


PROGRESS NOTE

RE: Janet Copeland

DOB: 10/14/1935

DOS: 01/13/2022
HarborChase AL

CC: Cognitive decline.

HPI: An 85-year-old with a history of MCI, which has clearly progressed in the time that she has been here. She was admitted 06/21/21. In addition to following patient, I see her frequently when I am working in the evenings she continues to misplace her key despite having a wristband that is supposed to be on with people looking for it either in her purse, which she claims she had looked through or sitting on her kitchen counter under papers. She will tend to walk around in the upper hallway looking in the nurses room smiling but not saying anything and denies that she has any need. She goes down for meals, she is attending social activity a bit less in part because I think she does not understand or track what is going on. Today, when I spoke with patient, she was not able to tell me the year or the month. She stated it was October 21 because she just had her birthday. She did know we were in Oklahoma City when I asked about her personal care such as the last time she had a shower she said she thinks about a week or so ago but could not be any more specific and it was clear that she was a struggling to retain information. She is pleasant and cooperative.

DIAGNOSES: Mild cognitive impairment with progression. We will do MMSC, chronic CHF, DM II, hypothyroid, CKD III, insomnia, depression, and chronic seasonal allergies.

DIET: Low-carb.

CODE STATUS: DNR.

MEDICATIONS: Lipitor 20 mg q.d., cinnamon q.d., Metamucil b.i.d., HCTZ 12.5 mg q.d., levothyroxine 50 mcg q.d., Cozaar 25 mg q.d., metformin 500 mg b.i.d., MiraLax q.d., Prilosec 20 mg q.d., KCl 10 mEq q.d., probiotic q.d., Zoloft 25 mg q.d., Desyrel 50 mg h.s., vitamin D 1000 units q.d., and Zyrtec 10 mg q.d.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert standing up in her room and was cooperative when seen.

VITAL SIGNS: Blood pressure 119/62, pulse 67, temperature 98.5, and respirations 16.

NEURO: Orientation x2. She makes eye contact. Speech is clear, but hesitant. She does smile but appears confused and searching for answers when asked.

MUSCULOSKELETAL: She ambulates independently. No lower extremity edema. No fall history.

SKIN: Warm, dry, and intact with good turgor.

RESPIRATORY: Clear lung fields. Normal effort. No cough.

ASSESSMENT & PLAN: MCI with progression. Staff had questioned whether she was a memory care patient. At this point, she is independent for 5/6 ADLs has medication administration. However, there are some p.r.n. nasal sprays that she self-administers and was able to tell me how they are done. However, there is one that she is two canisters of and has been using both of them. Cognitively, we will assess where she is at with MMSC assessment. There is concern about her personal care and I do not think that she is able to keep up with it whether she is even aware of what needs to be done. We will look at home health and come back next week.
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