


PROGRESS NOTE
RE: Mayme Lambdin
DOB: 04/30/1930
DOS: 02/17/2026
Rivermont AL
CC: Decreased appetite.
HPI: A 95-year-old female seen in her room, she was resting comfortably and dressed, interactive and polite as usual. The patient has a baseline of Lewy body dementia, which has progressed and information given is at times questionable. The patient usually is in the dining room sitting with others at mealtime. She will participate in activities not as frequently as she used to. The patient does spend a bit more time in her room. She has had an increase in her urinary incontinence, which I think is part of the change in her socialization.
DIAGNOSES: Advanced Lewy body dementia, history of UTIs with intermittent urinary incontinence, gait instability; uses an electric wheelchair, peripheral neuropathy, atrial fibrillation, DM II, GERD, HLD, HTN, depression and visual deficit of left eye.
MEDICATIONS: Tylenol 325 mg two tablets b.i.d., Haldol 0.5 mg one-half tablet q.a.m. and 4 p.m. and 0.5 mg at h.s., Hiprex 1 g tablet one tablet q.a.m. and h.s., miconazole powder to peri-area q.d., MOM 30 mL and 4 to 6 ounces of warm prune juice q.d. p.r.n., omeprazole 20 mg q.d., Senna Plus one tablet q.d., Salonpas pain patch one to knee q.a.m. and off at h.s., tramadol 50 mg 9 a.m. and 9 p.m., and trazodone 50 mg h.s.
ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient seated comfortably in her room. She was cooperative.
HEENT: Hair is short. She had glasses in place. Conjunctiva clear. Nares patent. Moist oral mucosa.

NECK: Supple with no LAD.
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CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: She has a normal effort and rate with clear lung fields. No cough. Symmetric excursion.

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

MUSCULOSKELETAL: She moves her arms in a normal range of motion. She has good grip strength. She has good neck and truncal stability seated in her wheelchair as well as in a chair in her apartment. She has trace lower extremity edema ankle and distal pretibial area. The patient has bilateral compression hose placed in the morning by staff and removed at bedtime.

SKIN: Warm, dry and intact with good turgor.
ASSESSMENT & PLAN:
1. Weight loss. The patient has lost 3 pounds over the last month. I asked her if she had been feeling well or if there is a decrease in her appetite and she said no to both of those things, so we will just continue to monitor.

2. Lewy body dementia. There has been clear progression. The patient is spending more time in her room. Her affect is generally a bit flatter. She is less talkative. She remains pleasant when seen on a one-to-one basis. In watching her like in the dining room with more people around, she now seems to be a little distracted as to what to do and that was not seen previously.

3. History of UTIs. The patient has now been started on UTI prophylaxis with Hiprex 1 g b.i.d. We will continue to monitor. I did encourage the patient to drink more water and again talked about proper wiping.

4. Abscess in peri-area. This was evaluated last week. She was first given 2 g IM of ceftriaxone and two days after was started on Augmentin 500/125 mg one tablet q.8h. for seven days along with Bactrim b.i.d. times seven days and that has completely resolved.
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