


PROGRESS NOTE

RE: Mayme Lambdin
DOB: 04/30/1930
DOS: 08/15/2025
Rivermont AL
CC: Fall followup.

HPI: A 95-year-old female who had a fall in her room standing and not using her walker while trying to transfer, fell back, hit the back of her head and was sent to NRH for evaluation and received sutures. That occurred on 06/24/25 and sutures have been since removed. The patient is receiving PT through med-assist. She has a manual wheelchair that she can propel and has electric scooter that she can use for distance or leaving the facility. The patient has also had a history of lower extremity edema for which she receives torsemide. It has been of benefit, but she still continues to have a low level of edema. She states that she is not sleeping very well and I asked her if there is anything she takes to help her sleeping, she does not think so and looking at her medications, there is not anything to even include melatonin. She is opened to something that will help her relax so that she can sleep through the night.
DIAGNOSES: Lewy body dementia recently diagnosed in July at NRH, chronic lower extremity edema, peripheral neuropathy, nocturia with urinary incontinence, and bilateral knee pain.

MEDICATIONS: Tylenol 650 mg b.i.d., Lipitor 10 mg h.s., calcium 600 mg q.d., Cymbalta 20 mg q.d. and h.s., Eliquis 2.5 mg q.12h., Flonase nasal spray q.d., Haldol 0.5 mg 10 a.m., 4 p.m., and 9 p.m., Jardiance 10 mg q.d., Claritin 10 mg q.d., Mag-Ox 400 mg q.d., Toprol 100 mg q.d., Ocuvite one capsule q.d., omeprazole 20 mg q.d., KCl 20 mEq q.d., Refresh Tears OU t.i.d., torsemide 20 mg q.d., vitamin D3 400 IUs q.d., and Salonpas patch to bilateral knees on in the morning and off at h.s.

ALLERGIES: NKDA.

DIET: Regular with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is seen in room. She was alert and cooperative.

VITAL SIGNS: Blood pressure 143/75, pulse 61, temperature 98.1, respirations 18, O2 sat 95%, and weight 155 pounds, which is an 8-pound weight loss since June.

HEENT: Hair is groomed. EOMI. PERLA. Anicteric sclera. Corrective lenses in place. Nares patent. Moist oral mucosa.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Protuberant and nontender. Bowel sounds present. No masses or HSM.

MUSCULOSKELETAL: She is weightbearing. She can self-transfer. She propels her manual wheelchair. She has trace to +1 pitting edema dorsum of her feet to ankles. It decreases after elevating legs and the patient has significant crepitus of both knees and is able to weight bear, but pain limits the duration.

ASSESSMENT & PLAN:
1. Lewy body dementia with delusions/hallucinations. She has been on low dose Haldol three times daily for about six weeks and she appears to be doing well with it. No sedation and she appears calmer and no reports from family or staff of her reporting things that have happened or that she is seeing that were unlikely. She is noted to be more interactive with other residents.
2. Decreased mobility. She does well in her manual wheelchair. While she self transfers, she needs to be careful about it and staff actually informed her to call for assist just for her safety and she generally will do so. The patient’s electric scooter was returned home about six weeks ago and actually her daughters were quite happy about that because they had concerns about her safety using it.
3. Peripheral neuropathy. The duloxetine at bedtime is of benefit and she has really not brought up this issue on her own.
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