


PROGRESS NOTE

RE: Bernice Franklin
DOB: 06/07/1928
DOS: 08/02/2023
Town Village AL

CC: Anxiety and medication review.

HPI: A 95-year-old female who is primarily bed to chair bound. She has generalized senile debility and vascular dementia. The patient was seen today. She had just had lunch and was being transported back via wheelchair by staff and I got to see her sitting upright. She was verbal, just a few words and made it clear that she wanted to lie down. She was uncooperative with exam. She denied any pain. Staff reports that she is generally cooperative to care to include bath time. She does have occasional anxiety and Xanax is given p.r.n. before showers. The patient has also had generalized arthralgias and myalgias. She has been on Tylenol p.r.n. and when given, it does little to diminish her discomfort, so I am choosing another NSAID. 
DIAGNOSES: Vascular dementia, generalized senile debility, HTN, chronic pain, depression, and ischemic heart disease.

MEDICATIONS: Going forward: Naproxen 375 mg b.i.d. routine, docusate q.d., MOM 30 mL p.o. q. MWF, Caltrate q.d., Plavix q.d., divalproex 125 mg t.i.d., Lexapro 10 mg q.d., Icaps q.d., ketoconazole topical cream 2% to affected areas, Dyazide one tablet q.d., and B12 1000 mcg q.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Elderly female who is actually well dressed today. She was quiet and made eye contact. She only says a word or two at a time.

VITAL SIGNS: Blood pressure 152/74, pulse 87, temperature 97.6, respirations 17, O2 sat 97%, and weight 135 pounds.
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HEENT: Conjunctivae clear. Nares patent. Moist oral mucosa. She has gray hair that is combed shoulder length.

RESPIRATORY: Anterolateral lung fields are clear. No cough. Symmetric excursion.

CARDIAC: Occasional irregular beat without murmur, rub or gallop within a normal rate.

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

MUSCULOSKELETAL: She is a full transfer assist, weight bears only for pivot. No lower extremity edema. She can move her arms, minimal reposition in bed ability, unable to propel her manual wheelchair.

ASSESSMENT & PLAN:
1. Medication review. Discontinue Flanders ointment and Mucinex as the patient refuses both of them.

2. Pain management. Naprosyn 375 mg b.i.d. routine and we will see how that works for her. I am changing the Tylenol to p.r.n.

3. Constipation. Docusate is made regular daily. Before it had been p.r.n. so she was not receiving it. MOM 30 mL p.o. q. MWF.

4. General care. CMP, CBC, TSH and B12 levels are ordered and we will follow up in a couple of weeks. 
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