


PROGRESS NOTE

RE: Shirley Anderson

DOB: 06/18/1937

DOS: 06/03/2025
Rivermont AL

CC: Fall followup.

HPI: The patient is an 87-year-old female who uses a manual wheelchair that she propels to get around. She self transfers usually with no difficulty. She has good grip strength can hold a cup and utensils. The patient does have moderate vascular dementia and unfortunately this period has not had any visits to the ER. Staff report that she has fairly good PO intake. She goes to the dining room for all meals. She has now started to do some activity. She has to have staff assist her and they do with no problem and she does not appear to be self-conscious. Family continues to keep in touch with her she has two sons both living out-of-state.

DIAGNOSES: Moderate vascular dementia, paroxysmal atrial fibrillation on Eliquis, HTN, HLD, poly osteoarthritis with chronic pain, history of breast CA, supraventricular tachycardia, and anemia.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

MEDICATIONS: Amiodarone 200 mg q.d., Caltrate chew one q.d., Celebrex 100 mg q.d., Depakote DR 125 mg 8 a.m. and 8 p.m., Eliquis 2.5 mg q.12h., magnesium 64 mg q.d., Toprol ER 50 mg q.d., MOM at 30 mL q. MWF, Myrbetriq 25 mg h.s., PEG solution q.d., KCl 10 mEq q.d., Seroquel 25 mg b.i.d., tramadol 50 mg t.i.d., trazadone 50 mg h.s., and B12 25 mcg SL q.d.

PHYSICAL EXAMINATION:

GENERAL: The patient was seen in her room, she had been in the dining room and propelled herself back as she typically does. She was in good spirits and cooperative. Speaking to the patient she stated that she is sleeping good, feels that her pain is managed. Denies any constipation and shows that she does not have any swelling of her legs anymore. The patient is alert and cooperative returning to room from the dining room.
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VITAL SIGNS: Blood pressure 123/71, pulse 78, temperature 98.3, respirations 16, O2 saturation 98%, and weight 122 pounds.

HEENT: Her hair is groomed. EOMI. PERLA. Moist oral mucosa.

NECK: Supple.

CARDIAC: An occasional regular beat without murmur, rub, or gallop. PMI nondisplaced.

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

SKIN: Warm, dry, and intact with fair turgor. No bruising, abrasions, or breakdown noted.

NEURO: She makes eye contact when speaking, her speech is clear. She can voice her need. She understands basic information given. Orientation is x2-3 pending the day. She has to reference for the date and time. She is come out of her shell a little bit and a little bit more interactive with others. An affect is a bit more animated and less blunted.

PSYCHIATRIC: She does interact after encouragement and is going out to the DR for all meals.

ASSESSMENT & PLAN:

1. Falls. The patient knows to use the call light and is able to do so for transfer assist. The falls that she has had been when she is trying to self-transfer from wheelchair to bed fortunately no injuries today.

2. Polyarthritis with chronic pain this is managed with tramadol 50 mg t.i.d. p.r.n. and patient does ask for it as needed and she defers having it routinely scheduled.

3. Urinary incontinence. She is on Myrbetriq and she is actually doing better with that. She is able to go periods without having to use her brief and can get through the night at times without urinating in her brief.
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