


PROGRESS NOTE
RE: Dolores McEnaney
DOB: 10/14/1931
DOS: 02/04/2026
Sommerset AL
CC: Assume care.
HPI: A 94-year-old female seen in her apartment for the first time. She was seated on her couch was inviting and cooperative to exam. I knew the patient had some hearing deficit so I spoke slowly and loudly and while she could hear me she stated she did not remember the answers to most questions. She did not seem distressed by this. We just moved on to the next set of questions. She had a sense of humor and was pleasant throughout.
DIAGNOSES: Vascular dementia with BPSD of anxiety and agitation, OA, macular degeneration, HTN, and depression.
SURGICAL HISTORY: The patient had fallen and broken her right hip and her right arm. She is not sure what was done to help either of those fractures heel to include unsure of surgery. The patient has had skin cancers removed. She had breast cancer that was treated, but does not know if she had chemo or TX or surgery.
MEDICATIONS: Fosamax one tab q. Sunday, Xanax 0.25 mg one tab b.i.d., Eucerin lotion to bilateral lower extremities b.i.d., Prozac 10 mg q.d., Lasix 40 mg q.d., lisinopril 20 mg q.h.s., KCl 10 mEq q.d., Senna Plus two tabs q.d., and tramadol 50 mg q.12h.
ALLERGIES: NKDA.
CODE STATUS: Full code.
DIET: Regular.

SOCIAL HISTORY: The patient is a widow. She was married for 40 plus years. She has one child a daughter Susan Combs. The patient stated that she was a smoker when she was much younger, does not remember for how long and rare EtOH use when she was younger. When asked about working outside of the home, the patient said she had and it was in civil service that she took a test and passed so she started working with them as part of a team doing investigations, but could not be more specific stating that she did not even understand herself.
ROS:

The patient uses a walker. No recent falls. Wears corrective lenses. Has native dentition. Has mild hearing deficits. Does not wear hearing aids. She stated that she had not fallen, but had slipped twice in her apartment and that was recently. She sleeps well at night. She has a good appetite. Denies any pain.
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General: Petite older female, well-groomed seated on her couch.

HEENT: Her hair is groomed. EOMI. PERRLA. Nares patent. Moist oral mucosa.

Neck: Supple with clear carotids.

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

Respiratory: Normal effort and rate. Lung fields were clear. No cough. Symmetric excursion.

Skin: Warm, dry, and intact. She did have dryness of lower extremities. The patient had an order for Eucerin cream to be applied to bilateral lower extremities b.i.d. at 10/25. She cannot tell me whether that continues to be done.

Musculoskeletal: Did not observe weightbearing. She moved arms in a normal range of motion. Intact radial pulses. No lower extremity edema noted.

Neuro: She is alert. She is talkative. Makes occasional eye contact. Her recall is very poor and she acknowledges it. She was quite limited in information she tried to give. I reassured the patient this was in a test and it was okay to not remember things.

Psychiatric: The patient denied anxiety stating that if she thought about it maybe every now and then she felt a little anxious but for the most part no. I reviewed with the patient on 08/31/2025 x-ray of her thoracic spine and that was noted a previously treated mild T12 compression fracture, vertebroplasty had been performed.

ASSESSMENT & PLAN:
1. Vascular dementia by exam and in the absence of forming an MMSE it is evident that the patient’s dementia is advanced to severe. She requires assistance with all ADLs, had very poor recollection of most questions asked, but she was pleasant and polite the whole time.
2. GU. The patient is incontinent of bowel and has not had UTIs while here.
3. GI. The patient has fair PO intake require set up and at times queuing and prompting, is generally able to feed herself, no difficulty chewing or swallowing and the patient is incontinent of bowel.
4. Gait instability. The patient’s intermittent back pain is a factor. She has not had any significant falls. She has walker, but will in her room ambulate independently and is able to self transfer.
5. Hearing deficits. The patient has poor hearing out of either ear and does not wear hearing aids so things have to be repeated frequently.
6. Anemia. H&H last May 2025 were 11.2 and 34.2 with normal indices.
7. CMP review. The patient’s BUN was 26 with an increased BUN to creatinine ratio of 35. Otherwise lab was WNL.
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