


PROGRESS NOTE

RE: Patricia Rigler
DOB: 02/26/1937
DOS: 08/15/2023
Jefferson’s Garden
CC: Increase in falls and general decline.
HPI: An 86-year-old female with advanced, now approaching end-stage Alzheimer’s disease who has her pattern of staying in her room, used to come out for dinner, no longer does that, was ambulatory in her room with a walker, then became wheelchair bound for transport. The patient now is trying to walk in short spaces on her own or self-transfer from wheelchair to bed and it has been resulting in falls; fortunately, no injury. Today, the DON stated that the patient was sound asleep, difficult to rouse and has just wanted to stay in bed the entire day. I went in, in the afternoon and that was the same thing that I found; she did not wake up and did not feel febrile or any other stigmata of acute illness. So, the patient was left to sleep and I did go to see if she was up for dinner and she had actually just gotten up requesting help to transfer from bed to wheelchair and was sitting at the little countertop in her kitchen opening her tray to feed herself. Two hours later, I walked by and she was still sitting in the same position, but she did eat. The patient has had a short course of PT/OT so that she can assist in her own transfers and propel her manual wheelchair safely.
DIAGNOSES: Advanced Alzheimer’s disease, BPSD of aggression or care resistance, DM II, HTN, hypothyroid, urinary incontinence, HLD and GERD.
MEDICATIONS: Tylenol 1000 mg b.i.d., amlodipine 10 mg q.d. Coreg 6.25 mg b.i.d., citalopram 10 mg q.d., Depakote 9 a.m. and 9 p.m. 500 mg ER, levothyroxine 88 mcg q.d., lisinopril 40 mg q.d., omeprazole 20 mg q.d., Seroquel 50 mg q.a.m. and h.s., Senna one tablet q.d., tramadol 50 mg b.i.d. and D3 2000 IU q.d.
ALLERGIES: NKDA.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: Initially, the patient is sleeping soundly and hard to rouse and several hours later awake and feeding herself.
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VITAL SIGNS: Blood pressure 122/68, pulse 84, temperature 98.2, respiratory rate 18, oxygen saturation 96%, and weight 130.1 pounds; weight is stable.
MUSCULOSKELETAL: She is a transfer assist. She does attempt to transfer herself, which has been resulting in falls.

NEURO: When awake, the patient made eye contact, smiled. She just says a few words at a time. I asked her if she felt okay and she stated that she was fine and I told her how much she had been sleeping and she seemed to have no awareness of it. It was clear when asked/questioning her that she does not remember the falls that she has had.

SKIN: Skin is dry. There is flaking around her ankles and feet and top of her forearms. She has no breakdown noted.

ASSESSMENT & PLAN:
1. Alzheimer’s disease with progression. The patient has been sleeping and this has been going on.

2. Medication review. Depakote, which had been given for her aggression, which was significant, I think can be put on hold at this point, so Depakote 500 mg ER a.m. and h.s. hold for two weeks, discontinue if not indicated to continue. This will be the only medication change at this time and follow up in a couple of weeks, we will assess if able to decrease either Seroquel or tramadol. There are some supplements that she is on that I think are not indicated at this point in her disease progression, so we will discontinue those.
3. General care. Given the change that has been gone on, I am going to empirically treat her with nitrofurantoin 100 mg b.i.d. x 5 days for possible UTI; she does have a history of UTIs and I have ordered CMP and CBC as well.
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