


PROGRESS NOTE

RE: Joann Lawrence
DOB: 02/26/1933
DOS: 08/05/2024
Jefferson’s Garden AL
CC: Constipation.

HPI: A 91-year-old female seen in room. She is seated in her recliner. She is alert, makes eye contact with me and knew who I was. When asked how she was, if she was doing okay, she started to say yes and then said well not really, but was not any more specific. The patient has had no falls or other acute medical issues in the past 30 days. When seen last month, tramadol 50 mg was written for t.i.d. versus b.i.d. and it has been of benefit to the patient. She has no sedation or compromised her baseline cognition with the additional dose. The patient continues to come out for meals. She is reported to sleep through the night.

DIAGNOSES: Advanced unspecified dementia, HTN, atrial fibrillation on Eliquis, HOH, and improvement in left side gluteal wound.

MEDICATIONS: Unchanged from 07/08/24 note.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with chopped meat.

PHYSICAL EXAMINATION:

GENERAL: Elderly female seated quietly in her recliner.

VITAL SIGNS: Blood pressure 112/68, pulse 60, temperature 96.4, respirations 16, O2 sat 95%, and weight 101.2 pounds and a question the correctness of that weight.

RESPIRATORY: She has decreased respiratory effort at a normal rate. Lung fields are clear. Decreased bibasilar breath sounds. No cough.

CARDIAC: She has a regular rate and rhythm. No murmur, rub, or gallop.
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MUSCULOSKELETAL: Non-weightbearing, full transfer assist, trace LEE, and generalized decreased muscle mass and motor strength. She has a wheelchair for transport which she cannot propel. She spends her day in her recliner or wheelchair and has fair neck and truncal stability.

NEURO: The patient makes eye contact when spoken to. She smiles. When asked a basic question, she just says oh and it is unclear if she did not hear the question, understand the question, or just not able to formulate an appropriate response and that was her response throughout the rest of the time where she could not give information and she did not seem to be tracking with anything said to her. Orientation x 1. Affect, she would smile regardless of what was asked or said.

SKIN: Warm, dry, and fair turgor. Few scattered old bruises on forearm.

ASSESSMENT & PLAN:
1. Advanced unspecified dementia, slow progression continues, limited in information she can give as well as what she understands said to her what is going on around her. She is a full assist for 5/6 ADLs. As to meal, she does require set up, but can feed herself.

2. HTN/atrial fibrillation. Review of BPs and heart rates show both to be generally well within normal range. We will continue to monitor pulse rate as amiodarone 200 mg may be able to be decreased to 100 mg, but we will see.

3. Pain management. The patient has tramadol 50 mg 8 a.m., 2 p.m. and 8 p.m. She was telling me about her legs hurting her and I asked if she wanted an additional dose the tramadol now, she said yes and so when I asked the med-aide, she told me that she had given it to her about 15 minutes prior, the patient had no recollection.

4. General care. Family still come to visit and call and check on her and I am told that when they are here, she knows who they are and will engage with them. She also had an MMSC on 06/06/24 19/30 which indicates mild cognitive impairment.
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Linda Lucio, M.D.
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