


PROGRESS NOTE

RE: Roslyn Mainville
DOB: 03/11/1936
DOS: 01/22/2024
HarborChase MC
CC: BP review.

HPI: An 87-year-old with advanced to endstage Alzheimer’s dementia who had been for the previous two weeks just appearing lethargic. She would just be sitting in a wheelchair on the couch with her eyes closed and asleep difficult to arouse and that lethargy interfered with her p.o. intake at each meal. Her blood pressures were also running low with systolics between 97 and 105. On 12/15/23, her medications were reviewed and atenolol 25 mg q.d. was held and trazodone 50 mg h.s. was also held with the parameter to give if she remained awake after 10 o’clock and she does not require that medication since 12/15/23. The patient was also refusing FeSO4 so that medication has been discontinued and removing another point of contention. She is receiving make Megace suspension 250 mg q.a.m. On 01/04/24 despite noting that there was a bit more awakeness to her days after the 12/15/23 medication discontinued, ABH gel which is 2/25/2 mg/mL, she had received it t.i.d. It has been decreased to b.i.d. There have been no reports of increased behavioral issues and she is more alert throughout the day. Today, I observed her in the dining room. She was alert. When I approached her, she made eye contact and answered a few basic questions. She was feeding herself and her appetite appeared to be healthy.
DIAGNOSES: Advanced to endstage Alzheimer’s dementia, HTN, HLD, poor p.o. intake with weight loss, osteoporosis, and a history of HTN.

CURRENT MEDICATIONS: ABH gel 1 mL b.i.d., trazodone 50 mg h.s., Zoloft 25 mg q.d., Depakote 125 mg b.i.d., Tums 750 mg q.d., olanzapine 5 mg b.i.d., MVI q.d., D3 2000 IUs q.d., and Megace 250 mg q.a.m.

ALLERGIES: ASA and HONEY.

DIET: Low sodium.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, seated quietly at the end of the table feeding self.

VITAL SIGNS: Blood pressure 130/74, pulse 68, temperature 97.0, respirations 16, and O2 sat 94%.

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

MUSCULOSKELETAL: She ambulates independently. She moves limbs in a normal range of motion. Staff reports that she is doing less fidgeting and pacing them before and she has no lower extremity edema.

NEURO: When I approached her, she looked at me, made eye contact. She was soft spoken. She gave yes no answer to a couple of basic questions and she appeared to be comfortable.

SKIN: Warm, dry, and intact. No skin tears or bruises noted.

ASSESSMENT & PLAN:
1. HTN with discontinue of atenolol and losartan. Her BP per daily checks is WNL. So, we will leave as is.

2. Daytime sedation. This has been decreased with the decrease in ABH gel frequency from three times to two times daily and the holding of trazodone to be given only if the patient remains awake after 10 o’clock and she does not required it.
CPT 99350
Linda Lucio, M.D.
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