


PROGRESS NOTE
RE: Lenora James
DOB: 04/14/1950
DOS: 08/29/2024
The Harrison AL
CC: Lab review.
HPI: A 74-year-old female seen in room, it was near dinnertime and she was in bed where she acknowledges that she had been most of the day. She is quiet, cooperative, appears to listen and is limited in information that she can give. At times, she seems hesitant about what she is saying. In discussion, when asked about sleep, she tells me that she is not sleeping that well at night and during the day she will occasionally nap, but for the most part is not able to get good sleep. She is currently on trazodone 50 mg h.s.; when I told her that we could increase it, she stated she would like to try that. We also talked about her antidepressant. She is on two different meds both of them at low levels I asked if she felt that they were of benefit. She just kind of shrugged and I said it is okay to say yes or no and she said that she did not think that it was helping her that much, again adjusting medication she is open to that. No falls. Occasionally, comes to the dining room, otherwise eats in room.
DIAGNOSES: Moderate unspecified dementia, depression, disordered sleep pattern, osteoporosis, peripheral vascular disease, hyperlipidemia and status post removal of PEG tube, now eating PO.
MEDICATIONS: Lipitor 20 mg q.d., Wellbutrin 100 mg q.d., Zoloft 50 mg q.d., Aricept 5 mg h.s., Boniva 150 mg q.30 days, Ativan 0.25 mg b.i.d., Mag-Ox q.d., Trental 400 mg t.i.d., trazodone 50 mg h.s., and Megace 200 mg b.i.d.
ALLERGIES: NKDA.

DIET: Mechanical soft with minced meat.

CODE STATUS: DNR.
Lenora James
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PHYSICAL EXAMINATION:
GENERAL: Petite female lying quietly who appeared attentive.
VITAL SIGNS: Blood pressure 135/95, pulse 93, temperature 98.2, respiratory rate 18, and weight 116.2 pounds, which is a weight loss of 2 pounds since 06/27/2024.
CARDIAC: Regular rate and rhythm. No murmur, rub or gallop.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.
MUSCULOSKELETAL: She moved her arms, can reposition herself in bed, did not observe weight-bearing. No lower extremity edema.

NEUROLOGIC: Oriented x 2, had to reference for date and time. Soft-spoken, just a few words at a time. She appeared to understand given information and she did voice need a couple of times regarding certain medications that she would like adjusted. Affect: She appeared calm and relaxed, at times a little hesitant when she was speaking.
SKIN: Warm, dry and intact. The skin on her face at times appears almost chapped, rough texture and on the dorsum of both hands.

ASSESSMENT & PLAN:
1. Microcytic anemia. H&H are 8.8 and 27.1 with low MCV and MCH. FeSO4 325 mg tablet one p.o. q.a.m. with breakfast and as she tolerates this medication, then we will look at introducing an evening dose. Platelet count is WNL.
2. Hypokalemia. Potassium is 3.0. The patient is not on diuretic. We will start her on KCl 20 mEq q.d. x 1 week, then decrease to 10 mEq q.d. thereafter with recheck of KCl in two weeks.
3. Hypoproteinemia. T-Protein is 5.3, so slightly low. Albumin WNL at 3.6. Discussed with her getting protein drinks; she has not had that, but hopefully as her PO intake continues to improve as there is definitely room for that that those numbers will continue to increase.
4. Depression. After discussion, increasing Zoloft to 100 mg q.d. and will follow up in the next couple of weeks, see how she is doing with that. I told her that it will take several weeks before she may start feeling benefit.
5. Disordered sleep pattern. Trazodone 100 mg h.s. ordered.
6. Medication review. When Lipitor is out of current supply, we will discontinue order and I am discontinuing promethazine as she also has Zofran.
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