


PROGRESS NOTE
RE: Mary Jane Cook
DOB: 04/27/1936
DOS: 07/18/2023
Rivermont MC
CC: Lab review and the patient talking about wanting to be in AL.
HPI: An 87-year-old with annual labs drawn that are reviewed with her today. She was sitting in the dining area amongst the other residents, but sitting at a table away from the crowdedness and was doing an art activity by herself. She was pleasant when I approached her. She is cooperative and gives information. I talked to her about hearing that she is bringing up wanting to be in assisted living that she has not liked the people in MC and she thinks she would get along without any problem. There is a contrast between the resident and those that are around her from a behavioral perspective. I did review an MMSE from admission 06/2022 and her score at that time was 19/30, which is at the low end for cognitive impairment. The patient’s husband lives in IL, comes here just this week and took her for the first time out into the AL portion for church service, which she enjoyed and she talked openly to me, asked me why she was unable to participate in activities or moved to assisted living. She brought up the things that she thinks she can do for herself and knows when to ask for help and her case presented is valid. We did review her annual labs and she was interested in that. Overall, she sleeps through the night, her appetite is good, dresses herself and denies any pain.
DIAGNOSES: Diagnosis of frontotemporal dementia prior to admit, depression, gait instability uses cane, hypothyroid, Barrett’s esophagus, osteoporosis.

MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg h.s., calcium 600 mg b.i.d., Depakote 125 mg b.i.d., Aricept 10 mg h.s., Eliquis 2.5 mg q.12h., Lexapro 5 mg q.d., Flonase q.d., gabapentin 200 mg h.s., levothyroxine 100 mcg q.d., Claritin 10 mg q.d., Namenda 5 mg b.i.d., Prilosec 40 mg q.d., propranolol 60 mg ER q.d., torsemide 20 mg 9 a.m. and 1 p.m., trazodone 50 mg h.s. and D3 2000 units q.d.
ALLERGIES: BARIUM SULFATE.

DIET: NAS with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well-groomed and pleasant lady seated in the corner away from the larger group, was cooperative.

VITAL SIGNS: Blood pressure 109/48, pulse 61, temperature 97.4, respirations 17, O2 sat 98% and weight 153 pounds; down 3 pounds from 06/19 and BMI is 24.5.
HEENT: Her hair is groomed. Glasses in place. Conjunctiva clear. Moist oral mucosa.

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Cooperates with deep inspiration. Lung fields are clear. No cough. Symmetric excursion.

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

EXTREMITIES: She has intact radial pulse. No LEE. Ambulates with the use of a cane more commonly, but does have a manual wheelchair for distance.
NEURO: Orientation x2. She makes eye contact. Speech is clear. Voices her needs. Seems to understand most given information.

ASSESSMENT & PLAN:

1. CMP review. GFR is 46; no intervention required.
2. Anemia. H&H are 10.3 and 34.2 with mixed indices and normal platelet count. The patient has normochromic normocytic anemia for which no treatment at this time is indicated.

3. Hypothyroid TSH is 1.20 well within normal. Continue on her current levothyroxine of 100 mcg q.d.

4. Issue of AL versus MC. After we were done rounding, ADON administered a followup MMSE, which will be the annual check and the patient now scores 24/30 points, which is just one point below being considered in the normal range. She has made the comment that she will just leave this alone for now and, if she brings it up later, then we will have to look into it more.
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