


PROGRESS NOTE

RE: Marilyn Hartman

DOB: 11/14/1941

DOS: 06/18/2025
The Harrison AL

CC: Decreased urine output.

HPI: The patient is an 83-year-old female who is status post CVA with significant sequelae. She sustained a nontraumatic subarachnoid hemorrhage with frontal lobe injury. As a result, she has significant word apraxia, is nonambulatory and limited use of her arms and dysphagia to both liquids and solids and medication. The patient is incontinent of bowel and bladder, but she can be toileted at times, she will in her way let staff know and if they get her to the toilet on time, she is okay, but primarily she is in adult briefs. She was also having significant diarrhea, noninfectious etiology. She was having protein drinks to supplement her diet as her intake of solids was limited. Once, there was recently cutback on her protein drinks and her diarrhea has subsided. The patient is able to eat solids, but she does require assist and it has to be soft food.

DIAGNOSES: Status post nontraumatic subarachnoid hemorrhage frontal lobe and executive function deficit, dysphagia, aphasia with word apraxia, seizure disorder, hypothyroid, vascular dementia with progression, no BPSD, and history of anxiety.

MEDICATIONS: Pepcid 20 mg q.d., Keppra solution 1000 mg b.i.d., levothyroxine 175 mcg q.d., melatonin 3 mg h.s., metoprolol 25 mg b.i.d., PreserVision q.d., Vimpat 50 mg b.i.d., and D3 25 mcg q.d.

ALLERGIES: NAPROXEN, SULFA, BEXTRA, and TRIMETHOPRIM.
DIET: Regular and mechanical soft.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing female lying in her hospital bed quiet, but cooperative to exam.
VITAL SIGNS: Blood pressure 110/70, pulse 69, temperature 97.6, and respirations 18. The patient is 4’11” and do not have current weight.
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NEURO: She is alert, generally just stares randomly and occasionally will make eye contact. Affect: She can occasionally smile. She has facial expression for fear or agitation and she can be emotional, will cry if she is upset and can be comforted as well. Not able to give information, unclear what she understands.

CARDIAC: She has an irregular rhythm at a regular rate.

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

RESPIRATORY: Does not cooperate with deep inspiration. Lung fields relatively clear. Decreased bibasilar breath sounds. No cough.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Intact radial pulses. No lower extremity edema.

ASSESSMENT & PLAN:

1. Decreased urine output. The patient has a brief in place that was dry, but it had been changed like a few hours earlier and they will just start keeping track of how many briefs that she urinates in throughout the day. She is given fluid, but I do not think adequate amount and staff need to assist her in drinking and it can take a bit of time. We will have them also check her weight. They do have a sitting scale and so we can at least estimate what her current weight is which gives the information about nutrition and hydration.

2. General care. The patient had labs 03/22, CBC WNL and a BMP actually showed good hydration, so we will not order labs again this soon, but we will monitor and then I have also just talked to staff about watching her with her medications and anything that she starts having difficulty with, we can look for a liquid form and then she is actually down to a very few medications.
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