


PROGRESS NOTE
RE: Melba Cordell
DOB: 04/02/1925

DOS: 12/19/2023
Jefferson’s Garden, AL

CC: Lab review and spoke with daughters.

HPI: A 98-year-old female who encountered as she was walking with her walker and both of her daughters one on either side were walking with her. She appeared to be in good spirits. I saw her then in the room with both her daughters present. The patient was well groomed. She wants to have her hair done and full face of makeup and like a suit type outfit put on every day before she is seen by other residents. So she is cooperative with personal care. The patient ate popcorn very gracefully and was measured in responses to basic questions that I asked and she had a bit of a stiff smile when I spoke to her. At the end of questions she just said very clearly I want to go home and I asked her if she was able to take care of herself at home and then pose the things that she would need to be able to do for herself, which she cannot do. Family is very supportive and wants her to stay in a facility because they are very concerned about her mobility before but the events leading up to her coming here made it clear that she needed to be what she would have assistance. The patient had been living at home. She had a fall sustained a periprosthetic fracture to her left hip and underwent surgical repair. She was in skilled care for some time and all her children have been appear one point or another and reiterated to her that she is doing well here and they do not plan to take have her go home.

DIAGNOSIS: Anxiety/depression, atrial fibrillation, periprosthetic left hip fracture with conservative healing measures, CKD, and mild cognitive impairment.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

MEDICATIONS: Unchanged from 11/22 note.
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PHYSICAL EXAMINATION:
GENERAL: The patient is alert, made eye contact and well groomed.
VITAL SIGNS: Blood pressure 122/70, pulse 72, temperature 97.4, respirations 18, and weight 123 pounds stable.

NEURO: Orientation x2. She has to reference for date and time. Speech is clear. Judgment and insight into her own abilities is limited. She will continue to tell her children she wants to go home unless they are firm in their stand that she is going to stay here. They want the best for their mother however they do not want her feelings are be disrespectful, which is understandable.

CARDIAC: She has an irregular rhythm with systolic ejection murmur. No rub or gallop.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

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

MUSCULOSKELETAL: She has generalized decreased muscle mass, but she was walking with her walker steady and upright. She has no lower extremity edema.

ASSESSMENT & PLAN:
1. Depression. The patient was started on Zoloft 25 mg q.d. after my visit on 11/21. Her daughters told me that they noted a significant difference for the better and now it seems to have worn off.  The medication was to have been further increased in two weeks, but that did not occur will write for it to be done now and followup in a couple of weeks see how she is doing.

2. Hypoproteinemia. T-protein is 5.9 and her albumin is WNL at 3.6. I suggested a protein drink Monday, Wednesday, and Friday to help bring that up order is written and family will supply. The remainder of the patient’s CMP is WNL and her CBC is WNL.

3. Social. Spoke with her two daughters after she had been seen and they just wanted to review how things are going with her and I told them that not visiting frequently has helped her to have to learn who the staff are and learn to request help, which she was not really liking to do but is doing now and they state that they will not be smothering her as they had previously.
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