


PROGRESS NOTE

RE: Bonita Albaugh

DOB: 07/26/1948

DOS: 02/23/2026
Tuscany Village 

CC: General followup.

HPI: A 77-year-old female who had her tracheostomy capped about a week and a half ago. She has done well since that occurred. She has been able to eat and drink without any difficulty and has no shortness of breath. She had supplemental O2, which has been discontinued. The patient continues with a PEG tube in place. However, she is no longer receiving nighttime feedings nor is she taking her meds per PEG; she is swallowing them. The patient also has her Foley catheter still in place; it currently has 300 mL of concentrated yellow urine and she states that that has not been emptied since this morning. The current Foley catheter has been in three weeks. She talked to a weekend nurse about changing it and she has a 20 French catheter and the weekend nurse told her she would order it, so I am having staff today check to make sure that it will be here by the end of the week so it can be changed out. Physically, the patient feels good. She does not have any significant pain. She sleeps through the night. She has fairly normal bowel pattern with the help of stool softeners. She still spends most of her time in bed. She is not getting out of bed except for personal care such as showering.

DIAGNOSES: Active primary progressive MS, paraplegia, DM II, depression, insomnia – medically managed, HTN, ASCVD, Raynaud’s phenomenon, and cervical spinal stenosis.

ALLERGIES: NKDA.

CODE STATUS: Full code.

MEDICATIONS: Unchanged from previous note.

PHYSICAL EXAMINATION:

GENERAL: Pleasant female lying in bed. She is alert and engaging.
VITAL SIGNS: Blood pressure 114/61, pulse 78, temperature 97.3, respirations 18, O2 saturation 98%, and FSBS 186. The patient is 5’6”and weighs 132.4 pounds with a BMI of 21.4.
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RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness. Her PEG tube is well secured; the stoma is clean without any drainage or redness.
MUSCULOSKELETAL: She moves her arms in a normal range of motion. Lower extremities are without edema. She is weightbearing only with assist. She has good neck and truncal stability when seated in a wheelchair.

NEURO: She makes eye contact. Her speech is clear. She can voice her needs. She asked for assistance in repositioning her in her hospital bed. Oriented x 3. Clear coherent speech.

ASSESSMENT & PLAN:

1. DM II. The patient is on Lantus 15 units 9 a.m. and 6 p.m. and is due for a quarterly A1c which is ordered.

2. PEG tube. The PEG again is not used, but I have ordered flushes to be done three times daily with 30 mL of normal saline. The patient asked about having it removed; she had it placed at Mercy and is not sure who did it, so we will need to know whether it was a surgeon or a GI physician as that will make a difference as to whether it is sutured in or not, so we will start to look into that.

3. Neurogenic bladder secondary to VMS. Order for every 30-day Foley catheter change is written and she should have a new catheter in by the end of this week. I did talk to the unit nurse who stated she would look into seeing if it was ordered.
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