


PROGRESS NOTE

RE: Connie Bartling
DOB: 07/08/1952
DOS: 11/13/2023
Rivermont MC
CC: General followup.

HPI: A 71-year-old female with advanced endstage vascular dementia seen today in the dining room. She was seated at a table with two other females. They were both sitting quietly having finished their lunch. When I approached the patient, she made eye contact, but was quiet the whole time. Staff reports that she needs assistance with most of her ADLs. She remains able to feed herself most days, but infrequently has to be fed. The patient is in a manual wheelchair that again she can propel without difficulty on some days and other days, has to be transported. She generally sleeps through the night without any disturbance. When asked if she had any pain that was not being taken care of, she said no and staff reports that she does not seem to have pain as a primary concern.

DIAGNOSES: Advanced endstage vascular dementia, nonambulatory in manual wheelchair that she can propel about 70% of the time, incontinence of B&B, decreased speech ability, HTN, depression, and dry eye syndrome.

MEDICATIONS: Benazepril 40 mg q.d., Haldol 0.5 mg h.s., Ativan Intensol 2 mg/mL 0.25 mL at 10 a.m., Roxanol 20 mg/mL 0.25 mL (5 mg) SL at 9 a.m. and 4 p.m., Zoloft 50 mg, and Systane gel eye drops OU q.a.m.
ALLERGIES: NKDA.

DIET: Pureed with Ensure one can q.d.
CODE STATUS: DNR.

HOSPICE: Traditions Hospice.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated quietly. She looks around cautiously, but from a distance, I was able to approach her and she was cooperative.

VITAL SIGNS: Blood pressure 123/75, pulse 69, temperature 97.9, respirations 19, O2 sat 99%, and weight 132 pounds which is a 2-pound increased from last month.

RESPIRATORY: She does not really know how to cooperate with deep inspiration and then let it out. Lung fields are relatively clear. No cough. Symmetric excursion with decreased bibasilar breath sounds due to poor respiratory inspiration.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

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

MUSCULOSKELETAL: The patient is in a high-back wheelchair which when she seated in it, she appears comfortable. She gets frustrated that she cannot propel it. So staff have just been reassuring her that there where she needs to be moved and we will get to her. She has +1 bilateral LEE to distal pretibial area.

NEURO: She will make eye contact. She occasionally smiled, but then looks down. She did not speak the entire time which is indicative of overall decrease in speech capacity. She allowed exam by not resisting. She is dependent for staff assist on 5/6 ADLs.

SKIN: Warm, dry, and intact. No bruising or skin tears noted.

ASSESSMENT & PLAN:
1. Advanced/endstage vascular dementia. She continues with the slow progression. No significant behavioral issues. Staff is able to assist her without any resistance and she can voice her needs at this point.

2. Musculoskeletal issues. She has lost weightbearing status, does walking. So, she has gotten around in her manual wheelchair. Generally, she has to be transported as it is bulky for her to maneuver. I am ordering Tubigrip for which I am told the patient already has. They need to be placed to be effective on in the morning and off at h.s.

3. CBC review. WBC count slightly low at 4.3 that is 2/10th of a point below normal. I do not consider that significant as the remainder of CBC is WNL.

4. Hypoproteinemia. T-protein is 5.7. ALB WNL at 3.9. Continue with protein drinks.
5. Volume contraction. BUN/CR ratio is 36; high end of normal is 20. So, she needs to have water offered at least three times a day separate from mealtime.
6. Screening TSH, WNL at 1.07.
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