


PROGRESS NOTE

RE: Melba Cordell
DOB: 04/02/1925
DOS: 09/09/2024
Jefferson’s Garden AL
CC: Routine followup.

HPI: A 99-year-old female seen in room. She is seated upright in her usual recliner, well groomed. She is quit putting on makeup or having her hair done and made eye contact with me and said hello. She has 24-hour sitters with her and the usual sitter was present today. The patient in the past has had problems with constipation to the point of obstipation and staff has had to disimpact her well and fortunately at this point, she is no longer requiring that and has been able to have bowel movements on her own. She is very happy about that. Her p.o. intake is limited. She is able to feed herself. She started staying in her room for all meals and will eat about 25 to 50% of at least two meals and maybe pick at the third meal. She denies any nausea or vomiting. She just states that she is not hungry. She is reported to sleep through the night. Her pain is adequately managed with tramadol. She has had no falls risk.

DIAGNOSES: Advanced vascular dementia senile frailty, HTN, atrial fibrillation, depression, and IBS symptoms which have decreased.

MEDICATIONS: Unchanged from 08/05/24 note.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill-appearing older female who made eye contact and was cooperative.

VITAL SIGNS: Blood pressure 134/78, pulse 60, temperature 97.4, respirations 18, O2 sat 96%, and weight 108 pounds which is a weight loss of 5.6 pounds.
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HEENT: She is soft spoken, a few words at a time. She can voice her needs. She asked basic questions and seems to understand given information. Her affect congruent with what she is saying. She appears a little bit more guarded and to be watching what is going on around her.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has in a regular rhythm at a regular rate with a systolic ejection murmur. No rub or gallop.

ABDOMEN: Scaphoid. Bowel sounds hypoactive. No distention or tenderness.

MUSCULOSKELETAL: She is a full transfer assist. She is transported in manual wheelchair when required and has trace bilateral lower extremity edema, but her legs have been in a dependent position throughout the day. She moves arms in a normal range of motion. She has good grip strength.

SKIN: Thin and fragile. Scattered bruising without breakdown.

ASSESSMENT & PLAN:
1. Weight loss. The patient’s current BMI is 19.1. I told her she was closed to normal so just a little more p.o. intake. She just smiled at me.
2. Generalized muscle weakness. The patient remains in her recliner and for transport in her manual wheelchair. She is no longer able to tell herself any significant distance. She has maintained her neck and truncal stability and PT which have been requested last time was not ordered as previous request for it had been ordered and then the patient was noncompliant when therapy was started.
3. Pain management. She receives topical analgesics as well as tramadol at h.s. which appears adequate.

4. Diarrhea. She is now having firm bowel movements on her own. She does not require staff assist.
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