


PROGRESS NOTE

RE: Goldie Wood

DOB: 06/25/1942

DOS: 08/11/2023

Harbor Chase AL

CC: Quarterly note.

HPI: An 81-year-old female with endstage stage Alzheimer’s disease is seen for quarterly note. The patient is wheelchair-bound dependent for full assist on six of six ADLs. She is primarily nonverbal and does not make direct eye contact. She just tends to have a blank stare about her. The patient has had no falls or acute medical events this quarter. She continues to be followed by Valir Hospice. The patient’s husband is in residence in the facility. He does not have dementia. He assist in her care and throughout the day he spends most of the day with her in MC, feeds her at each meal, speaks on her behalf and somewhat shields her from other contact with staff. This quarter there was nonuse of tramadol. So the assumption is that her pain management has been adequate with the routine Tylenol that she receives.

DIAGNOSES: Endstage Alzheimer’s disease, HTN, HLD, and senile debility.

MEDICATIONS: Tylenol 650 mg b.i.d. routine, ASA 81 mg q.d., MOM 30 mL q.d., and Senna 8.6 mg one q.d.

DIET: Pureed.

CODE STATUS: DNR.

ALLERGIES: PCN, POTASSIUM and EGG or EGG DRY PRODUCTS.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female quite and seated in wheelchair.

VITAL SIGNS: Blood pressure 112/68, pulse 64, temperature 98.3, respirations 17, and weight 104.2 pounds, a weight gain of 6.2 pounds from 03/18/22.

HEENT: Her hair is short and groomed. Conjunctivae clear. Most of her time her eyes were closed. Nares are patent. Moist oral mucosa. Native dentition. Fair repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: Regular rate and rhythm. No murmur, rub or gallop

RESPIRATORY: Does not cooperate with deep inspiration. Lung fields clear. Decreased bibasilar breath sounds. She has no cough. Normal respiratory rate.
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ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Generalized sarcopenia. She is nonweightbearing. She has full transfer assist. Does not propel her wheelchair. Limited range of motion of limbs. No lower extremity edema.

NEUROLOGIC: Oriented x 1. She is primarily nonverbal and she does have verbalizations it is more in utter and it is random as to when it occurs. Unable to voice needs. Sleeps about 14 of 24 hours. Dependent on staff or husband for full assist, six of six ADLs. She is incontinent of bowel and bladder.

PSYCHIATRIC: The patient is fairly quite, rate instances of agitation and usually occur if she is uncomfortable or not feeling well and resolves when those issues are addressed.

ASSESSMENT & PLAN:
1. Endstage Alzheimer’s disease. She has between staff and her husband near full-time assist with hospice checking in on her with regularity. She has had no falls. No acute medical events this quarter and the Alzheimer’s continues to progress whereas she was able to weight bear. She is less stable and attempts to see if she can. So she is generally a transfer assist.

2. Pain management. It appears adequate with b.i.d. Tylenol. Tramadol is discontinued due to nonuse after greater than 90 days.

3. Generalized frailty. The patient actually had a weight gain of 6.2 pounds over the past quarter and she is now within her BMI target at 20.3. Continue with puréed diet and requires hand feed.

4. General care. We will continue with current care to include Valir Hospice following patient. Her medications have been streamlined and she does have a medication crush order.
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