


PROGRESS NOTE

RE: Sharon Stephens
DOB: 02/29/1936
DOS: 12/01/2022
HarborChase, MC
CC: Decreased p.o. intake with weight loss and increasing unsteadiness to gait.
HPI: An 86-year-old with progression of unspecified dementia and decrease in her BPSD is seen today for noted changes. She has had decreased p.o. intake of both food and liquid visually. She appears to have lost weight. She was sitting in the big day room with other residents in a chair. She had her legs twisted up and could not figure out how to get out of it and required assist and shortly thereafter was back in it having repositioned herself as she was initially found. The patient is coming out onto the unit more spending time among other residents. She has had decreased p.o. intake. She was very particular about what she would eat, but has become more so. She is also very conscious of her medications. She takes you to begin with and then she will look at what she is being given. Her behavioral issues have also decreased. She has had no falls. She is sleeping through the night and continues to require redirection, but is redirectable. 
DIAGNOSES: Major neurocognitive disorder with progression, decrease in BPSD, hypothyroid, and glaucoma.

MEDICATIONS: Roxanol 0.25 mL (5 mg b.i.d. and q.4h. p.r.n.), Ativan Intensol 2 mg/mL 0.5 mL (1 mg q.6h. p.r.n.), Depakote 125 mg b.i.d., Xalatan OU h.s., levothyroxine 50 mcg q.d., lidocaine patch to lower back q.a.m. removed hs., and Exelon patch q.d. 
ALLERGIES: CODEINE, CIPRO, and AZITHROMYCIN.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Thin tall female seated amongst other residents looking around.

VITAL SIGNS: Blood pressure 125/70, pulse 69, temperature 96.4, respirations 20, and weight 122.8 pounds.
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CARDIAC: Regular rate and rhythm without MRG.

MUSCULOSKELETAL: She ambulates independently. She will stand spontaneously and start walking unsure of her limitations. She has been asked to use her call pendant and staff will do walking assist with her wherever she wants to go. No lower extremity edema. She moves limbs in a normal ROM.

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

NEURO: Orientation x1. She is generally guarded and appears tentative before answering any question. She will speak a few words that are intelligible, but out of context. She is not able to give information. Clear short and long-term memory deficits. She requires reassurance. She states everything is okay in it she is doing fine.

ASSESSMENT & PLAN: 
1. Decreased p.o. intake. Ordering protein drink daily as well as continuing with her previous diet she likes cereal and milk and that is about it.
2. Gait instability. She is to be monitored and out in the dayroom more so that if she attempts to get up to walk, there can be intervention; so she does not end up falling.
3. General care. Her court-appointed guardian is aware of the current changes. She has had a few complaints about pain. 
4. Decreased p.o. intake. Staff are encouraging her to drink protein shake at least once daily. Order is written for one to two q.d. and this will be relayed to her court-appointed guardian.
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