


PROGRESS NOTE

RE: Margaret Jean

DOB: 09/17/1930

DOS: 06/02/2022
HarborChase MC

CC: Fall followup.

HPI: A 91-year-old in wheelchair in the hallway. She propels herself slowly and without direction. She was looking about I spoke to her she made eye contact but appeared confused and did not have any verbal response. Staff report that there has been a decline overall. She is quieter, does not eat unless staff actually assist her, looks confused when looking at the utensils and the food but then gets the idea that she is to eat and will slowly start after staff have fed her a few times. Behaviorally, she does not follow direction and not seeming to understand. She has gotten agitated with other residents or staff, which is all new for her but will quickly recover and allows herself to be transported to where she needs to be. The patient is having dysphagia to medication and now starting to take food for it will sit in her mouth and she does not know what to do with this so it is taken out.

DIAGNOSES: Vascular dementia, HTN, wheelchair bound, COPD, and HLD.

DIET: Regular.

CODE STATUS: DNR.

ALLERGIES: PCN and DONEPEZIL.
CURRENT MEDICATIONS: Morphine 0.25 mL and (5 mg 7 a.m. and 7 p.m. routine in q.6h p.r.n., lorazepam Intensol 2 mg/mL, 1 mL t.i.d. x7 days routine, which will be completed on 06/09 and then 1 mL q.6h. p.r.n. Other PO medications have been discontinued secondary to dysphagia.

PHYSICAL EXAMINATION:

GENERAL: Elderly female sitting in wheelchair with blank expression.

VITAL SIGNS: Blood pressure 100/50, pulse 110, respirations 18, O2 saturation 94%, and temperature 98.3.
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NEUROO: Orientation x1. She maintains verbal capacity, but rarely says anything when she does it is just a word or two and random out of context.

MUSCULOSKELETAL: Fair neck and truncal stability and standard manual wheelchair, which she propels using her feet but she is slow in doing so tends to look around with a confused or blank expression. No lower extremity edema.

RESPIRATORY: Does not cooperate with deep inspiration instruction. Lung fields clear. Normal respiratory rate and effort. No cough.

CARDIAC: Regular rate and rhythm without MRG.

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

ASSESSMENT & PLAN:

1. Dysphagia. I have discontinued routine medications and now on comfort measures only, which are liquid. The patient has demonstrated ability to tolerate them. I will adjust medications as needed.

2. HTN. Review BPs. She is low end of normal or hypotensive so hopefully not be dealing with hypertension, if so I will restart clonidine 0.1 mg p.r.n. with parameters.

3. OA. Topical Biofreeze will continue on her knees b.i.d. routine and hopefully the Roxanol will also address that pain.

4. CHF. No evidence at this time.

5. Depression. Ativan will supplement what she will not be taking in the form of Remeron.
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Linda Lucio, M.D.
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