


PROGRESS NOTE

RE: Carol Ketchum

DOB: 10/30/1935

DOS: 12/06/2022

Rivermont AL

CC: General decline.
HPI: An 87-year-old who is now wheelchair bound most of the time. She does have a walker that she occasionally tries to use but does not get far in it. She is also sleeping in her recliner states that is how she is the most comfortable. The patient has had some behavioral issues more like visual and auditory hallucinations. Haldol at 1 mg b.i.d. was started, which improved this problem however she had increased sleep so weighing the benefit versus the side effect. She also has a history of bilateral lower extremity edema. She is now wearing compression garments and this appears to be improving. When last seen due to behavioral issues, Depakote was also increased to 250 mg b.i.d. and so that may also be contributing to the increased sleepiness.

DIAGNOSES: Dementia with BPSD of aggression which has responded to current treatment, GERD, hypothyroid, lymphedema, venous insufficiency with LEE, and typical Parkinson’s diagnosed in 2022.

MEDICATIONS: Candesartan 8 mg q.d., B12 1000 mcg q. month, dexlansoprazole 60 mg b.i.d., Depakote 250 mg b.i.d., Lasix 40 mg MWF, Haldol 1 mg b.i.d., levothyroxine 125 mcg q.d., magnesium 200 mg q.d. a.c., KCl 10 mEq MWF, Prevagen q.d., D3 5000 IUs q.d., and vitamin C 1000 mg q.d.

ALLERGIES: SULFA, CODEINE, MORPHINE, and TRAMADOL.

CODE STATUS: Full code.

DIET: Regular with thin liquid.

PHYSICAL EXAMINATION:

GENERAL: The patient lying quietly in bed. She made eye contact. She said a few words was somewhat withdrawn.

VITAL SIGNS: Blood pressure 106/61, pulse 78, temperature 98.0, respirations 18, and weight 195 pounds, which is a weight gain of 8 pounds in two months.
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CARDIAC: Regular rate and rhythm. No MRG.

ABDOMEN: Obese, nontender, and hypoactive bowel sounds.

MUSCULOSKELETAL: Bilateral lower extremity edema. She has Tubigrip in place with evident decrease in girth. Thickened calves with fatty tissue.

NEURO: Orientation x2. Her speech is clear. She makes basic brief comments. Denies pain, insomnia, or poor appetite.

ASSESSMENT & PLAN:

1. Weight gain. The patient needs to have her activity increased and told staff that in her chair she needs to be the one to transport herself around as she is fully capable of doing so.

2. Bilateral LEE improved with compression wraps and elevate when possible. She was doing today in her recliner.

3. Hypothyroid. She is on levothyroxine 125 mcg q.d. and TSH elevated at 42.71. We will increase to 175 mcg q.d. and request staff monitor to make sure she is actually taking it.

4. Fall. The patient had a fall in her room trying to get into the recliner by herself. No injury.

5. Increased sleepiness. We will decrease Depakote 125 mg b.i.d. and see how she does behaviorally. She is really mean to the point of verbally abusive with her daughter as patient is not getting her way.
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