


PROGRESS NOTE
RE: Carol Ketchum
DOB: 10/30/1935
DOS: 02/14/2023
Rivermont AL
CC: Increased care needs.

HPI: An 87-year-old wheelchair-bound patient with a baseline of Parkinson’s disease, is now requiring staff assist with 6/6 ADLs. She does try to feed herself, staff have to do setup and monitor; she was the last one in the dining room and had barely made headway into her plate and wanted to go back to it as she was still hungry and wanting to eat. She sat in her wheelchair, has to be transported, she was leaning to the right side which is typical positioning for her and she is not able to reposition herself. She had several intermittent random twitches either of her hands, her leg or her abdominal wall. When asked if she was uncomfortable when that occurred, she had no eye contact, no answer and eventually fell asleep as I was examining her. The patient has a history of paranoia and delusions that what was on the television was occurring in realtime, would become agitated, anxious, want to talk to her family. She was started on Haldol for same and it has been of benefit.

DIAGNOSES: Dementia with progression, BPSD decreased as dementia has progressed, Parkinson’s disease advanced, lymphedema with bilateral LEE, GERD, hypothyroid, HTN.

MEDICATIONS: Candesartan 8 mg q.d., dexlansoprazole 60 mg q.d., Depakote 125 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 500 IU q.d., vitamin C 1000 mg q.d.
ALLERGIES: SULFA, CODEINE, MORPHINE and TRAMADOL.
DIET: Regular with thin liquid.

CODE STATUS: DNR.
Carol Ketchum
Page 2

PHYSICAL EXAMINATION:

GENERAL: The patient in wheelchair, had to be transported, made brief eye contact and said a few words asking what now when I was talking to her about the level of care need she has versus what the facility provides, but then she subsequently closed her eyes and dozed through my exam.
VITAL SIGNS: Blood pressure 119/75. Pulse 74. Temperature 97.7. Respirations 15. Weight not available.
HEENT: She has full-thickness hair that is combed. Corrective lenses in place. Clear conjunctivae. Nares patent. Moist oral mucosa.

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. No cough. Symmetric excursion. Decreased bibasilar breath sounds due to body habitus and effort.
ABDOMEN: Rotund. Rotund. No distention or tenderness. Bowel sounds present.

MUSCULOSKELETAL: Tubigrip bilateral. Edema evident. No weeping. The patient is a two-person transfer assist, non-ambulatory, unable to propel manual wheelchair, has to be transported.

NEUROLOGIC: Orientation x1-2. She generally has her eyes closed; if she speaks, it is just a word or two at a time, unable to give information for the most part and just seems detached from the environment, but not distressed.

ASSESSMENT & PLAN:

1. Parkinson’s disease with progression. The patient is non-weightbearing, unable to propel manual wheelchair, is at minimum a two-person transfer and requires full staff assist for 5/6 ADLs, feeding, which she wants to do for herself requires their setup and takes her for a longtime, generally requires feeding after she is not able to. Issue of appropriate placement at this point in the patient’s care. Staff will address this with family.

2. Bilateral LEE. Continue with compression wraps as done currently, appears to be generally stabilized with the current frequency of Lasix and KCl. We will order BMP as she also has a history of hyponatremia.
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Linda Lucio, M.D.
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