


PROGRESS NOTE

RE: Sharon Droke

DOB: 04/08/1949

DOS: 04/02/2025
The Harrison MC

CC: Lab review.

HPI: This is a 75-year-old female with severe dementia and decreased BPSD, observed today in Memory Care. The patient propels herself around the facility in her manual wheelchair. She is primarily nonverbal. She can make eye contact, but unable to voice her needs and unclear that she understands what is stated to her. The patient remains able to feed herself though does require cueing. She has had no recent falls or significant behavioral issues.

DIAGNOSES: Severe Alzheimer’s dementia, BPSD, which has decreased and is primarily care resistance or taking other people’s belongings, severe OA of both knees, nonweightbearing, major depressive disorder, HTN, glaucoma, asthma, GERD, anemia, and history of CHF.

MEDICATIONS: Senna Plus one tablet b.i.d., temazepam 15 mg h.s., trazodone 100 mg h.s., Vraylar 1.5 mg capsule one q.d., and Ativan 0.5 mg one tablet q.4h. p.r.n.

ALLERGIES: NKDA.

DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient is observed propelling self around the facility and then seated quietly in the dining room.
VITAL SIGNS: Blood pressure 148/80, pulse 58, temperature 97.6, respirations 21, and did not cooperate with weight.

NEURO: The patient is quiet, primarily nonverbal, occasional word or two that is random in content and unclear that she understands what is stated to her. Affect is generally flat. She tends to keep to herself, but can sit around other residents and appear comfortable. She is generally cooperative to personal care and taking her medications. Not able to voice her needs.
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MUSCULOSKELETAL: She is a full-transfer assist. She remains able to propel her manual wheelchair, but she does so slowly and for shorter distance and tends to sit still in one place more often than she used to. No lower extremity edema. No effusion of either knee.

CARDIAC: She has regular rate and rhythm without murmur rub, or gallop.

RESPIRATORY: Anterolateral and posterior lung fields are clear. She does not cooperate with deep inspiration. No cough and symmetric excursion.

ABDOMEN: Slightly protuberant, nontender. Bowel sounds present.

SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:

1. DM II. Last A1c was 5.4. She is on Lantus SoloStar 10 units q.d., but she most likely could go without insulin, but we will titrate her off going to 5 units only of Lantus SoloStar with a q.3 month check.

2. The patient is due for a BMP. She is on both torsemide and KCl, so need to assess her creatinine and electrolyte function.
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