


PROGRESS NOTE

RE: Delores Scheffer
DOB: 10/26/1917
DOS: 06/17/2024
Rivermont AL
CC: Shower resistance and slow decline.
HPI: A 106-year-old female seen in room. She was lying in bed napping. She woke when I came in. She extended her hand to me and wanted me to stay with her and talk to her. She was able to answer basic questions. Staff tells me that she has had no falls or acute medical events and she has been resistant to showering. She puts up a fuss. She has not had a shower in probably three weeks at this point. I told staff that we would premedicate her and she needed to be showered this week. Overall, her diagnosis of mild cognitive impairment is now moderate cognitive impairment with recent staging. Some things that have changed is she continues to ambulate with the use of a walker. However, she leans forward more on the walker than previously, so that has to be monitored and she has had an increase in incontinence of both bowel and bladder and the shower resistance which is something she had done previously, but would generally be coaxed and the showering is increased. The patient remembered who I was and then was just randomly talking. When I spoke to her, she denied any pain. She states that she slept good and that she liked the food here, but sometimes they gave too much. I encouraged her to eat what she could to remember to drink enough water and that it was good for her to be up and around other people. Generally, she will be up sitting in the day room watching whatever activity is ongoing.

DIAGNOSES: Now unspecified dementia due to recent progression from MCI, gait instability uses a walker with increased leaning forward, bilateral lower leg cramp which is effectively treated with Hyland’s medication and new incontinence of both bowel and bladder.

MEDICATIONS: Tylenol ER 650 mg one q.d., Lasix 20 mg q.d., and leg cramp capsules SL two tablets q.i.d.

ALLERGIES: PCN.

CODE STATUS: DNR.
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DIET: Regular NAS with ground meat and thin liquid.

PHYSICAL EXAMINATION:

GENERAL: The patient is resting comfortably. She is alert. She knows who I am and slowly interacting.

VITAL SIGNS: Blood pressure 122/65, pulse 64, temperature 97.7, respirations 17, O2 sat 98%, and weight 136 pounds which is a 2-pound weight gain.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough.

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

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

MUSCULOSKELETAL: She repositions herself in bed. She is able to sit up on her own with some minor assist and will use her walker leaning forward on it. She has a wheelchair for distance use that she does not yet depend on. She has no LEE.

NEURO: She makes eye contact. She is soft spoken. Speech is clear. Content at times is random. She is oriented to self and thinks she still in Oklahoma; otherwise has to be cued to date and time. She can voice her needs. If she does not understand something, she will say so and want an explanation. She is also HOH, so I have to speak loudly to her. Her affect is congruent with what she is saying and it is clear that she has a change in her baseline cognition for the decline.

ASSESSMENT & PLAN:
1. MCI with progression to unspecified dementia moderate. She is still able to voice her needs and accepts help. There has been some resistance in the personal care arena. Continue to monitor and assist as needed.

2. Resistance to shower. Ativan 0.25 mg to be given 10 minutes for pre-shower medication and if that is not adequate then can re-dosed, but she does need to be showered.

3. Medication review. She is on three medications all of them deemed necessary and of benefit, so no change.
CPT 99350
Linda Lucio, M.D.
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