


PROGRESS NOTE

RE: Opal Wade

DOB: 07/12/1929

DOS: 06/08/2023

HarborChase AL

CC: 90-day note.
HPI: A 93-year-old with vascular dementia end-stage, seen in room. She was seated quietly on a living room chair. She looks about, does not know who anyone coming to see her is myself or the nurse and had to repeat several times that I was her doctor here to check on her. She began talking and seemed to be pleased to be seen but her comments were random and some of them unintelligible. Staff reports that she is dependent on 6/6 ADL assist and recently started on having to be fed. The patient is unable to give any information and it is work getting her to cooperate for exam.

DIAGNOSES: End-stage vascular dementia, legally blind, BPSD of yelling out and calling out, anxious and delusional, CAD, CHF, HLD, hypothyroid, and senile frailty.

ALLERGIES: CODEINE and MORPHINE.

DIET: Regular with chopped meat.

CODE STATUS: DNR.

HOSPICE: Traditions.

MEDICATIONS: Tylenol 640 mg t.i.d., Haldol increased to 0.5 mg one half tablet 10 a.m., 2 p.m., and 7 p.m., olanzapine increased to 5 mg q.a.m. and 7 p.m., lorazepam 0.5 mg one tablet q.6h, Alphagan 0.2% OU b.i.d., Latanoprost right eye h.s., Lotemax right eye b.i.d., Muro eye ointment right eye h.s., Zyprexa 5 mg increased to t.i.d., and lorazepam 0.5 mg q.6h.

PHYSICAL EXAMINATION:
GENERAL: Frail elderly female requiring redirection to exam.

VITAL SIGNS: Blood pressure 136/77, pulse 76, temperature 98.1, respirations 18, and weight 124.9 pounds.
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NEURO: Orientation to self-only. She looks at times bewildered and will call out help-help and there is no redirecting her from that. She is not able to communicate her needs and requires full assist with all 6 ADLs and most recently is now requiring feeding.

MUSCULOSKELETAL: Frail decreased generalized muscle mass and motor strength. The patient non-weightbearing, full transfer assist, cannot reposition self in bed.

SKIN: Fragile, poor integrity, and scattered ecchymosis in different stages of healing.

CARDIAC: She has an irregular rhythm without M, R or G.

ABDOMEN: Soft and bowel sounds present. She has mild distention without tenderness.

RESPIRATORY: She does not cooperate with deep inspiration. She has a normal effort and rate with clear mid to upper lung fields.

ASSESSMENT & PLAN:
1. End-stage vascular dementia dependent for full assist on 6/6 ADLs and non-weightbearing. She needs to be moved to Memory Care and order is written to that effect. She is not an AL appropriate patient in order to be that she would need to have 24-hour one-on-one care provided by family.

2. BPSD. Medications adjusted, olanzapine increased to 5 mg t.i.d., lorazepam will remain at 0.5 mg q.6h., and we will hold Haldol for now given the question of increased hallucinations after taking the medication.
3. Medication review. She is on six eye drops, which is excessive at best. I am discontinuing Acuflex and I am changing prednisolone to b.i.d.

4. General care. I have written order that patient is to be transferred to Memory Care as she is full assist 6/6 ADLs, now requires feeding and is primarily non-weightbearing and unable to communicate needs.
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