


PROGRESS NOTE

RE: Jerry Johnson
DOB: 04/14/1944

DOS: 05/15/2025
Radiance MC

CC: Medication review.

HPI: An 81-year-old gentleman observed in the day room with other residents. He was quietly seated in his wheelchair watching the program and was receptive when I came and spoke with him. The patient has a history of BPSD in the form of aggression on 03/20, Depakote 125 mg b.i.d. was increased to 250 mg b.i.d. The patient is followed by Accentra Hospice then subsequently by Choice Hospice and they added olanzapine 5 mg b.i.d., which was sedating to the patient during daytime and was changed to 5 mg h.s. only on 04/28. Olanzapine was started after patient talked about seeing things and hearing things that clearly were not present but he believed they were and the single dose of olanzapine appears to be adequate in tempering of the hallucinations. He was very pleasant and calm the time he was in the day room, which was over an hour and was cooperative to being seen.

DIGANOSES: Alzheimer’s disease advanced, BPSD in the form of aggression and hallucinations now medically managed, depression, pain management, and insomnia.

MEDICATIONS: Olanzapine 5 mg h.s., Tylenol 500 mg ES one p.o. t.i.d., Depakote 250 mg b.i.d., torsemide 40 mg q.d. and 20 mg at 2 p.m., and Klor-Con 20 mEq q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Well developed and nourished gentleman seated in his wheelchair he was cooperative and pleasant.
HEENT: Full-thickness of gray hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Hearing is adequate.

NECK: Supple with clear carotids. No LAD.
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RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

SKIN: Warm, dry, and intact with good turgor. No break down a few scattered bruises on arm and leg with skin intact and nontender to palpation.

PSYCHIATRIC: He appears calm and comfortable. He seems to take in stride whatever is going on around him. He was cooperative to being seen and exam. He did pay attention or look at me when I was asking him questions and it was clear that he could not answer many questions and I told him that that was completely understandable and we went on and he did not seem upset.

ASSESSMENT & PLAN:

1. Advanced Alzheimer’s disease stable without any recent staging. The patient is acclimated to the facility and compliant with care.

2. BPSD. Hallucinations alleviated with olanzapine and as it is given at nighttime any sedation is a benefit and previous aggression has been addressed with Depakote and again no excessive sedation noted.

3. Pain management. Musculoskeletal pain is managed with 500 mg extra strength Tylenol t.i.d. so at 1500 mg daily he is below the 3000 mg dosage limit for his age.

4. Lower extremity edema. There has been noted benefit with the current dose of torsemide and KCl supplement was changed from pill form which was difficult to swallow to powder form and he is able to drink that.

5. General care. CMP and CBC ordered and will review labs when available.
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