


PROGRESS NOTE
RE: Arlene Graham
DOB: 04/21/1929
DOS: 11/19/2024
Rivermont MC
CC: Continued slow decline.
HPI: A 95-year-old female seated in the dining room with a visitor who was her DIL. I had not met her previously, so introduced myself and she did not ask how the patient was doing, but rather shared her observances that the patient has declined cognitively, she looks more frail, but she does not seem to be in any pain or discomfort and I told her that the goal was to always keep the patient safe and comfortable physically and emotionally. _______ is in her manual wheelchair that she cannot propel, so staff transport her to wherever she needs to be. She has had no falls. As to mealtime, she has had an overall decline in her PO intake. She cannot hold utensils, so we are going to a finger food diet. At this time, she does require feed assist.
DIAGNOSES: Advanced stage unspecified dementia without BPSD, incontinence of B&B, HOH despite hearing aids, peripheral neuropathy, depression, and insomnia.
MEDICATIONS: Unchanged from 10/22/2024 note.
ALLERGIES: NKDA.
DIET: Regular with thin liquid.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: Petite female quietly seated in wheelchair.
VITAL SIGNS: Blood pressure 117/68, pulse 72, temperature 97.7, respiratory rate 18, oxygen saturation 98%, and weight 90 pounds; a weight loss of 4 pounds from 10/22/2024.
HEENT: Her hair was combed. Sclerae clear. Glasses in place. Nares patent. Moist oral mucosa.
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NECK: Supple with clear carotids.
CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: She attempted to take deep breaths. Lung fields are clear. No cough. Symmetric excursion and she did not appear to have conversational dyspnea when she just said a few words here and there to DIL.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: She is thin and frail with generalized decreased muscle mass and motor strength, is transported in a manual wheelchair. Weight-bearing for pivot transfers. No lower extremity edema.

NEURO: She is quiet and just will look about, orientation x 1 and seemed to recognize her DIL. _______ not able to voice her needs and she is limited in information she can give.

SKIN: Thin, dry, intact and no bruising or skin tears noted.
ASSESSMENT & PLAN:
1. Decreased appetite. The patient has required feeding as she is no longer able to hold utensils, so I am going to move to a finger food diet and staff will monitor the patient’s ability to feed herself that way. Daughter asked about anything else that could be done, protein drinks were suggested and given the option of ordering them through pharmacy or her purchasing and bringing them and she chooses to do the latter and talked about different ones that she might want to try, so hopefully look forward to her supplying that, we will see how the patient responds.
2. Med review. We will discontinue Aricept when current supply is completed, it is no longer of benefit to the patient. No other changes.

3. History of hyponatremia. She is on NaCl tablets 1 g b.i.d. July Na level was 132 and this was in the face of one month’s use of the sodium tablets, so we will continue.
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