


PROGRESS NOTE

RE: Dorothy Reubell

DOB: 02/25/1931

DOS: 05/18/2022
Council Road MC

CC: Followup on transfer to MC.

HPI: A 91-year-old with unspecified dementia advanced sitting in a chair in the day room. She was leaning to one side and sound asleep later when I wanted to talk to her she continued to lie in the same position but had her eyes open and made eye contact with me. She did sit up a little bit so that I could examine her. The patient is reported with poor PO intake has to be encouraged and despite attempts to feed her, her intake remains minimal. She has a wheelchair that she is transported in but she will spontaneously stand and attempt to walk until staff intervenes. Prior to MC, the patient ambulated in her room with a walker, her husband was present and would always monitor her. She was previously very verbal however her comments were random and she would just go on incessantly. Now, she talks occasionally and sometimes will talk for a little bit and then just stop but she tends to look around. Staff said that she is cooperative with medications and personal care. She did have a recent fall and there is evidence of bruising on her left side of her forehead.

DIAGNOSES: Unspecified dementia with progression, loss of safe ambulation now wheelchair bound, HTN, hypothyroid, decrease PO intake with weight loss.

DIET: Regular and Ensure b.i.d.

CODE STATUS: DNR.

ALLERGIES: TRAMADOL.

MEDICATIONS: Tramadol 50 mg b.i.d. and q.6h. p.r.n., Vicoprofen gel 5 mg/200 mg/mL, 1 mL h.s. routine and q.6h. p.r.n., Ativan gel 0.5 mg/mL and 0.5 mL q.4h. p.r.n. agitation/anxiety, melatonin 6 mg h.s., Enulose 30 mL Monday and Thursday, Xyzal 5 mg q.d., levothyroxine 25 mcg q.d., Lasix 20 mg q.d. p.r.n., and divalproex 125 mg b.i.d.
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PHYSICAL EXAMINATION:

GENERAL: Elderly female sleeping soundly in the day room, but did awaken for short period.

VITAL SIGNS: Blood pressure 123/69, pulse 79, temperature 96.8, respirations 22, O2 saturation 96%, and weight 158 pounds.

NEURO: She makes eye contact. She did not speak it took her a little bit to wake up and then she smiled. She allowed me to examine her and then she did start making eye contact and laughing up with one of the staff members. Orientation x1.

CARDIAC: Regular rate and rhythm without MRG.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

SKIN: She has a bruising on the left side of her forehead from a recent fall. No noted bruising elsewhere on her. Skin is intact, warm, and dry.

ASSESSMENT & PLAN:

1. Progression of unspecified dementia. The patient is dependent for assist in 6/6 ADLs. She occasionally tries to propel her manual wheelchair but has difficulty transporting her is generally safer and at mealtime require set up and redirection to eat.
2. Falls. The patient spontaneously stands and will attempt to walk sometimes falls and other times intervened on. She has fall risk precautions put in place while in bed but she cannot be restrained in her wheelchair and she does have medication to modify some of spontaneity but she still has to be monitored for attempting to walk on her own.
3. Lab review. CBC WNL. CMP shows BUN of 21.0 otherwise WNL and TSH WNL at 2.90.
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Linda Lucio, M.D.
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