


PROGRESS NOTE
RE: Ruby Dillon
DOB: 06/23/1947
DOS: 08/22/2025
CNH
CC: Nausea.
HPI: The patient is a 78-year-old female who was seated in her manual wheelchair in the dining room. When I approached her, she made eye contact and smiled and I asked her if there was anything bothering her. She quickly stated yes and that it was nausea and being more specific with questions she was able to tell me that it occurred on awakening in the morning. She denies changing her diet, drinks enough fluid and has had no change in her bowel or bladder function. The patient does have a history of GERD and is on Protonix 40 mg q.d. Explained to the patient that there can be times when there is increased acid production and it will manifest with abdominal discomfort in the mornings. So, I have broached changing her PPI to h.s. and she is in agreement. Overall, she gets around the unit, does activities and she has a group of women that she sits with at mealtimes. She denies any falls or other acute issues.
DIAGNOSES: Advanced vascular dementia, nausea on awakening, HTN, GERD, OA and atrial fibrillation on anticoagulant.
MEDICATIONS: Eliquis 2.5 mg q.12h., Coreg 25 mg q.12h., valsartan 160 mg q.d., Protonix 40 mg q.d., Celebrex 100 mg q.d. and ASA 81 mg q.d.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated quietly. She is alert and cooperative.
VITAL SIGNS: Blood pressure 152/85, pulse 73, temperature 97.1, respiratory rate 18, O2 sat 98% and weight 170 pounds.
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HEENT: She wears corrective lenses. EOMI. PERLA. Nares patent. Moist oral mucosa. She has poor dentition.

NECK: Supple.

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

RESPIRATORY: She has a normal effort and rate with clear lung fields. No cough.
ABDOMEN: Soft. Bowel sounds are present. No distention or tenderness to palpation in the four quadrants.

MUSCULOSKELETAL: The patient has good neck and truncal stability seated in her manual wheelchair that she can also propel using her hands and feet. She has 3+ pitting edema on her right lower extremity and 2+ on her left lower extremity, overlying skin is warm and intact. No abrasions or bruising noted.
NEURO: She is alert and oriented to person and place, has to reference for date and time. Speech is clear. Affect is appropriate to situation.
ASSESSMENT & PLAN:

1. Nausea on awakening. She denies any change in her diet or fluid intake. Does not eat out once she is in for the night. She has been taking Protonix 40 mg daily. I am going to change the dosing time for her Protonix to 40 mg h.s. and we will start a 20 mg q.a.m.
2. Hypertension. The patient is on valsartan 160 mg q.d. and Coreg 25 mg q.d. Today’s pressure was systolic elevation and previously systolic pressures have been in the mid 140s. We will ask for daily BP monitoring between now and next visit for about 10 to 14 days and then we will decide if there needs to be an increase in her Coreg.
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