


PROGRESS NOTE

RE: Jerry Danielson
DOB: 12/05/1933
DOS: 08/09/2023
Rivendell MC
CC: Readmit note.

HPI: An 89-year-old gentleman returned to facility on 08/08/23 from Rolling Hills, Geri-Psych Facility where he was admitted 07/29/23. The patient has a baseline of endstage Alzheimer’s disease and BPSD, wandering, fidgeting, not sleeping with altered sleep cycle when he does, and unable to communicate his needs, which leads to increased agitation. The patient on return has been in his room sleeping the majority of the time. Family has 24-hour sitters who also have an iPad where they are able to leave notes for the oncoming shift regarding any events on their own. When seen today with caretaker who starts the day reviewing notes the patient slept very little through the night falling asleep early this morning and on awakening, he was cooperative enough to be able to be dressed and did go to breakfast, had a small amount to eat. When seen, he has lunch which he is eating with the encouragement of the caretaker and he is focused on the food and able to say when he did not want to eat anymore. He makes limited eye contact with anyone he just kind of generally looks around. His speech is just a few words at a time that are random and out of context. He is not able to give information or make his needs known. It is also difficult getting him to sit still, but he does not resist exam. He is taking his medications since return and crush med order is written to facilitate that. 
DIAGNOSES: Upon return, major NCD and Alzheimer’s dementia, also disordered sleep pattern, gait instability with previous falls, physical aggression and threatening toward either staff or residents and it is random when it occurs.
MEDICATIONS: Melatonin 10 mg h.s., Rozerem 8 mg h.s., trazodone 50 mg h.s., Lamictal 25 mg b.i.d., Rilutek 50 mg b.i.d., Aricept 5 mg h.s., Lexapro 10 mg q.d., progesterone 100 mg two capsules q.d., Lexapro 10 mg q.d., and Risperdal 0.5 mg t.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed, seated on the edge of his bed, feeding himself and focused on that.

VITAL SIGNS: Blood pressure 122/70, pulse 64, temperature 98.1, respirations 14, O2 sat 94%, and weight 155.8 pounds which is a weight loss of 9.2 pounds. When seen last, he was 165 pounds on 07/26/23.
HEENT: Conjunctivae clear. Moist oral mucosa. There were reports that he had been drooling earlier, but that was early this morning and he just arrived last night, so it is questionable that he may have received medication to help them be managed through the right here. We will see if that recurs.

RESPIRATORY: He does not cooperate with deep inspiration. Lung fields are clear. Symmetric excursion. He has no cough.

CARDIAC: He has an irregular rhythm. No M, R. or G. PMI nondisplaced.

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

MUSCULOSKELETAL: Intact radial pulses. He has trace ankle edema at the left side, did not observe him weightbearing or ambulating, but he moved his upper extremities without difficulty.
NEURO: He makes limited eye contact, independent of when he has been spoken to. It is brief. Affect is generally flat. He is verbal just saying a few words here and there that are random and out of context. He does not follow direction and cannot voice his needs. He did not resist exam. Orientation is x1.

SKIN: He has resolving bruise left lateral eye area and that is related to the fall that occurred on 07/25/23.
ASSESSMENT & PLAN:
1. Endstage Alzheimer’s with BPSD. Right now, he is probably still somewhat medicated from what he was given for the right here as well as the medications he has received this morning and we will leave behavioral medications as instructed on his discharge sheet.
2. Gait instability. He has had multiple falls. The issue is continuing to send him out. It is something we need to avoid. So, I am writing an order that he is not to be sent out until contact made with the hospice nurse or myself. Family has been here were not present when seen and hopefully they will give him some time without too many visitors.
CPT 99345
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
