


PROGRESS NOTE

RE: Dawn Headrick
DOB: 12/22/168
DOS: 09/26/2025
CNH

CC: General decline.

HPI: A 56-year-old female observed in the dining room. She was sitting at table with other residents. She was quiet, but seemed to be comfortable with her table mates. Watching her eat, it appeared that she was having some difficulty with chewing and swallowing and then later when she was just there by herself I asked her if she was having any difficulty with chewing and swallowing and she acknowledged that she was so I told her that I could change her diet so that it would be chopped meat and have some gravy or sauce on the side so that it would moisten things and help to go down easier and she was very agreeable to that change. Now the patient is in a Broda chair, nonambulatory and has had no recent falls. Overall, she is not needing more assist and she does not resist it.
DIAGNOSES: CVA secondary to TBI, gait instability with loss of angulation, transported in a Geri chair, vascular dementia with moderate cognitive impairment, pseudobulbar affect, HLD, depression, asthma, and room air hypoxia supplemented with O2 per nasal cannula p.r.n.

MEDICATIONS: Unchanged from 08/22/25 note.

ALLERGIES: CODEINE.
DIET: Regular with ground meat, nectar thick liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient seated quietly in her high back wheelchair just randomly looking around.

VITAL SIGNS: Blood pressure 145/85, pulse 87, temperature 96.6, respirations 18, O2 sat 98%, and weight 195 pounds, gain of 3 pounds.

RESPIRATORY: She had difficulty doing deep inspiration so just in general exam of her lung fields they are clear effort with normal effort and no cough.
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CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Soft. Bowe sounds present. No distention or tenderness.

MUSCULOSKELETAL: Fairly good neck and truncal stability, seated in her high back wheelchair. She can move her arms, hold utensils. She is weightbearing with assist. She has no significant edema.

NEURO: She made eye contact when I spoke to her. She smiled, but did not speak and when she did, unable to give information.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Dysphagia. Diet is changed to chopped meat or protein with gravy on the side and thickened liquid which the patient has been able to drink.
2. Loss of ambulation. She appears comfortable in a Broda chair. She spends her day in it and she has good neck and truncal stability. She does not get out of it without assist. She has had no falls.

3. Room air hypoxia. She has O2 per NC at 2L and O2 sats are checked twice daily and if needed O2 is placed.
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