


PROGRESS NOTE
RE: Lavera Higbee
DOB: 11/26/1933
DOS: 07/07/2025
Rivermont AL
CC: Lab review.
HPI: A 91-year-old female seen today, she comes in, is seated and then looks about as though she is not sure where she is at, she was interactive, but was unable to answer a lot of questions and frequently just stated she did not know or could not remember. Staff report that she has had no falls or other acute medical events since last seen. She does need a lot of direction and redirection, she is very forgetful, gets turned around and needs reassurance that it is mealtime when the dining room has residents sitting in it. She is cooperative to taking her medications.
DIAGNOSES: Moderate vascular dementia with an MMSE score of 15/30, atrial fibrillation, CHF, carotid artery stenosis with stent on the left, hypertension, hypothyroid, osteoporosis, and urinary incontinence.
MEDICATIONS: Unchanged from 06/06/2025 note.
ALLERGIES: MEPERIDINE, PCN and SULFA.
DIET: Regular with thin liquids.

CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: Petite elderly woman who appeared a bit scattered.
VITAL SIGNS: Blood pressure 170/74, pulse 69, temperature 97.6, respiratory rate 18, O2 sat 97% and weight 105 pounds; down from 115 pounds six weeks ago.
HEENT: Full-thickness hair, which is short and combed. Corrective lenses in place. EOMI. PERLA. Nares patent. Moist oral mucosa.
NECK: Supple with clear carotids. No LAD.
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CARDIOVASCULAR: She has an irregular rhythm at a regular rate without murmur, rub or gallop noted.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion. She is very verbal and no evidence of DOE with conversation.
ABDOMEN: Scaphoid. Nontender. Bowel sounds present.

MUSCULOSKELETAL: The patient has adequate muscle mass and motor strength to get around independently. She has a walker that she is encouraged to use; generally does, but at times will just walk off without it. She has had no falls. She has no lower extremity edema. Moves limbs in a normal range of motion.
NEURO: Orientation to self, occasionally to self and Oklahoma. She can lose her train of thought midsentence. She makes light of things, does not seem to get upset or agitated. She can make her needs known; at times, when questions are being asked or directions being given, she looks baffled and things have to be repeated.
SKIN: Thin, dry, and intact. No bruising or breakdown noted.

PSYCHIATRIC: She has a short attention span and will go from one topic to another. She is pleasant. Her affect is generally appropriate. She is quite social.
ASSESSMENT & PLAN:

1. Moderate dementia, stable at this point in time. Staff just need to be aware of repeating direction or when answering questions as well.
2. Atrial fibrillation. The patient is rate controlled, so we will just continue to monitor.

3. History of CHF. No evidence of that either by edema or respiratory status.

4. The issue of being underweight. The patient’s BMI when she weighed 115 pounds was 19.7. She now weighs hundred 105 pounds. Her BMI is now 17.5. Encourage a protein drink daily until she gets a bit more weight on her; even just getting to 115 to 120 pounds is a good goal. Her total protein and albumin, a CMP was ordered, but not available. So, we will await that.
5. Anemia. H&H are 11.2 and 35.2 with normal indices and normal platelet count. We will follow.

6. B12 level. The patient receives subQ B12 1000 mcg monthly and the level is not available either; we will have the DON look it up.
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