


PROGRESS NOTE

RE: Alan Lee
DOB: 01/14/1939
DOS: 08/14/2024
The Harrison AL
CC: 90-day note.
HPI: An 85-year-old female seen in room. She is seated in her same chair watching television. Her room is cluttered. However, it did not leak of urine as it has in the past. I asked the patient how she was doing and she said she was fine. She was just very chatty, going from one topic to the next and I found she does this in order to avoid having to talk about anything more serious. When I asked her if she was sleeping okay and asked about pain, she stated she had no problem sleeping. Denied any pain. Her appetite is good. She states too good. She does come down for meals and occasionally activities. I asked the patient about showering how frequently she was doing that. Personal care has been a big issue with her. She does not want anyone to see her without her cloths on essentially and so she does what she says that she just takes a bed bath and she describes that is standing in front of the sink and splashing herself with water. I told her that does not clean anything below the ribcage and she has a history of UTIs and bowel and bladder incontinence and so that is a problem. It is not something she wants to address.

DIAGNOSES: Vascular dementia moderate, BPSD in the form of care resistance and denial about improper hygiene, DM-II, HTN, severe OA both knees requires a walker, history of DVT with PE on Xarelto, and iron deficiency anemia.

MEDICATIONS: Norvasc 10 mg q.d. FeSO4 one tablet q.d., glipizide 5 mg one tablet at breakfast, lunch and dinner, Imodium 2 mg one tablet q.a.m., Ativan 0.25 mg 15 minutes before showers and TED hose to be worn q.a.m. off h.s., and tolterodine 2 mg ER b.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Mechanical soft with chopped meat.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and very talkative, kind of avoids, and direct eye contact.

VITAL SIGNS: Blood pressure 151/82, pulse 95, temperature 97.6, respirations 16, and weight 225.4 pounds.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

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

NEURO: She is alert. Speech clear. Oriented x 2 to 3. She minimizes things as regards her personal care and just I think the image of how she presents is different than the reality of it. Her son still does not visit because he does not like to go into her room. He finds it embarrassing when he brings his wife because it is unkempt and smells.

SKIN: Her skin is thick and dry. There is a rough scratchy surface to her bilateral lower legs at the backside along the calf muscles. There is some thickening of skin and some mild cracking and I told her that she needed to shower because she is just having skin buildup over layer of dead skin buildup and it is becoming rough and dry and it will crack and when it does then it is just kind of be uncomfortable until it heals. She did not have anything to say after that.

ASSESSMENT & PLAN:
1. DM-II. The patient is due for quarterly A1c, so it is ordered.

2. Annual lab. CMP and CBC ordered and we will review next week.

3. DM-II. The patient does not want to have to continue with FSBS fingersticks and any absence of insulin. I think that is okay. So, I am discontinuing b.i.d. FSBS and she was very happy about that.
4. Bilateral lower extremity edema. I am discontinuing TED hose and she has some compression stockings that are less tight, but still have some compression that she is wearing and I encouraged her to continue wearing those daily.

5. General care. She has been talked to by housekeeping as well as maintenance about keeping her room clean. There is a housekeeper that is scheduled to go through her apartment a couple of times a week for which the son has increased his payment.
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