


PROGRESS NOTE

RE: Lourdes Carroll
DOB: 11/07/1948
DOS: 08/11/2025
Rivermont AL
CC: Completion of PT. 
HPI: The patient is a 76-year-old female who received PT through medication assist and it was at the request of her son. The patient is ambulatory; however, the safety of her gait is the problem. She is unsteady and can lean to the right or left and depends on catching herself to prevent a fall. She has a wheelchair that she did not want to use when she got here and has a walker which under a lot of persuasion will use, but prefers not to. Today, I observed her walking around the dining area after eating and then up and down the hallways when I was talking with other patients and she seemed to be fairly steady and upright in her gait. Staff reports that she has not had any falls since I was here last and with coaxing, she will use the walker. She is also a bit more interactive with other residents. She is verbal; however, the content is random. Son checks in to see how she is. He has a young family with a new baby and so each time I visit with her, I explained to her why he is not able to come and see her as frequently as she would like. She has had no significant behavioral issues. She is compliant with care. She sleeps through the night. Appetite appears to be good. When I saw the patient for the first time on the unit, she was very exuberant, said hello and smiled and I told her how nice she looked and her hair had been done. 
DIAGNOSES: Severe dementia with MMSE score of 3, gait instability, HTN, HLD, CKD stage III, GERD, anxiety disorder and major depressive disorder.

MEDICATIONS: Tylenol ER 650 mg q.a.m., Depakote 125 mg t.i.d., Aricept 10 mg h.s., Claritin 10 mg q.a.m., melatonin 5 mg at 6 p.m., MVI q.d., Sertraline 50 mg 8 p.m., and trazodone 50 mg h.s.

ALLERGIES: NKDA.

DIET: Regular with ground meat and she has a protein shake at 2 p.m.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Thin older female who was pleasant and observed interacting with other residents.

VITAL SIGNS: Blood pressure 129/68, pulse 73, temperature 97.6, respirations 18, O2 sat 95%, and weight 106 pounds which is a 3-pound weight gain from 07/11/25.

RESPIRATORY: She has a normal effort and rate. Her lung fields are clear. No cough. Symmetric excursion. She understood directions such as taking a deep breath.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

MUSCULOSKELETAL: She walks at a brisk pace without using assistive device. She is encouraged to use a walker, but does not do it. She moves arms in a normal range of motion. No lower extremity edema. She has adequate muscle mass and motor strength.

NEURO: She makes eye contact with people. She smiles. She is verbal. The content is random. She can give yes/no answers to very basic question; otherwise, she appears confused. Her affect is animated. She smiles readily and she seems to enjoy being with other people and doing things within a group setting.

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

ASSESSMENT & PLAN:
1. Insomnia. This appears to be addressed adequately with both melatonin and trazodone and staff states that there is no next morning sedation or slow awakening. With time, we will see if we can decrease the trazodone and leave her simply on melatonin. 
2. Weight gain. The patient’s weight of 106 pounds is up 3 pounds from 103 pounds on 07/11/25. Her weight has been fluctuating. She is compliant with the protein drinks which staff state she enjoys. 
3. Pain management. The patient has tramadol 50 mg b.i.d. p.r.n. She has not really asked for it and if they think she is uncomfortable, they will offer tramadol to her and the dosage is actually one-half of a 50 mg tablet q.6h.

4. BPSD. The patient has Depakote 125 mg three times a day and I am going to adjust this to b.i.d. to see how she does. We will monitor for a week and if needed will return to t.i.d. scheduling. 
5. Gait instability with falls. Her most recent fall needing an ER visit was 07/19/25 which was between my last visit and today. She sustained a forehead laceration requiring sutures. They have been since removed at an appropriate time and it is a very minimal appearing scar. 
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