


PROGRESS NOTE

RE: Sharon Droke
DOB: 04/08/1949
DOS: 10/31/2023
HarborChase MC
CC: Hospice orders.
HPI: A 74-year-old female with advanced dementia and behavioral issues that necessitated being sent to Rolling Hills Geri-Psych where she was from 09/08/23 to 10/09/23. There has been a noted change in the patient; she is quieter, observes what is going on around her, she remains independently ambulatory, able to feed herself, she has been compliant with medications and personal care, which is a change. Recently, the patient has started to have falls, they are independent of time of day or activity. Staff report that the patient has an occasional spasmodic tremor; she will just be sitting and it will occur, it does not seem to bother her and it was not noted prior to Geri-Psych. We will review medications and, in particular, I have looked at Rilutek; however, there is no noted side effect or adverse effect of tremors. Staff note a new lower extremity edema when she returned; it was trace, it is now +1. The patient is now in a wheelchair with her legs in a dependent position. I reviewed the patient’s medications for hypertension as well as likely some behavioral component on Catapres 0.2 mg t.i.d., which I think is sedating for the patient, so I am adjusting that and bringing in metoprolol to cover for BP control. She has been having elevated blood pressures despite the t.i.d. Catapres.
DIAGNOSES: Major depressive disorder/Alzheimer’s dementia, CHF, HTN, glaucoma, asthma, GERD and anemia.

ALLERGIES: NKDA.

MEDICATIONS: Going forward, torsemide 40 mg q.d., Catapres 0.2 mg at 2 p.m. and bedtime, metoprolol ER 50 mg q.a.m., Aldactone 12.5 mg q.a.m., Lexapro 10 mg q.d., Aricept 5 mg q.d., Rilutek 50 mg h.s., Lamictal 50 mg b.i.d., Klor-Con 20 mEq h.s., Protonix 40 mg q.d., Xalatan eye drops OU h.s. and Alphagan eye drops OU b.i.d., Colace capsule changed to tablet one p.o. b.i.d., Nesina 6.25 mg two tablets q.d., Vraylar 1.5 mg q.d.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated in a wheelchair. She is quiet, just staring straight ahead, occasional shake noted of her upper extremities.
VITAL SIGNS: Blood pressure 128/78. Pulse 106. Temperature 97.7. Respirations 18. Weight was 166.6 pounds on 10/10 and she is currently 158 pounds; a weight loss of 8.6 pounds in three weeks.
CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
EXTREMITIES: She does have +1 lower extremity.

NEURO: Orientation x1 only. She slowly moves, slowly looks around, is compliant with taking medications and staff’ direction. She has not attempted to get up out of the wheelchair. She seems somewhat detached from the environment. I did not hear her speak.
ASSESSMENT & PLAN:
1. Lower extremity edema. I am increasing torsemide from 20 to 40 mg q.a.m. and will continue with the 20 mEq q.d. of KCl and I am ordering a BMP for next week.
2. HTN. I am decreasing the Catapres to afternoon and h.s. and adding Toprol in the morning. We will do daily BP and heart rate checks and go from there and, hopefully, we will see the patient start to wake up a little bit from the suppression of the Catapres.
3. Constipation. I am changing Colace to tablet, so they can crush that and she can take it that way. It will be one tablet p.o. b.i.d.
4. General care. CMP and CBC ordered. Per daughter’s request, hospice evaluation ordered with Legacy Hospice for weight loss and recurring falls. The patient to be seen today by hospice.
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Linda Lucio, M.D.
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