


PROGRESS NOTE
RE: Doris Warner

DOB: 10/19/1932

DOS: 07/30/2024

Rivermont MC

CC: Routine check.
HPI: A 91-year-old female with advanced unspecified dementia seen in dining room she was seated quietly at one table and then a short time later at another table. She was sitting quietly looking down at the table and then looking around the room. When I approached her, she was a bit surprised but then I told her why I was seeing her and she was cooperative. The patient has had no falls or other acute medical events this past six weeks.

DIAGNOSES: Advanced unspecified dementia, gait instability has a wheelchair or can use walker, depression, insomnia and behavioral issues have decreased requiring less medical management.

MEDICATIONS: Depakote 125 mg q.d., docusate q.d., melatonin 3 mg h.s., Remeron 7.5 mg at 6 p.m., MVI q.d., and D3 2000 IU q.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with thin liquid.

PHYSICAL EXAMINATION:
GENERAL: Petite elderly female who I finally ended up sitting with at a large round table she was leaning forward on her elbows and attentive.

VITAL SIGNS: Blood pressure 127/67, pulse 75, temperature 97.4, respirations 16, O2 saturation 98%, and weight 92 pounds.
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NEURO: The patient makes eye contact. She often just kind of looks about with somewhat of blank expression on her face but she is approachable, soft-spoken, slow speech, and words are clear at times out of context with effort. She can voice a need. I do not know how much information she actually understands. Orientation x1.

MUSCULOSKELETAL: Today, she was ambulating independently. No lower extremity edema, always moving arms in a normal range of motion.

ABDOMEN: Flat, nontender, and hypoactive bowel sounds.

CARDIAC: She has an irregular rhythm at a regular rate without murmur, rub, or gallop.

RESPIRATORY: She does not know how to do deep inspiration, but lung fields are clear without cough.

ASSESSMENT & PLAN:
1. Routine visit. No significant events or changes. Continue with current care as is.

2. BMP review. Sodium slightly elevated at 148. The patient has an elevation in her BUN to creatinine ratio of 30 indicating volume contraction, which could be accounting for the elevation in her sodium. We will encourage fluids. Remainder of labs WNL.

3. Screening TSH WNL at 2.17.

4. Pill dysphagia. The patient takes one Colace daily. She has had difficulty now with swallowing the gel cap so I am discontinuing the gel cap and changing Colace to liquid form, which is 50 mg/5 mL so she will get 10 mL q.d.
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