


PRGOGRESS NOTE

RE: Carol Bradwell

DOB: 11/13/1942

DOS: 02/22/2023

Rivendell MC

CC: Followup on dysphagia and adjustment to Unit.

HPI: An 80-year-old with endstage unspecified dementia observed sitting in the dining room. She had two caretakers with her and then one who has always been with her then joins as well and I am told that the third person is actually a trainee. The patient I am told that has improved her p.o. intake eating the majority of all three meals. She made eye contact with me took my hand. She was verbal but it was gibberish. When seen last month Ativan was discontinued as she had intolerance to it and it does not appear to be a problem since. Dysphagia was addressed with a puréed diet, thickened liquid, and crush medication order. Looking at her today, her food is actually mechanical soft and she is eating it with the supervision of the caretakers. I am told that she sleeps through the night and caretakers address personal care and they note that she now tells them when she has to go to the bathroom. So, she toilets and there have not been per their report any episodes of incontinence of either bowel or bladder.

DIAGNOSES: Endstage unspecified dementia, dysphagia, chronic anxiety, chronic pain, HTN, weight loss, and BPSD in the form of agitation.

MEDICATIONS: Tylenol 500 mg b.i.d, Norvasc 10 mg q.d., Haldol 0.25 mL topically b.i.d., olanzapine 5 mg h.s., Zoloft 25 mg q.a.m. and trazodone 100 mg h.s.

ALLERGIES: BACTRIM.

DIET: Mechanical soft with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female well groomed who was interactive with me.

VITAL SIGNS: Blood pressure 120/72, pulse 95, temperature 97.8, respirations 18, and O2 sat 95%.

MUSCULOSKELETAL: Kyphosis with decreased neck and truncal stability. He has moderate sarcopenia with manual wheelchair that she is transported in unable to propel herself. No lower extremity edema.
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NEUROLOGIC: Orientation x1. She makes brief eye contact. She is verbal, but is gibberish but she looks in the direction of her name being said. Unable to communicate needs and dependent on full assist with six of six ADLS.

SKIN: Thin and dry. Decreased integrity, but no breakdown noted.

ASSESSMENT & PLAN:
1. Dysphagia. The patient has been tolerating a soft diet. Continues with medication crush order. We will review weights to assess that she is maintaining her weight and she appears to have a good appetite from what I observed today.

2. Chronic anxiety and depression. This appears to be stable with current medications as well as having caregivers who she has known after several years be present and they are fully aware of any nuances in her behavior or cognition.

3. General care. CMP and CBC ordered. We will assess electrolytes as well as T-protein and albumin level.
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