


PROGRESS NOTE

RE: Sharon Droke

DOB: 04/08/1949

DOS: 11/28/2023

Harbor Chase MC

CC: Gait instability with falls.

HPI: A 74-year-old female who previously ambulated independently with infrequent fall. She is now having increased falls. When I look at her today it was notable that she had an abrasion on the right upper forehead and her left cheek was swollen, an abrasion at the zygomatic arch and an abrasion on her left knee. When I ask the patient if she remembers falling, she had a blank expression and said ‘no’. Apparently it was noted by a staff member from AL this morning who asked staff what had happened with Mr. Droke and they were not aware that she had fallen. It had occurred prior to breakfast and she came out for breakfast. She had dressed herself. She had a pair of black underwear around her neck that she had tied like a scarf and they were removed from her and I told her that they would get her a different scarf and she was agreeable with that. Today when I saw her, she was ambulating. She was barefoot. She was agreeable to taking my hand and walking together and was seated at one of the dining room tables. She made eye contact with me and randomly started talking. Staff states that she is generally quiet and keeps to herself. None of the physical and verbal aggression which was notable and frequent and directed toward staff and other residents has occurred in some time.

DIAGNOSES: Advanced Alzheimer’s dementia due to recent staging, BPSD which has decreased in frequency of both verbal and physical aggression, insomnia which is a new issue, HTN, glaucoma, hyperlipidemia, GERD, asthma, and DM II.

MEDICATIONS: Nesina 12.5 mg p.o q.d., clonidine 0.2 mg a.m. and h.s., docusate one tablet b.i.d., Aricept 5 mg h.s., Lexapro 10 mg q.d., Lamictal 50 mg b.i.d., Xalatan eye drops OU h.s., Protonix 40 mg q.d., Rilutek 50 mg h.s, spironolactone 12.5 mg b.i.d., torsemide 40 mg q.d., Vraylar capsule 1.5 mg q.d., and Lantus 14 units q.d.

ALLERGIES: NKDA.

DIET: Regular NCS.
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CODE STATUS: DNR

HOSPICE: Legacy Hospice.

PHYSICAL EXAMINATION:

GENERAL: The patient observed quietly walking barefoot, slowly but steadily, with blank expression.

VITAL SIGNS: Blood pressure 107/68, pulse 62, temperature 97.6, respirations 18, and weight 146 pounds.

RESPIRATORY: She does not know how to do deep inspiration and just goes into her regular breathing. Lungs fields are clear. No cough. Decreased bibasilar breath sounds secondary to effort.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: She ambulates and keeps her arm at her side. Today she was barefoot because she has got 2 to 3+ lower extremity edema and her shoes did not fit and pointed to staff that on that occasion they can sit her in a recliner or on a couch with her legs elevated on pillows. On exam she had 2+ edema of the dorsum of her foot and ankle that continued until below the knee. She moves her arms in a normal range of motion and seated her in a wheelchair where she had fairly good posture. She did not understand how she could propel it, had her observe two different residents who were propelling their wheelchairs with their feet and I pointed to them and asked her if she could do that and moved her legs for her, but she did not understand at that time and did not propel.

NEUROLOGIC: When I approached her, she made eye contact and was agreeable to walking with me. I held her hand until we got to DR table and I had her seated in a wheelchair and she was agreeable to that. She only mumbled a couple of words. Otherwise did not talk, but was attentive throughout the time I spent with her. Orientation is self only. It is unclear that she understands what is said to her. She is not able to express her need. Affect is flat or bland.

SKIN: She has an abrasion oblong the top right side of her forehead. No evidence of bleeding. No edema. Her left cheek, there is swelling and abrasion at the top of the zygomatic arch. It was nontender to palpation. No warmth. Her left knee abrasion was large. No bleeding or swelling.

ASSESSMENT & PLAN:
1. Alzheimer’s dementia. There has been clear staging with progression and less able to verbalize or communicate her need. However, when she was verbal, it was usually cursing, so not necessarily communicating her need. She is more compliant and less aggressive and in part that may have to do with medication.
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2. BPSD. The patient had a visit to Rolling Hills Geri-Psych. The patient was there from 09/08/23 through 10/09/23. There were several behavioral medications added that have had the benefit of decreasing her anger and agitation and not cursing or physically threatening staff or residents, but there is a more blandness about her noted in her affect. She had a decrease in her Lamictal from 50 mg b.i.d. to 25 mg b.i.d. That was done without speaking to me, by her hospice physician, not knowing the patient’s history and within a couple of days off the medication, she began to be physically aggressive, glaring at staff when they were attempting to help her and any resident that would cross her path. So she was restarted on the medication and that went away.

3. Insomnia. Trazodone 50 mg will be started with instruction that if she is not asleep after an hour, can re-dose with an additional 50 mg q.d.

4. Gait instability with falls. I would like her to stay in her manual wheelchair and I think that if she were able to propel, it is more likely she would do so. I have ordered focus on function to see if they can help her to understand how to propel herself while in wheelchair. This is more for maintenance as opposed to a rehabilitative request.

5. Lower extremity edema. The patient needs compression hose and so those are ordered. If they could do just compression socks, that would also be of help. She is already on torsemide 40 mg q.d. Elevation of her legs is all that would be needed to be added. 

6. Social. I spoke at length with the patient’s son regarding her dementia and reason for needing to move to MC. While son is sad for the patient, he also understands that she is not doing well in assisted living and acknowledges seeing the acute progression of her dementia. 30 minutes spent
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Linda Lucio, M.D.
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