


PROGRESS NOTE

RE: Shirley Kaplan
DOB: 09/15/1935
DOS: 10/22/2024
Rivermont MC
CC: Routine visit.

HPI: An 88-year-old female with advanced Alzheimer’s disease seen today in the dining room. The patient is generally in a Broda chair for neck and truncal stability, but recently she has been walking independently. I encountered her walking in the hallway and going to her room and I watched her be able to open the door and go in steady and upright. She is also now wearing blue jeans, which looks quite cute on her. Previously she would just wear sweats. Staff reports the patient is more active. She is verbal, but generally it is random and out of context. Recently she has been able to make her needs known. She has had no falls or other acute medical events.

DIAGNOSES: Advanced Alzheimer’s disease, BPSD which has responded to medical management, depression, and pain management.

MEDICATIONS: Tylenol 500 mg one tablet t.i.d., Depakote 250 mg 8 a.m. and 8 p.m., Haldol 0.5 mg 11 a.m., and 1 mg at 6 p.m., and Zoloft 50 mg q.d.

ALLERGIES: CODEINE.
CODE STATUS: DNR.

DIET: Regular with thin liquids.

PHYSICAL EXAMINATION:
GENERAL: Petite alert female seen in dayroom.

VITAL SIGNS: Blood pressure 123/77, pulse 65, temperature 97.0, respirations 18, O2 sat 98%, and weight 99 pounds which is a 4-pound weight loss since 08/30/24.

RESPIRATORY: She does not follow directions for deep inspiration. So, her lung fields are clear. She has no cough. No conversational dyspnea.

CARDIAC: She has a regular rate and rhythm. No murmur, rub or gallop.
ABDOMEN: Flat and nontender. Hypoactive bowel sounds present. She did not allow palpation.
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MUSCULOSKELETAL: The patient has independent ambulation. She moves limbs in a normal range of motion. Generalized decreased muscle mass, but adequate motor strength. Gait is at times unsteady, but she has not had any falls. No lower extremity edema. No assistive walking device used.
NEURO: The patient makes eye contact when I said her name. Her affect is animated. She appears to be in good spirits. She is verbal, but content is random, not able to give information and not able to make needs known. She is oriented to self only. She can randomly follow directions. Generally staff has to walk things through with her. She is dependent on assist with 4/6 ADLs.

SKIN: Warm, dry and intact. Decreased turgor. No bruises or breakdown noted.

PSYCHIATRIC: She is in good spirits and cooperative.

ASSESSMENT & PLAN:
1. Advanced Alzheimer’s disease. She is at steady state, more interactive and has changed her dressing style and she appears to enjoy the complement she is receiving. The patient is able to voice needs and understands direction when given by staff. We will continue as is.

2. BPSD. She has had a good response to Depakote and Haldol. There is minimal if any effect on her baseline, alertness or cognition, but she is more attentive, more interactive and accepts assistance from staff where needed.

3. Weight issues. Her weight is monitored and she tends to fluctuate between her admit weight of 102 and 99 pounds. There is no interest on part of family and I very much agree with it with any kind of appetite stimulant.

4. Depression. Appears to be treated quite nicely with Zoloft and we will continue.
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