


PROGRESS NOTE

RE: Shirley Anderson

DOB: 06/18/1937

DOS: 03/11/2025
Rivermont AL

CC: Followup on PT.
HPI: An 87-year-old female with gait instability. Staff report that she ends up having a fall about once a week; she will try to get up and walk on her own and end up on the ground. She has both a walker and a wheelchair. The patient is now having physical therapy to help strengthen her gait as well as increasing endurance with tips on when to use the walker versus the wheelchair. She is receiving PT through Traditions Home Health and her therapist Irvin was here today and states that she told him she did not feel good today, was constipated and did not want to do therapy and in questioning fortunately he states that she has done therapy every other time that he has come out. So, when I spoke with her, I asked her why she did not do it and she gave me an elaborate story about constipation and what she had to do to avoid. The patient states that she sleeps okay at night. She has a fairly good appetite. She has been going to the dining room rather than having meals in her room and she knows how to use the call light and uses it appropriately, is compliant with taking her medications; occasionally, she does not want to shower stating that it is cold etc., but the ADON has addressed that successfully. The patient’s two sons continue to be involved in her care checking in on her and are happy with the route she is going.

DIAGNOSES: Vascular dementia; BPSD can be manipulative, paroxysmal atrial fibrillation on Eliquis, HTN, HLD, history of vertigo, anemia, polyosteoarthritis with chronic pain, history of breast CA, and history of SVT.

MEDICATIONS: Amiodarone 200 mg q.d., Caltrate one q.d., Celebrex 100 mg q.d., Depakote 125 mg b.i.d., Eliquis 2.5 mg b.i.d., Mag-Ox q.d., Toprol 50 mg q.d., PEG solution q.d., KCl 10 mEq q.d., Seroquel 25 mg 8 a.m. and 8 p.m., trazodone 50 mg h.s., and B12 SL 2500 mcg q.d.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient was alert, seated in her wheelchair. She made eye contact and was interactive.
VITAL SIGNS: Blood pressure 134/61, pulse 75, temperature 97.4, respirations 17, O2 saturation 98%, and weight 133 pounds.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.

CARDIOVASCULAR: She has an irregular rhythm at a regular rate without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

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

SKIN: Warm, dry, and intact with good turgor.

MUSCULOSKELETAL: She has fair muscle mass and motor strength, it is balance that becomes an issue when she stands leading to falls.

ASSESSMENT & PLAN:

1. Gait instability with falls. We will continue with PT; today was an exception to her normal participation in therapy. I told her that if it continues though, then we have to revisit whether therapy is appropriate.

2. Hypoproteinemia. T-protein and ALB are 5.4 and 3.3. I brought up protein drink as beneficial, she was not excited about it, but we will order that she have one at least MWF.

3. Constipation. I am adding MOM 30 mL p.o. MWF and encouraged her to follow with a glass of water and that it is effective for preventing constipation.
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Linda Lucio, M.D.
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