in 90 days. This was also discussed with the patient.

4. Personal care. I am asking staff to see if they can do a shower for her x2 weekly in the morning and so they will sort that out and let the patient know.
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